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ABSTRACT

Aim To determine the prevalence of depressive episodes and recu-
rrent depressive disorders despite of the length of therapy and type
of antidepressants.

Methods The study was conducted among 508 patients aged 19-65
years who were treated for depression for at least 3 months (mild
and moderate episodes were controlled and the effects of treatment
monitored by family physicians, while severe episodes were con-
trolled by a psychiatrist) during 2013- 2015 in Zenica-Doboj Can-
ton using the Hamilton Depression Rating Scale (HDRS).

Results The average age of the patients was 48.98+11.585 years.
Depressive disorder was most commonly represented in patients
with high-level education, 22%, more frequently in non-produc-
tive workers (non-productive vs. manufacturing 58%:35%). A si-
gnificant number of patients who were treated for depression were
unemployed (57%). All respondents were suffering from the most
serious episode of depression with an average depression rate at
the Hamilton scale 18.49+8.603, with a very serious depression
level of 32%, severe 17%, moderate 21%, and mild 20%. Most pa-
tients were treated with paroxetine, 27%, fluoxetine 22% and ser-
traline 17%. Efficacy of depression treatment with different types
of selective serotonin reuptake inhibitors antidepressants (SSRIs)
was not significantly different (p=0.502).

Conclusion Success of the treatment with the absence of symp-
toms of depression was achieved in 10% and the maintenance of
depressive episodes occurred in 90% of cases. Adverse reactions
with the most commonly prescribed SSRI in our country should
be important in creating procedures and strategies for the future
treatment of depression in family medicine.

Key words: depressive episodes, effects of medications, antide-
pressant side effects, general practitioners, recurrent depressive
disorders
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INTRODUCTION

Depression can occur in any age. It is believed
that over 120 million people worldwide suffer
from depression, of which twice as many are wo-
men (1). The most frequently prescribed antide-
pressants are from serotonin reuptake inhibitors
(SSRI) group. Family medicine physician should
be familiar with the wider psychopharmacologi-
cal choice, precisely to access chronic patients
or patients on prolonged antidepressant therapy
(2,3). Depression is a disease that represents a big
challenge not only for mental health professio-
nals, but also for family physicians (4).

Antidepressants generally have similar effects,
but differ in their safety and side effects. A large
number of side effects of antidepressants are re-
lated to the action on different neurotransmitter
systems (5). To establish the diagnosis of depre-
ssion with somatic symptoms, the presence of
mild or moderately severe depressive episodes
and four of the eight listed melancholic features
need to be present. Common vegetative symp-
toms of depression include the reduction of inte-
rest in sexual activity (6).

According to the records of the Institute of He-
alth Insurance of the Federation of Bosnia and
Herzegovina (B&H), the most frequently pres-
cribed antidepressants in 2009 were paroxetine
57.3%, sertraline 11%, fluoxetine 41.15%, ami-
triptyline 0.90% and maprotiline 0.59%. The most
commonly used anxiolytics are: flurazepam (13%)
and diazepam (6%). Large use of bromazepam, or
rare combinations of antidepressants were pres-
cribed if therapeutic goals were not achieved. The
prevalence of depression with an upward trend in
Bosnia and Herzegovina is 40% (7).

Antidepressants are the group of drugs that pri-
marily improve depression mood, stimulate vital
dynamics, and act anxiolytically. Their effect is ba-
sed on the idea of a functional deficiency of “mo-
noamine” in a depressive disorder. Thus, synthesi-
zed antidepressants increase the concentration of
monoamines at receptor sites in the brain (8).

The aim of this study was to determine the pre-
valence of depressive episodes and recurrent de-
pressive disorders as negative outcomes of the
treatment by different types of antidepressants
despite of the length of therapy. We expected
the results of the study to provide an important

degree of variability of side effects of prescribed
antidepressants compared with the expected regi-
strations in clinical studies that were conducted
to monitor the effects of these drugs before their
approval (placebo treatment). Results of the stu-
dy may help optimise health care of patients and
help family medicine physicians in their choice
of antidepressants in practice.

PATIENTS AND METHODS

Patients and study design

The research was designed as a cross-sectional
study, conducted on a voluntary basis and with
anonymity. The study included patients treated
from depressive mood disorder: mild and mode-
rate episodes under the control and monitoring of
treatment effects done by family medicine physi-
cian, while severe and serious episode was con-
trolled by the psychiatrist, during 2013-2015 in the
Family Medicine Teaching Centre, Primary He-
alth Care Zenica, Bosnia and Herzegovina (B&H).

For the sake of safety and achievement of the
desired sample, 600 respondents were surveyed.
Inclusion criteria were: diagnosed depressive dis-
order without psychotic symptoms, respondents
aged 19-65, treatment with antidepressants for
at least three months. The diagnosis was based
on two typical and two other common symptoms
(DSM-1V) (10). Typical symptoms included: de-
pressive mood, loss of interest and satisfaction,
decreased energy and increased tiredness. Other
common symptoms were: disturbed sleep, redu-
ced appetite, reduced concentration and attenti-
on, decreased self-esteem and self-confidence,
guilt and worthlessness, pessimistic view of the
future, ideas of self-injury and injury.

This study was approved by the Ethics Com-
mittee of the Primary Health Care Zenica.

Methods

Self-response questionnaire survey on a volun-
tary basis with adherence to ethical terms of
anonymity was done. Prior to access to the sur-
vey, patients were provided with relevant infor-
mation to clarify the purpose, objectives and im-
portance of the research.

Prevalence rates of the treatment or negative
outcome of the treatment and maintenance of
depressive episodes and recurrent depression
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episode despite the treatment of antidepressants,
were determined by a screening method using the
Hamilton Depression Scales translated into the
B&H language. Intervals of the Hamilton scale
represent and categorize depression. It contains
17 numbered graduated doors (symptoms of de-
pression) whose sum is added: 0 -7 normal men-
tal status, 8-13 mild depression, 14-18 moderate
depression, 19-22 serious depression, and > 22
very serious-depression (9).

Statistical analysis

Standard methods of descriptive statistics were
applied. The y2-test and t-test (p <0.05) were used
to test statistical significance of the difference
of the selected variables. For non-parametric
Spearman correlation test and multivariate re-
gression analysis of ANOVA variance, multivari-
ate correlation analysis were used.

RESULTS

The study included 508 patients. Response rate
was very satisfactory, 85% (out of 600). The mean
age of the respondents was 48.98+11.585 years.
The age ranged from 18 to 78 years. The majority
of respondents who were treated for depression
were women, 320 (63%), and they were mostly
41-60 years old, 302 (59%). Only 33 (11%) pati-
ents were younger than 30 years of age. Depressi-
ve disorder was most commonly reported in per-
sons with secondary school education, 189 (37%),
and those with a university degree, 66 (13%). A
total of 219 (43%) patients were unemployed; 165
(33%) were employees of services and administra-
tion, 116 (22%) were pensioners.

The mean value of depression 18.49 + 8,603 SD
reveals that all respondents were approaching
or mostly suffering from a serious episode of
depression.

The first life episode of depressive disorder,
which had never occurred before, was noticed
in 182 (36%) patients; 326 (64%) recovered
from depressive disorder. Backward disorder
that occurred one more time was noticed in 141
(28%), twice in 45 (9%), three times in 66 (13%),
and more than three times in 74 (14%) patients.

Only 53 (10%) patients achieved remission and
absence of the depressive disorder as a successful
treatment outcome. 101 (20%) patients suffered
from mild depressive disorder, and 103 (21%)

patients from moderately severe depression. Se-
rious depression was recorded in 87 (17%), and
very serious with treatment in 164 (32%) pati-
ents. Failure to treat and maintain depression was
found in 457 (90%) and serious depressive level
in 248 (49%) patients.

The patients were mostly treated with paroxe-
tine, 141 (27%), 90 (17%) with sertraline, 116
(22%) fluoxetine, 107 (21%) with escitalopram
or another antidepressant, and 65 (13%) with flu-
razepam (p<0.000). Differences in achieving the
success/failure of treating depression according
to the chosen first antidepressant were not stati-
stically significant (p=0.502). (Table 1). A total of
296 (59%) respondents did not show any suicidal
thoughts or suicidality. Suicidality was manife-
sted in 212 (41%) respondents.

Table 1. Comparative distribution of choice of the first
antidepressant in the treatment and the outcome of treatment

success according to the reported level of depression
Antidepressant (No of patients)

The level of Paroxetine Sertaline Fluoxetine Flurazepam Other

depression  (130)  (90)  (116) 65 (107
2Zn”“m?lslatus 1713)  7(8) 8(7) 6(9)  15(14)
z’gfession 3124)  18(20) 20(17)  12(19)  20(19)
g/i;‘::;:::n, 20(16)  17(19) 22(19)  19(29) 24 (22)
jzgzzsion 21(16)  16(18) 22(19)  10(15) 18(17)
Verysevere  40(31)  32(35) 44(38)  18(28) 30(28)
p=0.502

DISCUSSION

In stationary psychiatric institutions, about 3000
depressed persons are treated annually, of whom
69% are females (10), which is similar to the re-
sults of our study, e. g. 63% of women-being tre-
ated for depressive episodes. Our patients mostly
suffered from serious, most recurrent episode of
depression; 36% of patients had the first life epi-
sode of depressive disorder. The prevalence of
recurrent depression with recurrent episodes was
64%:; a serious level of depression was found in
32% of patients.

The diagnosis of depression is associated with
high suicidal risk. The assessment of suicidal
risk is an integral part of clinical practice. Sui-
cide is manifested by the following perceptions:
life is not worth living; desires death or shows
suicidal intentions (10). Authors of a systematic
meta-analysis in 2005 concluded that increased
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risks of suicide and suicidal attempts caused by
SSRIs could not be ruled out (11). Some authors
fail to support either an overall difference in sui-
cide risk between antidepressant and placebo-tre-
ated depressed patients in controlled trials, or a
difference between SSRIs and either other types
of antidepressants or placebo (12,13). Our results
are worrying because of a very high prevalence
rate of suicide related to the treatment of SSRIs.

Social theories assume that a number of stress si-
tuations predispose a person to the development
of depression (14). Our results support social the-
ory and the role of stress in the development of
depression. Today’s environment lifts the spiri-
tual sphere and makes life difficult. How much a
social moment is associated with depression spe-
aks in favour of the incidence rate of depressive
disorder in work-active respondents in our study;
non-productive workers were represented with
65% compared to the workers with professional
education in production with 35%. In our study,
health workers have a high prevalence of de-
pression (13%) compared to educators (3%). In
addition, production workers suffer from depre-
ssion with the prevalence of 35%, and most often
due to the lack of respect for their employment
rights. Unfortunately, there is an impression that
the most important of all sociodemographic fac-
tors is unemployment. In our study depression
affected 43% of the unemployed. The guidelines
for treating depression are based on a review of
literature and guides by various psychiatric soci-
eties and organizations dealing with the treatment
organization of mental disorders (15,16).

It is very important to evaluate well all of the
conditions associated with a depressive disorder,
then select an antidepressant (17). Most patients
should be trained to continue the treatment after
remission of the disease or to achieve significant
improvement (18). Selective serotonin reuptake
inhibitors (SSRIs) (sertraline, paroxetine, flu-
oxetine, escitalopram), selective serotonin inhi-
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