Follow-up Depression Questionnaire

FU PATIENT HEALTH QUESTIONNAIRE

Before you started taking this medication, how often had you been bothered by any of the following problems?

1.
Before you started the medication, how often had you had little interest or pleasure in doing things?          

Not at all
 Several Days

 More than half the days
 Nearly every day

2.
Before you started the medication, how often did you feel down, depressed or hopeless?
 Not at all
 Several Days

 More than half the days
 Nearly every day

3.
Before you started the medication, how often in the last two weeks did you have trouble falling or staying asleep or find yourself sleeping too much?      

Not at all
 Several Days

 More than half the days
 Nearly every day

4.
Before you started the medication, how often in the last two weeks have you felt tired or had little energy?
Not at all
 Several Days

 More than half the days
 Nearly every day

5.
Before you started the medication, how often in the last two weeks did you have a poor appetite or found yourself over-eating?  

Not at all
 Several Days

 More than half the days
 Nearly every day

6.
Before you started the medication, how often in the last two weeks did you feel bad about yourself, felt that you were a failure, or felt that you let yourself or your family down?

Not at all
Several Days

More than half the days
Nearly every day

7.
Before you started the medication, how often in the last two weeks did you have trouble concentrating on things, such as reading the newspaper or watching television?

Not at all
Several Days

More than half the days 
Nearly every day

8.
Before you started the medication, had you found yourself moving or speaking slowly, or have you been fidgety or restless such that other people have noticed?

Not at all
Several Days

More than half the days
Nearly every day

9.
Before you started the medication, did you have any thoughts that you would         be better off dead, or did you think about hurting yourself in any way?

Not at all
Several Days

More than half the days
Nearly every day

10.
How difficult have these problems made it for you to do your work, take care of things at home, or get along with people?

Not difficult at all

Somewhat difficult

Very difficult





Extremely difficult

SIDE EFFECTS AND ADHERENCE

You said earlier that you recently started a new antidepressant medication.  Your primary care physician has asked that we call you several times over the next few months to track your response to the medication.  At this time, I want to follow-up with some questions specific to your treatment.

I am going to ask you about possible side effects from your medication.  Tell me how much these problems have bothered you during the past seven days.

1.
In the past seven days have you been bothered by headaches?

· No or doubtful headache

· Slight headache

· Moderate hampering headache, which does not interfere with the patient’s daily life

· Pronounced headache, interfering with the patient’s daily life.

2.
Have you had nausea or vomiting in the past seven days?

· No or doubtful nausea

· Slight nausea

· Disturbing nausea, but without vomiting

· Nausea with vomiting

3.
These past seven days have you had a problem with diarrhea?

· No or doubtful diarrhea

· Clearly present, but does not disturb work or other performance

· Disturbing, with need for several daily, inconvenient stools

· Marked, imperative need for defecation, threatening or actual incontinence, results in                                                                 
frequent interruptions of work

SIDE EFFECTS con’t 

1.
Problem 1 description: ______________________________________________________________________________________________________________________________

· Very mild, does not cause any disability

· Mild severity, does not cause any disability

· Moderate severity and mildly disabling

· Severe and/or causes significant disability

ADHERENCE

1.
In the last 7 days have you taken the medication every day as prescribed?

· Yes, each day

· No, I missed 1-2 days

· No I missed several days

· No, I haven’t taken the medication at all

· I took it as prescribed but was told to take it less than daily

2.
(If the patient missed days).  Please tell me why you didn’t take the medication every day.

· I felt better

· I don’t need it anymore

· I don’t like taking medications

· I don’t like the side effects

· I don’t like how it makes me feel

· Other reason 1: _______________________________________________

· Other reason 2: _______________________________________________

