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10–14 moderate depressive symptoms

• Score of 10 - 14 are taken as cut-off point for moderate MDD 

PHQ-9

• At least 5 of 9

• At least 1 of 
the first 2 

• For most of 
the day

• For most days

• For 2 
consecutive 
wks or more



D/D

• Grief reaction

• Anxiety disorders

• Bipolar disorder

• Premenstrual dysphoric disorder

• Neurological conditions

• Substances

• Drug

• Hypothyroidism

• Obstructive sleep 
apnoea syndrome



Bipolar 

• Bipolar II (80%) (hypomania not mania(

• Age of onset younger (<15) (50%)

• Length of depression shorter (3 months vs 9 months)

• Atypical feature during depresion (high appetite, high sleep, psychomotor 
retardation, interpersonaliy sensitive) 

• Family H/O 

• Antidepressants response (within week feel better, quick relaps, stop working)

• Dysthemia 



MDD Rx

• Assess the Severity & Risk of suicide

• Consider any factors which may affect the development, course and severity of depression, 
including:

• History of depression, comorbid mental health, mood elevation

• Past History of chronic physical disorder

• Drug History of treatments

• Social History of (interpersonal relationships, living conditions, social isolation, domestic violence 
or sexual abuse, social support)

• Family History of mental illness.

• Learning disabilities 

• Safeguarding





Rx 

• Life style: sleep hygiene, nutrition, light therapy, physcial exrcise

• Psychotherpy: psychoeducation, supportive psychotherpy, & (CBT).

• Medications 



Rx



Rx





CBT



GAD - When to suspect ?

• Chronic, excessive worry which is not related to particular circumstances

• Symptoms of physiological arousal (increased heart rate, shortness of breath, 
trembling, an exaggerated startle response, restlessness, insomnia, and 
muscle tension).

• Repeated visits (Seeking reassurance about somatic symptoms such as 
Headaches, fatigue, muscle tension, gastrointestinal symptoms, back pain, 
and insomnia) which do not respond to treatment.

• Risk factors: Female, F/H of anxiety, stress, trauma, chroinic pain, other 
anxiety disorders (panic or phobias), substance abuse.



GAD - drug h/o

• Salbutamol

• Caffeine

• Beta-blockers

• Herbal medicines (including St. John's wort, ginseng)

• Corticosteroids

• Some antidepressants.

• Alcohol

• illicit substances that can cause anxiety acutely and in withdrawal.



GAD Diagnosis 

• Use a validated assessment tool. (GAD-7)

• Generalized anxiety disorder is often co-morbid with major depression, panic 
disorder, phobic anxiety disorders, health anxiety, and obsessive-compulsive 
disorder (OCD). 

• Assessement of suicidal risk if the patient has marked functional impairment, 
severe comorbid depression, and/or the GAD-7 questionnaire score has 
indicated that they have severe anxiety.



• Score of 10 - 14 are taken as cut-off point for moderate GAD 

GAD - 7



GAD  D/D

• Situational anxiety

• Adjustment disorder

• Depression

• Panic disorder

• Social phobia

• Obsessive-compulsive 
disorder (OCD)

• Post-traumatic stress 
disorder (PTSD)

• Somatoform disorders

• Anorexia nervosa

• Substance and alcohol 
misuse/withdrawal

• Medication-induced anxiety

• Cardiac disease

• Pulmonary disease

• Hyperthyroidism

• Anaemia

• Infection

• Irritable bowel syndrome

• Phaeochromocytoma



GAD Rx - Step 1

1- Assess the severity of GAD. (GAD-7) 

2- Enquire the factors which may affect the development, course, and severity of GAD

3- Consider the person's history of mental health disorders, and past experience of and 

response to treatments

4- Provide written material about the nature of GAD and its treatment options

5- Arrange active monitoring of the person's symptoms, functioning, and response to 

treatment.





- Life Style

- Psychotherapy

- Drug treatment

- Review the effectiveness & adverse effects of the drug every 2 - 4 weeks during the first 3 months of 

treatment, and every 3 months thereafter. (GAD 7, compliace, & S/E)  

- Absence of clinical benefit within 4 weeks suggests that a response to unchanged treatment is 

unlikely

- The full efficacy of the drug may take up to 12 weeks to be realised

- The course at least should be for 1 year

GAD Rx - Step 2



Pregnnancy 

• Ideally, a high-intensity psychological intervention should be offered first.

• If drug treatment is considered necessary in the first trimester, the potential risks and benefits 
should be discussed. 

• If a woman with GAD who is stabilised on current treatment reports a pregnancy, the risk of 
relapse must be taken into account when considering discontinuing or switching medication. 

• In cases where drug treatment is continued in pregnancy, the lowest effective dose should be 
used.

• Treatment with an SSRI or SNRI after around 20 weeks of pregnancy may raise the risk of 
persistent pulmonary hypertension of the newborn (PPHN) and/or can lead to neonatal 
withdrawal. 



▪Refer for specialist treatment, people with severe anxiety and marked functional 

impairment, and/or GAD that has not improved, and/or those exhibiting, or at risk 

of: Self-harm, Self-neglect, 

▪A significant comorbidity such as substance misuse, personality disorder, or 

complex physical health problem, Suicide — refer urgently (same day) to the 

crisis resolution and home treatment team if the person is at high risk of suicide.

GAD Rx - Step 3



Suicide

•Do not avoid using the word 'suicide'. 

•Suggested questions include:

◦ Do you ever think about suicide?

◦ Have you made any plans for ending your life?

◦ Do you have the means for doing this available to you?

◦ What has kept you from acting on these thoughts?

•Be aware of danger periods such as when initiating treatment, during changes in treatment, or at times 

of increased personal stress.

• Identify risk factors that increase the risk of suicide.

•Assess adequacy of social support and current personal circumstances, and factors that reduce the 

risk of suicide, including good social support and responsibility for children.



Suicide 

•Factors that increase the risk of 

suicide

◦ Previous attempts at suicide or 

self-harm.

◦ Feelings of hopelessness.

◦ Male gender.

◦ Age < 30 years.

◦ Advanced age.

◦ Single or living alone.

◦ History of substance or alcohol 

abuse

◦ Family history of suicide.

◦ Recent initiation of 

antidepressant treatment.

◦ Psychosis.

◦ Anxiety, agitation, panic attacks.

◦ Concurrent physical illness.

◦ Severe depression.



OCD 
D/D

Differential diagnosis
The differential diagnoses of obsessive-compulsive disorder (OCD) include:

• Obsessive-compulsive personality disorder (OCPD) — suggested by a preoccupation with orderliness, details, rules, organisation, or schedules, to 

the degree that the point of the activity is lost, with absence of obsessions and compulsions, but may involve discomfort if things are sensed not to have 

been done completely.

• Body dysmorphic disorder (BDD) — suggested by obsessive preoccupation with a perceived defect in physical appearance.

• Somatic symptom disorder — suggested by excessive thoughts, feelings, or behaviours related to somatic symptoms or associated health concerns.

• Illness anxiety disorder (hypochondriasis) — suggested by a preoccupation with having or acquiring serious illness and excessive health-related 

behaviours, such as repeatedly checking for signs of illness. May demonstrate maladaptive avoidance, such as avoiding medical appointments.

• Delusional disorder — suggested by a false belief that is firmly sustained and based on incorrect inference about reality. Compulsions may be absent.

• Autism spectrum disorder (including Asperger's syndrome) — suggested by stereotyped and repetitive motor mannerisms (e.g., hand or finger 

flapping or twisting, or complex whole-body movements, impaired social interaction, problems with verbal and non-verbal communication, and unusual, 

repetitive, compulsive behaviour or severely limited activities and interests. For more information, see the CKS topic on Autism in children.

• Hoarding disorder — suggested by persistent difficulty in discarding or parting with possessions, regardless of actual value, due to perceived need to 

save items and distress associated with discarding them.

• Trichotillomania (hair-pulling disorder) — suggested by recurrent pulling out of hair, resulting in hair loss.

• Excoriation (skin-picking) disorder — suggested by recurrent picking of skin, resulting in skin lesions.

• Substance-induced or medication-induced obsessive-compulsive disorder — suggested by OCD-type symptoms that are attributable to effects of 

medication or drug of abuse, and develop during or soon after substance intoxication or withdrawal or after exposure to substance.

https://cks.nice.org.uk/topics/autism-in-children/


OCD  - Diagnosis

• Recurrent obsessional thoughts or compulsive acts or, commonly, both.

• If undertreated, OCD usually persists.

• People with OCD often fear stigmatization and fail to disclose their symptoms spontaneously, leading to low rates of 

recognition and, consequently, undertreatment.

• Diagnosis of OCD involves assessment of :

◦ Comorbidity

◦ (depression, anxiety, alcohol or substance misuse, body dysmorphic disorder, or an eating disorder)

◦ D/D

◦ (OCPD, BDD, Somatic symptom disorder, illness or health anxiety disorder, autism, Hording, Excoriation 

disorder)

◦ Severity

◦ Risk of self harm and suicide



• Must exhibit obsessions, compulsions, or both.

• Cause marked distress 

• Time consuming (take more than 1 hour per day)

• Interfere substantially with the person's normal routine, occupational or academic 
functioning, or usual social activities or relationships.

• The obsessions and/or compulsions are not attributable to the physiological effects of 
a substance or other medical condition.

• The disorder is not better explained by the symptoms of another mental disorder, 
such as obsession with food in the context of an eating disorder.

OCD  - DSM-5



Compulsions

• Repetitive activities (e.g., hand washing, 
ordering, checking) or mental acts (e.g., 
praying, counting, repeating words silently) 
that the person feels driven to perform in 
response to an obsession or according to rules 
that must be applied rigidly.

• These behaviours or mental acts are 
performed in order to prevent or reduce 
distress, or prevent some dreaded event or 
situation. However, they are either clearly 
excessive or not connected in a realistic way 
with what they are designed to neutralise or 
prevent.

OCD  - DSM - 5

Obsessions

• Recurrent & persistent thoughts, urges, 
or images experienced, at some time 
during the disturbance, as intrusive and 
unwanted and in most individuals cause 
marked anxiety or distress.

• There is some effort by the affected 
person to ignore or suppress such 
thoughts, impulses, or images, or to 
neutralise them with some other thought 
or action (i.e., by performing a 
compulsion).



YBOCS



OCD  Management

• For all people with obsessive-compulsive disorder (OCD) assess their degree of distress and 

functional impairment as mild, moderate, or severe

• OCD may exist with other mental health disorders 

• If the person is exhibiting severe distress and/or functional impairment, co-morbid depression or 

another mental health disorder, or other concerns have been raised, assess their risk of suicide and 

self-harm. (refer urgently) 

• Refer for specialist treatment people whose OCD and marked functional impairment are assessed as 

'severe', and/or those exhibiting, or at risk of: Self-harm., Self-neglect, A significant comorbidity such 

as substance misuse, severe depression, anorexia nervosa, or schizophrenia.



OCD Management 

• Mild

◦ Recommend a psychological intervention. 

◦ Cognitive-behavioural therapy (CBT), Exposure and Response Prevention ERP)

• Moderate

◦ High intensity CBT or (SSRI); Escitalopram, fluoxetine, fluvoxamine, paroxetine, and sertraline are all licensed for the treatment of 

OCD in adults.

◦ Consider prescribing clomipraminez (as an alternative first-line drug treatment to an SSRI) if the person prefers clomipramine or has 

had a previous good response to it, or if an SSRI is contraindicated. 

• Sever

◦ Refer to the secondary care mental health team for assessment.

◦ Whilst awaiting assessment:

▪ Consider offering combined treatment with an SSRI and CBT (including ERP).





Panic Disorder - Diagnosis 

• Panic attack: abrupt surge of intense fear or intense discomfort that reaches a peak within 
minutes, and the abrupt development of specific somatic, cognitive, and affective symptoms. 

• Panic disorder: panic attacks lead to persistent concern or anxiety about possible recurrence 
and/or resulting changes in behavior, such as agoraphobia, hypochondriacal concerns, and 
high medical utilization. (Chronic)

• Somatic symptoms:  Cardiac symptoms (chest pain & tachycardia), neurologic (headaches & 
dizziness), and gastrointestinal symptoms (epigastric pain).

• Ptients with panic attacks can develop agoraphobia. (anxiety about being in situations where 
help may not be available)

• Exclude: organic causes. (angina, arrhythmias, asthma, COPD, PE, thyroid Ds,  and, very 
rarely, temporal lobe epilepsy or pheochromocytoma. 

• Substances: excessive caffeine use or the use of other stimulants. (triggers or aggrevates)



Panic Disorder - Management  

•(SSRIs), (SNRIs), TCA, MAO Inhibitors, and benzo. 

•Start at low doses

•2-4 week delay with antidepressants in the onset of a therapeutic effect when treating panic disorder. 

•Clinical response can take up to 8 to 12 weeks for some patients, while therapeutic effects, particularly on 
anticipatory anxiety and phobic avoidance, can continue to increase over the first 6 to 12 months of 
treatment in many patients.

•TCA are effective for panic disorder but are more poorly tolerated than SSRIs or SNRIs.  

•Benzodiazepines have the advantage of more rapid onset of therapeutic effects compared with 
antidepressants but have a risk of abuse. 

•If effective, pharmacotherapy should be continued for at least one year after symptom control has been 
attained.



CBT - For Panic 

• Basic premise: Thoughts, feelings and behaviors are inter-related, so altering 
one can help to alleviate problems in another.

• Essence of therapy: Cognitive therapy aims to help the person identify, 
challenge, and modify dysfunctional ideas related to panic symptoms (e.g., 
catastrophic consequences of bodily sensations). Avoidance of panic and 
panic-cues is targeted through exposure exercises, including both in vivo (e.g., 
going to crowded places or driving in traffic) and interoceptive (e.g., bodily 
sensations) exposures.

• Length: Approx. 12-16 sessions


