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ABSTRACT

INTRODUCTION: Common mental disorders — anxiety and depression — are prevalent among patients with
cardiovascular disease (CVD) and diabetes mellitus type 2 (DM) and can negatively influence treatment outcomes
and healthcare expenses. Despite the importance of management of depression and anxiety in primary care facilities,
the diagnostics and treatment of these disorders remain insufficient in the Russian Federation.

OBJECTIVE: To explore whether the rates of referrals to psychiatrists and indicated pharmacological treatment received
due to depression or anxiety among patients with CVD and DM will significantly change in primary healthcare facilities
after the training of primary care physicians (PCPhs) to deal with comorbid depression and anxiety (including the
algorithm for referral to a psychiatrist).

METHODS: Patients in primary care outpatient settings with diagnoses of CVD and DM passed screening on anxiety and
depression using the Hospital Anxiety and Depression Scale (HADS), and information about the indicated treatment
for anxiety or depression was collected when present (Sample 1: n=400). The educational programme for PCPhs on
the diagnostics of anxiety and depression was then performed, and PCPhs were instructed to refer patients with
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HADS > 7 to a psychiatrist. After the training, the second sample was collected (Sample 2: n=178) using the same
assessments as for Sample 1. The independent expert (psychiatrist) evaluated whether the patients had received the
indicated pharmacological treatment according to the screening criteria used in the study for anxiety and depression
for both samples.

RESULTS: The proportions of patients with borderline abnormal and abnormal HADS scores (> 7) were 365 (91.2%)
and 164 (92.1%) in Sample 1 and Sample 2, respectively. In Sample 1, among patients with HADS > 7, 119 (29.8%)
received psychopharmacological treatment, but in only 46 (38.7%) cases was it indicated in compliance with the
screening criteria. In Sample 2, among patients with HADS > 7, 59 (33.1%) received psychopharmacological treatment,
and in only 14 (23.7%) cases was it indicated in compliance with the screening criteria. The differences in the indicated
pharmacological treatment were not statistically significant, and no one from Sample 2 with HADS > 7 met a psychiatrist
through PCPh referral.

CONCLUSIONS: Anxiety and depression are prevalent in patients with CVD and DM treated in primary care facilities,
but these patients may not be receiving the indicated pharmacological treatment. Barriers to referral and the use
of psychiatric consultation exist despite the focused training of PCPhs and the straightforward referral protocol
provided.

AHHOTALMA

BBEAEHME: TpeBora n fenpeccusi, SBASACbL PACMpPOCTPAHEHHbIMU MCUXNYECKUMW PacCTPOrCTBaMy, LUMPOKO
npeAcTaBneHbl Cpesy NaLneHTOB C CepAeYHO-CoCyANCTbIMY 3aboneBaHnAMM (CC3) 1 caxapHbIM frabeToM 2 Tuna
(CA), oHWN HeraTMBHO BAVSAIOT Ha pe3y/ibTaTbl JIRUEHNS N MPUBOAAT K NMOBbILLEHHbLIM 3aTpaTam CO CTOPOHbLI CUCTEMB!
3/paBoOXpaHeHNs. HecMOTps Ha BaXXHOCTb AMArHOCTUKL N NeYeHUs TPEBOXHbLIX 1 AenpecCcuBHbIX PaccTPOnCTB
Ha ypOBHe MepBUYHOrO 3BE€HA MeAULMHCKOM nomoly, B Poccuiickon ®Pegepaumm 31a npobnema Ao cux nop
He peLueHa.

LLE/Ib: ViccnepoBaThb, U3MEHUTCSA 1 KOIMYECTBO HanpaBneHui K NCUXNATPY W YMCI0 CyvaeB KOPPEKTHOro 1edeH s
AenpeccrBHbIX 1 TPEBOXHbIX PacCTPOMCTB Y NaLMeHTOB NepBUYHON MeanLMHCKOM ceTy ¢ CC3 n C/, nocne obyyeHns
Bpayel NOANKANHNK BeAeHNIO NaLnMeHTOB C KOMOPBUAHBIMU AenpeccBHLIMU 1 TPEBOXHBIMY PaccTPOCTBaMM
(BKNtOYAst aNropuTM HamnpasBaeHus K NCUxmaTpy).

METO/bI: Ha nepBom 3tane nccnegoBaHus nauveHtam ¢ CC3 v CA, npoxofAwmm nevyeHne B NOJINKINHUKE,
NPOBOAWIN CKPUHWHI Ha BbISiBIeHWE TpeBOrn U Aenpeccun npu nomowm FocnutansHon Lkansl Tpesoru
n lenpeccum (HADS). Ecam naumeHT npuHmMan ncuxodapmakoTepanuio, Ha3BaHme 1ekapcTea 1 ero 403a 3aHOCUANCh
B KapTy nccnegosaHus. Bcero 6bi10 obcnegosaHo 400 yenosek. Ha BTOPOM 3Tane Bpayu NOAVKANHUKA MPOXOANN
obpa3oBaTebHY NPorpaMmy No ANarHOCTUKe TPEBOXHO-AEeNPeCcCUBHbIX PacCTPOVICTB, B paMKax KOTOPOY OHY 6bInn
NPONHCTPYKTUPOBAHbI, YTO BCE NaLMeHTbl C 6annamu no wkane HADS > 7 omkHbI HANPaBAsTbCA K ncuxmatpy. Mocne
0byueHVs Ha TpeTbeM 3Tarne Ucc1efoBaHVsA bblla HabpaHa BTOpas BbIbopKa NaumeHToB (n=178) C cnoib3oBaHMEM
TaKoro Xe MpoToKOoAa, Kak 1 Ha nepBoMm 3Tane. He3aBUCUMbIM 3KCNePTOM (NCMXaTPOM) OLeHBaiack aZeKkBaTHOCTb
ncuxodapmakoTepanum y nauneHToB obenx BbIOOPOK MO pesynbTaTam CKPUHWHIA TPeBorn u Aenpeccum
B COOTBETCTBUM C KPUTEPUAMU, pa3paboTaHHbIMW A/1F AAHHOMO MCCNeA0BaHMS.

PE3YJIbTATBI: [lona naumeHTOB C YPOBHEM TPEBOTU W/WUAN fenpeccny Bbllle HOpManbHOro no wkane HADS
(> 7) coctaBnsina 365 (91,2%) B nepBoii Beibopke 1 164 (92,1%) Bo BTOpoi BbibopKe. B mepBoli BbIbOpKe cpean
nauyneHtoB ¢ HADS > 7 119 (29,8%) uenoBek nonyyanu ncuxodapmakorepanmio, HO Toibko Yy 46 (38,7%) oHa
COOTBETCTBOBaNa pesynbratam CKpUHUHra. Bo BTopoli Bbibopke cpean naumeHTos HADS > 7 59 (33,1%) YenoBek
nony4anu ncnmxodapmakoTepanuio, Ho Tonbko y 14 (23,7 %) oHa COOTBETCTBOBasa pesy/ibTaTaM CKPUHWHTA. PasHuua
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Mexay BbI60pKaMVI MO 3TM MNMOoKa3aTeNndaM He AoCTurana CTaTUCTUYECKO 3HAYMMOCTU, HUA OAVH NauneHT 13 BTOpOI7I

BbI6OPKM He 6bll Hanpas/eH K NCUXUaTpy.

SAKJTIOYEHWVE: TpeBora 1 genpeccus 4acTo BCTpeyatoTes y naumeHTos ¢ CC3 n Cl, o6pallatoLxcs 3@ NeveHrem

B MONMK/TIMHUKY, HO NPV 3TOM NauUMeHTbI HE MOoy4atoT aAeKBATHYHO ncmxoq)apMaKOTepanmo. HeCMOTpH HanpoBejeHne

LesneHanpaBneHHoOro O6y‘4€HI/I9| n npeaoctaBieHnA BpadvamM MOUVKAVMHUK MPOTOKONa HanpaB/eHNA NMaueHTOB

K MCUXMaTpPy, CyLLeCcTBYHOT 6apbepbl OCYLLECTBAEHNS TaKUX HanpaBAeHWi 1 NoayYeHNs NauveHTaMy KOHCYNbTaL i

ncnxmnaTpa.
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INTRODUCTION

High rates of anxiety- and depression-related disorders are
well-known healthcare problems of our time. The lifetime
prevalence of depression in the population is 10-15%, and
is among the top three disorders leading to disability.! The
lifetime prevalence of anxiety disorders in the population
is up to 33%, with anxiety-related disorders associated
with high levels of impairment and excessive healthcare
utilization.? Among physical diseases, cardiovascular
disease (CVD) and diabetes mellitus type 2 (DM) remain
major healthcare concerns worldwide.34

Thus, depression, anxiety, CVD, and DM are among most
prevalent health problems, and their co-occurrence can
make the situation even worse. Undiagnosed depression
increases the risk of mortality and cardiovascular events
in patients with CVD>7 along with a higher rate of health
resource utilization;> the same is true in patients with
DM.8 Furthermore, CVD and DM are risk factors for
depression.>%10 Anxiety is associated with poor metabolic
outcomes and increased medical complications in DM,
and with adverse cardiovascular outcomes — including
death —in CVD."2 Therefore, diagnostics and treatments
of anxiety and depression are an important healthcare
task, especially in cases of comorbidity.

Interaction between general practitioners and
mentalhealth professionals, and building an integrated
primary care model, is acknowledged as being important
to healthcare systems.'3'> Based on the evidence
of a high prevalence of mental disorders on the one hand,
and their insufficient diagnostics and treatment on the
other, the WHO launched the Mental Health Gap Action
Programme (MmhGAP)'6 in 2008 with the aim of bridging
the treatment gap for people with mentalhealth

problems by facilitating early detection and treatment
of mental disorders. This programme is actively ongoing
worldwide, with the education of medical professionals
and non-medical staff considered one of the more
essential steps within it.17.18

In Russia, the algorithm for diagnostics and multi-
professional management of non-psychotic mental
disorders in primary care settings was developed within
the Federal targeted programme, the “Prevention and
management of socially significant diseases (2007-2012)",
in 2010."° Important factors that should be considered
in building integrated care in Russia form the legislative
and financial aspects of healthcare. Psychiatry and
general medicine have different financing models,
and there is a legislation barrier — Mental Health Law
prevents non-psychiatrists from treating any mental
health disorders themselves.20.21

The model of ongoing interaction between psychiatrists
and primary care physicians (PCPhs), including the
continuous education and guidance of PCPhs in dealing
with patients with mentalhealth problems, was suggested
and studied?? within the above Federal programme. The
model required the presence of psychiatrists in primary
care settings that was not, however, further implemented
in routine medical practice.20

According to recent data, anxiety and depression are
diagnosed 25-70 times less frequently in Russia than
in other countries.2 Thus, the problem of insufficient
care for patients with common mental disorders
remains unsolved. To that end, timely diagnostics
of mental disorders in primary care settings and referral
to a psychiatrist for treatment may increase care provision
to people with depression and anxiety.
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The aim of this study was to explore whether the
baseline rates of referrals to psychiatrists and the indicated
pharmacological treatment (complying with the screening
criteria) received due to depression or anxiety among
patients with CVD and DM will significantly change in the
primary healthcare facility after the training of PCPhs
to deal with comorbid depression and anxiety (including
the algorithm for referral to a psychiatrist).

METHODS

The present study was performed through two cross-
sectional assessments (each on a different sample
of patients) conducted before and after the PCPhs'
training.

Study Population
The study subjects were the consecutive patients seen by
PCPhs who met the selection criteria below.

Inclusion Criteria

«  Adults of both sexes, 40-64 years old.

+  Admitted to outpatient department to be examined
by a primary care physician.

* Having one or more of the following diagnoses
according to ICD-10:

[10 Essential (primary) hypertension

[11 Hypertensive heart disease

[12 Hypertensive renal disease

[13 Hypertensive heart and renal disease

115 Secondary hypertension

120 Angina pectoris

121 Acute myocardial infarction

122 Subsequent myocardial infarction

123 Certain current complications following acute

myocardial infarction

S OO

I24 Other acute ischaemic heart diseases

S O

125 Chronic ischaemic heart disease
¢ E11 Type 2 diabetes mellitus.

Instruments

Data collection

All the patients consecutively visiting PCPhs who met
the inclusion criteria were evaluated for the purposes
of this study. Information on sex, age, and prescribed
pharmacological treatment for anxiety and/or depression
was collected and entered in an electronic Case Report
Form (e-CRF). Patients were asked whether they used

psychopharmacotherapy and, if so, the generic name
and dose of the medication was also entered in e-CRF
according to the patients' self-report. This information
was related to any psychopharmacological treatment
being prescribed to the patient (not only through the
referral by PCPh to a psychiatrist in this study). The use
of psychosocial interventions (such as psychotherapy)
was not evaluated in this study.

Hospital Anxiety and Depression Scale

Additionally, patients completed the Hospital Anxiety and
Depression Scale (HADS)?* in an application developed
for portable devices (tablets) specially for this study.
HADS is a self-report questionnaire designed to screen
for anxiety and depression in primary care settings.
It consists of seven questions about anxiety and seven
questions about depression symptoms during the two
weeks prior to completing the questionnaire. Each
question has four possible answers that reflect different
severities of symptomes, if present, where the minimum
score of 0 means no symptoms, and the maximum
score of 3 indicates pronounced symptoms. The scores
for anxiety and depression are calculated separately,
therefore providing the two scores reflecting the levels
of anxiety (HADS-A) and depression (HADS-D). The
following cut-off scores are recommended: a score
of 0-7 indicates normal levels of depression anxiety;
a score of 8-10 indicates borderline abnormal levels
of depression anxiety; and a score of > 10 indicates
abnormal levels of depression anxiety.

Evaluation of psychopharmacological treatment received
by patients

Patient data (from e-CRF) was assessed by an independent
expert (psychiatrist). The expert completed the treatment
evaluation form in the e-CRF by marking “yes” if the
treatment complied with the following criteria (and “no”
if this was not the case):

HADS-A and/or HADS-D < 8, absence of
antidepressant/anti-anxiety medication — YES
HADS-A and/or HADS-D 8-10, absence of

antidepressant/anti-anxiety medication — YES
HADS-A and/or HADS-D > 10, antidepressant
prescribed — YES

HADS-A > 10 tranquilizers prescribed — YES

*The off-label use of phenobarbital was noted in some of the

patients in the sample, and this was marked with “NO”
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The indicated evaluation criteria were based on the
World Federation of Societies of Biological Psychiatry
Guidelines for Biological Treatment of Unipolar Depressive
Disorders.?> It was assumed that patients with HADS < 8
did not have anxiety or depressive disorder, and therefore
that pharmacological treatment would not be needed.
Patients with HADS-A in the range of 8-10 may have
mild anxiety that, pharmacologically speaking, could be
straightforwardly managed by tranquilizers. Patients with
HADS-D in the range of 8-10 may have mild depression
that would not otherwise need pharmacological treatment.
For HADS >10, it was assumed that patients have anxiety
or depressive disorder that requires pharmacological
treatment. The prescription of herbs was included as
a pharmacological treatment, but was not relevant for
the treatment indication criteria mentioned above, since
it is not included in the treatment guidelines?> (except
for the St. John's Wort, which would be relevant but was
not present in the treatment of the study participants).

Study stages and procedures
The stages and procedures of the study are presented
in Figure 1.

Stage 1 — 1st Data Collection (6.08.2020-8.10.2020)

Sample 1 was recruited as consecutive patients who met
the mentioned inclusion criteria. They completed the
HADS, and their e-CRF data was collected as described

above. The indicated pharmacological treatment for
depression or anxiety was entered in the patient’s
record, if present. All referrals to other specialists
were performed as usual (based on the PCPh's clinical
evaluation).

Stage 2 — Training of PCPhs and Changing the Pattern
of Clinical Care

After analysing the data obtained at Stage 1, Stage 2 of the
study was initiated. PCPhs who assessed the patients
in Stage 1 passed the training on clinical diagnostics
of anxiety and depression, including the instruction to use
HADS as a screening tool to detect patients who needed
further evaluation for depression and anxiety. A new
referral model for patients with abnormal HADS scores
was proposed. PCPhs were instructed to refer patients
with anxiety (HADS-A) and/or depression (HADS-D)
score > 7 to a psychiatrist in the local mental health
dispensary (specialized outpatient mental facility).
Referrals could be performed either by advice to
visit a psychiatrist or by prescription for a psychiatric
consultation on the referral blank, depending on the local
referral procedures in the primary care facility.

In the training module, the results of Stage 1 were
presented to the PCPhs to make them aware of the level
of anxiety and depression among their patients. Training
included information about the diagnostic criteria of
anxiety and depressive disorders, and evidence of the

Evaluation of anxiety
1st Data Patient seen and depression, Data collection
C°"_eCt'°“ by Primary Care information (e-CRF)
Period Physician (PCPh) on administered
treatment
Data Processed |
. and Analyzed (Primary s opment Educational

Education 1 of Educational

Endpoint assessed . Program for PCPh

- Materials

by independent expert)

Evaluation Data Collection E)\;aallriig;n Dat?e?gg'e:)ction
2nd Data Patient seen of anxiety (e-CRF). 2 depres;{ion Primar)./
Collection by Primary and depression, Patient - .

s Care Physician . information . referred . 37 PR TEITSE . B et
Period (PCPh) on administered to hiatri and assessed
PSETIEAEL, administration by independent
treatment if necessary v J e — Y exp’))ert

Figure 1. Study procedure chart.

Consortium Psychiatricum | 2021

| Volume2 | Issue4



advantages of treatment for patients with abnormal
levels of anxiety and depression, both for their mental
state and for the successful treatment of CVD and DM.
Training included basic communication strategies
while speaking about mental health with the patient
and motivation technics that could be used in the
discussion of the need to treat mental disorders and
visit psychiatrists. These were intended to help the PCPhs
to start dialogues with their patients about mental health
and to encourage them to make appropriate referrals
to psychiatrists.

Training was performed in the form of a three-hour
lecture that was supplied with an educational video on
how to diagnose mental health problems in a primary
care setting and on the communication skills needed
to discuss these issues with the patient. Motivational
techniques for referral to psychiatrics were provided
in the video lesson, whilst the referral algorithm was also
discussed during the lecture.

Stage 3 — 2nd Data Collection (27.01.2021-18.04.2021)
Sample 2 was recruited by the PCPhs involved in Stage 1
and Stage 2 from consecutive patients meeting the
inclusion criteria. All information was assessed as per
Stage 1.

Setting
The Consultative Diagnostic Polyclinic #121 of the Moscow
Healthcare Department.

Participants
During the first data collection period, the data on
400 patients was collected (Sample 1), whilst during the
second data collection period, data was collected on
178 patients (Sample 2).

The associated sample characteristics are presented
in Table 1.

Statistical analysis

Descriptive statistics were used for data analysis.
Continuous data were presented according to mean,
standard deviation, median, and range. Discrete data
were presented with absolute and relative frequencies
(percentage). The equivalence of the two proportions
was tested via a two-sided z-test, whilst differences
in frequencies between two groups were tested via
a two-sided x2-test using standard R language libraries
at a significance level of 95%.

Ethical approval
The study was approved by the
Interdisciplinary Ethics Committee on Ethical Review for
Clinical Studies (protocol No. 05, 13.03.2020). All patients
signed an informed consent form before participation

in the study.

Independent

RESULTS
Patients who screened positive (> 7) on any or both
of the HADS scales were comparably represented

Table 1. Patients’ demography and HADS scores in the study samples

Sample 1 Sample 2
n 400 178
male 112 (28.0%) 37 (20.8%)
female 288 (72.0%) 141 (79.2%)

age (Mean (SD; SE)) 55.8(5.7; 0.3)

55.6 (6.2; 0.5)

HADS-D Scores

0-7 scores — normal 84 (21.0%)

39 (21.9%)

8-10 scores — borderline abnormal 206 (51.5%)

88 (49.4%)

11-21 scores — abnormal 110 (27.5%)

51 (28.7%)

HADS-A Scores

0-7 scores — normal 196 (49.0%)

53 (29.8%)

8-10 scores — borderline abnormal 142 (35.5%)

61 (34.3%)

11-21 scores — abnormal 62 (15.5%)

64 (36.0%)
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in both samples: 365 (91.2%) for Sample 1 versus
164 (92.1%) for Sample 2, (x2=0.124 p=0.72). Distribution
between HADS-D scores was comparable in both
samples, whereas the distribution of HADS-A scores
differed between the samples. Sample 2 had a
significantly higher number of patients with
abnormal HADS-A scores (> 10) (x2=30.2; p<0.0001),
and a significantly lower number of normal scores
(HADS 0-7) (x2=18.6; p<0.0001).

The distribution of positive HADS scores depending
on CVD and DM diagnoses of patients are presented
in Table 2 for both samples. The number of patients
with diagnosis 170 Essential (primary) hypertension was
significantly lower in Sample 2 compared with Sample 1
(x2=15.1; p=0.0001), as was the number of patients with
positive HADS scores (> 7) (x2=12.5; p=0.0004). The

number of patients with diagnosis /77 Hypertensive heart
disease was significantly higher in Sample 2 compared
to Sample 1 (x2=4.6; p=0.03), as was the number
of patients with positive HADS scores (> 7) (x?=4.4;
p=0.04). Other differences between the two samples
were not found to be statistically significant.

The number of patients with the prescribed
psychopharmacological treatment and the number
of patients where this treatment was indicated according
to the study criteria upon the expert evaluation for both
samples are presented in Table 3.

Although it was expected that patients from
Sample 2 with a HADS-A/HADS-D > 7 would be referred
to a psychiatrist for diagnostics and treatment prescription
or correction, no one from Sample 2 actually met the
psychiatrist through the PCPhs' referrals.

Table 2. HADS scores and diagnoses of patients in the samples

Sample 1 Sample 2
Diagnoses HADS-A HADS-A HADS-A HADS-A

Total and/or and/or Total and/or and/or

HADS-D <7 HADS-D >7 HADS-D <7 HADS-D > 7

n 400 35 365 178 14 164
I1O 0f)** 0, 0f)** (VAL S 0, (VAT S
Essential (primary) hypertension 84 (21.0%) 7 (20.0%) 77 (21.1%) 14 (7.9%) 0 (0.0%) 14 (8.5%)
|11 04)* 0, 04)* 04)* 0 04)*
Hypertensive heart disease 316 (79.0%) 28 (80.0%) 288 (78.9%) 154 (86.5%) 12 (85.7%) 142 (86.6%)
”2 0y 0 0 0 0, 0,
Hypertensive renal disease 11 (2.8%) 0 (0.0%) 11 (3.0%) 1(0.6%) 0 (0.0%) 1(0.6%)
|13 0 0 0 0, 0, 0,
Hypertensive heart and renal disease 15 (3.8%) 0 (0.0%) 15 (4.1%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
H 5 0 0 0 0y 0, 0,
Secondary hypertension 9 (2.3%) 0 (0.0%) 9 (2.5%) 1(0.6%) 0 (0.0%) 1(0.6%)
120 0, 0 0 0 0 0,
Angina pectoris 42 (10.5%) 4(11.4%) 38 (10.4%) 14 (7.9%) 3(21.4%) 11 (6.7%)
|21 0, 0 0 0 0 0,
Acute myocardial infarction 11 (2.8%) 0 (0.0%) 11 (3.0%) 4 (2.2%) 1(7.1%) 3(1.8%)
|22 0 0, 0, 0y 0, 0,
Subsequent myocardial infarction 5(1.3%) 0 (0.0%) 5(1.4%) 1(0.6%) 0 (0.0%) 1(0.6%)
123
Certain current complications 5(1.3%) 0 (0.0%) 5(1.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
following acute myocardial infarction
|24 0y 0 0 0 0, 0,
Other acute ischaemic heart diseases 10 278 Jatgor 2150 i) 2 (-2
|25 0, 0 0 0 0y 0y
Chronic ischaemic heart disease 50 (12.5%) 6(17.1%) 44 (12.1%) 28 (15.7%) 5 (35.7%) 23 (14.0%)
E11 0, 0, 0 0 0, 0
Type 2 diabetes mellitus 100 (25.0%) 7 (20.0%) 93 (25.5%) 33 (18.5%) 1(7.1%) 32 (19.5%)

*p <0.05 **p <0.007
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Table 3. Prescribed pharmacological treatment for anxiety and depression and its indication according to the study criteria

Sample 1 Sample 2

Total HADS <7 HADS >7 Total HADS <7 HADS >7
Psychopharmacological treatment prescribed
n 400 35 365 178 14 164
yes 119 (29.8%) 9 (25.7%) 110 (30.1%) 59 (33.1%) 3(21.4%) 56 (34.1%)
Psychopharmacological treatment indicated by the study criteria
n 119 9 110 59 3 56
yes 46 (38.7%) 7 (77.8%) 39 (35.5%) 14 (23.7%) 2 (66.7%) 12 (21.4%)

There was no significant difference between samples
in terms of the proportion of patients who received the
indicated pharmacological treatment according to the
study criteria (x2=2.8; p=0.09).

DISCUSSION

The results of the study revealed a high proportion
of patients with CVD and DM having HADS-A
and/or HADS-D scores > 7 in both study samples
(91.2% and 92.1%, respectively). One-third of the patients
with the positively screened HADS scores received
psychopharmacological treatment, but only in 21.4%-
35.5% cases was the treatment indicated in compliance
with the screening criteria used in this study. The training
of PCPhs did not seem to affect the pattern of delivery
of care offered to the patients in Sample 2 — no one
in this sample received a consultation with a psychiatrist
through a PCPh referral, nor received the indicated
pharmacological treatment to any greater extent than
the patients in Sample 1.

The level of positively screened (borderline or abnormal)
anxiety and/or depression according to HADS (> 7)
reveled by our study exceeds the known rates of in CVD
observed in other studies that used the same screening
tool (47.2% for anxiety and 42.5% for depression).26 The
level of abnormal anxiety and/or depression according
to HADS (> 10) revealed by our study also differs from
the known data.?” Our results may partly be explained
by the fact that our study was performed during the
COVID-19 pandemic. On the one hand, the pandemic
was a stressor that could have increased levels of anxiety
and depression among patients; on the other, only those
patients with more pronounced health problems would
have been seeking medical help during the pandemic.28
This may explain why in our study depression, according

to HADS, was more frequent than anxiety, whereas in the
mentioned studies anxiety was more frequent than
depression.26:27

When it comes to the number of the patients who received
the indicated pharmacological treatment for probably
having anxiety and depressive disorder in our study, this
corresponds with known data from previous studies on
the treatment of depression in primary care.'42°

The fact that patients did not meet the psychiatrists
through PCPh referral after PCPhs were trained to
detect depression and anxiety and to perform referrals
may be due to several reasons. First, the brief education
provided might not have been sufficient to change their
patterns of care delivery. More interactive training may
be needed, with feedback on how much the PCPhs have
actually understood the concepts, and how much they
have developed the skills needed for the implementation
of the proposed protocols. Furthermore, their learning
achievement may have to be continuously monitored,
and may require more time for the implementation
of knowledge and the change to be visible. Second,
the segregation of mental health and general medicine
services that leads to organizational difficulties
in referrals and territorial separation of community
mental health facilities (dispensaries) from primary care
facility may add to the risk of patients’ non-compliance
with the PCPhs' recommendations to visit a psychiatrist.
Finally, patients’ and physicians’ stigma-related fears
may be a serious barrier to getting a psychiatric
consultation.3°

The effect of PCPhs’ mental health training is studied
within the WHO mhGAP initiative in low-to-middle income
countries,3! and the number of referrals to specialized care
is one of the estimated outcomes in some studies.3233
Interestingly, referrals of patients with mental health
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problems from primary to specialized care is seen as an
undesirable effect of training, since it is associated with
a reduction in PCPhs' capacity to deal with psychiatric
disorders, reduced knowledge, work experience, and
poorer attitude towards mental health problems,3234
contrary to hospital settings where referrals to psychiatrist
are welcomed.3> In our study, the referral to a psychiatrist
in primary care settings would be seen as a desirable effect
of PCPhs' training, taking into consideration the Russian
healthcare system’s particular features such as restrictions
on non-psychiatrists being allowed to treat mental
disorders. Therefore, the differences in healthcare systems
between the countries may make it difficult to make direct
international comparisons of the study results.

Our research has several limitations. First, the
assumptions of the presence of depression and/or anxiety
and judgments on the pharmacological treatment being
correctly indicated were based solely on the HADS score
which, even though it is a valid screening tool, is not
a substitute for clinical diagnostics and assessment.
Second, the study was performed during the COVID-19
pandemic, a major unpredicted confounding factor that
changed overall patterns of care delivery in primary care
settings. This extraordinary situation led to physicians
being overloaded with work, significant changes in patient
flows, and reduced availability of non-urgent medical
care.3637 Working conditions during the pandemic
could have influenced doctors’ ability to acquire the
new skill of patient referral to psychiatrists that, even
in more normal situations, would meet considerable
resistance due to stigma-related issues.383° Third, the
information about psychopharmacological treatment
was collected according to the patients’ self-reports,
and was limited purely to the drug name and dose,
with no mental health history collected. Fourth, no
information on psychosocial treatments that patients
may have had (supportive counseling, individual or group
psychotherapy, etc.) were collected during the study, and
these procedures may have affected the further need
for pharmacological treatment, since contemporary
guidelines suggest that for mild to moderate cases
of depression, psychosocial intervention should be used
as the first line of treatment.#041

In spite of these limitations, this study did have several
advantages. It is the first study to our knowledge whose
aim was to assess the effect of training of PCPhs with
straightforward instructions and guidelines to perform

patient referrals for those who screened positively for
depression and anxiety to a psychiatrist. Furthermore,
this study was performed in naturalistic primary care
settings, and all study procedures were adjusted to the
routine working conditions of PCPhs. In addition, the
specifics of the Russian healthcare system, with the
need to refer all patients with suspected mental health
problems to psychiatrists, was considered.

CONCLUSION
The study revealed high levels of anxiety and depression
in patients with CVD and DM undergoing treatment
in primary care facilities, and a lack of the prescribed
indicated pharmacological treatments for these
conditions. Barriers to referrals for consultation with
psychiatrists do exist, despite PCPhs’ focused training
and an otherwise straightforward referral protocol.
The study results indicated several requirements for
primary care practice and healthcare. The high levels
of depression and anxiety in patients with CVD and
DM revealed by the screening in a primary care setting
may point to the need for more careful diagnostics
of anxiety and depression disorders in routine primary
care. The brief training that the PCPhs received may not
be sufficient to make a difference in healthcare delivery
patterns, implying the need for more profound training
of physicians in the diagnostics and treatment of common
mental disorders and, indeed, in motivating patients
to visit mental health professionals. The physicians’ skills
acquisition may have to be monitored and evaluated on
an ongoing basis, with problem-solving interventions
provided where needed. More research is needed
to identify and evaluate the most efficient ways to train
physicians in the early recognition of and intervention
related to anxiety and depression among patients with
CVD and DM. Furthermore, closer interactions between
mental health professionals and PCPh may be needed
to overcome the barriers to referring patients with mental
health problems to psychiatrists. Finally, more research
is needed to identify the barriers in receiving treatment
in specialized community mental health settings for
patients and in physicians making referrals.
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