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Presentation

Depression in adults is a major health problem because of its prevalence, its impact on both the
quality of life of patients and the structure of their relatives and society and its role as one of the
major risk factorsfor suicide. Therefore, depression is considered of great importance not only for
the health system, but also for society.

However, under-diagnosis and lack of treatment are still a challenge in the management
of depression, with a significant percentage of patients not seeking medical attention for their
symptoms of depression. Conversely, overdiagnosis and overtreatment of this disorder is also be-
ginning to be mentioned. In addition to the foregoing, there is known the existence of variability
in its clinical management, with different approaches to treatment, referral and follow-up and a
high percentage of patients responding inadequately to therapeutic strategies or with a tendency
to relapse.

In 2008, the first version of the Clinical Practice Guideline on the Management of Depression
in Adults was published, as part of the SNS Guidelines Programme. The length of time elapsed
since then and the availability of new evidence have required an update to be prepared. This new
CPG was developed by a multidisciplinary group of professionals from different areas responsi-
ble for caring for patients with depression, and the review process has received the cooperation
of various scientific societies and associations directly involved with this health problem. This
guidelineisaresult of thiswork and aimsto be a useful tool with answers to the most important
issues in the form of systematically developed recommendations using the best available evi-
dence.

In addition to the incorporation and integration of new evidence on diagnostic and thera-
peutic strategies, among the challenges included in this new version is the incorporation of the
perspective of patients and relatives through a systematic review and a qualitative study. This
approach allowed us to observe the impact of depression, understand it from a humanistic view
and identify areas for improvement in the care process. Other notable contributionsin relation to
the previous guideline are the stepped care model approach and collaboration between primary
and specialist care, which iscritical for improving care for such acomplex disorder as depression,
based on current evidence. Finally, a section on the implementation of depression management
recommendations in the electronic medical record has been included.

From the Directorate General for Public Health, Quality and Innovation, we would like to
thank the authorsfor all their hard work and hope that this guide will contribute to ahigher quality
of carefor patients with depression and their relatives.

M. MERCEDES VINUESA SEBASTIAN
General Director of Public Health, Quality and Innovation
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Questions to be answered

PERSPECTIVESAND EXPERIENCES OF PATIENTSAND THEIR
RELATIVESWITH DEPRESSION

1.  What arethe perspectives of patientsand their relatives about depression and their experi-
ences with the health care provided?

EVALUATION AND SCREENING OF DEPRESSION

2. How should depression be evaluated?

3. Which scales have the best psychometric properties for the evaluation of depression in
adults?

4. Does screening improve health outcomes in depression?

CARE MODELS

5. How effective are stepped and collaborative care models?

PSYCHOTHERAPEUTIC TREATMENT

6. How effective are different psychological interventions in patients with depression?

PHARMACOLOGICAL TREATMENT

7. What is the safety and efficacy of antidepressant drugs in the treatment of depressive epi-
sodes in adults?

8. How long and at what dose should drug treatment be maintained after remission of de-
pressive symptoms?

PSYCHOTHERAPEUTIC STRATEGIESIN RESISTANT DEPRESSION

9. What isthe role of psychotherapy as an enhancement or aternative in patients with re-
sistant depression?
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PHARMACOLOGICAL STRATEGIESIN RESISTANT DEPRESSION

10. What pharmacological strategies are most effective in patients with treatment-resistant
depression?

ELECTROCONVULSIVE THERAPY

11. What s the safety and efficacy of electroconvulsive therapy as a treatment for depression?

VAGUSNERVE STIMULATION

12. What is the safety and efficacy of vagus nerve stimulation as adjunctive treatment for
resistant depression?

TRANSCRANIAL MAGNETIC STIMULATION

13. What is the safety and efficacy of transcranial magnetic stimulation as adjunctive treat-
ment for resistant depression?

EXERCISE

14. Isphysical exercise effective in patients with depression?

ST JOHN'SWORT

15. What is the safety and efficacy of St. John’s wort in the treatment of adult depression?

QUALITY INDICATORS

16. What are the indicators for monitoring quality in the management of depression?

IMPLEMENTATION

17. What isthe progress and impact of clinical decision support and knowledge management
systems on the management of depression?
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SIGN Levels of evidence and grades of
recommendation

Levels of evidence

High quality meta-analyses, systematic reviews of clinical trials or high-quality clinical trials with

1++ . .
very low risk of bias.
1+ Well-conducted meta-analyses, systematic reviews of clinical trials, or well-conducted clinical
trials with little risk of bias.
1- Meta-analyses, systematic reviews of clinical trials or clinical trials with high risk of bias.

High quality systematic reviews of case control or cohort or studies. High quality case control or
2++ | cohort studies with a very low risk of confounding or bias and a high probability that the relation-

ship is causal.

ot Well-conducted case control or cohort studies with a low risk of confounding or bias and a mod-
erate probability that the relationship is causal.

5. Cohort or case-control studies with a high risk of bias and a significant risk that the relationship

is not causal.

Non-analytical studies such as case reports and case series.

Expert opinion.

Grades of recommendation

At least one meta-analysis, systematic review or clinical trial rated as 1++ directly applicable to
A the target population of the guide; or a body of evidence consisting of studies rated as 1* and
showing overall consistency of results.

A body of evidence consisting of studies rated as 2+*, directly applicable to the target population
B of the guide and showing overall consistency of results; or evidence extrapolated from studies
rated as 1**or 1 .

A body of evidence consisting of studies rated as 2* directly applicable to the target population
C of the guide and showing overall consistency of results; or evidence extrapolated from studies
rated as 2+*.

D Evidence level 3 or 4; or evidence extrapolated from studies rated as 2*.

Studies classified as 1-and 2- must not be used in the preparation of recommendations due to their high
potential for bias.

The recommendations adapted from a CPG are indicated with the superscript “F¢”.

Evidence taken from relevant qualitative studies of appropriate quality. This category is not con-

Q1
sidered by SIGN.

Good clinical practice

x/2 ‘Recommended practice based on clinical experience and consensus of the editorial team.

Source: Scottish Intercollegiate Guidelines Network. Forming guideline recommendations. In: SIGN 50: A guideline developers™
handbook: Edinburgh: SIGN; 20081.*

1. Evaluating the quality of qualitative studies was performed following the CASP (Critical Appraisal Skills Programme)? checklist,
as proposed by Goldsmith et al. (2007)3.

2. Sometimes the development group wishes to highlight an important practical aspect for which there is probably no supporting evi-
dence. In general, these cases are related to an aspect of treatment generally accepted to be good clinical practice, and are evaluated
as apoint of good clinical practice. These messages are not an aternative to the recommendations based on evidence, but should be
considered only when there is no other way of highlighting that aspect.
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CPG Recommendations

Evaluation of depression

J

The clinical interview is the essential procedure for the diagnosis of depression. The
ICD and DSM provide a set of agreed criteriato rely on.

Dueto the existence of different factors that may affect the progress, course and severity
of depression, it is recommended to evaluate the following areas:

— Featuresof the episode: duration, number and intensity of symptoms, comorbidity.
— Psychosocia assessment (social support and interpersonal relationships).

— Degree of associated dysfunction and/or disabilities.

— Risk of suicide.

— Response to previous treatment.

It is recommended to assess the risk of suicide in patients with depression, considering
the following factors:

— Presence of previous suicide attempts, other comorbid mental disorders and sub-
stance abuse.

— Specific symptoms such as hopelessness, anxiety, agitation or suicidal ideation.

— Other risk factors such as physical illness, chronicity, pain or disability, family
history of suicide, social factors and a history of suicide in the environment.

When assessing depression, it is recommended to consider the heterogeneity of its
presentation as well as the perception patients have about their symptoms and the
disorder.

It is recommended to pay special attention to issuesthat affect the daily lives of patients
with depression which may have a greater functional impact.

The assessment should consider the sociodemographic and cultura factors that may
affect the development or maintenance of depressive symptoms and influence treatment,
such as sex, family, social network and perceived stigma.

The meaning and impact of depression on the patient's family and any needs that
may arise should be explored; especiadly regarding children, adolescents and family
dependent upon the depressed patient.

It is recommended to encourage the communication of feelings and emotions in an
empathetic and respectful environment.

When adiagnosis of depressionismade, all the necessary information about the disorder
and treatment options, as well as explanations to reduce the guilt and stigma attached,
must be promoted and provided.
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Evaluation instruments

J Thescales provide additional information in the eval uation, but cannot replacetheclinical
interview.

Some of the scal esthat may be useful in assessing depression arethe Hamilton Rating Scale
D | for Depression (HRSD), the Montgomery Asberg Depression Rating Scale (MADRS), the
Brief Patient Health Questionnaire (PHQ-9) and the Beck Depression Inventory (BDI).

Depression screening

Routine screening for depression is not recommended for the general population, asthere
are reasonabl e doubts about its effectiveness.

Clinicians should be aert to the possibility of depression, especially in patients with risk
B | factors who also have symptoms such as insomnia, low mood, anhedonia and suicidal
ideation.

In primary care, when an indicator for depression is observed in a routine examination,
it is recommended to use two questions about mood and loss of enjoyment to assess
for the presence of depressive disorders. If the response is positive, an appropriate
psychopathol ogical assessment is recommended.

B

Care models

The management of depression in adults should be performed as a stepped care and
B | collaboration model between primary care and menta health, so that interventions and
treatments are tailored to the status and evolution of the patient.

General treatment recommendations

The treatment of depression in adults should be comprehensive and cover all
v | psychotherapeutic, psychosocia and pharmacological interventions which may
improve well-being and functional capacity.

The management of depression should include psychoeducation, individual and
v | family support, coordination with other professionals, care of comorbidity and regular
monitoring of mental and physical status.

The initial selection of the mode and scope of treatment should be based on clinical
Vv findings and other factors, such as previous history, the availability of treatment, patient
preference and the ability to provide support and containment in the environment.

A structured patient monitoring plan should be established. The assessment and
DcPe monitori_ng frgquency of symptoms should be according to severi_ty, comorbidity,
cooperation with treatment, social support and the frequency and severity of side effects
of the prescribed treatment.

With the consent of the patients, both they and their relatives and relatives should take
an active role in making decisions about the treatment and care plan development.
Patients and their relatives should be offered support to develop coping strategies, and
Q | should beinformed of the existence of patient associations and resources which can be
of help.

DCFC | Verbal information should be backed up with written documents whenever possible.
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Psychotherapeutic treatment

Wy The availability of psychotherapeutic treatment should be ensured for patients who need
it.
In mild-moderate depression, a brief psychological treatment (such as cognitive

B | behavioural therapy or problem-solving therapy) of 6-8 sessions over 10-12 weeks

should be considered.

B The psychological treatment of choice for moderate to severe depression is cognitive

behavioural therapy or interpersonal therapy, of 16-20 sessions over 5 months.

B Cognitive behavioural therapy should be considered for patientswith inadequate response

to other interventions or a prior history of relapses and/or residual symptoms.
c Other psychological interventions should be considered when addressing comorbidity or
the complexity of family or marital relationships, often associated with depression.

B Patients with chronic and/or recurrent depression are recommended a combination of

drug therapy and cognitive behavioural therapy.
Pharmacotherapy

Wy Before starting antidepressant treatment, patients must be adequately informed of the
expected benefits, side effects and possible delay in the therapeutic effect.

The initial selection of drug therapy should be based mainly on the side effect profile

A | and tolerability, safety and pharmacological properties, as well as other factors such as
previous response to treatment, cost and patient preferences.

A SSRIs are antidepressants with the most evidence and better risk/benefit ratio, and
should be considered as the first choice of treatment.

Wy All patients with moderate depression treated with drugs should be re-assessed within
15 days of the treatment start, and within 8 daysin the case of severe depression.
Benzodiazepine treatment may be considered for patients with anxiety, insomnia and/

DCFC | or agitation, although they should not be used for longer than 2-3 weeks to prevent the
development of dependence.

. Patients undergoing drug therapy must be closely monitored, at least for the first 4
weeks.

Antidepressant treatment should be maintained for at least 6 months after remission of

D |the episode, and aspects such as previous episodes, comorbidity and the presence of
other risk factors should be evaluated before deciding on withdrawal of treatment.

A It is recommended that maintenance treatment be performed with the same dose at
which the response was achieved.

To avoid withdrawal symptoms, the antidepressant treatment dose should be reduced
Dc¢Pe | gradually, usually over a period of 4 weeks; particularly for drugs with short half-lives
like paroxetine or venlafaxine.
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If withdrawal symptoms occur, a diagnostic confirmation should be performed and,
if the symptoms are significant, reintroducing the original antidepressant at effective
doses should be considered (or the use of another antidepressant in the same class with
along half-life) and the dose gradually reduced.

When drug treatment is prescribed, the patient's perception should be explored and a
positive attitude will be favoured. In addition, adequate monitoring for side effects,
as well as evolution of the symptoms and functional capacity, should be performed.
Moreover, after obtaining patient authorisation, any doubts the family has about the
treatment must be clarified to gain their support.

Psychotherapeutic strategies in resistant depression

B

A combined therapy of cognitive behavioural therapy and antidepressant
pharmacotherapy is recommended for patients with resistant depression.

Pharmacological strategies in resistant depression

The following is recommended for patients who do not improve with initia
antidepressant treatment for depression:

— Review of diagnosis.
— Verify compliance with taking the appropriate dosage and treatment time.

— Assess the existence of disease awareness, motivation to change and possible
comorbidity.

The following is recommended for patients with a partial response after the 3rd or 4th
week:

— Wait for clinical evolution until the 8th week.

— Increase the drug dose to the maximum therapeutic dose.

If the patient does not respond by the 3rd or 4th week of treatment, any of the following
strategies could be attempted:

— Change of antidepressant to another in the same or a different family.
— Combination of antidepressants.

— Enhancement with lithium or antipsychotics.

When the strategy is changing the antidepressant, a different SSRI or another second-
generation antidepressant should initially be evaluated. If there is no response, an
antidepressant with greater side effects, such asatricyclic or MAQI, could be assessed.

The combination of SSRI and mianserin or mirtazapine may be a recommendable
option, bearing in mind the possibility of adverse effects.

Enhancement withlithium or antipsychotics, such asolanzapine, quetiapine, aripiprazole
or risperidone may also be a strategy to consider, bearing in mind the possibility of
greater adverse effects.

22
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When enhancement or a drug combination is used:
— Beawarethat these strategies usually increase adverse effects.
—  Select those drugs for which there is information on safety in combined use.
— Document the rationale for the strategy.

— Monitor carefully for adverse effects.

There are insufficient data to recommend enhancement with carbamazepine, lamotrigine,
topiramate, valproate, pindolol, thyroid hormones, zinc or benzodiazepines.

Elect

roconvulsive therapy

Electroconvulsive therapy should be considered a therapeutic option in patients with
severe depression; mainly if there is a need for a rapid response due to high suicidal
intent, severe physical damage or when other treatments have failed.

ECT should aways be given by experienced professionals, following a physical and
psychiatric assessment and in a hospital setting; and informed consent is essential .

The decision to use ECT should be made jointly with the patient and/or family, by taking
into account factors such as diagnosis, type and severity of symptoms, medical history,
risk/benefit ratio, alternative therapies and patient preference.

Should ECT be required, it is recommended to place special emphasis on providing all
the necessary information, focusing on the purpose of the procedure, the side effects and
atreatment plan.

Vagu

s herve stimulation

The use of vagus nerve stimulation outside the scope of research is discouraged due to
the invasive nature of the procedure, uncertainty about its efficacy and adverse effects.

Transcranial magnetic stimulation

B Transcranial magnetic stimulation is not currently recommended as a treatment for

depression, due to uncertainty about its clinical efficacy.
Exercise

Patientswith depression are strongly encouraged to perform physical exercise asahealthy

B | living habit. It is imperative that the patient is motivated and willing to do exercise,
according to their physical condition and tailored to their individual preferences.

B Physical activity should be considered an adjunct to antidepressants and/or psychotherapy
in severe and moderate depression.
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St. John’s Wort

Although there is evidence of the efficacy of St. John's Wort in the treatment of mild to
moderate depression, its use is not recommended for the following reasons.

— Lack of knowledge about of the active ingredients, mechanisms of action and per-
sistence of the antidepressant effect.

— Alack of standardisation of the dose.

— The variahility of different commercial preparations, which may have different
amounts and proportions of its components and may not be therapeutically equiva-
lent.

Healthcare professionals should inform patients taking St. John's wort of its serious
B | potential interactions with some drugs, some of which are commonly used, such as oral
contraceptives.

24 CLINICAL PRACTICE GUIDELINES IN THE SNS



1. Introduction

According to the World Health Organisation (WHO), depression affects about 121 million people
worldwide, of whom less than 25% have access to effective treatment; and it warns that one in
five people will develop depressive symptoms in their life, with this number increasing if there are
other factors such as comorbidity or stress. Furthermore, because of its early onset, its functional
impact and its tendency to chronicity and recurrence, depression is currently one of the leading
causes of disability and represents 4.3% of the global burden of disease*®.

The prevalence of this disorder varies according to the country studied; thus, the American
‘National Comorbidity Survey Replication’ noted that 16.2% of people had major depression at
some point in their life (lifetime prevalence) and 6.6% in the last 12 months (annual prevalence)®.
According to the European Sudy of the Epidemiology of Mental Disorders (ESEMeD), the preva
lence in Spain is lower than in other European countries, with alifetime prevalence of a depres-
sive episode of 10.6% and ayearly prevalence of 4.0%; although one of the most notable features
isthat it has an earlier age of onset and high rates of comorbidity and chronicity” Also, among
hospitalised patients, the prevalence of depression rises to 18.9%8 and som e groups, such asil-
legal immigrants, are especially vulnerable, with a percentage of 40.7%°.

People with depression have high rates of comorbidity and mortality. The association be-
tween depression and physical and mental illness, as well as with substance abuse and suicidal
behaviour, is considerable. The relationship of these disorders with depression is complex, since
depression predisposes their condition while, at the same time, the presence of these disorders
increases the likelihood of having depression®. No less important is the impact functionally and
on productivity, which is estimated could represent a significant portion of the costs associated
with depression®!, In this regard, it has been suggested that depression is the most expensive
mental disorder in Europe, and accounts for 33% of the total costs of mental health, neurology
and neurosurgery (118 billion euros, including direct and indirect costs), or 1% of the European
economy™. The indirect costs due to sick leave and lost productivity account for 61% of this ex-
penditure, while the direct costs are divided between outpatient care (61%), hospitalisation (9%),
drug treatment (8%) and mortality (3%)™.

Notwithstanding the foregoing, under-diagnosis and under-treatment remain a problem in
the management of depression, both in Spain and internationally; therefore, it is a priority to
optimise services and improve their approach'?> [n Spain, it has been estimated that 28% of pa
tients with major depression are not diagnosed in primary care, although this percentage is lower
in the more severe forms of depression®. Furthermore, a sample of patients with depression in
the ESEMeD-Spain study showed that 59% did not attend primary care or specialist care in the
previous year; and, of these, 76% received no treatment®2. Apart from a lack of resources, other
barriers to effective treatment identified by the WHO are a lack of trained professionals and the
social stigmé&'.

While under-diagnosisis a major problem, over-diagnosis and over-treatment of depression
are also important factors to consider in the management of this disease'®'’.

The Clinical Practice Guidelines might have an important role in these areas; encouraging
improved diagnostic and therapeutic strategies, the services provided and reducing variability in
clinical practice.

In summary, because of its high prevalence, its impact on the health and productivity of
people, the associated costs and its role as one of the mgjor risk factors for suicide, depression is
achallenge for both healthcare systems and society.
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2. Scope and objectives

The first version of the Clinical Practice Guideline on the Management of Major Depression in
Adultswas published in 2008 as part of the Quality Plan Health Ministry for the Spanish National
Health System, driven by factors such as high prevalence, disability, impaired quality of life and
its enormous economic and social impact. The time elapsed since then, the magnitude of the
problem, which is still significant with prospects of worsening, the increased scientific literature
and the demand from the different areas involved in its approach, has led to a need to update it.

This new Clinical Practice Guideline on the Management of Depression in Adults both up-
dates and replaces the previous guideline. It is the result of the work of a multidisciplinary group
of professionals involved with the care of patients with depression, and is intended to answer
many of the questions posed by the care of adult patients with depression; which will be given
in the form of systematically developed recommendations based on the best evidence available
today. Although research regarding the management of depression has significantly increased in
recent years, there are still areas of uncertainty, so future updates of this guide addressing these
issues are to be expected.

The main users of this guide will be those health professionals involved in the management
of depression, as well as patients, their relatives and caregivers. This guide may also be relevant
for social service professionals, although it is not specifically addressed to them.

Objectives of the guide:

— Improve the healthcare given to patients with depression in the field of primary and sec-
ondary care in the Spanish National Health System.

— Provide updated recommendations for the healthcare professionalsinvolved in caring for
patients with depression.

— Promote rationality and effectiveness in choosing the different treatment options.
— Propose atherapeutic algorithm.
— Discussindicatorsto evaluate quality of care.

— Help patients, families and friends, by preparing information specifically addressed to
them; thus contributing to informed decision-making and communication between pa-
tients and professionals.

— ldentify priority areas for future research.
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Scope of the guideline:

Thetarget groups will be adults diagnosed with depression.

The professional healthcare given to these patients in both primary care and speciality
care; and, in particular, aspects related to clinical diagnosis, assessment and treatment
methods (psychotherapy, drug therapy, combined therapy and other interventions).

Areas not addressed by the CPG:

28

Prevention of depression.

Depression in childhood and adol escence.
Depression in older people.

Postnatal depression.

Dysthymic disorder, bipolar and adaptive disorder.
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3.

Methodol ogy

The methodology used to update this guideline is contained in the CPG Preparing and Updating
Methodology Manuals for the National Health Service'®2°,

The steps followed were:

Forming the working group to update the CPG, comprising two experts in methodol ogy
from the Galicia Health Technology Assessment Agency (avalia-t) and an interdiscipli-
nary group of health professionals, composed of three psychiatrists, two clinical psy-
chologists, afamily doctor and a mental health specialist nurse.

Updated CPG information was sent to a number of national experts along with a regquest
to review the scope if they considered the need to add or modify any section.

Reformulation of clinical questions using the Patient/I ntervention/Comparison/Outcome
(PICO) format.

Inclusion of the perspective of patients and relatives by including a qualitative section on
their perspectives and needs regarding depression:

e Systematic review of qualitative studies.

e Qualitative study based on focus groups (two with patients and one with family
members) addressing the following areas:

> Nature and impact of depression.
> Living with depression.
> Assessment of the professionals involved and the care process.

> Treatment: benefits, side effects or unwanted effects, adherence and participa-
tion in decision-making.

> Assessment of overall satisfaction with the care received.

> Needs and preferences regarding information received and communication
with the health professionals who care for them.

e Incorporation of qualitative evidence in the CPG in a specific qualitative section
and assessment and treatment sections.

Literature database search: 1) Specialising in systematic reviews, such as the Cochrane
Library Plus and the NHS Centre for Reviews and Dissemination database (HTA, DARE
and NHSEED); 2) Specialising in clinical practice guidelines and other summarised
resources, such as Turning Research into Practice (TRIP), the National Guideline
Clearinghouse and GuiaSalud; 3) General, such as Medline (PubMed), EMBASE (Ovid),
ISI WEB, Bibliographic Index of Health Sciences (IBECS) and the Spanish Medical
Index (IME); as well as specidist, such as PsycINFO. Languages. English, French,
Spanish, Italian and Portuguese. In updating the CPG, the original search strategies were
used, with redesigning in some cases. For updated clinical questions, the searches were
carried out from January 2007 to February 2014. For new questions, the searches were
made without any time limit. In the first phase, the searches were directed toward second-
ary information sources, such as CPGs and systematic reviews, which were followed by
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searchesfor primary studies limited to the most relevant studies published after the search
date of the systematic reviews identified.

Assessment of the quality of quantitative studies and the summary of evidence for each
guestion, using the methodology proposed by the Scottish Intercollegiate Guidelines
Network (SIGN)?. Although there is a growing tendency to use the GRADE method® in
CPGs, the devel opment group decided to continue with the SIGN method, as thiswas an
update. This decision was taken primarily because a change in methodology would have
required at least apartia re-evaluation of the studiesincluded in the previousversion. The
qualitative studies were evaluated by following the Critical Appraisal Skills Programme
(CASP)?2 checklist, as proposed by Goldsmith et al. (2007)3.

The formulation of recommendationswas based on the SIGN “formal evaluation” or “rea-
soned judgment” criteria. Controversial recommendations or those with an absence of evi-
dencewereresolved by informal consensus of the development group. Recommendations
based on qualitative evidence are marked with a“Q”.

The expert collaborators participated in the review and advice on specific sections of the
guideline and its recommendations. The external reviewers were involved in reviewing
the full draft of the guideline, with representatives proposed by the various scientific or-
ganisations and associations rel ated with depression (seethelist in the authors section), as
well as renowned professionals proposed by the update development group.

All the information on the GPC methodol ogy applied (e.g. literature search strategies and
summary tables from the selected studies) is available in detailed form at http://portal.
guiasalud.es.
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4. Definition, Risk factors and Diagnosis

4 .1 Definition

Depression is seen as a set of mainly affective symptoms (pathological sadness, apathy, anhe-
donia, hopelessness, weakness, irritability, subjective feeling of distress and helplessness when
faced with the demands of life). However, to varying degrees, there are also symptoms of a
cognitive, volitional and somatic type, so that one might speak of an overall physical and mental
affectation, with particular emphasis on the affective sphere'®2L,

Diagnosing a depressive disorder is usually based on not very specific observational data,
such as a deterioration in demeanour and personal appearance, physical slowness, low voice, sad
expression, easy or spontaneous crying, decreased attention, verbalisation of pessimistic ideas
(e.g. guilt, hypochondria or ruin), sleep disturbances and non-specific somatic complaints. The
basis for distinguishing these pathological changes from the ordinary is given by the persistence
of the symptoms, their severity and the degree of functional and social impairment.

Many cases of depression are clearly visible in clinical practice, although it is difficult to
establish their diagnostic autonomy from other psychopathological entities. Thus, for example,
depressive disorder is often perceived to be associated with anxiety with various symptomatic
combinations being manifested. Depression can also be concurrent with the abuse of alcohol or
other substances or some organic brain and systemic diseases* It isalso frequently associated with
eating behaviour disorders and some personality disorders®?. Furthermore, it is more common
among people with chronic physical illness; and the relationship between the two is mutual, as
the physical problems may exacerbate depression and depression in turn may adversely affect the
course of the physical pathology. Depression is also arisk factor for certain physical conditions,
such as cardiovascular disease®.

Depression can start at any age, although the highest prevalence occurs between 15 and 45
years, so it has a significant impact on education, productivity, performance and relationships#2..
The symptoms of the disorder may differ with age; young people show primarily behavioural
symptoms, while older