 

Note One: Possible Fields to include in the Depression Follow Up File

(Your file construction should strive to capture certain data as you continually improve it.  The list below suggests some items for data capture.  Try to collect information that will only affect clinical decision-making and management.)

• Patient identification number

• Patient name (full name with middle initial)

• Address (complete enough for mailing purposes)

• Phone (home and work)

• Gender

• Birth date

• Diagnosis (296 major; 311 minor; 300.4 dysthymia)

• Diagnosis date

• Treatment track (watchful waiting or medication)

• Treatment phase (acute, continuation, maintenance)

• Next follow-up date

• Severity score (see MacArthur Foundation materials for instrument)

• Suicidal ideations: Y/N

• Last primary care visit date for depression

• Last mental health visit date for depression

• Other complications (e.g., ETOH, substance abuse, bipolar, thought disorders)

• Name and date of last non-TCA medication

• Name and date of last TCA

• Emergency phone contact

 







Population Identification Tips:

1. Using pharmacy data for identification is often inaccurate since many patients may be taking anti-depressants for sleeping disorders or other non-depression conditions.

2.    Providers are often hesitant to code people as depressed.  Therefore identification via outpatient data sets will under-represent the population.  When constructing the follow-up file make provisions to manually enter patients that providers are aware suffer from depression (but may not be coded) or patients as they present at the time of a visit.

Note Three:  Example of Chart Abstraction Form for Collecting Data

DEMOGRAPHICS

Today’s Date:





Patient ID:





Patient Name:





Address:

City:
State:
Zip:

Phone:
H:
W:



Birth Date:





Gender:





PAST MEDICAL HISTORY

Complications:
ETOH
Thought disorder




Drug Abuse





Bipolar




PHYSICAL EXAM VITALS

Smoking Status:
Yes
No









MEDICATIONS


Date initiated:
Date last fill:
Dose:


TCA:





SSRI





Other:





Other:





DEPRESSION DIAGNOSIS AND MONITORING

Last Severity Score:
Date:

Result:


Suicidal Ideation:
Date:

Result:


Watchful Waiting:
Date:

Result:


Next Follow-up: 
Date:

Result:


Medication side effects:
Date:

Result:


SELF-MANAGEMENT SUPPORT AND PATIENT EDUCATION

Stress management:
Classes:
Provider Visits:
Other:


Side Effect management:
Telephone Follow-up:




Note Four:  Example of Patient Encounter Form for Collecting Data at

Time of Visit  (same form can be used as template for automated 

Patient Summary form for use during next visit)

Patient Summary Sheet

Date: 

Patient ID #:

Patient Name:

Patient Age:

Primary Phone:

Alternate Phone :

Primary Practitioner
Vital Signs
      Last Visit
        Today

Weight (Lbs.)

Height (Inches):

Blood Pressure:

Vital Signs Date:

Smoking Status

Clinical Priorities
Working Notes

Diagnosis ___minor; _____major; _____dsyth



Severity Score/Symptom Checklist: ______

Date of Last Score/Review:

Suicidal Ideation:  Yes ____     No_____


Complications:

ETOH ________________

Drug Abuse ___________

Bipolar _______________

Thought Disorder _______


Treatment Phase
Acute___, Continuation____ ,Maintenance____


Treatment track:   _____Watchful Waiting

                           _____ Medications


Follow-up Schedule

Date of Last follow-up:

Date of Next follow-up:


Mental Health Visit:

Date of Last Visit:


Depression Medication:

Name:

Date Rxed:

Dose: 
Changes:

Other medications:

Name:


Changes:

yes





no





yes





no





Find someone and 


get them trained.





Establish set of standard queries for determine routine care needs for the 


population and to begin planning schedules to deliver care proactively.





Patient Encounter:


at every visit data


from flowsheet


should be entered. 





Chart Audit:


suggest monthly for data


missed during patient


encounter.





Automated data:


suggest monthly 


for whatever data


are available.





Establish data update protocols from each data source:





Patient Encounter


(see Note Four for 


sample flowsheet). 





Chart Audit


(see Note Three for 


example of chart 


abstraction form). 





Automated  data 


via  Information 


Systems Support


People (see Note Two for


guides to this step).





Identify population and begin data collection using EASIEST combination of the following data sources:





Is


there a team


member that knows


EXCEL or 


ACCESS? 





Is


there a 


computer


available? 





Follow instructions


below using 


paper and pencil.





Identify team member to build spreadsheet in EXCEL or table in ACCESS


 that contains at a minimum the fields in Note One.





Constructing a Depression Follow-up File





Create an automated template that prints individual patient summaries for use at the time of visit.





Note Two: Getting Automated Data for the Follow-Up File





After initial data download, set up schedule of data updates that do two things:


1. Update changes to existing population data, and;


2. Identifies new patients that have entered the system in the last day/week. 





Request that data download be put into either EXCEL or ACCESS format.  If that is not possible, 


ask for a text delimited file that you can manipulate and load into your software.





Review Note One and ask information system personnel for all data points that are available.





Outpatient: Ask for list of all patients that were seen in last year where an ICD9 diagnosis code of depression or dysthymia was recorded for the visit.  Use ICD9 codes 296 (minor), 311 (major), 300.4 (dysthymia).   


Inpatient:  Primary Diagnosis or Discharge Diagnosis (primary or secondary.)





Begin chart audits of known


depression pts. and use prospective patient encounters to complete population


identification.





Is there a


billing dept or


other source of 


automated patient info


system in your clinic or 


off-site that can


 help you get


 data?








No








Yes











