TITLE: TIDES/WAVES CONSULT NOTE

DATE OF NOTE: MAR 27, 2003@13:40     ENTRY DATE: MAR 27, 2003@13:40:19      

AUTHOR: VISN XX Depression Care Manager

EXP COSIGNER:                           

URGENCY:                            STATUS: COMPLETED                     

Primary Care Clinician:  Please order depression treatment as an addendum to this note and co-sign.  Nurse Care managers can assist with referrals but cannot order medications.  Treatment decision support given below is based on medical center and TIDES algorithms and should be modified by your clinical judgment as appropriate.  
Total Depression Score  15 

PHQ-9 scores ( 10 suggest major depression (e.g., Major Depressive Disorder, Single or Recurrent (296.2/296.3) or Depressive Disorder NOS (311).  Clinical guidelines for treatment of major depression recommended (full course of anti-depressants or psychotherapy).

Summary Treatment Recommendation of Guideline-Based Care:

The XX medical center anti-depressant algorithm indicates starting Citalopram 20mg daily would be appropriate for this patient, with titration to 40-60mg if necessary and tolerated.

Patient Treatment Preference: Anti-depressants
Patient understands that he/she has depression and wants to start anti-depressant medication. Patient had a prior unsatisfactory trial of Sertraline that he stopped because of GI side effects.  

Patient Questions or Concerns for the Primary Care Clinician:

Patient has poor sleep and nightmares and is irritable with family members.
------------------------------------------------------------------------------------------------

ASSESSMENT SUMMARY

This 57 y/o veteran screened positive on the two-item depression screen on 3/21/03 and was followed up as part of the __TIDES _(_ WAVES Depression Project.  This progress note documents results of a telephone assessment conducted 3/27/03  

Case reviewed with MHS Dr. XX 3/31/03
Emergency Suicide Assessment.  Patient has been assessed for suicidal thoughts or plans and:
Has thoughts of death, but denies intent to harm him/herself and low risk factors for suicide
Alcohol Screening.  Patient has been assessed for alcohol abuse and
Denies alcohol abuse, 

but does have an abuse history and reports recently increasing his drinking to relax

PTSD Screening.  Patient has been assessed for PTSD and

Reports significant PTSD factors and is attending a support group

Depression Screening.  On administration of the PHQ-9, patient 

Reports 7 depressive symptoms most of the day, nearly every day, for at least two weeks.  Depressive symptoms __ do not include _(_ do include one or both symptoms required for a diagnosis of MDD (feeling little interest/pleasure or feeling down/depressed/hopeless).

Felt little interest or pleasure in doing things

Felt down, depressed or hopeless

_(_ Trouble falling or staying asleep or __ Sleeping too much

Feeling tired or having little energy

Feeling bad about yourself

Trouble concentrating on things

Thoughts that you might be better off dead

Veteran believes above symptoms make routine functioning 

very difficult 
Care Manager Patient Education Activities Completed

"Are You Feeling..." brochure mailed to patient

Recommended that patient exercise

Assessed/discussed sleep hygiene

‘Coping with stress during wartime’ brochure mailed to patient

Clinical Reminders Cleared

Annual depression screen (_(_ positive __ negative)

Annual Alcohol assessment (__ does not use alcohol _(_ uses alcohol __ currently under treatment)

CLINICIAN – PLEASE SELECT “Action”, “Make Addendum”.  Then click on “Templates”, “Shared Templates” and select “Depression Care Treatment Plan” to complete your orders.  If ordering anti-depressants, please add a depression diagnosis to the patient’s Problem List. Thank you.  

/es/ XXXXXXXX XXXXXXXXXX, RN

VISN XX Depression Care Manager

Signed: 03/27/2003 13:41 
CASE ON WHICH SAMPLE ASSESSMENT NOTE IS BASED

57 y.o. C man with hx of depression, anxiety sx and PTSD presents as new consult for evaluation of depression.  Currently not working, laid off about 6 months ago from shipyard, lives with wife and 2 children, denies legal problems.

Pt reports increased depressed mood as well as an exacerbation of his PTSD sxs x approx. 6 months.  Veg sxs. include sleep disturbance (with early AM awakenings and difficulty falling back asleep), mild-mod anhedonia, periodic feelings of hopelessness, low energy, and decreased concentration.  His PTSD sxs include nightmares, flashbacks (note: pt is a Vietnam vet who did engage in combat), social isolation, sleep disturbance, and intrusive thoughts.  He has been attending a support group and is going more often lately.  Denies current or recent anger dyscontrol but endorses increased irritability.  Denies suicidal or homicidal intent or plan but endorses occasional passive ideation.  Denies hx SA.  Denies hx head injuries or seizures.  Denies recent psychotic sxs, but reports that "in the remote past" he has at times "heard things" and  "dissociated" from reality.  Denies recent illicit drug use.  He does have a hx of alcohol abuse, but states that he had  "cut way down" and now drinks only about 3-4 beers per week although this has increased to almost daily recently.  Pt states that he has been tried on other antidepressants in the past with no success.  He is not sure of the names of these former antidepressants that were rx'ed, except for Sertraline, that made him nauseous.
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