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Abstract
Background: The Canadian Network for Mood and Anxiety Treatments (CANMAT) conducted a revision of the 2009
guidelines by updating the evidence and recommendations. The scope of the 2016 guidelines remains the management of
major depressive disorder (MDD) in adults, with a target audience of psychiatrists and other mental health professionals.

Methods: Using the question-answer format, we conducted a systematic literature search focusing on systematic reviews and
meta-analyses. Evidence was graded using CANMAT-defined criteria for level of evidence. Recommendations for lines of
treatment were based on the quality of evidence and clinical expert consensus. This section is the first of six guidelines articles.

Results: In Canada, the annual and lifetime prevalence of MDD was 4.7% and 11.3%, respectively. MDD represents the
second leading cause of global disability, with high occupational and economic impact mainly attributable to indirect costs.
DSM-5 criteria for depressive disorders remain relatively unchanged, but other clinical dimensions (sleep, cognition, physical
symptoms) may have implications for depression management. e-Mental health is increasingly used to support clinical and self-
management of MDD. In the 2-phase (acute and maintenance) treatment model, specific goals address symptom remission,
functional recovery, improved quality of life, and prevention of recurrence.

Conclusions: The burden attributed to MDD remains high, whether from individual distress, functional and relationship
impairment, reduced quality of life, or societal economic cost. Applying core principles of care, including comprehensive
assessment, therapeutic alliance, support of self-management, evidence-informed treatment, and measurement-based care,
will optimize clinical, quality of life, and functional outcomes in MDD.
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In 2009, the Canadian Network for Mood and Anxiety Treat-

ments (CANMAT), a not-for-profit scientific and educa-

tional organization, published a revision of evidence-based

clinical guidelines for the treatment of depressive disorders.1

CANMAT has updated these guidelines in 2016 to reflect

new evidence in the field.

The scope of these guidelines remains the management of

adults with unipolar major depressive disorder (MDD), with

a target audience of psychiatrists and mental health profes-

sionals. CANMAT, in collaboration with the International

Society for Bipolar Disorders, has published separate guide-

lines for bipolar disorder.2 This section on Disease Burden

and Principles of Care is the first of six guidelines articles;

subsequent sections of the guidelines will expand on psycho-

logical, pharmacological, neurostimulation, and comple-

mentary and alternative medicine treatments, as well as on

special populations (youth, women, and the elderly). The

question-answer format has been retained for ease of use.

These recommendations are presented as guidance for clin-

icians who should consider them in context of individual

patients and not as standards of care.

Methods

The full methods have been previously described,3 but in

summary, relevant studies in English and French pub-

lished from January 1, 2009, to December 31, 2015, were

identified using computerized searches of electronic data-

bases (PubMed, PsychInfo, Cochrane Register of Clinical

Trials), inspection of bibliographies, and review of other

guidelines and major reports. Each recommendation

includes the level of evidence for each graded line of

treatment, using specified criteria (Table 1). The level

of evidence criteria now reflect the primacy of meta-

analysis because of its increasing use in the evaluation

of evidence. Note that Level 1 and 2 Evidence refer spe-

cifically to treatment studies in which randomized com-

parisons are available. Recommendations involving

epidemiological or risk factors primarily arise from obser-

vational studies, and hence the highest level of evidence

is usually Level 3. Higher order recommendations (e.g.,

principles of care) reflect higher-level judgment of the

strength of evidence from various data sources and there-

fore are primarily Level 4 Evidence.

1.1. How Are the Depressive Disorders Classified?

The current classification of depression is based on the Diag-

nostic and Statistical Manual of Mental Disorders, Fifth

Edition (DSM-5) or ‘‘Recurrent Depressive Episodes’’ in the

International Classification of Diseases, 10th Revision

(ICD-10) classification of mental and behavioural disor-

ders.4,5 The DSM-5, introduced in 2013, removed the broad

category of mood disorders and classifies depressive disor-

ders separately from bipolar disorder.4 For major depressive

episode (MDE), the DSM-5 core symptom and duration cri-

teria (criterion A) are unchanged from the Diagnostic and

Statistical Manual of Mental Disorders, Fourth Edition, Text

Revision (DSM-IV-TR) (Table 2).6 The DSM-IV-TR

‘‘bereavement exclusion’’ criterion was eliminated in the

DSM-5, reflecting evidence that bereavement may last lon-

ger than 2 months and is not different from other significant

stressors or losses that may precipitate an MDE (Table 3).

Instead, bereavement with more severe depressive sympto-

matology has been included in ‘‘Conditions for Further

Study’’ as persistent complex bereavement disorder.

Other important changes in DSM-5 include a new classi-

fication of chronic depression as persistent depressive dis-

order, which comprises the former DSM-IV-TR diagnoses of

chronic MDE and dysthymic disorder. This change was in

response to evidence showing it was difficult to differentiate

the latter diagnoses and the fact that they frequently co-

occurred. DSM-5 also includes 2 new depressive disorders.

Disruptive mood dysregulation disorder is applicable for

children aged 6 to 18 years who exhibit severe and recurrent

temper outbursts, uncontrollable behaviour, and persistent

irritability. Premenstrual dysphoric disorder recognizes a

serious form of premenstrual syndrome characterized by

intense emotional symptoms, which may include symptoms

of depressed mood, anxiety, mood swings, and irritability, in

the final week before menses.

Despite these minor changes in criteria for MDD, the

DSM-5 field trials found poor interrater reliability for the

diagnosis, and neither DSM-5 nor ICD-10 is based on aetiol-

ogy or pathophysiology.7 There are renewed efforts to use

alternative frameworks, such as the US National Institute of

Mental Health Research Domain Criteria Initiative (RDoC),

which attempts to align diagnosis with current understanding

of brain systems.8

1.2. What Are Important Clinical Specifiers and
Dimensions of Depressive Episodes?

It is increasingly recognized that there is a spectrum of clin-

ical presentations that are not captured by the symptom cri-

teria for MDE. These represent important clinical

dimensions that have implications for prognosis and treat-

ment and may have different neurobiological substrates.

DSM-5 classifies these subtypes and dimensions as episode

or course specifiers for MDE. DSM-IV specifiers, including

melancholic, atypical, psychotic, and seasonal pattern, have

been retained in the DSM-5, but the former postpartum
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specifier is now termed ‘‘with peripartum onset’’ to reflect

evidence that 50% of postpartum depressive episodes have

an onset prior to delivery. New specifiers include anxiety

and mixed features (Table 4). The DSM-5 ‘‘with anxious

distress’’ specifier recognizes that MDE is often accompa-

nied by anxiety symptoms, even when a comorbid anxiety

disorder is not present. Anxiety contributes to increased rates

of suicide, poor response to treatment, and increased risk of

chronicity and recurrence.9

The new DSM-5 specifier ‘‘with mixed features’’ allows

for the presence of manic or hypomanic symptoms in indi-

viduals diagnosed with unipolar MDEs, as well as the pres-

ence of depressive symptoms in patients diagnosed with

mania/hypomania. Mixed features are found in up to a third

of patients with MDE, although the prevalence rates vary

widely depending on the diagnostic criteria employed.10,11

Mixed depressive episodes are more common in younger

patients, are more severe, and carry a higher risk for sui-

cide,12 but the specifier is controversial.13

Other clinical dimensions that are not recognized in the

DSM-5 may also have important assessment and treatment

implications. For example, cognitive symptoms are included

as a core diagnostic criterion for MDE, but these do not

describe the full spectrum of cognitive dysfunction associ-

ated with depressive disorders, including disturbances in

attention, memory, processing speed, and executive

Table 2. DSM-5 Symptom Criteria for Major Depressive Episode.

Five (or more) of the following symptoms have been present
during the same 2-week period and represent a change
from previous functioning; at least one of the symptoms is
either (1) or (2).
1. Depressed mood most of the day, nearly every day, as

indicated by either subjective report (e.g., feels sad, empty,
hopeless) or observation made by others (e.g., appears
tearful). Note: In children and adolescents, can be irritable
mood

2. Markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day (as indicated by
either subjective account or observation)

3. Significant weight loss when not dieting or weight gain (e.g., a
change of more than 5% of body weight in a month) or
decrease or increase in appetite nearly every day. Note: In
children, consider failure to make expected weight gains

4. Insomnia or hypersomnia nearly every day
5. Psychomotor agitation or retardation nearly every day

(observable by others, not merely subjective feelings of
restlessness or being slowed down)

6. Fatigue or loss of energy nearly every day
7. Feelings of worthlessness or excessive or inappropriate guilt

(which may be delusional) nearly every day (not merely self-
reproach or guilt about being sick)

8. Diminished ability to think or concentrate, or indecisiveness,
nearly every day (either by subjective account or as observed
by others)

9. Recurrent thoughts of death (not just fear of dying), recurrent
suicidal ideation without a specific plan, or a suicide attempt or
a specific plan for committing suicide

Note: Do not include symptoms that are clearly due to a general medical
condition or mood-incongruent delusions or hallucinations.

Table 3. Summary of Changes from DSM-IV-TR to DSM-5.

DSM-IV-TR Item DSM-5 Item

MDD episode specifiers
� With postpartum onset

New MDD episode specifiers
� With anxious distress
� With mixed features
� Suicidality
� With peripartum

onset
Bereavement exclusion Deleted
Premenstrual dysphoric disorder
� In the appendix

Premenstrual dysphoric
disorder
� Now included as

diagnosis
Dysthymic disorder, ‘‘double

depression’’—MDE
superimposed on dysthymic
disorder

Persistent depressive
disorder
� + Full MDE criteria
� ‘‘Dysthymia’’ when full

MDE criteria not
present

DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition;
DSM-IV-TR, Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition,
Text Revision; MDD, major depressive disorder; MDE, major depressive
episode.

Table 1. Criteria for Level of Evidencea and Line of Treatment.

Criteria

Level of evidence
1 Meta-analysis with narrow confidence intervals

and/or 2 or more RCTs with adequate
sample size, preferably placebo controlled

2 Meta-analysis with wide confidence intervals
and/or 1 or more RCTs with adequate
sample size

3 Small-sample RCTs or nonrandomized,
controlled prospective studies or case series
or high-quality retrospective studies

4 Expert opinion/consensus
Line of treatment

First line Level 1 or Level 2 Evidence, plus clinical supportb

Second line Level 3 Evidence or higher, plus clinical supportb

Third line Level 4 Evidence or higher, plus clinical supportb

RCT, randomized controlled trial.
aNote that Level 1 and 2 Evidence refer specifically to treatment studies in
which randomized comparisons are available. Recommendations involving
epidemiological or risk factors primarily arise from observational studies,
and hence the highest level of evidence is usually Level 3. Higher order
recommendations (e.g., principles of care) reflect higher level judgement
of the strength of evidence from various data sources and therefore are
primarily Level 4 Evidence.
bClinical support refers to application of expert opinion of the Canadian
Network for Mood and Anxiety Treatments committees to ensure that
evidence-supported interventions are feasible and relevant to clinical prac-
tice. Therefore, treatments with higher levels of evidence may be down-
graded to lower lines of treatment due to clinical issues such as side effect
or safety profile.
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functioning.14-17 Cognitive deficits can be demonstrated

with neuropsychological tests during acute MDEs and are

associated with significant impact on daily functioning and

quality of life.16,18,19 Moreover, cognitive dysfunction is a

common residual symptom during treatment and may con-

tinue even after mood symptoms have remitted.20,21 These

observations reflect the need and importance for clinical

assessment and monitoring of cognitive symptoms during

management of MDD.

Other putative clinical dimensions include sleep/circa-

dian rhythms and physical symptoms. Insomnia and hyper-

somnia can be symptoms of acute MDD, residual symptoms

of poor response, or side effects of treatments such as anti-

depressants. Disruption of social and biological rhythms can

also interfere with sleep. There is a bidirectional relationship

between sleep problems and depression (i.e., sleep distur-

bances can be an independent risk factor for onset of an

MDE).22 Similarly, somatic symptoms (e.g., painful physi-

cal symptoms, fatigue) are commonly associated with

depressive episodes and are not well represented in the core

MDD criteria.23,24 The presence and severity of somatic

symptoms, especially pain, is associated with poor outcomes

in depression.25

1.3. How Common Are Depressive Disorders?

In Canada, the annual prevalence of MDE in the general

population is 4.7%, indicating that over 1.5 million Cana-

dians aged 15þ years experienced a current MDE in the past

year, and lifetime prevalence is 11.3%.26 Excluding bipolar

disorders, the annual and lifetime prevalence of MDD was

3.9% and 9.9%, respectively.26 These rates are intermediary

between those in the United States and Asia and similar to

those in Europe (Figure 1). Women have a greater annual

prevalence of MDD (4.9%) than men (2.8%), and the pre-

valence has an inverse relationship with age.26

The incidence or the risk of developing a depressive dis-

order can only be estimated from longitudinal studies. There

are few large population-based longitudinal studies based on

the DSM-IV criteria. The Canadian estimates of incidence

proportions of MDE were 2.9% in 2 years and 5.7% in 4

years,27 similar to the 3-year incidence in the Netherlands

(4.6%)28 and in the United States (3.3%).29

Population-based surveys have shown consistently that

about 50% of depressive episodes are brief, with resolution

within 3 months. Figure 2 shows Canadian descriptive epi-

demiology for depressive episodes. Despite increases in

mental health service in recent years, there have been no

changes in the annual prevalence of MDE in Canada

(4.8% in 2002 vs. 4.7% in 2012).26 Similar trends are seen

in the United States30 and in Australia.31

1.4. What Is the Risk of Relapse or Recurrence?

Depressive disorders often have a chronic and episodic

course. In a large American cohort of participants with

Table 4. DSM-5 Episode Specifiers and Other Clinical Dimensions
Associated with MDE.

Subtype/
Dimension DSM-5 Specifier Key Features

Melancholic
depression

With melancholic
features

Nonreactive mood,
anhedonia, weight loss,
guilt, psychomotor
retardation or agitation,
morning worsening of
mood, early morning
awakening, excessive or
inappropriate guilt

Atypical
depression

With atypical
features

Reactive mood,
oversleeping, overeating,
leaden paralysis,
interpersonal rejection
sensitivity

Psychotic
(delusional)
depression

With psychotic
features

Hallucinations or delusions

Catatonic
depression

With catatonic
features

Catalepsy (waxy flexibility),
catatonic excitement,
negativism or mutism,
mannerisms or
stereotypes, echolalia or
echopraxia (uncommon
in clinical practice)

Anxious
depression

With anxious
distress

Feeling keyed up or tense,
restless, worried,
something awful may
happen, or afraid of losing
control

Mixed states With mixed
features

Elevated mood, inflated self-
esteem or grandiosity,
more talkative, racing
thoughts, increased
energy and activity,
decreased need for sleep,
risky and impulsive
activities

Seasonal
affective
disorder

Seasonal pattern Regular onset and remission
of depressive episodes
during a particular season
(usually fall/winter onset)

Postpartum and
antepartum
depression

With peripartum
onset

Onset of depressive
episode during pregnancy
or within 4 weeks
postpartum

Cognitive
dysfunction

NA Disturbances in attention,
memory, processing
speed, executive
functioning and
emotional processing

Sleep
disturbance

NA Insomnia or hypersomnia;
circadian rhythm
disturbance

Somatic
symptoms

NA Headaches, body aches,
fatigue, anergia

DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition;
MDE, major depressive episode; NA, not applicable.
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an MDE, 26.5% were experiencing a chronic episode of

�2 years’ duration.32 Over the 3-year follow-up, 15.1%
had a chronic course for the entire period.33 DSM-5 defines

recurrence as a new MDE following a full-episode remis-

sion (i.e., 2 months with no significant symptoms).4 In the

US general population, of those with MDE at baseline and

subsequent episode remission, 34.7% experienced a recur-

rent MDE in the next 3 years.34 In the Netherlands, a 2-

year follow-up of 375 patients with MDD in remission for

3 months found recurrence in 26.8% of patients treated in

primary care and 33.5% in specialized mental health

care.35

1.5. What Is the Disease Burden Associated with
MDD?

Disease burden can be measured by metrics, such as

disability-adjusted life years (DALYs) or health-adjusted

life years (HALYs), that account for both early mortality

and loss of functioning. The Global Burden of Disease Study

2010 found that depressive disorders represented the second

leading cause of disability worldwide, and MDD was

responsible for 2.5% of global DALYs.36 In Ontario, the

largest province in Canada, the disease burden in HALYs

with MDD was greater than the combined burden of breast,
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Figure 2. Descriptive epidemiology of depression in Canada, 2012.26 MDD, major depressive disorder.
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colorectal, lung, and prostate cancers.37 MDD also is asso-

ciated with serious impairment in quality of life38 and has

major economic impact owing to occupational costs, medi-

cal service costs, and suicide-related costs. In Canada, the

economic burden of mental illness in 2003 was estimated at

C$51 billion39; although there are no Canadian data for

MDD specifically, in the United States, the economic cost

of MDD in 2010 was estimated at US$210.5 billion.40

1.6. What Is the Occupational Impact of MDD?

MDD is associated with major productivity losses as a result

of absenteeism (time away from work) as well as presentee-

ism (illness-related productivity loss while at work). The

World Health Organization (WHO) Mental Health Surveys

found that depression accounted for over 5% of the popula-

tion illness-related productivity loss; participants with

depression had a yearly mean of 34.4 ‘‘days out of role,’’

which was largely invariant by country.41 In Canada, work-

ers with MDD, compared to those without depression, were

twice as likely to leave work during a 10-year follow-up.42

Increased severity of illness,43 concurrent medical condi-

tions,44 and comorbid anxiety disorders45 result in a higher

degree of work disability and greater absenteeism in people

with MDD. In addition to overall severity, individual symp-

toms of MDD can differentially affect workplace perfor-

mance. Work impairment is most closely associated with

impaired concentration and depressed mood, followed by

fatigue and insomnia.46 Cognitive dysfunction is also more

strongly associated with loss of workplace productivity than

ratings of depression severity.19 Depression treatment has a

significant positive effect on work productivity.47 Unfortu-

nately, a substantial proportion of depressed workers do not

receive evidence-based treatment.48

1.7. What Is the Impact of MDD on Other Domains?

Social factors (e.g., relationships and social activities) have a

complex interrelationship with depressive disorders, includ-

ing a substantial role in the causation of MDD.49 It is there-

fore unsurprising to observe strong associations between

MDD and social impairment, especially in social and

close-relation domains.50 Depressed mood, loss of interests,

impaired concentration, and self-blame are the symptoms

most associated with social impairment.46

Depression in parents may also affect the health of their

children. Perinatal maternal depression is associated with

multiple adverse outcomes in children, including increased

problems with emotional regulation, internalizing disorders,

behavioural disorders, hyperactivity, reduced social compe-

tence, insecure attachment, adolescent depression, and neg-

ative effects on cognitive development.51 Adverse effects in

offspring are also observed in the case of paternal depres-

sion.52,53 Effective treatment and remission of maternal

depression is associated with improved parenting and a

reduction in psychiatric symptoms in the offspring.54-56

1.8. What Is the Impact of MDD on Physical Health?

MDD is associated with many chronic medical conditions,

including heart disease, arthritis, asthma, back pain, chronic

pulmonary disease, hypertension, and migraine.57 Depres-

sion is an independent risk factor for ischemic heart disease

and cardiovascular mortality,58,59 and vascular risk factors

are also associated with onset of depression in later life.60

The presence of depression substantially increases the level

of disability61 and reduces quality of life62-64 in individuals

with chronic medical illness.

MDD can affect medical conditions via multiple mechan-

isms. Depression reduces adherence to treatment65,66 and inter-

feres with participation in preventive health care.67,68

Depression is also associated with important risk factors for

physical illness, including sedentary lifestyle,69 obesity,70 and

cigarette smoking.71 The pathophysiology of depression appears

to be related to other fundamental mechanisms of disease (e.g.,

MDD shares a complex and bidirectional relationship with obe-

sity and associated metabolic problems70,72) and is associated

with immune-inflammatory dysfunctions that are implicated in

reduced neural plasticity and neuroprogression.73-75

1.9. How Does MDD Typically Present in Clinical
Practice?

Depressive disorders have a broad range of presentations in

clinical practice, especially in primary care settings. Emotional

symptoms are often attributed to stressful work, relationship

stress, or life stress, and presenting complaints are often phys-

ical symptoms because of the high degree of comorbidity

with other medical conditions. Hence, MDD often goes

unrecognized and untreated, even in clinical settings.

Screening for depression has been recommended by some

agencies76,77 and not by others.78 The value of screening

remains controversial because of the limited evidence base

on effectiveness,79 although screening is more effective when

additional supports (e.g., treatment protocols, care manage-

ment) are available.80 CANMAT recommends that screening

be done in primary and secondary care settings in individuals

Table 5. Risk Factors for Depression Screening (Level 3 and 4
Evidence).

Clinical Factors Symptom Factors

� History of depression
� Family history of depression
� Psychosocial adversity
� High users of the medical system
� Chronic medical conditions

(especially cardiovascular
disease, diabetes, and
neurological disorders)

� Other psychiatric conditions
� Times of hormonal challenge

(e.g., peripartum)

� Unexplained
physical
symptoms

� Chronic pain
� Fatigue
� Insomnia
� Anxiety
� Substance abuse

6 The Canadian Journal of Psychiatry



with risk factors (summarized in Table 5) when there are avail-

able resources and services for subsequent diagnostic assess-

ment and management. The quick 2-question screen (‘‘In the

last month, have you been bothered by little interest or pleasure

in doing things?’’ and ‘‘In the last month, have you been feeling

down, depressed or hopeless?’’) remains an effective and sim-

ple approach for screening in clinical practice.81 An answer of

‘‘yes’’ to either question requires a more detailed assessment.

1.10. What Are the Basic Principles of Clinical
Management?

Table 6 summarizes the principles of clinical management of

MDD. A comprehensive assessment and management plan,

including attention to safety, is the foundation of quality care.

A thorough psychiatric assessment should include a compre-

hensive symptom inquiry, including an evaluation for bipolar

disorder, anxiety disorders, and substance use disorders, as

these are frequently comorbid with depression. Collateral

information should be gathered whenever possible.

Stepped care82 and chronic disease management models83

are associated with significant improvements in depression

outcomes compared to usual care. These models are consis-

tent with the CANMAT delineation of recommended lines of

treatment (see other sections). Common elements of these

approaches are applicable to other treatment settings and

include systematic monitoring of patient outcomes, patient

education,84 and treatment decisions that are evidence-based

and responsive to therapeutic goals.

Poor treatment adherence and high discontinuation rates

represent a major challenge, particularly for pharmacother-

apy. Strategies for enhancing adherence include patient edu-

cation and supported self-management, as well as use of

collaborative care systems by practitioners. Treatment adher-

ence should be discussed at an early stage and monitored

frequently during treatment in a collaborative manner. A weak

therapeutic alliance predicts poorer treatment adherence.85

Self-management refers to the individual’s ability to man-

age depression and associated treatments, physical and

psychosocial sequelae, and lifestyle modifications. Sup-

ported self-management typically includes action planning

to change behaviour. Techniques include behavioural acti-

vation, communication skills, coping with emotion, patient

education, healthy lifestyle, relapse-prevention planning,

skill development, and self-monitoring.86 In addition to

decreasing patients’ reliance on health care providers,

effective self-management also serves to increase empower-

ment and self-efficacy.86 Peer-support service delivery mod-

els are seeing broad uptake and may offer promise, but

further research is required to fully evaluate effectiveness.87

1.11. How Do You Assess Suicidal Risk?

Suicidal ideation, plans, and attempts are highly prevalent

among people with MDD.88,89 Every clinical encounter with

a patient with MDD should include an assessment of suicide

risk. Table 7 shows the modifiable and nonmodifiable risk

factors for suicide; history of suicide attempt is the strongest

risk factor. The low base rate of suicide makes it difficult to

predict suicide risk at an individual level.90 Suicide risk assess-

ment tools are available (e.g., SADPERSONS,91,92 Columbia

Suicide Severity Rating Scale,93,94 Chronological Assessment

of Suicide Risk interview guide95) and, while not particularly

reliable in predicting future suicide attempts, can aid systema-

tic assessment and documentation in clinical practice.

1.12. What Is Measurement-Based Care?

Measurement-based care refers to the systematic use of mea-

surement tools, such as validated rating scales, to monitor

Table 6. Principles of Clinical Management (Level 4 Evidence,
Unless Indicated).

� Conduct a thorough biopsychosocial assessment, using
clinical scales.

� Obtain collateral information whenever possible.
� Formulate a diagnosis and differential diagnosis.
� Establish a therapeutic alliance.
� Support education and self-management (Level 2 Evidence).
� Engage the patient as a partner to determine treatment

goals.
� Construct a comprehensive management plan, including

safety, together with the patient and his or her family (or
other supports) if possible.

� Deliver evidence-based treatments.
� Monitor outcomes with measurement-based care (Level 2

Evidence).

Table 7. Risk Factors for Suicide During a Major Depressive Epi-
sode (Level 3 Evidence).

Nonmodifiable
Risk Factors

Modifiable
Risk Factors

� Older men
� Past suicide

attempt
� History of self-

harm behaviour
� Being a sexual

minority
� Family history of

suicide
� History of legal

problems

Symptoms and life events
� Active suicidal ideation
� Hopelessness
� Psychotic symptoms
� Anxiety
� Impulsivity
� Stressful life events such as

financial stress (e.g., bankruptcy)
and victimization

Comorbid conditions
� Substance use disorders

(especially alcohol use disorder)
� Posttraumatic stress disorder
� Comorbid personality disorders

(especially cluster B personality
disorders)

� Chronic painful medical conditions
(e.g., migraine headaches, arthritis)

� Cancer
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outcomes and support clinical decision-making. Using sim-

ple rating scales for measurement-based care of depression

can improve outcomes such as symptom remission and

adherence.96,97

Table 8 shows some clinically useful examples of the

many available patient-rated and clinician-rated scales.

Symptom scales can be useful tools for screening, diagnosis,

and monitoring outcomes. For example, the important dis-

tinction between symptom response (usually defined as 50%
or greater reduction in baseline score) and remission (a score

in the nondepressed range) can be reliably determined using

symptom scales.

Routine monitoring of patient outcomes must go

beyond assessing the symptoms of depression and include

the ongoing evaluation of functional impairment98 and

quality of life.99 These outcomes are more important and

relevant to patients, and each may vary independently of

symptoms. Assessing functionality should include the

evaluation of appropriate domains, such as occupational,

social, or educational functioning.100 Quality-of-life

assessments, in comparison, offer the opportunity to eval-

uate patient well-being and overall health satisfaction

more broadly.99

Measurement-based care can be incorporated into busy

clinical settings using patient-rated questionnaires, which are

highly correlated with clinician-rated scales but simpler to use

and more efficient. Outcome scales are often used in conjunc-

tion with clinical algorithms, such as for decisions about med-

ication adjustment.101 The use of measurement tools should

supplement and not replace clinician judgement.

1.13. What Are the Phases of Treatment?

The previous CANMAT guidelines proposed a 2-phase

model (acute and maintenance phases)102 for treatment,

in contrast to the traditional 3-phase model (acute, conti-

nuation, and maintenance).103 The distinction between con-

tinuation and maintenance phases was based on a

theoretical difference between relapse (symptoms recurring

before resolution of the current episode) and recurrence

(symptoms that constitute a new episode, after recovery

from the previous episode).103 Recent reviews have high-

lighted the inconsistent use of these terms and lack of

evidence to support distinct demarcations between epi-

sodes104; hence, CANMAT continues to endorse a single

concept of relapse/recurrence and the 2 treatment phases

(Table 9).

1.14. What Are the Goals of Acute and Maintenance
Treatment?

The acute and maintenance treatment phases can be summar-

ized with 2 clinical questions: ‘‘How do you get people with

depression well?’’ and ‘‘How do you keep them well?’’ The

primary target goals for acute treatment include symptom

remission, which implies that signs and symptoms of depres-

sion are absent or almost so, and restoration of premorbid

psychosocial functioning (Table 9). Full symptom remission

is important because residual depressive symptoms are risk

factors for relapse and negative predictors of long-term

outcome.105,106

For the maintenance phase, a key goal is prevention of

recurrence (Table 9). Clinicians should focus on healthy life

strategies, personality vulnerabilities, long-term self-

management, and clinical strategies to reduce recur-

rence.104,107 In a significant proportion of patients with

MDD, maintenance pharmacological, psychological, com-

plementary and alternative medicine, and neurostimulation

treatments have a role in the prevention of recurrence (see

other sections).

Table 8. Examples of Validated Outcome Scales.

Outcome Clinician-Rated Patient-Rated

Symptoms � Hamilton Depression Rating Scale (HAM-D,
HAM-7)

� Montgomery-Asberg Depression Rating Scale
(MADRS)

� Inventory for Depressive Symptomatology (IDS)

� Patient Health Questionnaire (PHQ-9)
� Quick Inventory for Depressive Symptomatology, Self-

Rated (QIDS-SR)
� Clinically Useful Depression Outcome Scale (CUDOS)

Functioning � Multidimensional Scale of Independent Functioning
(MSIF)

� WHO Disability Assessment Scale (WHO-DAS)
� Social and Occupational Functioning Assessment

Scale (SOFAS)

� Sheehan Disability Scale (SDS)
� WHO-DAS, self-rated
� Lam Employment Absence and Productivity Scale (LEAPS)

Side effects � UKU Side Effect Rating Scale � Frequency, Intensity and Burden of Side Effects Rating
(FIBSER)

Quality of
life

� Quality of Life Interview (QOLI) � Quality of Life, Enjoyment and Satisfaction Questionnaire
(QLESQ)

� EuroQoL-5D (EQ-5D)

Note: See online supplement for references to scales.

8 The Canadian Journal of Psychiatry



1.15. Who Needs Longer Term Treatment?

Following successful acute phase treatment (i.e., syndromal

remission), clinicians must determine which patients require lon-

ger term (maintenance) treatment and for how long.

The heterogeneity of MDDresults in a varied longitudinal course,

but half of patients will have a chronic or recurrent course of

depression. Table 10 shows the risk factors for recurrence.104,108

Risk-prediction support tools have been developed to

estimate risk of recurrence based on individuals’ unique

exposure to a key set of risk factors.109 While risk-prediction

Table 9. Phases of Treatments and Activities.

Treatment Phase Duration Goals Activities

Acute 8 to 12 weeks � Remission of symptoms
� Restoration of functioning

� Establish therapeutic alliance
� Educate and support self-management
� Select and deliver evidence-based treatment(s)
� Monitor progress

Maintenance 6 to 24 months, or longer � Return to full functioning and
quality of life

� Prevention of recurrence

� Educate and support self-management
� Rehabilitate
� Treat comorbidities
� Monitor for recurrence

Table 10. Risk Factors for Chronic or Recurrent Episodes (Level 3 Evidence).

� Earlier age of onset
� Greater number of previous episodes
� Severity of the initial episode (defined by the presence of a greater number of symptoms, suicidal ideation, or psychomotor agitation)
� Disruptions of the sleep-wake cycle
� Presence of comorbid psychopathology (particularly persistent depressive disorder/dysthymia)
� Family history of psychiatric illness
� Presence of negative cognitions
� High neuroticism
� Poor social support
� Stressful life events

Table 11. Examples of e-Mental Health Resources for Depression.

Purpose e-Mental Health Application Website

Information Canadian Mental Health Association (CMHA) www.cmha.ca/mental-health/understanding-
mental-illness/depression/

Mental Health Works; CMHA resources focusing on
workplace mental health

www.mentalhealthworks.ca

Mood Disorders Society of Canada (MDSC) www.mooddisorderscanada.ca
Here To Help; self-help information in many languages www.heretohelp.bc.ca

Screening, assessment and
monitoring

MoodFx; online tracking of symptoms (depression, anxiety,
cognition) and functioning

www.moodfx.ca

What’s My M3; online and mobile app for mood tracking www.whatsmym3.com

Self-management MoodGym; evidence-based, interactive online self-help
program for depression

https://moodgym.anu.edu.au

eCouch; similar to MoodGym with self-help for depression
and other diagnoses

https://ecouch.anu.edu.au

Social support 7 Cups of Tea; access to confidential online text chat to
trained listeners

www.7cups.com

BlueBoard; online anonymous community for people with
depression and anxiety

https://blueboard.anu.edu.au

Depression Support Group; online support groups http://depression.supportgroups.com

Note: This is not a comprehensive list but includes examples that are evidence-based and/or from credible sources.
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models may assist clinicians in stratifying baseline risks and

making informed decisions about individualized mainte-

nance treatments with patients, they require further valida-

tion in different clinical settings and do not replace clinical

judgement.

1.16. Can e-Mental Health Help in Management of
MDD?

Technology and the Internet have dramatically changed

medicine. According to Statistics Canada, 83% of Canadians

had Internet access in 2012, and more than 70% use the

Internet daily; 62% were smartphone users.110 e-Mental

health refers to the use of computers, Internet, and mobile

devices for mental health information and care.111 e-Mental

health applications are now widely available for information,

screening, assessment and monitoring, interactive self-

management and psychotherapy (see Psychological Treat-

ments section), and social support. Clinicians should be

aware that there are benefits and potential harms to using

and recommending e-Mental health applications and that

few have good-quality evidence to support effective-

ness.111,112 Table 11 lists some examples of e-Mental health

resources that are evidence-based and/or come from credible

sources.
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