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Abstract

Background: Depression is a common and serious
disorder that impairs quality of life. Since general
practitioners (GP) are considered gatekeepers to
secondary care, the choice of interventions offered
in primary care can have a significant impact not
only on patients’ quality of life, but also on health
service demands.

Objective: To evaluate the confidence of GPs in di-
agnosing and managing depression; and, to assess
the factors influencing their strategy in treating de-
pression.

Methods: A cross-sectional study was carried out
among GPs working in the North-East of England,
UK. The survey questionnaire consisted of mostly
close-ended questions with some allowing for free-
text comments (see Appendix 1). The responses
obtained were analysed using Microsoft Excel.

Results: Among the total of 63 respondents, most
GPs were comfortable diagnosing depression.
Most would consider combining talking therapies
with antidepressants (68.3%) at presentation, fol-
lowed by referral to talking therapies alone (41.2%).
In only 14.3% of cases would antidepressant
therapy alone be considered. For those patients
non-responsive to initial treatment, 25.4% consid-
ered offering a different antidepressant or adjunct
medication (such as a sedative, anxiolytic, or beta-

blocker), and another 25.4% of GPs considered a
combination with another antidepressant. 46.0% of
participants were not comfortable prescribing dual
antidepressants due to concerns about side effects,
lack of experience, paucity of guidelines, and lack
of timely access and guidance from the local men-
tal team. Nearly all (98.4%) GP participants would
agree to prescribe dual antidepressants on advice
of the mental health team with telephone advice be-
ing the preferred means of communication in 65.1%
of cases.

Conclusion: The results of this study can help to
develop closer co-operation between primary and
secondary care by not only upskilling GPs through
various means (educational events, training posts,
etc.), but by also creating better communication
channels at the interface between those two serv-
ices.

Key words: antidepressants, combination therapy,
depression, primary care, primary-secondary care
interface
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Introduction Methods

Mental disorders are a growing public health problem
with a considerable burden world-wide (1). Depression
causes significant morbidity, increased mortality, reduced
functioning, and loss of quality of life with resulting social
and economic impact (2). In the UK in 2014, it was
estimated that 19.7% of people aged 16 and above had
symptoms of anxiety or depression — a 1.5% rise from the
year before (3).

Although antidepressants are well-established in the
treatment of depression, only 50-60% of patients respond
to first-line treatment and experience complete remission
of symptoms (4). For non-responders who are compliant
with an adequate dose of medication, current guidelines
recommend either switching (either within or between
classes), augmentation with a non-antidepressant
medication, or combination therapy (5). However, evidence
on effectiveness of combination antidepressant therapy is
limited (4). Psychotherapy can also be considered at any
point alongside pharmacological treatment. In addition,
in those where there is limited response to treatment,
secondary care services can be involved (5,6).

There has been some work done in primary care to
understand how GPs approach the treatment of depression
(7,8). Several factors may impact on a treatment strategy
including clinician factors such as knowledge, skills, and
time-pressure; patient factors such comorbidities, socio-
cultural background, and choice; availability and access
to talking therapies; prescribing costs, etc. to name just
a few.

This study aimed to explore the ease and confidence
with which primary care colleagues identify and treat
depression, and to look at some of the factors that may
have a bearing on the management of this condition. It is
hoped that this will help to inform any changes that may be
needed in the way local secondary mental health services
co-operate with primary care. Assessing the experience of
GPs will also help to identify ways of better supporting and
empowering them in managing depression within primary
care.

A cross-sectional study was carried out among GPs
working in the North-East of England, UK. GPs of more
than 4 years’ experience were surveyed. They were
invited to reflect on their experiences and a questionnaire
(see Appendix 1) was used to capture their responses.
The opinion and help of a consultant psychiatrist working
for the local metal health trust (Tees, Esk and Wear Valley
Foundation NHS Trust) was sought in designing both this
study and the questionnaire.

Between March 2020 and May 2020,80 GPs were
contacted by email with an outline of what the research
entailed. The email also included a link to an online
questionnaire on surveysparrow.com — which allowed
responses to be captured anonymously. Around 8-10
weeks were allowed for responses and a reminder was
sent half-way through for those who had yet to complete
the survey.

The survey questionnaire was divided into three parts.
The first part consisted of questions to assess the ability
of GPs and their confidence in diagnosing depression.
The second part looked at the management options
for depression and factors influencing prescribing. The
third part focused on how comfortable they felt in using
combination therapy including dual antidepressants in
those patients who do not demonstrate any improvement
initially.

The responses were analysed using Microsoft excel.
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A total of 63 (78.8%) GPs responded.
Diagnosis of depression

The confidence levels of GPs in diagnosing depression were generally high with a score ranging from 8 to 10 (mean of
8.6) for the majority (80.9% of respondents). The details are given in Table 1.

Table 1: Confidence of GPs in diagnosing depression

Question Response Mumber Yo

Score of 5 1 li

How comfortable are you in LU g £
making a diagnosis nf? LA 1 17>
depression? Soore of 2 22 4.9
Score of 9 1s 254
Score of 10 1z 206
Do you categorise depression fes 36 57.1
as Mild Moderate fSevere in No 7 179

routine appointments?

Mo improvemeent with antidepres=ants

andgor CBET - e
|"-"|LI|.ti [ple oo n.sl.lltat?cunst u:nn.the part of the 47 47 9
. patient despite objective | mprove ment
Are there any circumstances Otherfeaturas making the disgnosis |ess
where .1"' 4y m.'E ht que 51:|an| clear-cut & g mania, hypomania arxiety, G2 225
vour diagnosis of depression? personality traits ete
Fatient rejecting diagnosis o 2.5
Lack of confidence inmaking the diagnosis 2 32
Other 5 7.9

36 out of 63 GPs (57.1%) would normally categorise depression in terms of severity. The main reason for not able to
do so was due to other co-existing features making the diagnosis less obvious. This was followed closely by a lack of
improvement to initial treatment.
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Management of depression
The details of the various management options are given in Table 2.

Table 2: Management options for depression

Cluestion Response Mumber %
1.‘”.“."“' Sy aEmelcned Eeferto [APT servicestalking therapy 26 41.2
initial management
plan in mildto Starton antidepressants 9 143

deE"aFE IS OF Eoth [APT servicestalking therapy
de pre”'m," when and antidepressants are suggested
S,DmEU"E BN andthe patient decides after 2 Fif:
risk? discussingthe options

Level of corfidence with the
prescription of and oversesingthe 21 33.3
managemeant with antidepressants
CET is more likelyto be useful andis

: P 17 27.0
not assocized with side-effects -
|AFT servicestalking therapy are not

[ ] . N 15 238
What influences youl easily accesdble where| work 5
management plan? - -
Shared-management is something | .
s EERR T 39 Gl.9
strive forin my practice
Time constraints—| chosewhat |
thinkizsmorelikely to suitthe a2 127
patient's neads
Other 1 1a
Safety profile of medication, side . .
42 M)A
effect
What are the factors Fatient co-marbidities 41° M/ A
that make you more Frevioususe of a specific 15 "
likely to choose a antidepressant i
particular Uze of other medications which 2 "
antidepressant? might i nteract with anantidepressant o
Local /national guidelines 357 M/ A
Otherreasons 12° My A

" Average score assagned based on orderinwhich option was ranked
against others

If choosing
antidepressants or
other medication, S5RI
what is your preferred
first line?

3]
ad

Lo

A significant proportion (68.3%) favoured a combination of both antidepressants and talking therapies and would
share the options with patients followed by 41.2% who would consider just talking therapies initially. Antidepressants
alone would only be used by about 14.3% of GPs. If prescribing, 100% of GPs would prescribe an SSRI as their first-
line drug and the reason for this choice is due to its safety profile. Other factors influencing prescribing include — in
that order — previous response to treatment, patient comorbidities, the existence of guidelines which clinicians could
refer to and drug interactions.

When asked what influences their management plan, 61.9% of GP respondents aimed for a shared management
plan which took into account patient preferences, while in 12.7% of cases, time pressure meant that a clinician would
decide for the patient. Talking therapies was not seen as being an easily accessible option by 23.8% of GPs.
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Combination therapy including dual antidepressant use

In cases where an SSRI did not benefit a patient (assuming compliance and optimal dosing), a further consultation
to agree on a better option would be carried out in most instances (88.9%). An equal number (25.4%) stated that
they would consider either adding in an alternative antidepressant or offering an alternative medication (such as a
different antidepressant or non-antidepressant medication such as beta-blockers, anxiolytics, or sedatives). In those
combining treatment, the most favoured medication to be considered as an add-on was Mirtazapine (41.5%) as an
antidepressant, and a beta-blocker as a non-antidepressant (41.5%).

The rationale for using combined pharmacotherapy was to help further with symptom management including insomnia
and anxiety when the patient was already established on an adequate dose of a first-line antidepressant. The
responses are summarised in Table 3.

Table 3: Use of combination therapy including dual antidepressants

Cluestion Response Mumber %
Do you feel comfortable | Yes 34 24.0
combining additional
antidepressants fother Mo 20 450
medication?
If yes, what would be Mirtazapine 22 415
vour choice of add-on Arnxi olytics 3 5.7
medication — assuming Venlafaxine 4 7.5
there is no Sedative 2 3.8
contraindication?
(=34} Beta Blocker 22 415
SYMpLom managemeant & 2 insomnia, anxisty 23 5.9
If you were choosing to Fatient already on a decent dose of first - _
add in 3 second anti depressant i s
antidepressant what CET notworking 8 125
would be the rationale? Ondand only on) advice of mental healthteam 2 125
{M=33} Mot applicable—1 donot feel comforable ; i
prescribingcombination medication '
Experience in dealing with similar patients over - I
manyyearsasaGpP a5 268
e NLES Y c::u Eltf-; InLc:-ilri ;:rl'ur:ilrr:egll gijr;:i:ﬁ ne courses/ local = -
comfortable using a : ! 10 1.3
combination of |ﬁ'ner.'|1:al health up dates . -
antidepressants? {l=31) Advice fl.'-:-m. mentzl healthteam colleaguss 1= 24.0
Local guidelines 11 14.7
Mot applicable asl am not comfortable using - =
combination < =
Lack of experience inthis area of mental heakh 12=° M/ A
I you are not Lack .:-1j accessto timely advice/ guidance from g N/A
comfortable prescribing the Icn.a! meﬂ:al hea.h:h team _
3 second antidepressant, L.:-c;l gl.uclellnes.ach'ls.en-:lttc- use combination of 11" /A
is it because of: (=29} antidepressants |r.1 primary -:a.re _ :
Concerns about side-effects, interacions, eto 15+~ My A
Mot applicable asl am not comfortable doing this (T M/ A
" Average score asdagned based on orderinwhich option was ranked
against others

Owing to their previous experience, a fair proportion of GPs (at least 33.3%) surveyed were comfortable with a
combination of antidepressant drugs. The most common reasons that would deter from combination therapy with 2
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antidepressants are — in that order — concern about
side-effects/interactions, lack of experience, paucity of
guidelines, and lack of timely access and guidance from
the local mental team.

A large proportion of GPs (74.6%) would be open to the
idea of initiating a second antidepressant if appropriate
education/resources were provided by secondary care.
Nearly all (98.4%) GP participants would agree to
prescribe dual antidepressants on advice of the mental
health team — the medium of telephone (65.1%) seemed
to be preferred followed by written advice (33.3%) either
in the form of a letter or by email.

Discussion

Our study aimed to evaluate the confidence of GPs in
diagnosing and managing depression, and to assess the
factors influencing their strategy in treating depression.
The use of an online survey which was distributed
electronically allowed us to capture the views of a cross-
section of practising GPs in a relatively wide geographical
area of Teesside in the North-East of England, UK. Our
primary care colleagues surveyed tend to rely on similar
drug formularies, local guidelines and have access to the
same mental health services (overseen by the Tees, Esk
and Wear Valley Foundation NHS Trust).

Comparison of findings with existing literature/guidance
Most people with depression are managed in primary
care in the UK (9). In our survey, most doctors (80.9%)
felt confident in diagnosing depression but the wide
heterogenous nature of this condition and associated
presentation of patients made it less easy to always to
certain about and label the condition.

Antidepressants are generally more effective for moderate
or severe depression and less so for mild depression, for
which active monitoring, physical activity, psychological
therapies and/or social prescribing are preferred (6,7).
Many patients with depression are likely to benefit
from talking therapies but this is not always available.
In the North-East of England, the Improving Access
to Psychological Therapies (IAPT) programme has
expanded in the last decade or so of its existence and
psychological interventions can now benefit more people
who can self-refer.10 In spite of this, talking therapies was
not seen as being easily accessible by 23.8% of GPs in
the study, although it is unclear whether this is to do with
the way services are organised or patient and clinician
expectations, which may both be influenced by waiting
times. As a consequence, antidepressants are still widely
prescribed.

NICE guidance (5) recommends that several factors
are considered when prescribing antidepressants
— these include age, side-effects, potential interactions,
comorbidities, previous response to medication and
potential harm from overdose or discontinuation symptoms.
An SSRI is generally advised first-line. This was evident in
the response of all 63 GPs surveyed who would prescribe

REVIEW

an SSRI in the absence of any obvious contraindication.
Only about 50-60% of people who are treated with an
adequate dose of an antidepressant for long enough
show a demonstrable response (11,12). NICE further
recommend that for people who do not respond, a dose
increase or a switch (within the same class or to a different
one) can be considered, especially if there are any side-
effects (5). Vortioxetine is also a possible option for
those who have not responded adequately to 2 different
antidepressants (13).

Another possible strategy is that of antidepressant
augmentation with lithium, an antipsychotic or another
antidepressant such as Mirtazapine (14). NICE advise
against the combination of antidepressants without
first seeking advice from a psychiatrist (5). The use of
benzodiazepines for more than 2 weeks alongside an
antidepressant is generally not advised due to the risk of
dependency, but benzodiazepines can be a useful adjunct
in certain cases such as insomnia or increased anxiety
either during initiation of or withdrawal from/switch of an
antidepressant (5).

In our study both adding in another antidepressant and the
switch to a different antidepressant or non-antidepressant
medication such as a beta-blocker were equally favoured
(41.5% in both instances). Mirtazapine was commonly
cited as the second antidepressant of choice if a
combination strategy with 2 antidepressants was adopted.
There is some evidence on the efficacy of combining two
antidepressants (15-18). However, it is interesting to note
that a more recent trial in UK primary care failed to show
any clinically important benefit of adding Mirtazapine to
existing antidepressant treatment (9).

Contrary to NICE guidance which advises against the
combination of antidepressants in primary care without
liaising with specialist mental health services, it was
interesting to note that at least 33.3% of total GPs surveyed
felt comfortable initiating this strategy unsupervised based
on their previous experience (either within primary care or
previous training in psychiatry). With help from secondary
care (telephone or written correspondence such as letters
or email), almost every single GP surveyed would be
happy doing so.

Combination therapy is not without its own risks though
(19). There is the risk of serotonergic toxicity depending
on combination used as well as less serious side-effects
such as weight gain, sedation, dizziness, hypotension to
name just a few.

Implications for practice

In order to allow patients — especially those who are more
resistant to initial treatment — to be managed appropriately
and for GPs to continue to practice within an acceptable
regulatory framework, it is important for proper channels
to exist at the primary and secondary care interface. In our
survey, 15.4% of the GPs did not think that help/advice
could be obtained in a timely manner. There was a two-
fold preference for telephone advice compared to written
advice, and this is something that can be used by health
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commissioners in either shaping existing or implementing
triage and guidance services at secondary care level. With
the changes brought about by the creation of primary care
networks (PCNs) and the expansion of its workforce by
the creation of additional roles, it will now also be possible
to employ mental health practitioners who may act as a
liaison between primary care and secondary mental health
services (20). Social prescribers are already operating as
part of PCNs and there is emerging evidence that social
prescribing can help to improve mental well-being and
lead to a reduction in depression and anxiety (21).

Empowering GPs by providing access to suitable training
and resources will also allow healthcare professionals in
primary care to be become more confidentinindependently
overseeing the management of depression (e.g. specialist
interest in mental health training posts, regular educational
events aimed at GPs led by secondary care colleagues,
producing new or revamping existing local primary care
guidelines on the management of depression, etc.)

Limitations and potential areas for future research
This study relied on GP colleagues reporting what their
preferred strategy would be based on their experience.
What was not looked at in any detail are factors such
as existing specialist interest in mental health problems,
length of experience as a practising GP, where the
practice is situated and associated patient demographics
such as level of deprivation (which can influence severity
of depression and availability/choice of treatment), and
details regarding the ease of access to mental health
services which may vary across the North-East. These
factors can all influence the way mental health issues are
managed in primary care.

The survey also did not allow respondents to offer any
detailed written views on how they think they can best be
supportedin theirrole. Other areas that were notlooked but
which could be explored in future include which second-
line antidepressants are used, the length of time spent in
consultations (seeing more than a third of GPs wanted a
shared management plan), and the experience and role
of GPs in prescribing other augmentation strategies such
as antipsychotics and lithium (which we suspect will be
largely directed by secondary care).

This piece of research has also focussed on patients
who newly present with depression. General practice is
more complex than this and there is often a large group
of patients with treatment-resistant depression — this
is another area that could be looked at and the findings
compared to existing research (22).

Conclusion

This study adds to the existing literature on what
influences the management of depression in primary care.
The GPs who participated felt reasonably confident in
diagnosing and initiating the management of depression
with most normally sharing the decision with patients.
NICE guidelines are followed when it comes to initial

prescribing as the safety profile of medication and patient
comorbidities —amongst various factors — are keptin mind,
but it was surprising to note that a fair proportion of GPs
felt comfortable combining two antidepressants without
involving the mental health team which is at variance
with NICE guidance. The skills mix and experience of
practising GPs surveyed may partly explain this. It is clear
that despite this, more support — either in the form of
educational or training opportunities, or by easier access to
advice, especially by phone — would make a difference to
the confidence and ability of GPs in managing depression
in primary care. The results of this study can help to inform
any restructuring of local health services to allow closer
co-operation between primary care and secondary mental
health services.

References

1. Grandes G, Montoya |, Arietaleanizbeaskoa MS,
Arce A, Sanchez V. The burden of mental disorders in
primary care. Eur Psychiatry. 2011;26:428-35.

2. Connolly KR, Thase ME. If at first you don'’t
succeed. A review of the evidence for antidepressant
augmentation, combination and switching strategies.
Drugs. 2011;71:43-64.

3. Evans J, Macrory |, Randall C. Measuring
national well-being: Life in the UK. Office of National
Statistics; 2016. Available at https://www.ons.gov.uk/
peoplepopulationandcommunity/wellbeing/articles/
measuringnationalwellbeing/2016#how-good-is-our-
health (Accessed on 27th Jan 2021)

4. Lopes Rocha F, Fuzikawa C, Riera R, Ramos MG,
Hara C. Antidepressant combination for major depression
in incomplete responders — a systematic review. J Affect
Disord 2013;144:1-6.

5. Depression in  adults: recognition and
management. National Institute for Health and Clinical
Excellence; 2009. Available at https://www.nice.org.uk/
guidance/cg90 (Accessed on 27th Jan 2021)

6. RamanujP, Ferenchick EK, Pincus HA. Depression
in primary care. BMJ 2019;365:1835
7. Read J, Renton J, Harrop C, Geekie J, Dowrick

C. A survey of UK general practitioners about depression,
antidepressants and withdrawal: implementing the 2019
Public Health England report. Ther Adv Psychopharmacol
2020;10: 2045125320950124

8. Svensson SA, Hedenrud TM, Wallerstedt SM.
Attitudes and behaviour towards psychotropic drug
prescribing in Swedish primary care: a questionnaire
study. BMC Family Practice. 2019;20:4.

9. Kessler DS, MacNeill SJ, Tallon D, Lewis G, Peters
TJ, etal. Mirtazapine added to SSRIs or SNRIs fortreatment
resistant depression in primary care: phase Ill randomised
placebo controlled trial (MIR). BMJ 2018;363:k4218.
10. Improving Access to Psychological Therapies.
NHS England and NHS Improvement North East and
Yorkshire. Available at https://www.england.nhs.uk/north-
east-yorkshire/northern-england-clinical-networks/our-
networks/mental-health-and-dementia/network-groups-
and-workstreams/iapt/ (Accessed 28th Jan 2021)

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 19 ISSUE 2 FEBRUARY 2021

173



1. Trivedi MH, Rush AJ, Wisniewski SR, et al.
Evaluation of outcomes with citalopram for depression
using measurement-based care in STAR*D: implications
for clinical practice. Am J Psychiatry 2006;163(1):28—40.
12. ThomasL, KesslerD, Campbell J, etal. Prevalence
of treatment-resistant depression in primary care: cross-
sectional data. Br J Gen Pract 2013;63:852-8.

13. Vortioxetine for treating major depressive
episodes. National Institute for Health and Clinical
Excellence; 2015. Available at https://www.nice.org.uk/
guidance/TA367/chapter/1-Guidance (Accessed 27th Jan
2021)

14. Cleare A, Pariante CM, Young AH, et al. Evidence-
based guidelines for treating depressive disorders with
antidepressants: A revision of the 2008 British Association
for Psychopharmacology guidelines. J Psychopharmacol
2015;29:459-525.

15. Carpenter LL, Yasmin S, Price LH. A double-blind,
placebo-controlled study of antidepressant augmentation
with mirtazapine. Biol Psychiatry 2002;51:183-8.

16. Blier P, Gobbi G, Turcotte JE, et al. Mirtazapine
and paroxetine in major depression: a comparison of
monotherapy versus their combination from treatment
initiation. Eur Neuropsychopharmacol 2009;19:457-65.

REVIEW

17. Blier P, Ward HE, Tremblay P, Laberge L, Hébert
C, et al. Combination of antidepressant medications from
treatment initiation for major depressive disorder: a double-
blind randomized study. Am J Psychiatry 2010;167:281-8.
18. Rush AJ, Trivedi MH, Stewart JW, et al. Combining
medications to enhance depression outcomes (CO-
MED): acute and long-term outcomes of a single-blind
randomized study. Am J Psychiatry 2011;168:689-701.
19. Palaniyappan L, Insole L, Ferrier N. Combining
antidepressants: A review of evidence. Advances in
Psychiatric Treatment. 2009;15(2):90-99.

20. Supporting General Practice in 2021/22. NHS
England. Available at https://www.england.nhs.uk/
publication/supporting-general-practice-in-2021-22/
(Accessed 28th January 2021)

21. Buck D, Ewbank L. What is social prescribing?
The King’s Fund; 2020. Available at https://www.kingsfund.
org.uk/publications/social-prescribing (Accessed 28th Jan
2021)

22. Wiles N, Taylor A, Turner N, Barnes M, Campbell
J, et al. Management of treatment-resistant depression in
primary care. Br J Gen Pract 2018;68(675):e673-81

Appendix 1 - Questionnaire

Questions:

a. Very

b. In most instances

c. Only in some instances
d. Not at all

. No improvement with antidepressants and/or CBT

. Patient rejecting the diagnosis
. Lack of confidence in making the diagnosis
Other? ..o

. Refer to IAPT services/talking therapy

. Start on antidepressants

. Start other medication e.g. hypnotic

. Start Antidepressant and hypnotic/other meds

SO QOO0 T W

Refer to secondary care services

. What influences your management plan?

. Shared-management is something | strive for in my practice

ocoo0oTo A

Choose the most appropriate answers (you may choose more than one response)

1. How comfortable are you making a diagnosis of depression?

Supplementary Q — Do you categorise depression as Mild/Moderate/Severe in routine appointments? Y/N
. Are there any circumstances where you might question your diagnosis of depression?

2
a
b. Multiple consultations on the part of the patient despite objective improvement

c. Other features making the diagnosis less clear-cut e.g. mania, hypomania, anxiety, personality traits, etc.
d

e

f.

. What is your preferred initial management plan in mild-moderate cases of depression when someone is at low risk?

. Both IAPT services/talking therapy and antidepressants are suggested and the patient decides after discussing the options

. Level of confidence with the prescription of and overseeing the management with antidepressants
CBT is more likely to be useful and is not associated with side-effects
. IAPT services/talking therapy are not easily accessible where | work

. Time constraints — | choose what | think is more likely to suit the patient’s needs
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5. If choosing antidepressants or other medication, what is your preferred first-line?
a. SSRI

b. SNRI

c. TCA

d. Sedatives

e. Anxiolytics

f. Beta-blocker

6. What are the factors that make you more likely to choose a particular antidepressant?
Please rank your choices from a to f

a. Safety profile of medication/side-effects

b. Patient co-morbidities

c. Previous use of a specific antidepressant

d. Use of other medications which might interact with an antidepressant

e. Local/national guidelines

f. Other reasons

7. If someone does not show any real improvement with a particular medication, what is your preferred next step?

a. Detailed chat with patient covering expectations, efficacy of medication, dose change, compliance, possible use of
counselling (if not already having)

b. Offer alternative medication e.g. different antidepressant, sedative, anxiolyics, beta-blocker

c. Add in another antidepressant

d. Refer to secondary care for the patient to be seen

e. Seek advice/guidance from secondary services through other channels e.g. telephone discussion, email correspondence, etc.

8. Do you feel comfortable combining additional antidepressants/other medication?
Yes
No

oo

. If yes, what would be your choice of add-on medication (assuming there is no contraindication)?
. Mirtazapine

. Anxiolytics

. Venlafaxine

. Sedative

. Beta-blockers

® QO TOL O

10. If you were choosing to add in a second antidepressant what would be the rationale?
a. Symptom management e.g. insomnia, anxiety

b. Patient already on a decent dose of first antidepressant

c. CBT not helping

d. On (and only on) advice of mental health team

e. Not applicable (I do not feel comfortable prescribing combination medication)

11. What makes you comfortable using a combination of antidepressants?
a. Experience in dealing with similar patients over many years as a GP

b. Previous training in psychiatry

c. Attending online lectures/online courses/local mental health updates

d. Advice from mental health team colleagues

e. Local guidelines

f. Not applicable as | am not comfortable using a combination

12. If you are not comfortable prescribing a second antidepressant, is it because of:
a. Lack of experience in this area of mental health

b. Lack of access to timely advice/guidance from the local mental health team

c. Local guidelines advise not to use combination of antidepressants in primary care
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