
Consensus Statement 

Developing a Treatment-Resistant 
Depression Consultation Program, Part I: 
Practical and Logistical Considerations 
Vitaliy L. Voytenko, PsyD; Susan K. Conroy, MD, PhD; Anna R. Docherty, PhD; Diana K. Burnett, MS; 
João Quevedo, MD, PhD; Michael J. Flood, MBA; Patricio Riva Posse, MD; Subhdeep Virk, MD; Jesse H. Wright, MD, MPH; 
William V. Bobo, MD, MPH; Jay C. Fournier, PhD; and Sagar V. Parikh, MD 

Abstract 
Objective: To provide recommendations 
for creating and sustaining a treatment- 
resistant depression (TRD) consultation 
program at an academic health center. 
This is a complementary manuscript to 
Part II, which discusses critical elements of 
the assessment package for such 
subspecialized consultations. 

Participants: Participants were a working 
group of 12 clinicians, researchers, 
administrators, and patient advocates 
from the National Network of Depression 
Centers (NNDC) TRD Task Group. 

Evidence: The recommendations are 
based on expert opinion. TRD 
consultation programs can offer an 

individualized treatment roadmap to be 
implemented by the patient and their 
providers with the goal of maximizing the 
likelihood of response or full remission of 
symptoms. However, there is currently 
no published work addressing the 
practical and logistical considerations for 
establishing such programs. This 
consensus statement puts forth a set of 
recommendations that could serve as a 
basis for future empirical work. 

Consensus Process: Members of the 
working group provided written 
descriptions of relevant procedures used 
at their institutions, which were used 
during a day-long in-person forum to 
achieve consensus on recommendations 
for each major aspect of a TRD 

consultation program. Subgroups were 
formed to draft recommendations, and 
points of disagreement were resolved at 
subsequent meetings of the full working 
group. 

Conclusions: We describe key practical 
considerations, including systems-level 
and financial issues; equity and access 
to TRD care for a diverse patient 
population; selecting a target population 
and facilitating the referral process; 
the product of the consultation; 
communication between the program, 
patient, and community providers; and 
postconsultation care and contact. 
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D epression is a major public health concern and is 
among the most disabling of illnesses in medicine, 
affecting an estimated 300 million people across 

the globe.1 The physiological and psychosocial 
disruptions produced by depression and other mood 
disorders are associated with many negative outcomes 
including unemployment, deteriorating health, 
premature mortality, and death by suicide.1 In the United 
States, the prevalence of depression has increased in 
recent years due to the COVID-19 pandemic and the 
ensuing economic instability.2,3 Although effective 
treatments are available for depression, many 
individuals do not respond sufficiently, even after 
multiple antidepressant trials. When two or more 
adequately conducted therapeutic trials of evidence- 
based treatments fail to treat depressive symptoms to 

the point of response, the depressive episode can be 
labeled as “treatment-resistant depression,” or TRD.4,5 

Approximately 30% of individuals who are diagnosed 
with major depressive disorder will eventually meet the 
criteria for TRD,4,6 making it a highly prevalent mental 
health problem. The prevalence of TRD is even higher 
for people with bipolar disorders7 and when the definition 
of TRD considers failure to achieve sustained remission 
of depressive symptoms.8,9 TRD is associated with 
disproportionately high healthcare costs and 
unemployment, leading to a substantial economic 
burden estimated at $43.8 billion in the US alone.10 

Patients with TRD and a history of multiple treatment 
trials may benefit from subspecialty consultation. At a 
systems level, this has spurred the development of 
specialized clinics to assess TRD. Specialized mental 
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health clinics arise from a variety of factors, including 
increasing awareness of the complexity of mental illness, 
advances in neuroscience and treatment sophistication, 
and a growing demand for specialized services from 
patients and healthcare systems.11 The trend toward 
greater subspecialization within psychiatry mirrors a 
general pattern within medicine overall.11–13 

Specialized clinics, some of which are branded as 
“centers of excellence,” have been established for nearly 
all fields of medicine.14,15 At present, the foundational 
characteristics that should define “centers of excellence” 
are still unclear, and there is a lack of clarity as to how 
these characteristics may differ from conventional 
“institutes” or “centers.”16 Further, the application of 
these terms varies widely among institutions. Regardless 
of the terminology, specialized clinics serve important 
functions such as diagnosis and formulation, 
recommending (and sometimes initiating) specific 
treatments, driving research, and providing optimized 
training opportunities to address the needs of people 
with especially complex presentations for which 
additional opinions are sought or are uncommon, and 
sometimes resource-intensive clinical evaluations and 
services are needed.17,18 Additionally, specialized clinics 
are themselves increasingly organized into collaborative 
networks19 such as the National Network of Depression 
Centers (NNDC),20 thus mobilizing cross-institutional 
collaborative resources and expertise. The authors of this 
article form the majority of the Treatment Resistant 
Depression Task Group of the NNDC and represent 
multiple leading depression centers across the United 
States. Many of these centers include a consultation 
program for patients with TRD. 

TRD consultation programs can play an important 
role in improving treatment outcomes by providing access 
to subspecialists with advanced training and experience 
in mood disorders and incorporating innovative 
technologies and tools that help improve diagnostic 
precision and tailor treatment strategies to individual 
patients. These consultations can offer a treatment 
roadmap to be implemented by the patient and their 
mental health providers with the goal of maximizing the 
likelihood of response or full remission of symptoms. 

TRD consultations can represent either one-time 
encounters or a broader treatment program, the latter 
often affiliated with an academic medical center. 

This article presents the consensus of the NNDC TRD 
Task Group on the key aspects of starting and maintaining 
a TRD consultation program at an academic health 
center, and we offer recommendations for future 
research. In the following sections, we describe several 
key considerations in creating and sustaining such a 
consultation program: (a) engaging all stakeholders at 
the systems level, (b) addressing equity, (c) identifying the 
target population, (d) creating an efficient referral 
process, (e) defining the product of the consultation, 
including recommendations on how to communicate the 
results of the consultation in a clear way to both the 
patient and the clinician, and (f ) delineating the 
conditions for postassessment contact. In our opinion, 
the question of what constitutes a best-practice 
comprehensive TRD evaluation deserves special 
consideration, which we discuss in a separate (Part II) 
manuscript21 accompanying this report. 

SYSTEMS-LEVEL CONSIDERATIONS 

The process of developing a TRD consultation 
program should include all relevant organizational 
stakeholders, including the hospital system, 
administration, the business development office, billing 
and financial departments, and departments (or 
divisions) of psychiatry and psychology. It is often the 
case that new clinical programs are initiated and 
championed by clinicians who, as a group, are most likely 
to identify and adopt innovative assessment and 
treatment strategies for refractory disorders.22 

Consequently, clinicians are typically involved in every 
stage of the program development process and often 
bear the burden of educating the administration and the 
business and operations decision-makers about the 
purposes of the proposed clinic and its “added value” to 
the patient, the host department, and the organization as 
a whole. 

When initiating a new clinical service, it is reasonable 
to anticipate a certain amount of organizational “red tape” 
and financial challenges. One should be prepared to 
answer questions related to start-up costs, who will 
cover those costs, and the anticipated timeline for 
financial sustainability. A feasibility review aimed at 
assessing the financial viability of the proposed program 
is an essential element of building a solid business case. A 
business model for the TRD consultation program 
should include an inventory of all types of anticipated 
expenses, including projections of costs associated with 
dedicated personnel time, diagnostics (eg, laboratory 
tests, diagnostic procedures, etc., as indicated), clinical 
referrals (as indicated), the physical space, and overhead 

Clinical Points 
• The need for specialized treatment-resistant depression 

(TRD) consultation programs has been growing, but 
guidance on initiating and sustaining such programs has 
not been readily available. 

• For patients with depressive disorders who do not respond 
to multiple adequate trials of standard treatments, a 
referral for subspecialty TRD consultation may provide a 
clarified diagnosis and a potentially more effective 
treatment strategy. 
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costs. Cost modeling might also include any expenses 
related to marketing within and outside the host health 
organization. Cost and revenue estimates should be based 
on a patient flow projection for the year. Income 
projections should include both direct and indirect 
proceeds. Direct proceeds are the billings for the specific 
services and procedures administered in the context of a 
TRD consultation and are influenced by the payor mix. 
Indirect proceeds, if applicable to the setting, capture the 
projected added revenue generated through affiliated 
interventional services, such as partial hospitalization or 
intensive outpatient programs, neuromodulatory 
interventions (eg, electroconvulsive therapy, transcranial 
magnetic stimulation, and other), nonconventional 
antidepressant treatments (eg, ketamine infusions, 
esketamine administration, etc.), and other therapeutics, 
as well as industry-sponsored clinical trials. Even though 
these calculations would be approximated, they are often 
necessary to reassure organizational stakeholders that 
the proposed program would be financially sustainable 
and produce a return on investment. 

Providers involved in specialized TRD services may 
benefit from a consultation with coding/billing specialists 
at their institution to ensure that they bill accordingly for 
complex services. Fiscal efficiency of the business model 
for the consultation clinic could be enhanced by 
positioning each of the relevant personnel to function “at 
the top of their license.” For example, a licensed clinical 
social worker or registered nurse could serve as intake 
coordinator and could review previous medical histories 
and highlight most relevant portions for the doctoral- 
level clinicians. A licensed psychologist can perform 
the clinical interview in addition to the relevant 
psychological testing. The psychiatrist’s clinical 
interview can build on the background information 
gathered by the psychologist and save time for a more 
detailed focus on medical history, potential medical 
comorbidities, differential diagnoses, and past medication 
and somatic treatment trials. In addition, delegating 
portions of the assessment process to advanced-practice 
clinicians or appropriate trainees (eg, psychology interns 
or postdocs, pharmacy students, and psychiatry 
residents or fellows) can optimize cost savings while 
contributing to the educational mission of the 
organization. 

A related consideration when developing a new TRD 
consultation program, particularly if tied to internal 
referral sources and treatment service lines, is to build 
the infrastructure to ensure that appropriate data are 
collected to evaluate the success of the program. These 
data can be used for quality improvement projects and to 
demonstrate the added revenue that the consultation 
program brings into the system. At academic institutions, 
these data could also be used to support scientific work, 
and the data-collection infrastructure could be used to 
support future internally or externally funded clinical 

trials and observational studies. In developing this 
infrastructure, it is helpful to partner early on with 
Information Technology and Research Information 
Technology departments to ensure that the specific data 
elements most relevant to the particular setting can be 
readily extracted. 

EQUITY 

Accessibility is a critical component of building a 
clinic that successfully serves the community while 
facilitating clinical intervention research that is 
generalizable. In some settings, increasing the 
accessibility of care for patients with financial and 
geographic challenges may seem to conflict with “selling” 
a program to administration who are concerned with 
costs. However, it is critical to recognize that communities 
with limited access often reflect the patient populations 
most in need of care, that treating those patients serves 
to increase the public health impact of clinic funding, and 
that doing so will likely increase the rigor and 
reproducibility of any associated TRD intervention 
research. 

Patient access to TRD intervention is hindered by 
multiple issues. These include but are not limited to (a) 
insurance coverage, (b) geography and proximity of 
services to communities in need, (c) citizenship/ 
documentation concerns of immigrant or migrant 
communities, (d) basic accessibility services and 
transportation, (e) language barriers, (f) mistrust in the 
healthcare system, and (g) mental health stigma.23–27 

Unfortunately, these issues are not mutually exclusive 
and can compound the difficulties in patient access. 

The TRD consultation referral process itself may 
present a significant barrier to care. Some TRD clinics 
require referrals to come through a psychiatrist or 
psychologist. While this does help with the triage process 
(see below) by increasing the proportion of appropriate 
referrals, it limits access for the large population of 
patients whose depression is treated by primary care 
or psychiatric advanced practice registered nurses /physician 
assistants. These patients are often unable to access 
psychiatrists or psychologists due to the significant 
workforce shortage in most counties in the US.28 

A related critical question that consultation clinics 
will need to answer is whether they are able to 
accommodate self-referrals. An important factor in 
accepting any referral is ensuring either that the 
patient has an ongoing relationship with practitioners 
who will continue to care for the patient after the TRD 
consultation process is ended or that the clinic is part 
of a larger treatment program that can accommodate 
patients who need to establish care. 

There are several reasons to anticipate accessibility 
issues. Institutions with resources (ie, universities and 
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medical schools) may be located within affluent 
geographical areas with homogeneous cultural and 
socioeconomic characteristics. Institutional and 
legislative funding for a clinic is often intended to serve 
the broader community, but, in reality, only patients 
in the community with insurance coverage, good 
geographical access, and transportation resources have 
the means to access care. Furthermore, providers and 
care coordinators often reflect the demographics of 
those with easy access to care and do not reflect the 
communities for which services are more out of reach.29 

Given these concerns, it may be important to establish 
regular communication with clinics and social support 
organizations in underserved communities. These clinics 
can provide information about billing and community 
outreach that can inform efforts to reduce costs for 
patients in need. Communication with these clinics also 
allows for education about TRD, treatment options, and 
the expected costs and benefits of interventions. Such 
relationships could also help those championing the 
development of the TRD interventions to understand 
community members’ perceptions and concerns about 
TRD and its treatment, assisting in the effort to 
eliminate stigma. Hiring staff and providers who reflect 
the demographics of the broader community, including 
those who are bilingual, may positively impact this 
process and facilitate trust. Finally, creating strategies for 
patient access to the TRD clinic from multiple areas, by 
public transportation or community services, may 
improve access. These strategies do require upfront work 
and financial investment; however, they also hold 
promise for increasing the impact and research rigor of 
the program, and they can open doors to new avenues for 
research and clinic funding. 

The rapid expansion of telemedicine in psychiatry 
spurred by the COVID-19 pandemic has resulted in 
overall increased access to care by lowering barriers 
related to geography, transportation, and stigma, despite 
technological barriers that continue to limit access for 
some patients.30–32 There is growing evidence that 
psychiatric treatment via telehealth is no less effective 
than in-person care.31–33 Psychiatric diagnosis via 
telehealth is less studied but does show promise.34 Due 
to the limited evidence for telehealth in diagnosis, and 
the complexity of patients seen in TRD consultation, we 
recommend in-person consultations, if feasible, while 
supporting the use of telehealth for patients who cannot 
access in-person care. 

TARGET POPULATION 

A critical step in establishing any subspecialty 
consultation program is defining the patient population 
clearly. In these recommendations, we include a broad 
population of patients aged 18 years or older with 

diagnosed unipolar or bipolar depression of any duration. 
As there are several published definitions of TRD,4 each 
with some degree of support, we do not typically require 
that patients’ illnesses or treatment histories meet specific 
criteria for any particular diagnosis or definition of TRD. 
We do, however, recommend that clinics exclude 
patients who are treatment-naive (ie, have not had a trial 
of any biological or psychological intervention). Some 
level of stability of the current psychiatric illness is also 
necessary for consultations to be most helpful; we do not 
recommend performing consultations during an acute 
psychiatric crisis, but rather to refer patients to a higher 
level of care until acute safety concerns have been 
addressed. Patients seen in TRD consultation clinics 
have typically been diagnosed by an outside practitioner 
with “depression” of some variety, often with comorbid 
psychiatric and medical diagnoses. Parsing the 
complexity of the patient’s condition is an important 
part of TRD consultation, and the diagnostic assessment 
is meant to clarify the nature of the patient’s depression 
in the context of their comorbid conditions and 
psychosocial milieu. 

REFERRAL PROCESS 

Patients will typically be referred for TRD 
consultation by an outside practitioner who has 
established a working diagnosis of a unipolar or bipolar 
depressive episode. As noted above, some consultation 
clinics may also accept self-referrals from patients or 
families. Regardless of the referral source, a TRD 
consultation program requires a referral process that 
includes screening and triage; gathering outside 
assessment and treatment records from physicians, 
psychotherapists, other clinicians, and pharmacies; and 
obtaining completed patient-generated information filled 
out by a patient or a surrogate prior to the first visit. 
Many centers have a standardized information and 
instrument packet that is electronically or mail-delivered 
to patients and must be filled out and returned prior to 
scheduling a visit. Requesting, receiving, and organizing 
these documents for all patients referred to the clinic is a 
time-consuming process. Our centers that have a 
designated office staff member serving as Intake 
Coordinator have found that the process is much more 
cost- and time-efficient, allowing valuable clinician time 
to be spent reviewing the collated, organized records and 
evaluating the patients. Many of us have found that 
training a clinic nurse to function as Intake Coordinator 
works particularly well due to their existing knowledge 
of depression and common treatments; this person 
typically also has other clinical duties for budgetary 
reasons. In consultation programs with sufficient 
funding, the Intake Coordinator role can expand to 
include providing patients with appointment assistance 
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and prior authorization information. This “Healthcare 
Navigator” role can enhance patient care and 
communication and be a reassuring presence in an 
often-labyrinthine healthcare system. 

In the screening and triage process, some referrals 
will not be appropriate due to acuity or treatment naivete 
(see Target Population above) or lack of active mood 
disorder diagnosis. In this case, the Intake Coordinator 
would contact the referral source (provider or patient/ 
family) and offer a list of more appropriate venues to 
obtain care. As discussed in the Equity section above, it 
is often helpful for TRD consultation clinic staff to have a 
working knowledge of available mental health resources 
in the surrounding community. 

PRODUCT OF THE CONSULTATION 

The ultimate purpose of assessment is to guide 
effective treatment. Accurate assessment is important 
across all psychiatric settings but is particularly vital 
in the context of a TRD consultation clinic. Patients 
presenting to these clinics have typically attempted 
several prior treatments that have not been 
adequately effective. Given the high morbidity and 
mortality associated with TRD, it is critical that 
assessments in these clinics (1) clarify and confirm 
the nature of the patient’s illness, (2) identify the 
patient’s goals for treatment, and (3) ultimately help 
to determine which intervention is most likely to be 
effective for this particular patient at this specific 
time. The details of such an assessment process are 
beyond the scope of this paper, and we dedicate a 
separate review to TRD assessment considerations 

(for this review, see Part II: Patient Assessment and 
Evaluation21). 

The diagnostic impression and treatment 
recommendations are the end products of the TRD 
consultation. These sections of the consultative report 
will often be the most anticipated and most scrutinized 
by referring clinicians and patients. Therefore, the 
diagnostic impression and treatment recommendations 
must be clearly communicated at an appropriate level of 
detail, depending on the referral question(s) asked and 
the types of individuals who will use the information in 
the report. The latter may be a referring psychiatrist 
(who may only require an outline of suggested treatment 
approaches to consider) or a primary care clinician (who 
may appreciate more detailed guidelines on starting or 
optimizing specific next-step treatments).35 

The diagnostic impression section of the report 
should contain the patient’s descriptive psychiatric and 
general medical diagnoses and a case formulation—that 
is, an explanatory model incorporating biological, 
psychological, and social/environmental factors and 
stressors that are helping maintain the patient’s 
depressive symptoms despite reasonable efforts at 
treatment,36–41 as well the patient’s strengths and available 
resources that contribute to coping and resilience. The 
case formulation should also emphasize any gaps 
between clinical needs and the treatments that have been 
trialed up to the point of referral.42,43 These elements 
should be discussed, if possible, with the patient at the 
conclusion of the evaluation. We recommend that the 
feedback be structured to include, at a minimum, the 
points listed in Box 1. 

Because standard approaches to treatment may not 
sufficiently address the complex needs of individual 
patients with TRD, the treatment recommendations 
provided at the end of the consultation should stem 

Box 1 
Elements of Diagnostic Impression and Case 
Formulation 

Diagnostic impression: 
• Main descriptive psychiatric diagnosis(es); 
• Comorbid psychiatric diagnoses; 
• Co-occurring general medical conditions; and 
• Relative certainty of each of the main psychiatric diagnoses (and 

comorbidities). 
Case formulation: 

• Biological, psychological, behavioral, social, cultural, and environmental 
factors contributing to the persistence of psychiatric symptoms and 
associated dysfunction despite ongoing treatment; 

• Precipitating and prolonging factors felt to be the most important 
contributors to treatment resistance; 

• Symptoms and factors that are posing the greatest threats to adequate 
functioning; 

• Clinical impression as to why treatment has not succeeded; and 
• Patient strengths, especially those that can be leveraged in subsequent 

treatment. 

Box 2 
Elements of Treatment Recommendations 

Recommended level of care: 
• Outpatient 
• Intensive outpatient/partial hospitalization 
• Inpatient 
• Residential care 

Further diagnostics: 
• Laboratory studies 
• Neuroimaging and other radiographic testing 
• Psychometric (including neuropsychological testing) 
• Electrophysiologic (eg, electrocardiogram, electroencephalogram, 

polysomnography, etc.) 
• Other consultations 

Therapeutics: 
• Specific treatment recommendations 
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primarily from the case formulation.44,45 The descriptive 
diagnoses, including the main diagnoses with relevant 
illness subtypes, can yield a range of evidence-supported 
therapeutic options. The list of options can be narrowed 
based on other descriptive factors such as the patient’s 
co-occurring psychiatric and general medical conditions. 
However, the case formulation may be the most useful 
tool for individualizing treatment decisions because it 
provides both a conceptual model for why a given 
patient’s depression has been so difficult to treat and a 
means of prioritizing reasonable treatment options 
according to the specific needs and preferences of the 
patient.46,47 

To ensure that treatment recommendations are as 
clear and as systematic as possible, we recommend that 
the specific recommendations be nested within broad 
categories of information. These categories include but 
need not be limited to ones listed in Box 2. 

Concerning level of care, the diagnostic and treatment 
recommendations provided by the consultant, in most 
cases, can be capably executed in an outpatient setting. 
For others, a higher level of care will need to be 
considered, especially if safety considerations warrant it 
or if the clinical needs of the patient or the complexities 
of treatment recommendations require greater levels of 
structure, supervision, or monitoring than can be 
provided in traditional outpatient settings. These may 
include advising voluntary admission to a long-term or 
intensive specialized inpatient, hospital-based outpatient, 
or other structured outpatient program for TRD.48 If a 
higher level of care than the outpatient setting is 
recommended, this advice should be explicitly reviewed 
with patients and referring clinicians, including the 
rationale for such recommendations. 

Regarding diagnostics, a detailed discussion of what 
further tests should be considered—either routinely for all 
patients with difficult-to-treat depression or in specific 
cases—is beyond the scope of this section and is the focus 
of the Part II companion manuscript to this paper. Instead, 
we suggest the systematic consideration of blood and 
urine-based testing; electrophysiological, neuroimaging, 
and other radiographic testing as indicated; psychometric 
or neuropsychological testing as indicated; and other 
consultations that may be needed to prioritize specific 
treatments and identify factors that may contribute 
to a given patient’s treatment resistance.49 These 
considerations will also help add structure to the feedback 
provided to the patient, caregivers, and referring clinicians 
pertaining to recommended diagnostic tests for the 
specific case, with an accompanying rationale. 

Finally, therapeutic recommendations should 
include, at a minimum, a clear delineation of immediate 
next steps. To maximize the value of the consultation, 
however, several sequentially ordered recommendations 
should be considered. In doing so, a “care pathway” is 
created with each subsequent step activated by lack of 

adequate response or intolerance to the preceding 
step. In our experience, providing sequentially ordered 
treatment considerations are preferred by referring 
clinicians over simply listing options to consider. In 
some cases, each major step can contain “substeps,” for 
instance, when discussing how partial responses can be 
addressed (eg, by modifying the dose of medication(s), 
adding psychotherapy, pharmacologic augmentation, or 
some other combination thereof).50 For treatment 
recommendations, the full spectrum of interventions 
should be considered, including psychotherapy, 
pharmacotherapy, neuromodulation, 
chronotherapeutics, and lifestyle medicine 
interventions.51–56 The need to address existing medical 
comorbidities that may be affecting symptoms should be 
explicitly stated. Whenever appropriate, treatments to 
avoid or those considered to be low priority should be 
called out as such with a rationale for doing so. Examples 
of the latter include potentially dangerous drug-drug 
interactions, incompatibility with a patient’s age or 
general medical conditions, and limited evidence for use 
in TRD. Additionally, treatment recommendations may 
include the application of measurement-based care 
(MBC), which includes periodic administration of 
validated self-report measures assessing clinical 
symptoms, side effects, and treatment adherence,57 

patient and treater review of data, and the use of that 
data at critical decision points to collaboratively 
re-evaluate the treatment plan and guide next-step 
interventions. MBC has been associated with more rapid 
time to remission in patients with TRD,58 although it can 
be challenging to implement in real-world practice.59 

It is recommended that both the patient and the 
referring provider receive copies of the consultation 
report. Some practices may prefer providing patients 

Box 3 
Recommendations for Communicating 
Consultation Findings 

• Verbal feedback should be provided to the patient promptly, and before the 
report is completed. 

• Reports should include what further tests should be considered and a clear 
delineation of immediate next steps. 

• Sequentially ordered treatment considerations are preferred over simply 
listing options to consider. 

• In some cases, each major step can contain “substeps,” for instance, when 
discussing how partial responses can be addressed such as by modifying the 
dose, adding psychotherapy, pharmacologic augmentation, or some other 
combination thereof. 

• The full spectrum of interventions should be considered, including 
pharmacotherapy, psychotherapy, neuromodulation, chronotherapeutics, 
treatment of medical conditions, and lifestyle changes or interventions. 

• Reports should provide the appropriate levels of breadth and detail needed to 
satisfy referring clinicians, while avoiding overwhelming patients. 

• When possible, patients should be contacted for postassessment follow-up, 
documentation of treatment outcomes, and monitoring of gains or setbacks. 
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with briefer “patient summary” reports. However, in our 
experience, most patients prefer to read the same 
document that their regular mental healthcare providers 
will also be viewing. Moreover, Federal rules (passed 
under the 21st Century Cures Act) that went into effect in 
2022 require that patients have free access to their 
health records in digital format which, presumably, 
includes the complete TRD consultation report.60 Given 
the varied factors mentioned above, the section of the 
report that contains the treatment recommendations 
may be lengthy. A great deal of skill and practice is needed 
to provide the appropriate levels of breadth and detail to 
satisfy referring clinicians and avoid overwhelming 
patients. Using a standardized TRD Consultation Report 
EMR template, along with built-in EMR tools, can 
facilitate efficient and complete documentation. Verbal 
feedback should be provided to the patient before the final 
report is ready. In some cases, verbal feedback to 
patients (and perhaps to referring providers by 
telephone) can occur on the same day as the consultative 
visit. Alternatively, verbal feedback can be provided at a 
second “wrap up” visit, particularly if more information 
or testing is needed before final recommendations are 
made. For a summary of recommendations, see Box 3. 

POSTASSESSMENT CONTACT 

The postassessment phase refers to subsequent 
contact with patients or their referring providers after the 
consultation is completed. Often, postassessment 
contact is requested either because there are additional 
questions about the initial consultation that could not be 

addressed earlier or because there is a need for 
additional treatment guidance due to lack of success 
with the original set of recommendations. Postassessment 
visits can be scheduled in advance by the consultative 
service (eg, after 6 months or a year) or on an as-needed 
basis at the request of patients or their referring 
providers. Postassessment contact may be used to assess 
the patient’s response to the recommendations that were 
provided and to assess quality measures for the 
consultation service, including whether the 
recommendations were received or implemented. In 
some cases, the referring healthcare providers may not be 
comfortable with initiating some or all of the 
recommendations provided. Therefore, many TRD 
consultative practices offer a limited period of follow-up 
to manage patients through the initial stages of 
postconsultation treatment and provide information for 
specialist referral in the patients’ community to optimize 
continuity of care. 

SUMMARY AND FUTURE DIRECTIONS 

As rates of depression are growing in the US, in the 
coming years, centers of excellence and collaborative 
networks of such centers will play an increasingly 
important role in improving patient outcomes.17 TRD 
consultation programs within mental healthcare settings 
can provide access to experts who have advanced 
training and experience in mood disorder interventions. 
Consultations within these programs are meant to offer 
the patient and referring provider a roadmap for 
evidence-based interventions, to increase the likelihood 

Figure 1. 
Sequence of the TRD Consultation Process 

Referral
• From outside provider or
  patient/family
• Screening and triage

Previsit information gathering
• Outside medical, pharmacy, and
  psychotherapy records
• Patient-supplied
  information/instruments

Consultation Visit(s) (See Part II)
• Clinical interview
• Assessments

Product of Consultation
• Diagnostic impression and case
  formulation
• Further diagnostic
  recommendations
• Treatment recommendations

Communicate Consultation
Findings
• To patient/caregivers: verbal
  and written
• To referring/treating provider(s):
   written, consider verbal

Post-Assessment Contact
• Can be scheduled routinely or
  as-needed
• Assess treatment response and
  provide further
  recommendations, if necessary
• Collect consultation clinic
  quality measures
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of treatment response and sustained symptom remission. 
With the increasing development of TRD consultation 
programs nationally, important considerations for 
starting such a program and specific recommendations 
will likely evolve quickly. Our recommendations, 
reviewed here, represent an up-to-date consensus of the 
TRD Task Group of the NNDC and provide a starting 
point for continued dialogue. In this paper, we provided 
recommendations for the entire sequence of the 
consultation process, from receiving an initial referral 
to postconsultation contact (see Figure 1). 

In the future, research reviewing existing TRD 
consultation programs will provide the basis for a general 
protocol for new program proposals. Future research 
reviewing provider and patient perceptions of barriers 
(ie, what has worked and what is not working so well) will 
help to inform equity-related recommendations for TRD 
consultation clinics. In addition, ongoing and future 
research examining patient-related outcomes, prognostic 
indicators, and the benefits of novel indications is 
strongly encouraged and will continue to inform the 
evolving recommendations. 
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