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While depression is com-
mon,1,2 only about half of 
these patients are ever 

screened, and among those who are 
screened positive, only 60% of these 
patients receive treatment.3 Patients 
with depression are frequently treat-
ed in primary care;4 therefore, these 
settings have an important role in 
caring for patients with depression. 
Unfortunately, despite the avail-
ability of effective treatments,5 de-
pressed patients treated in primary 

care may not be receiving evidence-
based treatment.3,6,7 A mechanism 
for potentially improving depression 
care in primary care clinics is the 
increasing availability of electron-
ic health records (EHR). EHRs are 
considered to hold great promise in 
terms of systematically improving 
the quality of care through docu-
mentation of appropriate diagnosis 
and cues for the provision of clinical 
guideline care once depression is di-
agnosed.8,9

The goals of this report are (1) to 
describe the experience of how an 
academic family medicine depart-
ment, which has had an extensive 
EHR system for several years, is 
currently using the EHR to docu-
ment the diagnosis and treatment 
of patients with depression and (2) 
to evaluate baseline data that will 
be used to identify potential future 
changes to the EHR to enhance its 
functionality with the goal of improv-
ing the quality of depression care.

Methods 
Setting 
This study was conducted in the four 
outpatient clinics of the Department 
of Family Medicine at Oregon Health 
& Science University (OHSU) and 
was approved by the OHSU Insti-
tutional Review Board. 

Patient Selection 
Using OHSU health care system 
EHR data, patients were adult am-
bulatory patients ages 18 and older 
who were identified in the medical 
records by any coded Internation-
al Classification of Diseases, Ninth 
Revision, Clinical Modification di-
agnoses for depression. We defined 
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a 6-month time period from Janu-
ary 1, 2009, to June 30, 2009, to as-
sess the documentation of treatment 
practices for those patients with a 
new diagnosis of depression. This 
time period was selected because it 
was prior to the implementation of 
any systematic screening for depres-
sion at these practices.

Since we were interested in new 
diagnoses of depression, patients 
were excluded who had one of these 
depression codes in their problem 
list or had an encounter for depres-
sion during the previous 6 months. 
Patients who had a non-family med-
icine provider were also excluded. 
The remaining patient charts had 
the following data abstracted from 
the EHR: age, gender, clinic location, 
provider documenting the visit, and 
type of medications prescribed. In 
addition, the charts were reviewed 
by hand for the following compo-
nents that have been documented 
as being indicative of adequate de-
pression care.10,11 

(1) What data was documented 
regarding the diagnosis of depres-
sion and the severity of depression? 
This was coded as the presence of 
an objective assessment tool, such as 
the Patient Health Questionnaire-9 
(PHQ-9)12 or the presence of an in-
terviewing protocol, SIG-E-CAPS.13 

SIG-E-CAPS is the mnemonic com-
monly used to assess the eight neu-
ro-vegetative signs for depression 
(Sleep, Interest, Guilt, Energy, Cog-
nition, Appetite, Psychomotor Func-
tion, Suicide) and conforms with the 
DSM-IV14 symptoms for major de-
pression and dysthymia. The number 
and type of SIG-E-CAPS components 
were noted.

(2) What treatment options were 
discussed with the patient? This was 
coded as counseling alone, medica-
tion alone, or both.

(3) Was there documentation of 
initial medication treatment, includ-
ing screening for a history of mania? 
This was coded as yes if any men-
tion of mania or common symptoms 
of mania were documented.

(4) Number of weeks until the fol-
low-up visit after the initial depres-
sion diagnostic visit. 

(5) Duration of active antidepres-
sant medications if prescribed at the 
initial visit.

Results
We identified 200 patients with a 
documented new diagnosis of de-
pression who met our eligibility 
criteria. Table 1 shows the results 
of the baseline data collection and 
current functionality of our EHR for 
documenting screening, assessment, 
and treatment of patients with de-
pression. The majority of patients 
were women, with a median age of 
36 (range 18–93). About 72% of the 
new depression diagnoses were doc-
umented using the PHQ-9 or the 
SIG-E-CAPS questions. Documen-
tation of discussion related to treat-
ment options consisted primarily of 
medications (51%) or a combination 
of medications and psychotherapy 
(32%). Seventy-one percent of the 
documented new depression diag-
nosis patients were started on some 
form of antidepressant medication. 
Of those who were started on medi-
cation, fewer than 4% had document-
ed screening for mania. About one 
third of the patient’s records had 
documentation of having a discus-
sion about medication side effects. 
Three quarters of the patient charts 
had documented follow-up visits, 
with a median follow-up time of 4 
weeks. This documentation is con-
sistent with the documented percent-
age of patients initiating medication 
treatment. About half the patients 
showed some documentation of med-
ication adjustment at a follow-up visit. 

Discussion
EHRs are increasingly being adopt-
ed and viewed as a tool to improve 
quality of patient care, including de-
pression care.15 Our primary goals 
were to, first, describe how an aca-
demic family medicine department, 
which has had an extensive EHR 
for several years, is currently using 
the EHR to document the diagno-
sis and treatment of patients with a 

new diagnosis of depression prior to 
the implementation of any system-
atic screening of depression. Second, 
we sought to use this baseline data 
to identify potential changes to the 
EHR to enhance its future function-
ality with clinical documentation in 
order to improve the incidence of de-
pression diagnosis and the quality of 
depression care. 

Overall, we encountered signifi-
cant challenges finding documen-
tation of depression diagnosis and 
care. We identified 200 patients with 
a documented new diagnosis of de-
pression, primarily using either a 
standardized instrument (PHQ-9) 
or SIG-E-CAPS. While the issue of 
the validity of the depression diag-
nosis was not the focus of our report, 
it is possible that this number may 
reflect both false positives and false 
negatives, which could subsequent-
ly lead to either over treatment or 
under treatment of depression. Re-
cent reports suggest the practice of 
reassessment of depression using 
standardized procedures toward im-
proving the accuracy of depression 
diagnosis and the rendering of ap-
propriate treatment or referral.16 

Additionally, finding documenta-
tion of depression treatment was 
also challenging. Clinical documen-
tation of depression treatment, such 
as discussion of treatment options, 
initiation of medication treatment, 
and follow-up treatment character-
istics required delving into the prog-
ress notes, making it only slightly 
more efficient than searching pa-
tient charts by hand. Consequent-
ly, documenting the implementation 
of evidence-based treatment was 
problematic. Although it was diffi-
cult to identify documentation of a 
depression diagnosis and treatment 
in the medical record, for those pa-
tients identified as having depres-
sion, treatment rates were quite high 
in this practice, especially compared 
to national estimates of depression 
treatment rates. National estimates 
of treatment with antidepressant 
medication among people with prob-
able depression have ranged from 
33% to 60%,17-19 but 71% of patients 
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with depression in this practice re-
ceived an antidepressant medication.

The documentation of depres-
sion in the EHR is particularly 
challenging because, unlike physi-
cal health, the diagnosis, treatment 
plan, care coordination, and the 
psychosocial historical information 
germane to the development of the 

presenting problem, does not easily 
fit into quantitative measurement 
(eg, lab values). Quality indicators 
for physical conditions, such as di-
abetes, can use valid, reliable, and 
clinically focused quantitative mea-
sures (eg, HbA1c) to improve patient 
care quality and are also relative-
ly easy to document in the EHR. In 

contrast, clinical documentation of 
depression and other mood disorders 
historically have relied on progress 
notes, which intrinsically are less 
efficient, less searchable, and more 
difficult to track for the provision of 
evidence-based treatment practices. 
Primary care clinicians may benefit 
more from point of care summaries 
from previous depression care that 
the current EHR does not provide. 
However, until such documentation 
is available in the EHR, monitor-
ing scores from the PHQ-9 could be 
tracked, assuming interval assess-
ment is conducted, analogous to 
tracking HbA1c for diabetes care. 
Additionally, improving documenta-
tion of care received will make it eas-
ier to design and implement quality 
improvement programs.

To improve the clinical documen-
tation of depression care in our clin-
ics, based on our baseline data, we 
anticipate significant changes to our 
EHR: most notably, the implemen-
tation of systematic screening for 
depression, expected use of symp-
toms checklists for symptom mea-
surement and tracking, and use of 
smart phrases (pre-formatted phras-
es for documentation in the EHR) 
in the clinical note to facilitate effi-
ciency in treatment and promotion of 
evidence-based care. Many of these 
changes are already underway. We 
also learned that processes for clin-
ical documentation will have to be 
simplified and standardized if data 
extraction and exporting processes 
of clinician performance data are to 
become routine practice, suggesting 
opportunities for clinician training.

Finally, it is important to acknowl-
edge that research documenting the 
implementation of clinical features 
in the EHR (eg, standardized clini-
cal documentation, smart phrases) 
in relation to patient mental health 
outcomes has not been established.20 
Future research is needed to deter-
mine whether this connection ex-
ists in addition to discovering the 
optimal way to train primary care 
providers in the use of the EHR to 
enhance mental health care. 

Table 1: Characteristics of Clinical Documentation at Baseline* 

Patient characteristics

Total number of patients with new depression diagnosis 200

Median age (range) 36 (18–93)

Female gender 63.9%

Evidence used for new depression diagnosis n=200

PHQ-9 26.3%

A component of SIG-E-CAPS 46.4%

Unclear 23.4%

Discussion of treatment options n=200

Medications 50.7%

Psychotherapy 9.8%

Medications and Psychotherapy 32.2%

Other 7.3%

Initial medication treatment n=146

Total prescriptions (71.2% or 146 patients) 71.2%

Fluoxetine 28.1%

Sertraline 26.0%

Citalopram 21.2%

Bupropion 10.3%

Other medication 14.4%

Screened for mania 3.9%

Discussion of medication side effects n=146

Documentation of discussion (yes) 33.1%

Treatment follow-up characteristics n=200

Follow-up visits 75.5%

Median follow-up time (weeks) 4.0

Types of medication adjustments

Medication adjustments made of follow-up patients 54.0%

Start medicine 25.0%

Stop medicine 22.0%

Increase dosage 32.4%

Decrease dosage 1.47%

Changed medication 19.1%

 
* January 1, 2009 to June 30, 2009 
PHQ-9— Patient Health Questionnaire-9 
SIG-E-CAPS—Sleep, Interest, Guilt, Energy, Cognition, Appetite, Psychomotor Function, 
Suicide
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