HOSPITAL PHYSICIAN

PSYCHIATRY BOARD REVIEW MANUAL

STATEMENT OF b
EDITORIAL PURPOSE Treatment-Resistant

The Hospital Physician Psychiatry Board Review Depressi On

Manual is a study guide for residents and prac-
ticing physicians preparing for board examina-
tions in psychiatry. Each manual reviews a

topic essential to the current practice of psy- Series Editor:
chiatry. Jerald Kay, MD
PUBLISHING STAFF Professor and Chair
PRESIDENT, GROUP PUBLISHER Department of Psychiatry
Bruce M. White Whright State University School of Medicine
EDITORIAL DIRECTOR Dayton, OH
Debra Dreger
SENIOR EDITOR Contributor:
Bobbie Lewis Rafay Aﬁq MD
b
ASS%E{:}E;;PR Clinical Chief Resident
EDITORIAL ASSISTANT Dem”mt ofPs.ychzqtry .
Farrawh Charles Wright State University School of Medicine
EXECUTIVE VICE PRESIDENT Dayton, OH

Barbara T. White
EXECUTIVE DIRECTOR
OF OPERATIONS
Jean M. Gaul
PRODUCTION DIRECTOR
Suzanne S. Banish

PRODUCTION ASSISTANT
Kathryn K. Johnson Table of Contents

ADVERTISING/PROJECT MANAGER
Patricia Payne Castle

SALES & MARKETING MANAGER
Deborah D. Chavis

Introduction. . . ... v v vttt it ieeeeeeeennn

2
CaseStudy............oiiiiiiiiieeen2
NOTE FROM THE PUBLISHER:
7
7

This publication has been developed with- Summary e e e e e s e e e e e e e s e e s e e e e e e e e e s e
out involvement of or review by the Ameri-

can Board of Psychiatry and Neurology.

References. . .« oo v i it ittt et iieeeeeeennns

Endorsed by the
E Association for Hospital
Medical Education Cover Illustration by Kathryn K. Johnson

Copyright 2006, Turner White Communications, Inc., Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All rights reserved. No part of this
publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means, mechanical, electronic, photocopying, recording, or oth-
erwise, without the prior written permission of Turner White Communications. The preparation and distribution of this publication are supported by sponsorship
subject to written agreements that stipulate and ensure the editorial independence of Turner White Communications. Turner White Communications retains full
control over the design and production of all published materials, including selection of appropriate topics and preparation of editorial content. The authors are
solely responsible for substantive content. Statements expressed reflect the views of the authors and not necessarily the opinions or policies of Turner White
Communications. Turner White Communications accepts no responsibility for statements made by authors and will not be liable for any errors of omission or inac-
curacies. Information contained within this publication should not be used as a substitute for clinical judgment.

next page ‘ Psychiatry Volume 10, Part 1 |



PSYCHIATRY BOARD REVIEW MANUAL

Treatment-Resistant Depression

Rafay Atig, MD

INTRODUCTION

Refractory depression, also called treatment-resistant
depression, is commonly encountered by mental health
professionals, even in the context of treatment with ap-
propriate antidepressants. Approximately half of de-
pressed patients have an inadequate response to mono-
therapy,'~* and as many as 20% have chronic depression
despite multiple interventions.>®

Treatment-resistant depression can be broadly de-
fined as a failure to respond completely to a treatment
known to be effective for major depression. However, in
clinical practice, treatment-resistant depression is best
defined as occurring along a continuum ranging from
partial response to complete refractoriness, in which the
degree of treatment resistance is ascertained by taking
into account such factors as total number of antidepres-
sant trials and their outcome, the number of failed treat-
ments, and the degree of lack of response.>” Proposed
operational definitions for treatment-resistant depres-
sion terminology are shown in Table 1.

Treatment-resistant depression may contribute to the
overwhelming morbidity and mortality rates associated
with affective illness *° and account for a disproportion-
ate amount of physician treatment time. This manual
reviews the approach to evaluation and treatment of the
patient with treatment-resistant depression.

CASE STUDY

INITIAL PRESENTATION

A 65-year-old woman with a history of chronic back
pain presents to the clinic for treatment of recurrent
and severe major depressive disorder.

HISTORY

The patient reports a 2-month history of worsening
depression, initial insomnia and early morning awak-
ening, anergia, seclusion, hopelessness and helpless-
ness, decreased appetite, and a weight loss of 10 1b. She
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has also stopped engaging in her hobbies of painting
and playing music.

The patient was diagnosed with major depressive dis-
order 25 years earlier and had been treated ever since
with adequate courses of various tricyclic antidepressant
(TCA) and selective serotonin reuptake inhibitor (SSRI)
monotherapies, nefazodone, and a combination of citalo-
pram and bupropion. Her previous psychiatrists had also
tried augmentation with lithium and triiodothyronine
(T;) but saw only partial improvement. She is currently
being treated with a combination of escitalopram
20 mg/day and mirtazapine 30 mg once daily at night.
The patient remains chronically depressed with a regular
score of 15 or higher on the 21-item Hamilton Depres-
sion Rating Scale.

PHYSICAL EXAMINATION

The patient is a thin, frail, elderly woman who looks
older than her stated age. Her speech is slow and im-
poverished, but she is oriented to place and person. She
describes her mood as sad, and her affect is restricted
and dysphoric. Her thought process is goal-directed
and thought content is without any apparent delusions
or preoccupations. She denies any suicidal ideations.
No evidence of perceptual abnormality is found. No
deficits are noted in her attention and concentration,
and she has a good insight into her illness.

¢ Whatis the approach to evaluation of the patient with
treatment-resistant depression?

In evaluating a patient with treatment-resistant de-
pression, a careful history of all previous treatments
must be elicited. Thase and Rush'’ provide a practical
system for staging treatment-resistant depression based
on previous courses of treatment (Table 2). This system
can be used as a guide for applying treatment strategies.

Itis important to differentiate between true treatment
resistance and pseudoresistance. Failure to provide ade-
quate treatment, ie, prescribing inadequate doses of med-
ication or treating for too short a duration, is a major
cause of pseudoresistance. Patient factors that may con-
tribute to pseudoresistance include premature discontin-
uation of medications due to intolerable side effects or
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