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This card summarizes the Primary Care Manager’s depression assessment and treatment documentation requirements.

RECOGNITION - SECTION I & II - Vital Signs, Visit Information and Depression Self Assessment
Patient presents with depressive symptoms or complaint or clinician suspects depression. Ask the patient to complete Section II of the 717-R form. Ancillary staff completes Section I.
Review the first page of the form - reason for visit, vital signs, tobacco, alcohol or drug use, pain assessment, deployment-related visit, allergies, medications and total score on the PRIME-MD PHQ and the CAGE-AID evaluation.
ASSESSMENT - SECTION III, PART A and B - Medical, Physical and Mental Status Exam
Complete Part A, the Medical History and Physical Assessment. Rule out medical problems, especially thyroid disorders, substance abuse/dependence (especially alcohol or cocaine use), occult malignancies and the use of some cardiovascular drugs, antihypertensives, sedative/hypnotic agents, anti-inflammatory/analgesic agents, steroids and other medications that may contribute to depression.
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Complete Part B, Mental Status Assessment. Refer to examples on form.

DIAGNOSIS & RISK FACTORS - SECTION III, PART C - DSM-IV Diagnosis and Risk Assessment

Complete Part C, Diagnosis. 

· Establish a DSM-IV Diagnosis.

Review Red Flag Risk Factors. Check all that apply.

Does the patient need emergency treatment?

· Suicidal thoughts and/or plans which make you uncertain of the patient’s safety.

· Assaultive/homicidal thoughts and/or plans which make you uncertain about the safety of the patient or others.

· Inability to care for self.

· Psychotic thinking.

· Mania.

· Serious mental/medical disorder causing significant impairment of social, familial, vocational or educational functioning.

· Delirium.
If any of these conditions are present, consider referral/consultation to Behavioral Health and/or hospitalization.

Is active chemical abuse/dependency present?

If present or suspected, consider referral for a chemical dependency assessment.

Is there a history of non-compliance with or abuse of psychopharmacological medication?

If present or suspected, refer to Behavioral Health.

Is there a strong suggestion of a personality disorder?

If present or suspected, refer to Behavioral Health.

TREATMENT - SECTION III, PART D - Treatment Plan

Complete Part D, Treatment Plan. Involve patient and family. Review and obtain concurrence and response to plan.

· Supportive Counseling with Watchful Waiting.

· Antidepressant Medication.

· Psychotherapy and Medication Combined.

· Standard Laboratory Work-up with more specific tests ordered as indicated by patient’s condition.

· Referral to Behavioral Health (Use Primary Care Clinic Depression Referral Form 723-R).

· Referral to Other Services (Nutrition, Substance Abuse Program, Case Management, etc).

EDUCATION - SECTION III, PART E - Patient & Family Education and Instruction

Complete Part E, Patient/Family Education and Instruction. (Videos, Brochures, Handouts)
· VA / DoD or Other MTF-Approved Self-Management Folder.

· VA / DoD or Other MTF-Approved Depression Brochure.

· VA / DoD or Other MTF-Approved Antidepressant Medication Handouts.

· VA / DoD or Other MTF-Approved Depression Management Videos.

· Continuity of Care Appointments/Safety Plan/Special Instructions/Other Disease Management Considerations.

MONITORING & FOLLOW-UP DOCUMENTATION

Monitor response to medication and side effects, improvement (or lack of) in symptoms and function, treatment compliance or non-compliance, referral care progress (if applicable), complications, medical issues, other outcomes, etc. 

Modify treatment as appropriate and refer or consult to Behavioral Health for complicated issues. 



ASPECT of CARE - DETECTION
 Purpose - To determine if providers are screening for depression in their patients.

 Measure - Percent of patients seen in a general medicine, primary care, women’s primary care clinic who were screened for depression during the previous twelve (12) months.

ASPECT of CARE - ASSESSMENT / DIAGNOSIS
 Purpose - A means to evaluate the prevalence of depressive disorders in a primary care population as compared to expected rates.

 Measure - Percent of patients diagnosed with a depressive disorder during the previous twelve (12) months.
ASPECT of CARE - TREATMENT

 Purpose - To measure the adherence in the guideline regarding adequacy of treatment.

 Measure - Percent of patients newly diagnosed with and treated for a major depressive disorder during the past twelve (12) months who continue on prescribed medication for at least ninety (90) days in the next 120 days or at least eight (8) psychotherapy sessions in the next 180 days.

ASPECT of CARE - EFECTIVENESS / OUTCOMES

 Purpose - To measure whether clinicians are assessing the outcomes of depression treatment.

 Measure - Percent of patients who were seen during the past twelve (12) months with a diagnosis of major depression who have a systematic symptom assessment twelve (12) weeks following diagnosis, or if in remission by week twelve (12), then a systematic symptom assessment is performed at the time of remission.


CRITERIA #1 - MENTAL STATUS EXAMINATION

 Purpose - To measure assessment of depression.

 Measure - Medical record documentation supports a mental status assessment was performed that specifically address mood and affect, sensorium and suicidal ideation.

CRITERIA #2 - RED FLAG RISK FACTORS
 Purpose - To measure assessment and recognition of symptoms that warrant consultation or referral to behavioral health (or other service).

 Measure - Medical record documentation supports assessment of Red Flag Risk Factors (danger to self or others, psychosis, delirium, personality disorder, substance abuse, manic symptoms, other mental disorder causing significant impairment).

CRITERIA #3 - CONSULTATION / REFERRAL

 Purpose - To measure appropriate consultation or referral to behavioral health (Red Flag Risk Factors, medication failure, medication noncompliance or abuse, unclear diagnosis, psychotherapy, patient request) or other services (based on medical or social services need).

 Measure - Medical record documentation supports appropriate referral to behavioral health or other services.

CRITERIA #4 - TREATMENT PLAN

 Purpose - To measure the formulation of a treatment plan based on current assessment.

 Measure - Medical record documentation supports treatment planning (medication, treatment monitoring, referrals if required, clinic follow-up, general instructions, review with patient and patient’s response to treatment plan).

CRITERIA #5 - EDUCATION / INSTRUCTION

 Purpose - To measure education issues with patient and/or family as they relate to the patient’s illness.

 Measure - Medical record documentation supports educational information is provided (medication, continuity of care, disease management, special instructions, etc).

VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD


FORM 717-R - ASSESSMENT and TREATMENT DOCUMENTATION - KEY ELEMENTS











VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD


SYSTEM LEVEL PERFORMANCE METRICS








ADDITIONAL SYSTEM LEVEL PERFORMANCE METRICS





VA/DoD Depression Clinical Practice Guideline


April 2002








CARD


19








CARD


20








