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Abstract
Background: Depression is the most common type of mental illness in the United States
(U.S.), affecting over 26% of the adult population. There is an underutilization of the
PHQ-9 screening tool for depression in the primary care setting and in the specialty care
areas. It is important for new providers in this area to understand and be aware of the
correct and appropriate screening methods required when they are screening their patients
for depression.
Purpose: The purpose of this project was to educate future acute care nurse practitioners
working in specialty care areas on the current depression screening guidelines for adults
18 to 64.
Theoretical Framework: The chronic care model was the theoretical framework
utilized for this project.
Methods: An educational intervention on how to utilize the current PHQ-9 depression
screening tool and the DSM-5 functional impairment criteria was developed to educate
future acute care nurse practitioners. There was an evaluation of how effective the
educational intervention was to promote increased awareness and the use of the
screening tools.
Results: The data were collected from a convenience sample of 35 participants who had
the educational intervention on “Depression Screening.” Twenty-nine of the 35
participants (82.8%) completed the education evaluation anonymously on
SurveyMonkey. One hundred percent of the participants showed knowledge acquisition
by understanding the importance of screening for depression and promoting the use of the

PHQ-9 in practice. The vast majority, (96.5%) of the evaluation participants, reported



that they intend to apply the knowledge and skills they have learned in their area of
practice now and as a licensed acute care nurse practitioner.

Conclusions: The overall responses to this educational intervention research project
indicated that this group of future acute care nurse practitioners will be using the PHQ -9

in the specialty care areas of practice.
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SECTION ONE

NATURE OF THE PROJECT AND PROBLEM IDENTIFICATION

For centuries, mental illnesses such as depression have been some of society's
most difficult issues to comprehend and manage medically and psychologically.
Depression continues to be the most common type of mental illness in the United States
of America. According to the Centers for Disease Control and Prevention (2012), “by the
year 2020, depression will be the second cause of disability throughout the world, trailing
only ischemic heart disease” (p. 1). The National Institute of Mental Health (2013)
reported:

Each year about 6.7% of U.S adults experience major depressive disorder.

Women are 70% more likely than men to experience depression during their

lifetime. Non-Hispanic Blacks are 40% less likely than non-Hispanic Whites to

experience depression during their lifetime. The average age of onset is 32 years

old. Additionally 3.3% of 18 years old have experienced a seriously debilitating

depressive disorder.
The World Health Organization (2012) reported “every 40 seconds somebody dies from
suicide. More than half of the suicide is committed by people below the ages of 45
years” (p. 1). Severe depression is one of the major causes of suicide. Yackel,
McKennan, and Fox-Deise (2010) explained that Luoma, Martin, and Pearson (2002)
examined 40 studies concerning the rates of patients who had contact with primary care
providers before they committed suicide. They found that approximately 45% of patients

who committed suicide had contact with a primary care provider within 1 month of the



actual suicide... (p. S59). Itis crucial that health care providers are competent in the
early detection and timely treatment of depression in their patients.
Overview of Depression

Depression is one of several mood disorders marked by the loss of interest or
pleasure in living. Disorders linked to depression include dysthymia, major depressive
disorder, schizoaffective disorders, bipolar disorders, and mood disorders. Depression is
most likely caused by a combination of genetic, biological, medical, environmental, and
psychological factors (Longo et al., 2012). According to McCance, Huether, Brashers,
and Rote (2010), mood disorder is intertwined with susceptible genes and influences
from the environment. Stress factors and a dysfunctional serotonin (5-HT) system appear
to elevate the risk of depression. Individuals with major depression commonly have
elevated levels of the stress hormone cortisol. Persons with neuroendocrine
abnormalities involving thyroid hormones are also found to have depression. Individuals
with a low level of brain monoamine neurotransmitter are found to have depression,
while those with a high level of monoamine are linked to mania (McCance et al., 2010).
The genetic causes of depression have been linked to loci on chromosomes 18 and 22 to
bipolar disorder and schizophrenia (McCance et al., 2010). Depression affects women,
children, and men in all socioeconomic groups.

Clinical Presentation of Depression
McCance et al. (2010) listed the symptoms of depression as follows:
e Depressed or irritable mood
e Loss of interests and pleasure

e Significant weight gain or weight loss greater than 5% in a month



¢ Insomnia or hypersomnia

e Psychomotor agitation or retardation

e Fatigue or loss of energy

e Feelings of worthlessness or excessive guilt
e Poor concentration or indecisiveness

e Recent thoughts of death or suicide

McCance et al. (2010) listed the symptoms of manic episode as the following:

e Elevated mood

Irritable mood

e Inflated self-esteem

e Decreased need for sleep

e Excessive talking

e Racing/crowded thoughts

e Distractibility

e Increase in goal-directed activity

e Excessive risky activities

Treatment of Depression
Depression treatment is based on the severity of the illness. The approaches to

the treatment of depression are psychotherapy, pharmacotherapy, or a combination of
both. Mitchell et al. (2013) indicated that depression treatments depend on the degree of
the condition. If the initial presentation is mild to moderate, an antidepressant,

psychotherapy, or both are prescribed. If the presenting symptoms of depression are



severe or chronic, the initial recommendation is to treat the condition with
antidepressants and psychotherapy.

Since depression is one of the most common mental illnesses in the United States,
depression screening is essential. Health care providers inadvertently cause harm to
patients when proper screening for depression is not conducted in the specialty care areas.
The deficiency in screening is a significant problem in health care. This scholarly inquiry
will be a resource for health care providers screening for depression.

Background of the Project

The U.S. Preventive Service Task Force (USPSTF) and the Institute for Clinical
System Improvement (ICSI) (2013) recommended, “Screening adults for depression
when staff-assisted support systems are in place for accurate diagnosis, effective
treatment, and follow-up.” In other words, patients must be screened for depression in all
areas of care as defined, when the staff is trained to assist in the screening process and
with all the aspects of patients’ treatment. These aspects of treatment include handing
out the Patient Health Questionnaire-9 (PHQ-9) tool when the patients visit the office and
assisting the patients to get to a psychiatrist or psychotherapist when needed. Health care
providers should also help patients find immediate mental health care if they report
thoughts of suicide.

The PHQ-2 and the PHQ-9 (Kroenke & Spitzer, 2002) were developed to screen
patients for depression and measure the severity of depression. The PHQ-2 includes two
sets of questions, while the PHQ-9 has nine questions. The PHQ-9 is half the length of

many other depression measures. Kroenke and Spitzer (2002) stated, “The PHQ-9 is thus



a dual-purpose instrument that, with the same nine items, can establish provisional
depressive disorder diagnoses as well as grade depressive symptom severity.” (p. 1)

At the end of the diagnostic portion of the PHQ-9, the developers of this
instrument added the question, “How difficult have these problems made it for you to
work, take care of things at home, or get along with other people?” On the questionnaire,
Kroenke and Spitzer (2002) concluded, “this single item is an excellent global rating of
functional impairment and has been shown to correlate strongly with a number of quality
of life, functional status, and health care usage measures” (p. 2).

Mitchell et al.’s (2013) guideline on Adult Depression in Primary Care for the
Institute for Clinical Systems Improvement provides practitioners with an update
including a translation of the PHQ-9 depression scores into practice based on Diagnostic
and Statistical Manual of Mental Disorders Fifth Edition (DSM-5) criteria for major
depressive episode. The DSM-5 criteria for major depressive episode articulate that a
patient must have a total of five symptoms for at least two weeks. One of the symptoms
must be depressed mood or loss of interest (Mitchell et al., 2013, para. 1). The patients
who are diagnosed with major depressive episode are treated with a comprehensive
treatment approach. The comprehensive treatment includes the patients in the decision
making process of their depression care.

The symptoms for major depressive episode are:
1. Depressed mood
2. Marked diminished interest of pleasure in all or almost all activities
3. Significant (>5% body weight) weight loss or gain, or increase or decrease

in appetite



4. Insomnia or hypersomnia

5. Psychomotor agitation or retardation

6. Fatigue or loss of energy

7. Feeling of worthlessness or inappropriate guilt

8. Diminished concentration or indecisiveness

9. Recurrent thoughts of death or suicide
There are four categories of depression treatment linked to DSM-5 criteria; they include
subclinical, mild major depression, moderate major depression, and severe major
depression.

Subclinical Depression

Patients with 1 to 4 of the DSM-5 nine symptoms are considered to have minimal
functional impairment. If they score 5 to 9 out of 27 possible points from the PHQ-9
score, they are categorized to have the intensity of subclinical symptoms. The treatment
for these patients includes instructing them to call their health care provider if their
thoughts become disorganized.

Initially, when the patients are diagnosed with depression, the health care
providers must educate their patients about depression. The patient education should
include the cause, symptoms, and the natural history of major depression. The options
for treatment and the process of finding the best treatment for the depressed individual is
also included in the patient education, as well as the length of treatment with instructions
on how to monitor themselves for symptoms and side effects of the treatments. A follow-
up protocol on how to call the office for appointments and constant communication with

their caregivers is a part of the depressed patients’ education (Mitchell et al., 2013)



The prescription for patients with depression should emphasize physical activity
that is pleasurable to the patients, such as walking alone or walking in a group. The goal
of physical activity is 30 minutes of moderate-intensity aerobic exercise, three to five
times a week (Mitchell et al, 2013). Depressed patients are encouraged to increase their
daily participation in pleasant activities (Mitchell et al, 2013). Finally, if there is no
improvement after one or more months of the aforementioned treatments, the health care
provider should consider a referral to behavioral health for evaluation, and consider the
patient for persistent depressive disorder.

Mild Major Depression

Patients are categorized as functionally impaired if they have less than 5 of the 9
DSM-5 symptoms. In addition, these patients’ PHQ-9 score for depression question #1
(over the last 2 weeks, how often have you been bothered by little interest or pleasure in
doing things?) or depression question #2 (over the last 2 weeks, how often have you been
bothered by feeling down, depressed, or hopeless?) must score a 2 or greater, which
means they have the symptoms for more than half the days or that they have the
symptoms nearly every day (Mitchell et al., 2013).

Furthermore, these patients have a PHQ-9 total score between 10 and 14, which
means that they have the intensity of mild major depression. They must be treated with
pharmacotherapy, psychotherapy, or both; education; physical activity; and behavioral
activation. They must also consider weekly contact with the health care providers to
ensure that they are active in their self-care responsibilities. Self-care responsibilities
include the patients’ participation in taking their own medications and performing

pleasurable activities along with physical activities. It could take the patients 8 to 12



weeks to accomplish all their self-care responsibilities in the beginning, followed by
monthly office visits thereafter (Mitchell et al., 2013).
Moderate Major Depression

Patients are categorized as functionally impaired if they have five of the nine
symptoms from the DSM-5 checklist. In addition, these patients PHQ-9 score for
depression question #1 (over the last 2 weeks, how often have you been bothered by little
interest or pleasure in doing things?) or depression question #2 (over the last 2 weeks,
how often have you been bothered by feeling down, depressed, or hopeless?) must score
a 2 or greater, which means they have the symptoms for more than half the days or that
they have the symptoms nearly every day (Mitchell et al., 2013).

Patients with a PHQ-9 total score of 15 to 19 have the intensity of moderate major
depression. They must be treated with pharmacotherapy, psychotherapy, or both;
education; physical activity; and behavioral activation. These patients should also
consider weekly contact with the health care providers to ensure that they are active in
their self-care responsibilities. It could take these patients 8 to 12 weeks to accomplish
all their self-care responsibilities in the beginning. Then, once the patients are engaging
in their self-care responsibilities, their health care providers will schedule them for office
visits at a minimum every 2 to 4 weeks (Mitchell et al., 2013).

Severe Major Depression
Patients are categorized as marked functional impairment with motor agitation if
they have 5 or more of the 9 symptoms from the DSM-5 checklist and answer yes to
depression question #1 (over the last 2 weeks, how often have you been bothered by little

interest or pleasure in doing things?) or if they answer to depression question #2 (over the



last 2 weeks, how often have you been bothered by feeling down, depressed, or
hopeless?). These patients’ PHQ-9 scores for depression question #1 or depression
question #2 must score a 2 or greater, which means they have the symptoms for more
than half the days or that they have the symptoms nearly every day (Mitchell et al.,
2013).

In addition to these patients having marked functional impairment with motor
agitation, they have a PHQ-9 total score of 20 or more. These patients have the intensity
of severe major depression. They must be treated with pharmacotherapy and
psychotherapy when the patient is able to participate. These patients should also get
educational instructions on the depression treatment, symptoms, and side effects as well
as prescriptions on physical activity and behavioral activation as mentioned earlier. It is
vital that once these patients are screened and a diagnosis of severe major depression is
given to them that weekly office visits are scheduled until the PHQ-9 scores are less than
20. Then, once the patients are engaged in self-care responsibilities, their office visits
shift to every 2 to 4 weeks until symptoms are less severe (Mitchell et al., 2013).

The American Psychiatric Association (2013) has included bereavement in the
depression screening in the new DSM-5 edition. “The language in the criteria for Major
Depressive Disorder (MDD) is to help differentiate between normal bereavement
associated with a significant loss and a diagnosis of a mental disorder. The
misconception that grief symptoms are identical to those of MDD will be addressed by
the new DSM- 5” (American Psychiatric Association, 2013, p. 1).

APA (2013) further stated:
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DSM-5 is to provide an accurate diagnosis for people who need professional help
and no diagnosis for those who do not. The text in DSM-5 seeks to clarify that
the normal and expected response to a significant loss may resemble a depressive
episode. The presence of symptoms such as feelings of worthlessness, suicidal
ideas (as distinct from wanting to join a deceased love one), and impairment of
overall function suggest the presence of major depression, in addition to the
normal response to significant loss. (p. 2)
The Centers for Medicare and Medicaid Services (2011) supported the
screening for depression in primary care and specialty care areas. It included the use of
specific screening for adolescents ages 12 to 18 years and adults. CMS’ (2011) Decision

Memo for Screening for Depression in Adults indicated the following:

The Centers for Medicare & Medicaid Services (CMS) has determined that the
evidence is adequate to conclude that screening for depression in adults, which is
recommended with a grade B by the U. S Preventive Services Task Force
(USPSTF), is reasonable and necessary for the prevention or early detection of
illness or disability and is appropriate for individuals entitled to benefits under
Part A or enrolled under Part B. (p. 1)

Despite the detailed recommendations on screening for depression in primary care, the
literature suggests that practitioners are not utilizing a single standardized tool for
depression screening. Practitioners are using several screening tools for depression.

In a quantitative study conducted by Lofti, Flyckt, Krakau, Martensson, and

Nilsson (2010), 287 patients from the Primary Healthcare Center of Vaxholm,

Sweden were screened by their general practitioners using three different tools to

detect depression among patients in primary care. The tools were the Montgomery-
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Asberg Depression Rating Scale (MADRS), Montgomery-Asberg Depression Rating
Scale Self-Administered (MADRS-S), and the Prime-MD. The purpose of the study was
twofold. First, the researchers screened the primary health care patients who had
psychiatric diagnoses for depression. During the screening process, the patients were
asked to state their sex and age as well. Next, the researchers used a diagnostic

interview to determine the patients severity of depression (Lofti et al., 2010, p .422). The
researchers used descriptive statistics to analyze the clinical and socio-demographic
variables. They used means, medians, ranges, and frequencies. They used the Kruskal
Wallis non-parametric test to compare the differences between patient groups according
to their MADR-S scores because there were skewed distributions and ordinal data in the
study. The conclusion is that p < 0.05, which they considered statistically significant
(Lofti et al., 2010).

Lofti et al. (2010) concluded that patients in primary health care with psychiatric
morbidity are likely to have major depression, yet there is a high probability that these
patients will go undetected for depression. The screening for this study lasted 10 to 15
minutes for each patient; then, a diagnostic tool was used to get a more accurate diagnosis
for depression in primary health care. The authors commented that there are several
reasons for undetected depression such as the limited time that practitioners get to see
their patients. Another reason that depression goes undetected could be a lack of
awareness of its symptoms among the patients and a lack of knowledge among the health
care providers. The recommendations from the study are: Primary health providers must
be aware that patients with complaints of anxiety and somatic symptoms are frequently
present as depression. This form of depression is treatable and usually goes in remission.

Patients with co-morbidities should be clues to prompt to general practitioners to screen
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for depression. Lofti et al. (2010) also recommended, “education of the public, continued
education of medical professionals and attention to organizational issues may also be
needed in order to improve the detection rates of depression” (p. 425).

Christensen, Sokolowski, and Olesen (2011) performed a cross-sectional
exploratory study with a random sample of 50 primary care practices in Denmark.
There were 737 participants. The purpose of the study was to compare the
effectiveness of case findings versus risk screening for depression to assess whether

general practitioners take into account the major depression inventory (MDI) rating
when making their diagnoses of depression and identify at-risk groups in need of special

attention.

The MDI has 12 questions with a 0 to 50 possible score; a 4-point Likert scale
was used to assess the severity of depression. The MDI tool has a sensitivity of 87% and
a specificity of 67%. The data were analyzed with STATA version 10. The researchers
used prevalence ratios (PRs) with 95% confidence intervals (Cl 95%) as a measure of
association. The depression prevalence was more than 20% in this study. The
researchers did not use the odds ratio, since this would overestimate the association.
They used generalized linear models (GLM) along with log link for Bernoulli family.
Whenever the GLM analyses did not converge using the Bernoulli family due to the high
depression prevalence, the Poisson regression was used by the researchers (Christensen et
al., 2011).

The researchers reported that only 77 of the 440 invited general practitioners
participated in this study and 737 of patients participated in the study. Patients with other

mental health disorders, history of depression, familial predisposition, or chronic pain and
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refugees or immigrants had a high risk of prevalence of depression. Depression was
under-diagnosed by 37 of the 77 general practitioners who participated in the study. In
this study, 42% of the patients were not screened by the general practitioners because
they did not suspect that they were depressed. However, when the researchers screened
the patients, they were found to have depression. It is very important that practitioners
are knowledgeable about effective tools for depression screening. This finding
emphasizes that using multiple tools used to detect for depression simultaneously is a
waste of time and effort.
Problem Statement

Screening for depression will help to prevent the disease or improve the prognosis
of depression in patients. This intervention of early diagnosing and early treatment will
ultimately increase better clinical outcomes in depression. It is very important that health
care providers complete depression screening properly. There are some patients with
depression who can be cured, and some patients with depression who will be in remission
with the proper care. Early treatment of depression decreases the probability that the
patient will commit suicide. The problem is that acute care nurse practitioners and other
health care providers are underutilizing the PHQ-9 screening tool that is available when
screening adults ages 18-64 for depression.

Purpose of the Project
The purpose of this DNP scholarly project was twofold. First, it focused on

educating acute care nurse practitioner students on depression screening in specialty care
areas by increasing their awareness as to the importance of using the correct screening

tool the PHQ-9 questionnaire and the DSM-5 functional impairment tools. In addition,
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the project aimed to evaluate the effectiveness of the educational intervention on
depression screening in specialty care areas. This Doctor of Nursing Practice scholar
hopes to promote optimal patient care outcomes with this educational intervention by
encouraging the use of evidence-based practice. The VA/DoD Clinical Practice
Guidelines for the management of Major Depressive Disorder Tool and Kit training
assisted the current and future Acute Care Nurse Practitioners in depression screening to
reduce practice variation and increase effective care decisions for the patients with
depression.

Definitions of Key Terms Used in this Study
Depression

Depression is one of several mood disorders marked by the loss of interest or
pleasure in living (Longo et al., 2012).

Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5)

The DSM-5 is the standard nomenclature of emotional illness used by health care
practitioners. The DSM-5 is published by the American Psychiatric Association (2013).
Patient Health Questionnaire Two (PHQ-2)

This questionnaire is the first 2 items of the Patient Health Questionnaire-Nine.
This is the brief depression screener, with each item carrying a score between 0 and 3
(Kroenke & Spitzer, 2002).

Patient Health Questionnaire Nine (PHQ-9)

This nine-item Patient Health Questionnaire depression scale is a dual-purpose

instrument that, with the same nine items can establish provisional depressive disorder

diagnoses as well as grade depressive symptoms severity (Kroenke & Spitzer, 2002).



15

The Department of Veterans Affairs (VA)/ Department of Defense (DoD) Clinical
Practice Guidelines for Major Depressive Disorder. VA/DoD CPG for MDD-
This resource provides evidence-based information on assessment, diagnosis, and
treatment for major depressive disorder that can be used in the primary care and specialty
care areas (The Department of Veterans Affairs [VA]/Department of Defense [DoD],
2012).
Project Objectives
The project objectives were as follows:
e Educate future acute care nurse practitioners on the importance of screening
adults’ ages 18 to 64 for depression in specialty care areas.
e Utilize the PHQ-9 screening tool and DSM-5 criteria as the standardized
evidence-based practice tools for screening adults’ ages 18- 64 for depression.
e Evaluate education intervention.
Outcome Measures
After viewing the PowerPoint presentation of the educational intervention, the
future acute care nurse practitioners will have a better understanding of the PHQ-9
screening tool and the DSM-5 criteria as evidenced by the responses on the evaluation
tool on SurveyMonkey. The future acute care nurse practitioners will be able to assess,

diagnose and treat patients with depression.

1. Understand the importance of screening patients in specialty care areas as

evidenced by the responses on the evaluation tool on SurveyMonkey.
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2. Be able to use the tools as an aid to provide appropriate treatment methods
for their patients as evidenced by the responses on the evaluation tool on
SurveyMonkey.

3. Promote increased utilization of the screening tools as a standardized
means of assessing adults ages 18-64 for depression in specialty care areas
as evidenced by the responses on the evaluation tool SurveyMonkey.

Project Question

Will an educational intervention for future acute care nurse practitioners increase
the use of the PHQ-9 screening tool and increase patients’ optimal outcome in depression
screening?

Theoretical Framework

The theoretical framework that is consistent with this project is the chronic care
model (TCCM). Wagner et al. (2001) created the CCM in 2001. TCCM is “a synthesis
of evidence-based system changes intended as a guide to quality improvement and
disease management activities” (Wagner et al., 2001, para. 13). According to Wagner et
al. (2001), the TCCM was used in a large national program funded by the Robert Wood
Johnson Foundation to help large numbers of health plans and provider groups. The
developers of the TCCM worked closely with groups that served low-income populations
for the improvement of their care of the chronically ill (Wagner et al., 2001). This model
connects the individual, the community, and the health care system through a “series of
interaction” whether telephonically or face to face. It gives patients autonomy and guides
them into “improved self-management” of their diseases, which leads to the optimal

patient outcome.
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This model has six components that will assist the future acute care nurse

practitioners to provide depression screening and treatment for their patients in the

specialty care areas. These include:

1.

Organizational Support: Organizational support at the level of gaining
access to the acute care nurse practitioner students will be needed to
impart the knowledge on how to screen for depression among patients’
ages 18 to 64 in the specialty care setting. Currently, this is not a part of
the acute care nurse practitioners’ program. The future acute care nurse
practitioner must be taught that they will need the support of the
organization they work with to get resources. Resources such as EHR will
effectively document the care and outcomes in depression treatment of
their patients.

Enhancing Self-Management: Encourage future acute care nurse
practitioners to assist patients to plan and succeed in achievable goals.
The DNP scholar will instruct the future acute care nurse practitioners to
print and use the pamphlet provided by the VA/DOD CPG for MDD
titled “DEPRESSION Fast Facts.”

Practice Design: Adopt the PHQ-9 and DSM-5 criteria for major
depressive episode instrument in the specialty care areas.

Decision Support: Have ready access to treatment protocols for patients
with depression, plus have a close relationship with mental health
specialist who will be there to manage the complex cases.

Information Technology: Use electronic medical records to keep accurate,
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easily accessible data on patients with depression and measure the clinical
outcomes for remission or exacerbation.

6. Community Linkage: Future acute care nurse practitioners will learn to
use resources such as a social worker to assist in finding their patients

housing, domestic violence shelters, and financial institutions.

The Chronic Care Model
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Figure 1. The chronic care model (American College of Physicians, 2014).

Significance of the Problem to Nursing
The significance of depression screening in specialty care areas to nursing is
multifold. This DNP scholar informed acute care nurse practitioner students at Barry
University that their patients in the specialty areas with co-morbidities such as
cardiovascular disease, diabetes, and chronic pain must be screened for depression. This

awareness will be imparted to future acute care nurse practitioners nationally and globally
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so that they can assist in screening for depression as well as the management of
depression. Nurses will play an essential role as care managers for the depressed
patients. They can assist by making follow-up calls to the patients, assessing the severity
of depression, providing education about depression to the depressed patients, and
offering emotional support to the patients and their families.
The DNP Essentials

This DNP scholarly project addressed all DNP Essentials: 1, 2, 3, 4, 5, 6, 7, and 8.
These eight DNP Essentials for this project will assist prospective DNP in their DNP
competencies for their scholarly inquiries
Essential |

Essential 1 involves the scientific underpinnings for practice. The DNP

Essential 1 competency for this scholarly project is the integration of the psychosocial
instrument, the PHQ-9, for the screening of depression in specialty care areas. The
scientific methods will be used to evaluate and synthesize research articles to arrive at
solutions for depression screening. These strategies may influence new practice
approaches for depression screening.
Essential 11

Essential 11 is organizational and systems leadership for quality improvement and
system think. The chronic care model will be helping this DNP scholar to develop and
evaluate the educational intervention for future acute care nurse practitioners. Educating
this group of nurse practitioners will be the start to educating all acute care nurse
practitioners on how to screen for depression in the specialty care areas. In the long term,

this screening will become a part of quality health care measures and patient safety for
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patients with depression. Economically, screening yearly is reimbursable and treating
patients with depression will decrease the nation’s economic burden. As noted
throughout this chapter, the salient scientific common knowledge is the treatment of
depression, which decreases calling off from work, and ultimately increases productivity
and decreases rates of suicide (Mitchell et al., 2013).
Essential 111

Essential 111 entails the clinical scholarship and analytical methods for evidence-
based practice. The competency for DNP Essential 111 involves the use of analytical
methods to critically appraise existing literature on depression screening and determine
that the use of the PHQ-9 for screening and evaluating of the severity of depression has
an internal reliability of (a = .89). The instrument is reliable; the alpha coefficient is
greater than 0.80. Currently, this tool/instrument is recommended by current practice
guidelines to be used for the improvement in practice and patient outcomes. The use of
the TCCM will help to guide the project into the optimal outcome for the patients, the
community, and the health care system. This DNP scholar will disseminate the tool to
future acute care nurse practitioners who will be provided with educational sessions on
how to use the tool for depression screening.
Essential 1V

Essential 1V is information systems/technology and patient care technology for
the improvement and transformation of health care. In order for the acute care nurse
practitioners to excel, they must familiarize themselves with the meaningful use. Every 1
to 2 years, there is an updated version of the meaningful use on the Centers for Medicare

and Medicaid Services’ website. Meaningful use is the participation of health care
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providers signing up with Medicare and Medicaid to receive funding to implement
electronic health record technology in their practices. There are three proposed stages of
implementation. With the implementation of the program, the providers are required to
show how they are using EHR every year. This process will help to measure health care
outcomes, improve health care delivery, and reduce health care cost. The Clinical
Quality Measures for Adults 2014 has the CMS eMeasure ID and CQM number:
CMS2v1 and NQF 0418; the CQM title and description are Preventive Care and
Screening: Screening for Clinical Depression and Follow-up Plan.
Essential V

Essential V is health care policy for advocacy in health care. The World Health
Organization (WHO) has depression as one of their major concerns addressed by Mental
Health Gap Action Programme (mh GAP). The WHO stated in 2012:

The Programme aims to help countries increase services for people with mental,

neurological and substance use disorder, through care provided by health workers

who are not specialist in mental health. The Programme is emphatic that proper

care, psychosocial assistance, and medications tens of millions of people with

mental disorders, including depression, could begin to live normal lives—even

where resources are scarce (para. 2).

As a nursing leader in training, the DNP scholar is bringing this global problem to the
attention of future acute care nurse practitioners. This awareness, which includes an
educational intervention, will influence the acute care professors to consider the DNP
scholar as a guest speaker to teach this content to each cohort at universities across the

United States and globally.
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Essential VI

Essential V1 is the interprofessional collaboration for improving patient
population health outcomes. This DNP scholar will communicate skillfully with the
future acute care nurse practitioners about the educational project of depression screening
along with the practice guidelines. It will improve patients’ outcomes with depression by
achieving the goal of remission in majority of the patients. When patients are in
remission from depression, they will, more than likely, be able to better live quality lives.
The competent DNP working with different groups of health care providers will add
benefit to the depressed patients.
Essential VII

Essential V11 is clinical prevention and population health for improving the
nation’s health. The DNP focuses on all levels of prevention for the depressed patient as
well as health promotion. The DNP will use the chronic care model (TCCM) as a
concept map to address the individuals’, the community’s, and the heath care system’s
needs. The TCCM will help patients and their families receive the best care and assist
health care providers in the proper delivery of health care. The screening and treatment
of depression decreases morbidity and mortality.
Essential VII1

Essential V111 is advance nursing practice. In advance nursing practice, this DNP
scholar’s contribution is a compilation of all eight essentials and using them to improve
advance nursing practice and the nursing profession. The scholarly proposal to
implement an educational intervention in depression screening using the most efficient

tool is a competency that depicts my professional growth. The use of the chronic care
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model as a theoretical guide helps in sustaining a healthy relationship with the patients,
their family, the community, and the health systems. The DNP scholar is contributing to
the body of the nursing profession by mentoring other nurses to be great intensive care
nurses and as future leaders.
Significance of the Project

This project will have the potential impact on nursing practice, health care
outcomes, health care delivery, and health care policy. The significance of depression
screening education for future acute care nurse practitioners will help them to practice at
a higher level than other members of the health care team who render care to patients
with depression. The knowledge they acquire will help them to have better health care
outcomes in their patients with depression. Health care delivery of depression care will
be simple, yet it will be very effective. Health care policy will be changed to use the
PHQ-9 as the standardized tool for depression screening in patients 18 to 64 years of age.
Nursing Practice

Health care providers who screen their patients for depression will be using all
levels of health promotion and disease prevention. The DNP scholar will disseminate the
findings that use of the PHQ-9 instrument as the standard instrument for depression
screening in non-pregnant adults from 18 years old to 64 years old. This screening
instrument has the updated version of the Diagnostic and Statistical Manual of Mental
Disorder, Fifth Edition (DSM-5). It is imperative that providers know that the “Major
Depression Disorder and Bereavement Exclusion” has been removed from DSM-5. The

sample population of future acute care nurse practitioners will be able to utilize the
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current PHQ-9 depression screening tool, which includes the DSM-5 functional
impairment criteria in the specialty care areas.
Health Care Outcomes

This DNP scholarly project may impact health care outcomes by assisting health
care providers in finding new cases of depression that will be treated promptly, meaning
the progression and the complications of depression will be lessened. The DNP scholar
will ensure that health care providers will not just screen their patients for depression, but
that they have resources in place to achieve improved clinical outcomes. The educational
portion of this project will give the acute care nurse practitioner students the tools to
improve the health care outcome for depression. The future acute care nurse practitioners
can also impact the health care outcome measurement of depression screening in the
specialty care areas through practice improvement projects. The DNP scholar will
promote the use of the PHQ-9 as a dual-purpose instrument among the future acute care
nurse practitioners: The PHQ-9 screens for depression and grade depressive symptoms
severity and then measures the improvement of depression by a decrease of 5 points or
more on the PHQ-9 tool.
Health Care Delivery

This DNP scholarly project may impact health care delivery by closing the gap
for depression screening. The future acute care nurse practitioners will deliver
depression care through the comprehensive clinical practice guidelines of the VA/DoD
for MDD. This clinical practice guideline encompasses the Healthy People 2020 Mental
Health and Mental Disorders goals: “To improve mental health through prevention and

by ensuring access to appropriate, quality mental health services” (U.S. Department of
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Health and Human Services, 2014). Depression care will be delivered efficiently and
appropriately to the patients. A simple yet thorough process will be adapted into practice.
Health care reform will be of great assistance to the underserved population, and the
overall mental health care will improve in the U.S.
Health Care Policy

This DNP scholarly project may impact changes in health care policy as health
care providers may consult the DNP scholar for the training of health care professionals
for screening and diagnosing patients with depression. The DNP scholar foresees that
there will be an inclusion of mental health rotation/practicum under the direct teachings
of mental health specialists in academia. Health care policy will also be impacted by the
institution of the standardized depression screening among non-pregnant adults between
18 years old and 64 years old.

Section Summary

This section discussed the background of depression and identified the gap in
depression screening in the areas of specialty care. The problem statement and the
research question are included in this section as well. The section content embodies the
purpose of this scholarly project to close the gap in depression screening in specialty care
areas. The conceptual framework applicable to depression screening is the chronic care
model, which combines organizational support, enhanced self-management, practice
design, information technology, and community linkage to improve depression outcomes.
The eight DNP Essentials were addressed and tailored to depression screening. The

significance of the project and the potential impact it will have on specialty care areas,
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health care outcomes, health care delivery, and health care policy were discussed in this

section as well.
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SECTION TWO
REVIEW OF THE LITERATURE

The purpose of this DNP scholarly project was to educate future acute care nurse
practitioners working in specialty care areas to utilize the standardized screening tools
and criteria when screening their patients for depression. A search of relevant literature
across disciplines was conducted to further explore depression screening in specialty care
areas. Two search engines were used: one through Barry University’s library website and
one through Google Scholar. The research databases that were used to conduct the
literature search were the Cumulative Index to Nursing and Allied Health Literature
(CINAHL), PsychINFO, and Google Scholar. The key words used to conduct the search
were depression screening in primary care and specialty care. Citations were limited
English between years 2010 to 2014 so that the latest studies and clinical guidelines on
this concept would be included in this scholarly inquiry. Nine of the research articles
explored a combination of nine different screening and diagnostic tools used globally.
One of the research articles explained why clinicians were not using the screening tools.

There is a need for a concise psychosocial instrument that screens and diagnoses
patients in the specialty care areas for depression. This literature review will discuss the
numerous psychosocial instruments used for depression screening, the correlation
between chronic illnesses and depression, and one instrument that screens and diagnose
depression. There is one instrument that screens and diagnoses depression, and this

instrument is the DNP’s phenomena of interest.
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Psychosocial Screening Instruments

A review of the literature suggests that there are many different kinds of
psychosocial instruments for depression screening (Christensen et al. 2011; Katon et al.,
2010; Lofti et al., 2010). However, it is evident that as a result a variety of screening
tools that are available, there is still a deficit in depression screening. A retrospective
quantitative study by Lofti et al. (2010) included 287 patients at the Primary Health Care
Center of Vaxholm, Sweden. Participants were 18 years old and older. The purpose of
the study was to analyze the occurrence and severity of depression, as well as gender,
age, and psychiatric co-morbidity with previously undetected depression using a
screening questionnaire followed by a diagnostic interview for detecting depression
among the patients visiting primary health care.

The researchers used three different tools to detect depression among these
participants: the Montgomery-Asberg Depression Rating Scale (MADRS), Montgomery-
Asberg Depression Rating Scale Self-administered (MADRS-S), and the Prime-MD. The
MADRS-S included nine out of the 10 of the items on the MADRS. The rating was done
on a 4-point Likert scale from 0 to 3 with possible half points that meant “apparent
sadness.” The total scores ranged from 0 to 27. MADRS-S is equivalent to Beck
Depression Inventory (BDI) but focuses on the core depressive symptoms. Patients were
asked to rate their symptoms’ severity over the previous 3 days. Patients who scored 12
or more were invited to do the diagnostic interview.

Patients with anxiety disorder had 57% of the psychiatric co-morbidity. Somatic
disorders are known for frequent presentation of depression in primary health care with

39.3% of the patients had somatic disorders. In patients with somatic depression,
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symptoms are less severe than major depressive disorder. When the Montgomery-Asberg
Depression Rating Scale Self-administered MADRS-S screening was conducted, 45
patients out of 221 patients reported moderate depression. Patients with moderate
depression represented 20.4% of the population. Then, another 15 patients out of 221
patients reported major depression when they used MADRS-S. This represented a 6.8%
of the population.

In addition to the Montgomery-Asberg Depression Rating Scale Self-administered
screening, the Prime-MD diagnostic interview was performed and 31 patients
participated. Twenty-eight patients were diagnosed with major depression, which
represented 12.7% of this population. Seventeen patients were diagnosed with
moderate depression, which represented 7.7% of the population, and 11 patients were
diagnosed with mild depression, which represented 5% of the population. The two-stage
opportunistic screening with the MADRS-S and the Prime-MD lasted 10 to 15 minutes.
In this study, it was evident that screening must be coupled with a diagnostic tool to get a
more accurate diagnosis of depression in primary care.

Christensen et al. (2011) conducted a cross-sectional exploratory, quantitative
study with a randomized sample of 50 primary care practices in Denmark with 737
participants. The purpose of the study was to compare the effectiveness of case findings
versus risk screening for depression. The study also assessed whether general
practitioners take into account the Major Depression Inventory (MDI) rating when
making their diagnoses of depression and identify at-risk groups in need of special
attention. The general practitioners chose their patients for depression screening from an

at-risk group, or from a group of patients that they had clinical suspicion of depression, or
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from both of those groups of patients. The types of group or groups were recorded before
the patients completed the MDI. A 4-point Likert scale was used.

The study had several key findings. First, patients with other mental health
disorders, history of depression, familial predisposition, chronic pain, and refugee
or immigrant status had a high risk for prevalence of depression. There is an increased
risk for severe depression in patients with other mental health disorders. The
Major Depression Inventory (MDI) is a useful diagnostic tool with a
sensitivity of 87% and a specificity of 67% in patients with chronic illnesses. Health
care providers must pay close attention to this population and use a more specific tool
such as the PHQ-9 as the evidence-based practice recommends.

Ostergaard et al. (2010) conducted a large quantitative, cross-sectional design
study with 8,879 patients as participants and 3,896 general practitioners as participants.
The inclusion criteria required patients to be at least 16 years old, living in Finland,
Norway, Denmark, and Sweden. The starting age for the participants in Denmark was
18. The patients consulted with their general practitioners on one of three preselected
target days of September 16-18, 2001. The sample sizes of patients for each country
were: Denmark (n = 4,543), Finland (n = 1,224), Norway (n = 1,764), and Sweden (n =
1,348). A total of 3,896 GPs participated in this study. Denmark had the largest group of
participants with n = 3,500, Finland with n = 103, Norway with n = 141, and Sweden
with n = 152,

Ostergaard et al. (2010) reported that their purpose for this study was to
examine the general practitioners’ diagnostic capability in relation to major depressive
episode (MDE) and to evaluate whether patients rated as “psychiatric cases” by their

general practitioner were likely to suffer from MDE. Consequently, these patients
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were qualified for systematic diagnostic screening. The GPs screened for MDE by
having the patients complete the depression screening. The general practitioners used a
mental disorder scale questionnaire. The question was “Does the patient suffer from one
of the following mental disorders? Major depressive episodes (MDE) generalized anxiety
disorder, (GAD), other anxiety disorders, panic disorder, substance dependence, or

acute stress.” The doctors looked at the depression screening questionnaire (DSQ) that
the patients completed. The questionnaire was an 11-item tool with a 3-point scale.

MDE diagnosis by questionnaire used the Clinical Global Impression-Severity Scale
(CG1-S). The CGI-S question for the general practitioners was: “In your clinical
judgment, how severely does the patient suffer from MDE/GAD/ other anxiety disorder?”
There were six levels for the rating: A 1 meant that the patient was not ill atall. A 2
meant that the patient had a borderline case of depression. A 3 meant that the patient had
mild depression. A 4 meant that the patient had moderate depression. A 5 meant that the
patient was very ill with depression, and a 6 meant that the patient was extremely ill

with depression.

The authors found that the recognition rates of major depressive episode (MDE)
in Denmark, Finland, Sweden, and Norway were equal to that of other European and
North American countries. They concluded that primary care patients received a false
positive diagnosis of depression by their general practitioners in all of the four countries.
In Denmark, the general practitioners diagnosed 12.4% of their patients for depression
when they did not have depression. In Finland, the general practitioners diagnosed
16.4% of their patients for depression when they did not have depression. In Sweden, the
general practitioners diagnosed 15.3% of their patients with depression when they did not

have depression. The general practitioners in Norway also diagnosed 25.2% of their
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patients with depression when they did not have depression. GPs recognized the major
depressive episode in 56-75% of the cases, while they recognized up to seven (92%) of
patients were recognized as “psychiatric cases.” The authors defined psychiatric caseness
as patients who the general practitioners gave a score of 3 or more on any of the Clinical
Global Impression - Severity Scale (CGI-S), relating to MDE and GAD and other anxiety
disorders (Ostergaard et al., 2010, p. 212).

This large study highlighted the difficulty in screening patients for
depression using a long questionnaire. The questionnaire was used to tested the instincts
of general practitioners and examined the Gps diagnostic capability.
There is a 25% to 50% possibility that patients who have moderate to severe
depression will be missed in the primary care population. Patients with moderate to
severe depression who go unrecognized can lead to decreased productivity at work
because they are too sick to work, so they call off sick frequently. Then, they become
unemployed, which then leads to financial burdens on their families and themselves,
which can lead to the patients’ attempt to treat themselves with street drugs, and/or

alcohol. Then, as this cycle repeats itself, the patient become tired of living this way and
attempts suicide or actually takes his or her life.

The use of a shorter screening tool for depression is recommended for depression
screening in specialty and primary care. In a study conducted by Arroll et al. (2010), the
researchers reported data from one out of a three-armed randomized control trial to
support the use of the PHQ-2 and the PHQ-9 questionnaires in primary care. The

researchers added the use of the Computerized Composite International Diagnostic
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Interview (CIDI) for the standard of reference. The study was conducted in Auckland,
New Zealand in family practices between 2006 and 2009. The sample size was 2,642
patients, ages 16 and over with an inclusion criteria that they spoke English. Patients
were excluded from this trial if they had brain injury, dementia, terminal illness, or
intoxication.

The subjects were assigned randomly into three groups. One group of the
subjects received the PHQ-9 questionnaire, the other group of subjects received the PHQ-
2 questionnaire with help, and the third group was the control group. The control group
received no screening; it only had questions about the participants’ demographic
information. The Centre for Evidence Based Medicine calculator on the University of
Toronto website was used for all the statistical analysis of this study. The validity of
sensitivities and the specificities for the PHQ-2 and PHQ-9 were analyzed.

The key findings in the study were the PHQ-2 questionnaire detected the most
cases of depression when the PHQ-2 scores were 2 or higher. The PHQ-9 test with a
score of 10 or higher detected more major depressed patients than the originally
described PHQ-9 scores of 15 or higher that detected major depression.

Arroll et al. (2010) concluded that when patients receive PHQ-2 scores of 2 or more, they
should be asked to complete the PHQ-9 questionnaire. Patients who complete the PHQ-9
questionnaire will have a better chance of detecting depression.

The assortment of depression screening tools that are being used by health care
providers is evidence that the newer screening tool that is recommended by the ICIS
Health Care Guideline for Adult Depression in Primary Care is not being used.

Ostergaard et al. (2010) pointed out that “when the GPs read the answers to the patients’
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questionnaires ... their diagnosing of MDE was more accurate” (p. 214). Although this
screening tool was not the recommended tool by guidelines, their findings support a tool
that is used consistently. Depression screening guidelines need to be known in specialty
care areas just like the other body systems guidelines are known. There is an emphasis
for health care providers to stay current with the new guidelines for all other systems in
2015, such as the cardiovascular system (JNC-8) and nephrology. The DNP scholar will
educate the acute care nurse practitioner students on the Institute for Clinical Systems
Improvement Health Care Guideline for Adult Depression in Primary Care. This
education program will include instructing them on the new Diagnostic and Statistical
Manual of Mental Disorders Fifth Edition (DSM-5) criteria for major depressive episode
as listed in Section One. This study will fill the gap in depression screening in the
specialty care areas.
Chronic Illnesses and Depression

Researchers have gathered numerous data that chronic illnesses and depression
are interrelated. The relationship between chronic illnesses and depression is so
astounding, yet a majority of primary care providers fail to screen and treat their
chronically ill patients for depression. The American Diabetes Association (2014)
Standard of Medical Care in Diabetes recommends that primary care providers
““...routinely screen for psychosocial problems such as depression, anxiety, eating
disorder and cognitive impairment” (p. S32).

According to Schade, Grootheest, and Smith (2013), “Depression and HIV have
a reciprocal relationship: with depressive symptoms, there is an increased risk of getting

HIV, and with HIV there is an increased risk of depressive symptoms” (p. 10).
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Finding ways to assist health care providers in screening for depression among their
chronically ill patients has been difficult. Patients who are chronically ill are prone to
depression. Health care providers must be reminded that patients with other diagnoses of
mental illnesses and a history of depression have a high risk for severe depression.
Patients with severe depression are at risk of committing suicide. Therefore, all patients
with chronic illnesses must be screened for depression by their health care providers.

Katon et al. (2010) conducted a single-blind, randomized controlled trial with 214
participants with poorly controlled diabetes, coronary heart disease, or both coexisting
depression. The purpose of the study was to determine whether primary care-based, care-
management intervention for multiple conditions would improve medical outcomes and
depression scores among patients with major depression and poorly controlled diabetes,
coronary heart disease, or both. The researchers used the electronic medical record (EMR)
to identify patients with the diagnoses of diabetes, coronary heart disease, or both using the
ICD-9 codes. They looked at patients with who had one or more measures of poor disease
control within the previous 12 months. The inclusion criteria were for patients who spoke
English, ambulated, and planned to enroll in a HMO for 12 months. Participants also had
to have a blood pressure above 140/90 mm hg times 2, a low-density lipoprotein
cholesterol level above 130 mg per deciliter or greater than 3.4 mill-moll per liter, or a
glycated hemoglobin level of 8.5 or higher.

In addition, Katon et al. (2010) administered the PHQ-2 questionnaire to the
patients by mail or by telephone. Participants who completed the PHQ-2
questionnaire with a score of 3 or more were asked by the researchers to complete

the PHQ-9 questionnaire; if the score was 10 or greater, then the patients were included

in the trial. The eligible patients for the trial completed a baseline interview and gave
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oral consent for laboratory tests before an in-person test visit. While the patients were at
the in-person test visit, they were given the written informed consents.

The authors found no significant difference between the groups in sticking
to the recommended diet and exercise for at least 2 days per week. Participants in the
intervention group had greater overall improvement in the 12 months with the
variables. The researchers used the t-test, an inferential statistical procedure, to analyze
the data between the groups to determine whether there was a significant difference.
The results were highly significant with the p values of p < 0.01. The p
values were p < 0.001 with antidepressant meds, anti-hypertensive medications,
better quality of life and a greater satisfaction with the care of diabetes, coronary
artery disease, and depression care. Patients in the intervention group had more
than one adjustment of insulin (p = .006) over the 12 months of study. The patients with
diabetes, had a 1% or more decrease in the Glycated hemoglobin level at the 12-month
follow-up. The patients with hypertension had a decrease in their systolic blood
pressure by 10 mm hg or more at the 12-month follow-up.

Katon et al. (2010) reported that even though the results of BP, LDL cholesterol,
and glycated hemoglobin were modest, they believed that there might have been a
decrease in macro-vascular and micro-vascular disease. The researchers recommend that
patients who received collaborated medical and psychological care will have improved
medical and depression outcomes.

The studies in this section are strong scientific evidence that support the purpose of

this scholarly project. They offer strong scientific knowledge that patients with chronic
illnesses are at high risk for depression, and health care providers are urged to screen and

treat it. Patients with chronic illnesses and depression must he treated as a whole unit,
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treating their minds, their bodies, and their souls. The future acute care nurse
practitioners will be an asset in the specialty care areas when they embrace the concepts
of the chronic care model.
One Instrument to Screen and Diagnose Depression
The adaptation of the use of one psychosocial instrument to screen patients for

depression and diagnose the severity of depression among 18-year-old to 64-year-old
patients in specialty care areas will improve patients’ outcomes, and health care delivery
will improve as well. The PHQ-2 and the PHQ-9 (Kroenke & Spitzer, 2002) were
developed to screen patients for depression and measure the severity of depression. They
consist of two sets of questions. The first two questions of the PHQ-9 are the questions
for the PHQ-2. The nine items question used together is the PHQ-9.

The PHQ-9 is half the length of many other depression measures. The Primary
Care Evaluation of Mental Disorders (PRIME-MD) was an instrument developed and
validated in the 1990s to diagnose mental disorders of depression, anxiety, somatoform,
alcohol abuse, and eating disorders. The screening process was long, with 27 questions.
If a patient screened positive for any of the disorders, then additional questions would be
asked by the clinician in order to get a diagnosis (Kroenke, Spitzer, & Williams, 1999).
This screening process for depression took approximately 30 minutes.

The length of the survey was a problem in the medical community, and the
researchers developed a shorter self-administered version of the PRIME-MD and checked
its validity in two large of 3,000 participants in each study (Kroenke et al. 1999). They
used the validity test to analyze the data, and they also tested for sensitivity and

specificity of the instruments. Kroenke and Spitzer (2002) stated “the PHQ-9 is thus a
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dual-purpose instrument that, with the same nine items can establish provisional
depressive disorder diagnoses as well as grade depressive symptom severity” (p. 1). At
the end of the diagnostic portion of the PHQ-9, the developers added an item asking
patients who checked off any problems on the questionnaire the following: “How
difficult have these problems made it for you to do work, take care of things at home, or
get along with other people?” Kroenke and Spitzer (2002) concluded, “this single item is
an excellent global rating of functional impairment and has been shown to correlate
strongly with a number of quality of life, functional status, and health care usage
measures” (p. 2).

Similarly, in another study conducted by Klein, Ciotoli, and Chung (2011), a
primary care depression initiative analysis was performed in a large urban university
health center. This study was a retrospective analysis. The sample population was N =
3713 of college students ages 19 to 62 years of age. The researchers used the two-
purposed PHQ-9 depression screening to conduct the study. The data analysis was done
by SPSS v 15.0, and descriptive statistics were used to summarize demographic
characteristics.

The authors found 224 patients to have clinical significant depressive symptoms.
Those participants scored a 10 or greater on the PHQ-9 questionnaire. One hundred and
forty-four of the participants were found to have moderate depressive symptoms. Fifty-
five of the participants in this study were found to have moderately severe depressive
symptoms. Twenty-five of the participants in this study were found to have severe major
depressive symptoms. A total of 5.8% of the male participants and 2.8% of the female

participants were found to have severe major depression. The chi-square analysis
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severity of depression and sex was significant X? (3, N = 224) =16.95, p <. 01. The
regression analysis revealed that only degree-seeking status was a significant predictor of
clinical significant depressive symptoms. Undergraduates were at a higher risk to have
clinical significant depressive symptoms (CSD) with an odd ratio of 1.89 (95%

confidence interval 1.3, 2.8. with p <.05).

Klein et al.’s (2011) analysis supported the feasibility and utility
of implementing systematic depression screening in primary care among college
students who are at a significant risk for depression and suicidal behavior.
The two-step screening system was easily accepted by students and the clinical staff.
The test was administered in less than 5 minutes while the patient was waiting to see
the provider. For students who were on the watch and wait list and for the general
population, follow-up phone calls must be incorporated into the plan of care.

Moreover, a nurse-facilitated depression screening program in an Army primary
care clinic was conducted by Yackel et al. (2010). Their problem statement incorporated
the concept of depression screening in primary care using the PHQ-2 questionnaire for
screening and the PHQ-9 questionnaire to assess their patients severity of depression.
They supported that “patients with depression who present to primary care clinics have a
greater chance of responding to treatment and recovery if health care providers screen
for depression ...” (Yackel et al., 2010, p. 1). The t-test was used to analyze the
data.

The researchers found the roles of nurses in the process of screening for
depression has yet to be delineated. Thus, their evidence-based practice project was

designed to develop, implement, and evaluate a standardized nursing procedure to

improve the screening of family members for depression at a military family practice
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clinic located on a U.S Army infantry post in Hawaii. The study was about the
development, implementation, and evaluation of the efficacy of a systematic depression
screening process to increase the identification of depression in family members of active
duty soldiers. Yackel et al. (2010) based the project on the Veterans
Administration/Department of Defense Behavioral Health Clinical Practice Guideline
(VA/DOD BHCPG, 2002), for screening and treatment of depression as the depression
management program (DMP) to guide practice change.

The literature review for this study identified studies evaluating the efficacy of
screening for depression in primary care and specialty care areas with methodological
approaches to screening. All variables were included in the literature review. The
literature review was not current; the majority of reviewed articles were written between
1995 and 2005, except for one article from 2007. Despite the literature review not being
current, the content was appropriate and relevant to the problem statement.

Yackel et al. (2010) indicated that although the literature supported the efficacy of
DMPs that include screening for depression, the USPSTF (2004) found insufficient
evidence to recommend against screening for risk of suicide by primary care clinicians or
specialty clinicians. The gap in the literature was noted by “the absence in this clinic of
systematic method to screen family members of deployed soldiers for depression and the
inability to estimate rates of depression in this clinical population were the problem-
focused triggers for this project” (Yackel et al., 2010. p. S58). It is very likely that this
current study will provide additional information in educating acute care nurse
practitioner students on the screening and treatment of depression screening the specialty

care areas.
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The overall design of the Yackel et al. (2010) study was a quasi-experimental
design. No randomization of the individuals was performed here. The design was a good
match with the problem statement and the purpose of the study. The protection of human
subjects was not applicable to this project. This was a part of screening for health
promotion by USPSTF (U.S. Preventive Service Task Force).

The sample was identified as all men and women over 18 years of age who could
read, write, and communicate in English. The subjects had the characteristics needed to
answer the questions. They fit in the inclusion category of the subjects. The instruments
used in the study were the Patient Health Questionnaire depression module (PHQ-9) and
a two-item version of the PHQ depression module called the PHQ-2. The procedure was
realistic; the researchers incorporated the depression questionnaire seamlessly into the
greeting and vital signs phase of the patient-nurse encounter. The primary care providers
administered the short depression questionnaire consistently with family members of
active duty soldiers.

The instruments were administered in one or two steps. Step 1 used the PHQ-2
depression questionnaire. If a negative response was given in Step 1, then the test ended.
If a positive response was given in Step 1, then PHQ-9 suicide question was added. If the
suicide question was denied, then a depression handout that listed behavioral support
services, location of clinics, and contact numbers was provided. The patient then
received a follow-up appointment in 1 to 2 weeks with his or her health care provider to
discuss assessment and treatment of depression. Then, the patient’s appointment
continued in the primary care setting. A patient who answered positively to the PHQ-9

suicide question is a “red flag;” questions are referred immediately to a mental health
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professional for further evaluation, and the depression screening is documented in the
medical electronic record.

Data were analyzed using some descriptive statistics that looked at measures of
dispersion in time variance and time range when performing the depression
questionnaire. Then, the Likert scale was used as a part of the depression questionnaire
as an evaluation tool for the research team. The t-test was used to analyze the data for
patients “pre-practice change and post-practice change.” Although the researchers did
not point out the names of the statistical tests used, it is clearly seen in their descriptions
of data analysis that they used the t-test.

The outcomes of the study listed four measurements of success with the
implementation of the evidence-based practice (EBP) decision algorithm. The four
measures of success were: number of patients diagnosed with depression, satisfaction of
providers and nurses, compliance in documentation, and time-motion evaluation of the
patient screening process.

The ICD-9 code of 311.0 was examined before and after the practice change.
After three months of practice change, 130 patients were given ICD-9 code of 311.0 each
month, which meant there were 30 more patients who received the ICD-9 code of 311.0
each month. Then, there were an additional 10 patients a month after 1 year of the
practice change, making the number of patients given the ICD-9 code of 311.0 to 140.
The satisfaction of providers and nurses were reported at 3 months and 12 months. At 3
months, 45% of providers and 64% of nurses strongly agreed that the implementation of
the depression screening enhances the quality of care in family practice clinic. The

satisfaction of the providers and nurses at 12 months revealed that 54% of the providers
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and 95% of the nurses strongly agreed that screening for depression enhanced the quality
of care.

The chart audits evaluated staff compliance in documenting the process of
screening for depression. In the first 3 months, 26 of 30 patients’ charts reviewed and
showed 87% of documentation of depression screening. Seven patients’ charts out of the
26 charts revealed that patients reported positive anhedonia with suicidal ideation. In 6
months after practice change, 29 out of the 30 patients charts audited showed that 97% of
patients were screened for depression. Ten (33%) out of the 29 charts revealed that
patients reported anhedonia without suicidal ideation. Compliance in reporting suicidal
ideation could not be measured since there was no case of ideation identified in the chart
audits.

Time-motion was the length of time it took the nurses to screen the patients for
depression in the army primary care. In the first month, the screening process for
depression took 5 to 30 minutes for each screening. As a result of the variation of
screening time, a standardized process on how to complete tasks was created. All data
were entered in the examination room instead of returning to the team center. The
screening process time was then decreased to less than 7 minutes per patient.

One year after the practice change, 10 providers reported 36 patients who had suicidal
ideation; these patients would not have otherwise been detected.

The researchers concluded that the findings supported the importance of having a
nurse-facilitated program to screen for depression in the ambulatory health care settings.

In the study, 33% to 40% of participants were diagnosed with depression.
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The findings make sense as they relate to the problem for this DNP project. The
limitations noted were the lack of information from the audited charts in the first year on
patients with suicidal ideation. This information could be important data in the specialty
care areas. The results can be generalized to other populations, such as the civilian
population. The limited information on suicidal ideation in specialty health care setting
has major impact on generalizability of the findings during the study. However, 10
providers reported 36 patients who reported suicidal ideation 1 year after the practice
change is paramount in saying that depression screening can decrease the number of
suicides in patients who are seen by their health care providers. The implications for
practice and research are noted. The decision algorithm for nurses is a great tool for
nurses to use in other areas of care. Within the all health care settings, nurses can be
instrumental in depression screening. Ninety-five percent of nurses and 54% of providers
strongly agreed that depression screening enhanced the quality of life in the participants.
The PowerPoint presentation of this scholarly project was based on the one
instrument to screen and treat depression in the specialty care. The VA/DoD gave the
DNP scholar the permission to use the Clinical Practice Guideline for management of
Major Depressive Disorder Tool kit for training the students. The PHQ-2 and the PHQ-9
are scientifically valid and reliable instruments to detect depression. The scientific
knowledge that the DNP scholar acquired during this scholarly project will be shared
with future acute care nurse practitioners for the advancement of the nursing profession.
Section Summary
This section presented a review of the studies that have been conducted by various

researchers on the use of numerous instruments for the screening of depression in health
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care. During this process, the review of literature uncovered the intertwining of chronic
ilinesses and depression. The literature thus supports the problem statement. The
problem is that acute care nurse practitioners and other health care providers are
underutilizing the screening tools available when screening adults ages 18-64 for
depression.

The screening for depression using a valid instrument is the second step in the
levels of prevention in epidemiology. Here, the new case will be treated promptly, and
the progression of the complications of depression will be lessened. Since screening is
the second step in the three levels of prevention, mental health education and mental

health promotion are the responsibility of advanced practice nurses (APNSs) nationally.
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SECTION THREE
PROJECT METHODS
Project Design

The purpose of this DNP scholarly project was twofold. First, it aimed to
educate future acute care nurse practitioners on depression screening in specialty care
areas by increasing their awareness as to the importance of using the correct screening
tools. The correct screening tools are the PHQ-9 questionnaire and the DSM-5 functional
impairment tools. In addition, the study strove to evaluate the effectiveness of the
educational intervention on depression screening in those settings. It was imperative that
future acute care nurse practitioners were educated on depression screening in specialty
care areas. It is proven that at least 50% of the patients with depression are unrecognized
by their primary care provider (Arroll et al., 2010). Hence since 50% of the patients with
depression are being missed by primary care providers, the acute care nurse practitioners
must screen the acutely ill patients for depression in the specialty care areas and treat
them as the current clinical practice guideline recommends.

Therefore, the future acute care nurse practitioners must be current on assessing,
diagnosing, and treating depression so that this population will be treated in the specialty
care areas. Acute care nurse practitioners must be aware that depression is one of the
most common mental illnesses, and under-treatment of the illness increases health care
cost and even premature death among this population (Katon et al., 2010). This project
will help to improve consistency in treatment methods and the utilization of the PHQ-9

tool that screens for depression and monitor the effectiveness of treatment.
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Key Concepts

The key concepts of this project were to:
1. Educate future acute care nurse practitioners working in specialty care areas
on the current depression screening guidelines for adults ages 18-64.
2. Promote increase utilization of the current screening tools, thereby promoting
early diagnosis and treatment for patients experiencing depression in the
specialty care areas.

Project Phases

Phase One

The goal of phase one was to educate future acute care nurse practitioners on the
importance of screening adults ages 18-64 for depression in specialty care areas. This
first intervention was to implement a comprehensive depression screening teaching
session. Two educational sessions were proposed to be held: one 90-minute teaching
session for two acute care nurse practitioner classes. Only one educational session was
held due to time constraints of the class. There was a maximum limit of 50 participants
for the session. The Doctor of Nursing Practice scholar met with the future Acute Care
Nurse Practitioners and instructed them on the contents of the VA/DoD Clinical Practice
Guideline for Management of Major Depressive Disorder Toolkit Training. The contents
of clinical practice guideline included vital information on how to reduce current practice
variation in depression screening and improve outcome measures in this disease process.
The educational session took place at Barry University. The educational session took
place on July 8, 2015; the actual date and time was announced via the flyers, once the
professor of that class, the participants, and the researcher decided upon the date and

time.
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Recruitment Procedures

A letter was submitted to Terri Rocafort MSN, ARNP-C Director NP and DNP
Specialization, College of Nursing and Health Sciences at Barry University to acquire
access to the acute care nurse practitioners students in Barry University's program. The
chronic care model theoretical framework was the DNP scholar’s guide to implement this
project and increase the acute care nurse practitioner students’ knowledge on depression
screening. The allotted time for this phase was 4 weeks. The letter included the
explanation of the project and time period for completing the educational session and the
evaluation of the intervention. The inclusion criteria were in the letter as well. A
telephone number and an email address are included for those who were interested. Once
access was gained, a letter of invitation was sent electronically to the professors who
were teaching the acute care nurse practitioner classes during the summer 2015 semester.
The purpose of this letter was for the professors and the researcher to agree upon a
mutual date and time in which the educational intervention would be performed in each
acute care nurse practitioner classroom. Once interested participants contacted the DNP
scholar, a mutual date and time for the participant and the researcher was arranged.

Individuals who met the inclusion criteria were asked to complete the evaluation
of the educational intervention online via SurveyMonkey in the time allotted for the
educational session and evaluation of the intervention. The future acute care nurse
practitioners completed the evaluation called: An evaluation called the PHQ-9
questionnaire and the DSM-5 functional impairment depression screening for specialty

care areas. The participants for the educational intervention were given a cover letter.
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The educational intervention was face to face, and confidentiality could not be
guaranteed in a group setting.
Phase Two

Phase two sought to utilize the PHQ-9 screening tool guided by the DSM-5
criteria as the standardized evidence-based practice tools for screening adults ages 18-64
for depression. This DNP scholar instructed future acute care nurse practitioners at Barry
University on how to use the screening tools. The instructions included the VA/DoD
Clinical Practice Guideline (CPG) for Management of the Major Depressive Disorder
(MDD) and the Clinical Support Toolkit (MDD Tool Kit) Clinical Training Manual.
The future acute care nurse practitioners learned the first two questions of the PHQ-9 are
called the PHQ-2, which is an efficient and succinct way to determine if further
assessment for depression is required. The Patient Health Questionnaire Two (PHQ-2)
is a brief screener, with each item carrying a score between 0 and 3. The future acute
care nurse practitioners will be able to refer to the other seven questions if the patient
depression screening score is 3 or more. They will assess the severity of their patients’
depression by asking the seven remaining questions on the PHQ-9. See Appendix B for
the PHQ-9 instrument.

The first question was “Over the past 2 weeks, have you felt down, depressed, or
hopeless?” The responses to both questions were: not at all, several days, more than half
the days, and nearly every day. The second question is “Over the past 2 weeks, have you
felt little or no interest or pleasure in doing things?”” The Patient Health Questionnaire

(PHQ-9) has been validated for the measuring of depression severity.



50

The five-point rule in using the PHQ-9 make it is easy to compute: A score of 5
to 9 is mild depression. This score range calls for watchful waiting and repeating the
PHQ-9 at a follow-up appointment. A score of 10 to 14 points is moderate depression.
Individuals scoring in this range require a treatment plan for moderate depression,
counseling, follow-up, and/or pharmacotherapy. A score of 15 to 19 is moderately severe
depression. Individuals with these scores require immediate initiation of
pharmacotherapy and/or psychotherapy for moderately severe depression. A score of 20
to 27 is severe depression. Severe depression requires immediate initiation of
pharmacotherapy and if severe impairment or poor response to therapy, expedited referral
to a mental health specialist for psychotherapy and/or collaborative management. A rise
by five points in scores on the PHQ-9 indicates a worsening in depression and a decrease
by five points indicates an improvement in depression. The phase two projected time-
line took 4 weeks. This phase was performed on the same day when phase one was
completed with the group.

Phase Three

Phase three evaluated the educational intervention for future acute care nurse
practitioners. The creation of the educational intervention used the DNP scholar’s
knowledge of depression through research and the VA/DoD Clinical Practice Guideline
(CPG) for Management of the Major Depressive Disorder (MDD) and Clinical Support
Toolkit (MDD Tool Kit) Clinical Training Manual, which can be seen in Appendix D.
The future acute care nurse practitioners demonstrated that they understood the PHQ-9
screening tool and the DSM-5, which is in Appendix A, by their participation in the

clinical kit training manual vignettes. As they participated in the vignettes, they knew
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how to use the tools as an aid to provide appropriate treatment methods for their patients.
The educational intervention on how to use these tools was completed using a

PowerPoint presentation.

The evaluation of the educational program was performed by the future acute care
nurse practitioners on the same day of the educational sessions. The students who met
the inclusion criteria performed the evaluation on the PHQ-9 questionnaire and DSM-5
functional impairment criteria. Each participant’s consent to be in this project was
strictly voluntary and if the participant declined to participate or chose to drop out at any
time during the project, there were no adverse effects.

There were no known risks of involvement in this project. The participant could
skip any question he or she did not want to answer. Although there were no direct
benefits to the participant, participation in this study helped our understanding in the area
of improving depression screening in specialty care area. When the participant decided
to participate in the scholarly project, he or she was asked to do the following: Answer
the questions for the evaluation of the educational program. The evaluation was
estimated to take no more than 20 minutes to complete. Each participant was provided
with a comprehensive description of the evaluation, in the form of a cover letter. The
cover letter included the project purpose and what to expect online via SurveyMonkey.
They were assured that as a research participant, information they provide will be
anonymous. SurveyMonkey.com allows researchers to suppress the delivery of IP
addresses during the downloading of data, and in this project, no IP address will be
delivered to the researcher/DNP scholar. However, SurveyMonkey.com does collect IP

addresses for its own purposes. If the participant had concerns about this, he or she
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should have reviewed the privacy policy of SurveyMonkey.com before starting the
survey.

Phase three’s projected timeline was 3 months from the date of IRB approval to
conduct the DNP scholarly project. The participants were provided with cover letters that
included the link to SurveyMonkey. They were asked to follow the link to the survey or
to copy and paste the address into the browser of their personal laptops, as this is a
requirement for all nurse practitioner students of Barry University. The participants were
asked to do the evaluation in class after the DNP scholar has departed. This ensured that
there were not any face-to-face contacts with the participants in this phase. See
Appendix F for the educational evaluation as it appeared on SurveyMonkey. The total
length of the study took 110 minutes.

Setting

This DNP scholarly project was conducted using a convenience sample in the
lecture room at Barry University in acute care nurse practitioners class. Permission to
carry out the study was secured from the Institutional Review Board of Barry University
and the Director of Nurse Practitioners and Doctor of Nursing Practice Specialization.

Inclusion Criteria

The participants had to be English-speaking acute care nurse practitioner students

currently enrolled at Barry University during summer 2015.
Exclusion Criteria

This project excluded any non-English speaking students or students not enrolled

in the summer 2015 semester. In addition, all non-acute care nurse practitioner students

currently enrolled at Barry University were excluded.
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Ethical Consideration/Protection of Human Subjects

The acute care nurse practitioner students’ human rights were protected as this
DNP scholar worked on the project. Participants were informed of the title of the project:
Depression Screening: Improving Clinical Outcomes Educating Future Acute Care
Nurse Practitioners. All guidelines established by Barry University’s Institutional
Review Board were followed. Since the participants were acute care nurse practitioner
students, they were instructed that the answers on the evaluation would not be used
against them in anyway; there would be no disciplinary action, no effect on grades, no
loss of employment, no loss of their reputation, and no loss of their financial benefits.
The participants’ identity could not be guaranteed to be confidential in a group setting
since the educational intervention was face to face. Anonymity of the responses was
assured via the use of SurveyMonkey. Findings of the study were presented using group
averages. No one was identified by name. Data storage of this project will be kept in the
DNP scholar’s home office in a locked file cabinet indefinitely.

Resources

There was an estimated amount of funds that the DNP scholar needed to

implement this DNP scholarly project. The DNP scholar needed resources in finance,

technology, and human assistance.
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Table 1

Budget

Item Cost
Stationery $500
Travel Expenses $500
Editor $300
Statistician $000
Refreshment/Lunch/Dinner $800
Binding Cost $150
SurveyMonkey Subscription $700
Estimated Total Cost of Project $2950

Outcome Measures
This project’s data were analyzed using descriptive statistical analysis. This
method quantitatively described the main features of the information gathered. The
information from SurveyMonkey was used to evaluate the effectiveness of the
intervention. The information gathered was used to validate increased use of the tools,
promote better patient outcomes, improve the standards of practice, and improve the ease
of using the screening tools after the intervention. The outcomes measures of this

project were selected based on the literature review that highlighted the problem acute
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care nurse practitioners and other health care providers are underutilizing the PHQ-9
screening tool available when screening adults ages 18-64 for depression.
Section Summary

This section discussed the purpose of this project, which was to educate future
acute care nurse practitioners and increase their awareness as to the importance of using
the PHQ-9 questionnaire and DSM-5 functional impairment tools in specialty care areas.
In addition, the project focused on evaluating future acute care nurse practitioners’
knowledge on the use of the PHQ-9 questionnaire and the DSM-5 functional impairment
criteria depression screening tools in adults’ ages 18 to 64 in specialty care. Effective
depression screening using the PHQ-9 and DSM-5 criteria are composed of simple steps
that the future acute care nurse practitioners will use to improve patients™ outcome.
Following the steps of screening using the tools above will provide appropriate treatment
methods and promote increased utilization of the screening tool as a standardized means
of assessing adults ages 18 to 64 for depression in specialty care areas.

The future acute care nurse practitioners will be delivering care to the acutely ill
and the chronically ill patients who are at high risk for depression or who already have
depression. They will be equipped to treat them or refer them to a mental health
specialist successfully. The educational intervention and the program evaluation will be
done on the same day. These interventions will assist in closing the educational gap in

depression screening and treatment of patients according to their severity of depression.
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SECTION FOUR
RESULTS AND DISCUSSION

The problem is that acute care nurse practitioners and other health care providers
are underutilizing the PHQ-9 screening tool that is available when screening adults ages
18-64 for depression. The purpose of this DNP scholarly project focused on educating
acute care nurse practitioner students on depression screening in specialty care areas to
increase their awareness about the importance of using the correct screening tool,
including the PHQ-9 questionnaire and the DSM-5 functional impairment tools. In
addition, the project aimed to evaluate the effectiveness of the educational intervention
on depression screening in specialty care areas. This section analyzes the findings of the
evaluation of the project objectives of the educational intervention on depression
screening in specialty care areas. The contributions of this DNP scholarly project to
nursing practice, health care outcomes, health care delivery, and health care policy are
discussed. The Doctor of Nursing Practice Essentials and recommendations for future
projects are also highlighted. The DNP scholar used the chronic care model (TCCM) to
guide the educational intervention. One educational session was held at Barry
University. The educational session covered the background and pathophysiology of
depression, the clinical presentations of depression, description of the PHQ-2 and the
PHQ-9 screening tool, the PHQ-9 assessment tool and the VA/DoD CPG for MDD for
the screening of depression. This educational intervention was selected for these future
acute care nurses practitioners based on current practice guidelines to utilize and treat the

patients affected with depression.



S7

During this educational intervention session, these future acute care nurse
practitioners were reminded that 50% of the patients with depression are missed by their
primary care physicians (Arroll et al., 2010). Furthermore, they were encouraged to be
prudent acute care nurse practitioners in the delivery of care to the acutely ill, the
critically ill, and the complex chronically ill patients by screening and treating them for
depression with the knowledge that 50% of the missed patients with depression will be in
their care. Moreover, they are required to follow the current clinical guidelines to treat
the depressed patients if they know that the patients will continue with frequent follow-
ups with their primary care physicians. However, if the patients’ depression screening
points are 10 or greater and they do not have a primary physician, then the acute care
practitioner is required to refer the patient to a mental health specialist.

Findings of the Project

Data were collected from a convenience sample of 29 participants. There were
35 future acute care nurse practitioners who attended the educational session. However,
only 29 of the future acute care nurse practitioners evaluated the educational intervention.
The sample size for this scholarly project was 29 participants. Twenty-nine (82.8%) of
the participants completed the educational evaluation on SurveyMonkey. The outcomes
that were identified for this DNP scholarly project were selected based on the problem
that the DNP scholar discovered during the literature review process. The outcome
measures included that the future acute care nurse practitioners will (a) have a better
understanding of the PHQ-9 screening tool and the DSM-5 criteria as evidenced by the
responses on the evaluation tool on SurveyMonkey; (b) understand the importance of

screening patients in specialty care areas as evidenced by the responses on the evaluation
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tool on SurveyMonkey; (c) use the tools as an aid to provide appropriate treatment
methods for their patients as evidenced by the responses on the evaluation tool on
SurveyMonkey.; and (d) promote increased utilization of the screening tools as a
standardized means of assessing adults ages 18-64 for depression in specialty care areas,
as evidenced by the responses on the evaluation tool on SurveyMonkey.

The DNP scholarly project objectives were met: The DNP scholar educated 35
future acute care nurse practitioners on the importance of screening adults 18 to 64 for
depression in specialty care areas, and 29 of the participants reported that they will utilize
the PHQ-9 screening tool and DSM-5 criteria. After implementing the educational
intervention on Depression Screening: Improving Clinical Outcomes Educating Future
Acute Care Nurse Practitioners, the DNP scholar analyzed the results of the educational
evaluation. The first outcome measure was captured by the following statement
presented on the educational evaluation for the future acute care nurse practitioners:
“After completing this educational session on Depression Screening in the Specialty
Areas, | am able to: have a better understanding of the PHQ-9 screening tool and the
DSM-5 criteria.” Twenty-eight out of 29 of the participants answered “Yes” in their
responses on SurveyMonkey, resulting in 96.5% of the sample acquiring knowledge.
One participant skipped question 1 on the evaluation and zero participant answered “No”

(see Figure 2).
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Figure 2. Participants™ knowledge acquisition results.

The second outcome measure was captured by following statement presented on
the educational evaluation for future acute care nurse practitioners: “After completing
this educational session on Depression Screening in the Specialty Areas, every adult
patient ages 18 to 64 should be screened for depression at least yearly, or if there is a
change in the medical and/or mental health status in the specialty care areas using the
PHQ-9 in the specialty care areas using the PHQ-9 and DSM-5 criteria.” The
participants who consistently responded to the question that captured this outcome
measure reported they understood the importance of screening patients in specialty care
areas as evidence by 29 out of 29 of them answering “Yes “to their evaluation, making it

important to 100% of the participants (see Figure 3).
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Figure 3. Depression screening is important 100% of the time to the participants.

The third outcome measure was captured by following statement presented on the
educational evaluation for the acute care nurse practitioner, “After completing this
educational session on Depression Screening in the Specialty Areas, | intend to apply the
knowledge and skills I have learned to my practice now and when | am a licensed acute
care nurse practitioner?” This outcome was to determine whether participants would be
able to use the tools as an aid to provide appropriate treatment methods to their patients.
The results indicated that 28 out of 29 participants answered “Yes” and 1 out of 29
answering “No” on the evaluation. This outcome measure yielded that 96.55% of the
participants intended to apply the knowledge and skills they have learned to their practice
now and when they are licensed as acute care nurse practitioners. Only 3.45% of the
participants reported no intention to apply the knowledge and skills learned in their

practice or as licensed ACNP (see Figure 4).
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Figure 4. Twenty-eight participants will use the tools provided as an aide to treat
depression.

The fourth outcome measure was addressed by the statement, “After completing
this educational session on Depression Screening in the Specialty Areas, | will promote
increased utilization of the PHQ-9 and DSM-5 criteria as a standardized mean of
screening non-pregnant adults 18-64 in the specialty care areas” on question number 16
of the educational evaluation. All (100%) of the participants who evaluated the program
(29 out of 29) said they will promote increased utilization of the screening tools as a
standard means of assessing adults ages 18- 64 for depression in specialty care areas.
The DNP scholar used the measures of central tendency to find the mean of the overall
responses. Essentially, the average number of participants who responded with “Yes”
responses were 28.75 participants; 99.1 percent of the responses were “Yes” (see Figure

5),
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Figure 5. The participants overall responses to the educational evaluation survey.

Discussion of Findings

This DNP scholarly project was conducted to educate acute care nurse
practitioners on depression screening in specialty care areas and increase their awareness
as to the importance of using the correct screening tool the PHQ-9 questionnaire and the
DSM-5 functional impairment tools. The chronic care model (TCCM) was the
theoretical framework that satisfied the composition and the delivery of this scholarly
project to the future acute care nurse practitioners. The six components of the theoretical
framework are organizational support, enhanced self-management, practice design,
decision support, technology, and community linkage. These mechanisms served as the
bridge in providing depression screening and treatment for the patients in the specialty
care areas.

The first component of the TCCM, organizational support, was gained from the

approval of Barry University Institutional Review Board granting access to the future
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acute care nurse practitioners. Secondly, knowledge was imparted on how to screen for
depression among patients ages 18 to 64. The second component of TCCM, enhanced
self-management, was achieved through the adoption of the pamphlet provided the
VA/DoD for MDD titled “Depression Fast Facts.” Instructions were given to participants
on how to download directly from this source and incorporate usage of this pamphlet in
their practice. The third component of TCCM, practice design changes, was
accomplished via the 100% reception rate reported by the participants that they will
promote increase utilization of the PHQ-9 and DSM-5 criteria as a standardized mean of
screening non-pregnant adults 18 to 64 in the specialty care areas. The fourth component
of TCCM, decision support, included providing the current treatment guidelines for
depression to the future acute care nurse practitioners. The fifth component of TCCM,
information technology, was met by the use of electronic medical records that are in use
now; hence, the clinical outcome of patients’ remission or exacerbation can be measured.
The sixth component of TCCM, community linkage, was met as a part of the educational
implementation for future acute care nurse practitioners to use all the resources that are
available such as using the current free and affordable depression medication lists and

social worker to assist with all of the social issues of the depressed patients.

The overall responses to the DNP scholarly project outcomes indicated that this
group of future acute care nurse practitioners will be using the PHQ-9 in the specialty
care areas of practice. However, there was one participant who indicated that he or she
does not intend to apply the knowledge and skills learned now or when he or she is
licensed acute care nurse practitioner. Nonetheless, 96.5% of the group will use what

they have learned in practice.
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Strengths and Limitations of the Project

The design of educational intervention for Depression Screening: Improving
Clinical Outcomes Educating Future Acute Care Nurse Practitioners was based on the
current clinical practice guidelines of the Institute for Clinical Systems Improvement and
the Veteran Administration and Department of Defense. The overall strengths of this
project were substantiated by the positive responses on the scholarly project evaluation as
mentioned in the findings of the project section. Consequently, the results of the
evaluation are applicable to all acute care nurse practitioners and thus meet the
requirement of generalizability. All acute care nurse practitioners who receive the
education on how to screen and treat patients with depression can do so effectively.

The overall weakness of the project was the lack of open-ended questions after
each closed-ended question. With open-ended questions, the DNP scholar could have
elicited a response from the participant (3.5%) who has no intention of using the
knowledge and skills acquired in the educational intervention. However, it is the DNP
scholar’s hope that standardization of the use of the PHQ-9 tool will get this participant
and the group of health care providers that are represented in this research project to
follow the majority of health care providers. This 3.5% is confounding, and the DNP
scholar did not request an explanation for any “no” responses. An explanation may have
captured the reason for the answer.

Implications for Practice
The implications for nursing practice are that this DNP scholarly project imparted
education to the future acute care nurse practitioners in the specialty setting on depression

screening and treatment. Health care providers know that if their patients are depressed
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and they are not treated for depression, then all the other treatments will be to no avail.
No depression treatment for the acutely on chronically ill patient is equivalent to treating
a patient for hypokalemia every day without checking the patient serum for
hypomagnesemia. If hypomagnesemia is not treated, a patient’s hypokalemia will never
be corrected, and the patient will prematurely have ectopic beats that will lead to cardiac
arrest. Similarly, patients with major depression who are not treated can suffer
myocardial infarction or cardiovascular mortality. The educational intervention
information was formulated for evidence-based practice. The participants reported that
their knowledge was enhanced on the topic of depression screening in the specialty area.
They reported that the educational content of the project presented current practice
guidelines for depression screening. Thus, this competency of enhancing the knowledge
of the future acute care nurse practitioners was upheld to the “scope and standards of
practice.” The future acute care nurse practitioners are expected to use these evidence-
based research findings to broaden the nursing practice in the specialty care areas.
Implications for Health Care Outcomes

Implications for health care outcomes are the DNP scholarly project contributed
to the increased awareness among the 29 participants who responded at 100% to the
correct screening tool: The PHQ-9 questionnaire and the DSM-5 functional impairment,
designed for adult patients ages 18 to 64, should be screened for depression at least
yearly, or if there is a change in the medical and/or mental health status in the specialty
care areas using the PHQ-9 and DSM criteria. As the practice of the depression
screening becomes a natural part of the management of patient care among acute care

nurse practitioners, health care outcomes will improve in patients with acute depression,
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chronic depression, and depression caused by chronic illnesses. The chronic care model
(TCCM) will assist in guiding the nurse practitioners to impart the knowledge and
resources patients will need for “improved self-management of their diseases and
depression;” in turn, patients will have optimal outcome putting their depression in
remission and managing their chronic illnesses. The interdisciplinary team of health care
providers and mental health specialists working seamlessly together is the ultimate inter-
professional collaboration for a mentally healthy world.
Implications for Health Care Delivery

The 29 future acute care nurse practitioners participants, as they manage the care
of the acutely ill patients and the patients who are acutely ill with chronic illnesses as
well, will use the vehicle of depression screening and treatment if needed in the specialty
care setting. The future acute care nurse practitioners will communicate the treatment
plan to the patients and their patients’ primary care providers, if they have one; this way,
the patients will have continuity of care in the outpatient setting. During the discharge
planning for the patient, the acute care nurse practitioners may order for case
management to assist the patient in finding mental health services. If the patient requires
immediate mental health referral, then the acute care nurse practitioners will refer the
patient or the acute care nurse practitioner and a physician will initiate the Baker Act.
The pamphlets given to the future acute care nurse practitioners on “Depression Facts”
for their patients and “VA/DoD - Depression Practice Guideline Provider Care Card” are
tools that will assist in the health care delivery of their patients and help in the
maintenance of their illnesses, which will eventually lead to an overall improvement in

the nation's health.
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Implications for Health Care Policy

This DNP scholarly project may have contributed to a minor change in the course
policy at Barry University. Barry University Institutional Review Board granted the
DNP scholar classroom time to implement the educational intervention on depression
screening. An inclusion of mental health theory in the acute care nurse practitioners
program is a reflection of a change in health care policy at the level of academic
institution. In the future, the DNP scholar hopes that the Robert Wood Johnson Health
Care Policy Fellows will be incorporated into the acute care nurse practitioners programs.
As health care fellows, the acute care nurse practitioners will be able to make changes in
depression screening and other health issues.

Doctor of Nurse Practice (DNP) Essentials

The Doctor of Nursing Practice education is the conclusive degree in nursing
practice. This DNP scholarly project demonstrated the DNP scholar's competency in
combining scientific knowledge with clinical knowledge and the translation of the
evidence-based knowledge into nursing practice (American Association of Colleges of

Nursing [AACN], 2006).

Essential 1

Essential 1: Scientific Underpinnings for Practice involved the gathering and
synthesizing of scientific information for nursing practice. This DNP essential led the
DNP scholar to three themes, which were important in the integration of the literature
review of depression screening. The three themes were numerous psychological
instruments used for depression screening, the correlation between chronic illnesses and

depression, and one instrument that screens and diagnoses depression. The DNP
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scholarly project incorporated the one instrument that screens and diagnoses depression
in the specialty care areas. The scientific evidence supported the use of PHQ-9 as the one
instrument that screens and diagnoses depression. The participants responded 100% to
“Yes” option regarding the statement, “I will promote increase utilization of the PHQ-9
and DSM-5 criteria as a standardized mean of screening non-pregnant adults 18 to 64 in
the specialty areas” (Cohen-Hammond, 2015). The 100% responses by the participants
meant that this DNP scholarly project was successful.
Essential 11

Essential 11: Organizational and System Leadership for Quality Improvement and
System Thinking. The DNP scholar’s level of knowledge in organizational and system
leadership is important to improve patients’ outcome and health care outcomes. Doctoral
level knowledge and skills in this area are consistent with nursing and health care goals to
eliminate health disparities and promote safety and excellence in practice (AACN, 2006).
The DNP scholar demonstrated a level of competency in organizational and system
leadership by the incorporation of the chronic care model (TCCM) as the theoretical
framework used to develop and evaluate the educational interventions for future acute
care nurse practitioners on depression screening in the specialty care. The DNP scholar
ensured accountability among the participants for quality of health care and patient safety
among patients with depression in specialty care as evidenced by the results of the
participants’ evaluation. All (100%) of the participants indicated in their responses to
survey question number 4, which stated “Depression screening used in the specialty care
areas will benefit their patients through early screening which improve patients outcome”

(Cohen-Hammond, 2015). The clinical outcome of patients diagnosed and treated for
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depression in the future will be cost effective for the patients and the health care system,
and it will decrease the nation’s economic burden.
Essential 111

Essential 111: Clinical Scholarship and Analytical Methods for Evidence-Based
Practice. Clinical scholarship and analytic methods are the attestation of quality of the
Doctor of Nurse Practice degree. As cited by the AACN (2006), “Nursing practice
epitomizes the scholarship of application through position where the sciences, human
caring and human needs meet the new understandings emerge.” The DNP scholar met the
competency of clinical scholarship and analytic methods by the critical appraisal of the
literature that existed on depression screening and determined that the PHQ-9 screening
and evaluation tool was a reliable instrument for this scholarly project. The DNP scholar
disseminated the screening tool to the future acute care nurse practitioners and conducted
an educational session on how to use the tool for depression screening in the specialty
care areas.
Essential 1V

Essential 1V: Information Systems/Technology and Patient Care Technology for
the Improvement and Transformation of Health Care. The DNP scholar’s ability was
used in information systems/technology to support and improve patient care and health
care systems and provide leadership within health care systems and/or academic settings
(AACN, 2006). The DNP scholarly project design incorporated the content of the
scientific inquiry with the evidence-based content and presented the educational
information to the future acute care nurse practitioners through a PowerPoint

presentation. The primary resource used for the educational intervention was the
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VA/DOD CPG for MDD (2012). The DNP scholar’s technical skills were demonstrated
through the development and the execution of the evaluation questionnaire on Survey
Monkey. The Survey Monkey’s questionnaire responses were analyzed, and the results
were communicated in this section of the project’s results.
Essential V

Essential V: Health Care Policy for Advocacy in Health Care. The DNP scholar
assumed the leadership role on the behalf of the patients with depression and the future
acute care nurse practitioners. The DNP scholar advocated for the patients with
depression by addressing social justice, equity, and the ethical treatment of the depressed
patients in specialty care in this project. Advocacy for the patients with depression and
other mental illnesses could be seen in the video shown to the participants. The World
Health Organization produced the video in 2009; the title of the video was Introduction to
Mental Health. This video contributed to the success of the educational intervention of

this project.

Essential VI

Essential V1. Interprofessional Collaboration for Improving Patients and
Population Health Outcomes. The DNP scholar communicated effectively with the
future acute care nurse practitioners through the implementation of VA DoD CPG for
MDD in the specialty care areas of practice. The DNP scholar successfully met the
competency in team leadership and reinforced the concept of intra-professional and inter-
professional with the future acute care nurse practitioners to collaborate with all of the

members of the health care team.
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Essential VII

Essential V1I: Clinical Prevention and Population Health for Improving the
Nation’s Health. The goal of Healthy People 2020 specific to mental health and mental
disorders is to improve mental health through prevention and by ensuring access to
appropriate, quality mental health services (U.S. Department of Health and Human
Services, 2014). The DNP scholar mastered the competency of clinical prevention and
population health of the nation by the recognition of the under-utilization of the PHQ-9
screening tool through an exhaustive literature review, an analysis of the epidemiological,
bio-statistical, and environmental causes of depression. The themes that emerged during
the literature review were synthesized, and the problem statement was created. The DNP
scholar problem statement echoed essential VII: The problem is that acute care nurse
practitioners and other health care providers are under-utilizing the PHQ-9 screening tool
that is available when screening adults ages 18 to 64 for depression. This scholarly
project’s main focus was on the secondary level of prevention and health promotion.
Essential VIII

Essential VI11: Advance Nursing Practice. This DNP scholarly project was
conducted as a comprehensive assessment, diagnosis, and treatment of depression in the
specialty care areas. The DNP scholar designed, implemented, and evaluated an
educational intervention that was based on nursing sciences and other sciences. This
educational intervention: Depression Screening: Improving Clinical Outcomes Educating
Future Acute Care Nurse Practitioners guided and supported the nurses who are future
acute care nurse practitioners to achieve excellence in nursing practice by screening for

depression. As the future acute care nurse practitioners learned how to screen for
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depression, they refined their assessment skills and used evidence-based practice to treat
their patients and evaluate the treatment of depression. The project demonstrated
advanced levels of clinical judgment through the independent creation of a 16-item
questionnaire on Survey Monkey for the evaluation of the educational intervention for the
future acute care nurse practitioners.
Recommendations for Future Projects

Future consideration should be placed on adding the educational information on
Depression Screening: Improving Clinical Outcomes Educating Future Acute Care
Nurse Practitioners to the acute care nurse practitioners course at Barry University. In
addition, further DNP scholarly projects are warranted to measure the clinical outcome of
depression screening, depression treatment, depression remissions, and depression
exacerbations of the patients in the specialty care areas who will receive care from acute
care nurse practitioners.

Summary

This section discussed the problem statement of this DNP scholarly project: Acute
care nurse practitioners and other health care providers are underutilizing the PHQ-9
screening tool that is available to screen adults ages 18-64 for depression. The findings
of the project documented that education on how to screen and treat for depression in the
specialty care area was well received by future acute care nurse practitioners. This DNP
scholarly project was conducted to educate future acute care nurse practitioners working
in the specialty area on the current depression screening guidelines for adults 18 to 64. It
also strove to increase their awareness of the importance of using the correct screening

tools: the PHQ-9 questionnaire and the DSM-5 Functional impairment tool. The
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discussion of the findings of the project was included, and the expected and the
unexpected findings were discussed. The implications for practice, health care outcomes,
health care delivery, and health care policy were linked to the DNP Essentials. A
descriptive analysis was used to report the results of the evaluation of the educational

intervention.
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Erica Cohen-Hammond

Terri Rocafort MSN, ARNP-C
Director NP and DNP Specialization
Barry University College of Health Science, Division of Nursing

11300 NE 2" Avenue, Miami Shores, FL 33161

Dear Mrs. Rocafort:

| am writing to request your permission to perform educational interventions in the
classrooms at Barry University for Future Acute Care Nurse Practitioners. | have
attached the Barry University cover letter that will make up the body of this email. The
letter includes a link to SurveyMonkey website for the students to evaluate the
educational intervention. Your assistance to grant me permission will be greatly
appreciated.

Sincerely,

Erica Cohen-Hammond, BSN, RN
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Erica Cohen-Hammond
]
May 15, 2015

Delia Leal PhD, MSN-ACNP-BC, CCRN
Assistant Professor

Barry University College of Health Science, Division of Nursing

Dear Dr. Leal:

| am writing to request a one time 110 minutes of your class time with your Acute Care
Nurse Practitioner Students to participate in a Doctor of Nursing Practice Research
Project. The research project is titled “Depression Screening : Improving Clinical
Outcomes Educating Future Acute Care Nurse Practitioners.” The project requires
volunteers to attend a 90 minutes educational program on depression screening and then
to complete a 20 minutes on- line SurveyMonkey evaluation. They will not provide any
names on the survey.

| am approved by the Barry University Institutional Board and Professor Terri Rocafort
MSN, ARNP-C and Director NP and DNP Specialization to proceed with this project this
semester summer 2015. | have attached the Barry University cover letter that will make
up the body of this email. The letter includes a link to SurveyMonkey website for the
students to evaluate the educational intervention. Also attached are the flyer and the
letter of approval to proceed by Professor Teri Rocafort. Your assistance to grant me a
date during this semester will be greatly appreciated.

Sincerely,

Erica Cohen- Hammond, BSN, RN.
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Barry University
Cover Letter

Dear Research Participant:

Your participation in a research project is requested. The title of the study
Depression Screening: Improving Clinical Outcomes Educating Future Acute Care Nurse
Practitioners. The research is being conducted by Erica Cohen-Hammond BSN, RN, a
student in the Doctorate of Nursing Practice program from the College of Health Science,
Division of Nursing department at Barry University, and is seeking information that will
be useful in the field of nursing practice. The aims of the research have two elements: 1.
To educate acute care nurse practitioners students on depression screening in specialty
care area, by increasing their awareness as to the importance of using the correct
screening tool the PHQ-9 questionnaire and the DSM-5 functional impairment tools. 2.
To evaluate the effectiveness of the educational intervention on depression screening in
those settings. In accordance with these aims, the following procedures will be used: If
you decide to participate in this research project, please be present for the educational
session on depression screening which will take approximately 90 minutes. Then, follow
the link below and complete the educational intervention evaluation on SurveyMonkey, it
should take no more than twenty minutes to complete. The total length of this study will
be 110 minutes. Simply follow this link, or copy and paste the address into your personal
laptop browser to participate:

https://www.surveymonkey.com/s/DepressionScreeninginSpecialtyCare

We anticipate the number of participants to be 70 Future Acute Care Nurse Practitioners.

Your consent to be a research participant is strictly voluntary and should you decline
to participate or should you choose to drop out at any time during the study, there will be
no adverse effects on your grades, employment, reputation, or financial benefits.

The risks of involvement are no known risks. You can skip any questions you do not
want to answer. Although there are no direct benefits to you, your participation in this
study may help our understanding in the area of improving depression screening in
specialty care.

The participants’ identity cannot be guaranteed to be confidential in a group
setting since the educational intervention is face to face. Anonymity of the responses is
assured via the use of SurveyMonkey. Findings of the study will be published using
group averages. No one will be identified by name. Data storage of this project will be
kept in the DNP scholar’s home office in a locked file cabinet indefinitely.

By completing this evaluation you have shown your agreement to participate in the
study.

If you have any questions or concerns regarding the study or your participation in the
study, you may contact me Erica Cohen-Hammond, by phone at ||| | EEEEE. my

supervisor, Dr. Corvette Yacoob, by phone at , or the Institutional Review
Board point of contact, Barbara Cook, at :


https://www.surveymonkey.com/s/SNT7P5S

Thank you for your participation.

Sincerely,

Erica Cohen-Hammond BSN, RN.
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You are invited to Partiipate in a Doctor of Nursing Practice
Project

“Depression Screening: Improving Clinical Outcomes
Educating Future Acute Care Nurse Practitioners.”

The project requires volunteers to attend a 90-minute educational
program on depression screening and then to complete a 20
minutes on-line SurveyMonkey evaluation. The total length of the
study will be 110 minutes. You will not provide your name on the
survey.

WHO CAN PARTICIPATE: English-speaking, Acute Care Nurse Practitioner students
currently enrolled

in the ACGN Nursing Program at Barry University during Summer 2015
DATE & TIME: 7/8/2015 at 5:30 p.m.

Location : Barry University Wiegand 254

s

- ‘/ = Z-
If you are willing to participate and have any questions about this project please contact

Erica Cohen-Hammond BSN, RN

DNP Student in the College of Nursing and Health Sciences at Barry University

Or Chairperson Corvette Yacoob DNP, ARNP, FNP-BC or
Barbara Cook, Institutional Review Board point of contact:



APPENDIX B
BARRY UNIVERSITY

PATIENT HEALTH QUESTIONNAIRE -9 (PHQ-9)

PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Ower the |35t 2 weeks, how often hawve you been bothered

M Hi
by any of the following problems? Savaral m:}.‘“ 5::#
{Use “#" fo indicate your answer) Motatall days  the days day
1. Little interest or pleasure in doing things 1] 1 2 3
2. Fealing down, depressed, or hopeless 1] 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 1] 1 2 3
4. Feeling tired or having litte energy 1] 1 2 3
5. Poor appetite or oversating 1] 1 2 3
6. Feeling bad about yourself — or that you are a failure or 0 1 2 3
have let yourself or your family down
7. Trouble concentraing on things, such as reading the o 1 2 3

newspaper or watching television

. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restiess i) 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FOR OFFICE CODING ﬂ + + +
=Total Score:

If you checked off gny problems, how gifficylt have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Mot difficult Somewhat Very Extremely
atall difficult difficult difficult
u] m] a m]

Developed by Drs. Robert L. Spitzer, Janet B.W. WIlams, Kurt Kroenke and colleagues, with an educational grant from
PRizer Inc. WD PemMESSion raquired to reproduce, transiate, display or distribute.
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APPENDIX C

BARRY UNIVERSITY

DEPRESSION SCREENING: IMPROVING CLINICAL OUTCOMES

EDUCATING FUTURE ACUTE CARE NURSE PRACTITIONERS

Slide 1 : o .
Depression Screening in Specialty Care:
Improving Clinical Outcomes Educating Future
Acute Care Nurse Practitioners
Erica Cohen-Hammond BSN, RN
Doctor of Nursing Practice Student of Barry University
Slide 2

Background

Depression is the most common type of mental
iliness in the United States of America.
Depression affects 26 percent of the U.S adult
population. Patients with depression are at
increase risk for suicide.

Women are 70 percent more likely than men to
experience depression during their life time.
Non-Hispanic Blacks are less likely than non-
Hispanic whites to experience depression during
their life time.

https://m.youtube.com/watch?v=L8iRjEOH41c




Slide 3

Slide 4

Slide 5

Background

Depression is a significant independent risk
factor for both myocardial infarction and
cardiovascular mortality.

It is very important that providers are up-to
date on the assessment, diagnosis and
treatment of behavioral health conditions,
such as depression.

Pathophysiology of Depression

Depression- one of the several mood disorder
marked by the loss of interest or pleasure in
living.

Disorders linked to depression include dysthymia,
major depressive disorder, schizoaffective
disorder, bipolar disorder and mood disorder.
Depression is most likely caused by a
combination of genetic, biological, medical,
environmental and psychological factors.

Pathophysiology of Depression

Mood disorder is intertwined with susceptible
genes and influences from the environment.
Stress factors and a dysfunctional serotonin (5-
HT) system appear to elevate the risk of
depression.

Patients with major depression commonly have
elevated levels of stress hormone cortisol.
Neuroendocrine abnormalities involving thyroid
hormone links with depression.
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Slide 6

Slide 7

Slide 8

Depression Clinical Presentation

Depressed or irritable mood
Loss of interests and pleasure

Significant weight gain or weight loss greater than 5 % in
a month.

Insomnia or hypersomnia

Psychomotor agitation or retardation
Fatigue or loss of energy

Feeling of worthlessness or excessive guilt
Poor concentration or indecisiveness
Recent thoughts of death or suicide

Symptoms of Manic Episode

Elevated mood

Irritable mood

Inflated self-esteem

Decrease need to sleep
Excessive talking

Racing/crowed thoughts
Distractibility

Increase in goal-directed activity
Excessive risky activities

The PHQ-2 Depression Screening Tool

PATIEHT HEALTH OUESTIORNAIAE 2 (PHE - 2)

e the st s s, how offen have yom been bothesed by e of
the following problemns?

A Linke Ioteress ur plessure b doing things, (0-3)
B) Feing down, depresseds, o hopeles. (0-3)

Notsall Sevnldns  Morthnhsf  Newlyersydy

0 1 2 3

Pariens with o sevee of 3 o0 gresseeshoaid be follorsd up with PHCLS,
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Slide 9

Slide 10

Slide 11

The PHQ-2 Depression Screening Tool

+ The PHQ-2 s a short, two question
depression screening tool that is
recommended to be given annually to all
patients seen in primary care setting or
specialty care areas .

« The purpose of this tool is to screen for
depression in order to make a quick
determination of whether further
assessment is necessary .

« Administration and scoring takes < 1 minute
and can be done by medical professional or
can be handed to patients by administrative
staff.

The PHQ-2 Depression Screening Tool

* Patients who score >3 on the PHQ-2 should be
followed up with the PHQ-9 or if the health
care provider has other reasons to conduct a
more in-depth depression assessment.

PHQ-9 Assessment Tool

« The PHQ-9 consists of nine questions addressing

the frequency of depressive symptoms experienced by

the patient

* Administration and scoring time takes approximately
five minutes and can be done by any medical
professional

* The PHQ-9 includes a guide for interpretation with
proposed treatment actions by level of severity

¢ The PHQ-9 can be used with DSM- 5 diagnostic criteria
to assist in the diagnosis of MDD
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Slide 12

Slide 13

Slide 14

PHQ-9 Assessment Tool

VA/DoD CPG for MDD

VA Dob CEPRESSION PRACTICE CULELINE PROVIDER CARE CAR0
ecassrent o Danssuzess o

* Risk factors for -
Suicide

VA Do DEPRESSION PRACTICE GUIDELINE PROVIOER CARE CARD
Rssestimest

@ ameours ot | &8® |

Guidelines for
Clinical decisions about
safety.

Instructions

for referral and following

el and ethical mandites gy —
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Slide 15

Slide 16

Slide 17

VA/DoD CPG for MDD

Common presentations of MDD in the
primary care and specialty care areas.

Physical conditions that are related to

depression

Diagnostic considerations relevant to
Your areas of practice.

Co-occurring conditions

W,
Comorbid and Related Condstions Q

Complicate care. -

If any of the following are
present, provider should
consider referral

= PTSD

* Anorexia

= Suicidality

VA/DoD CPG for MDD and AUDIT-C

ek
Diez D3gé Obbs DO7b0  Dix

2.0n dys i e past
Yo W you drark e
ko how many drvks
o you tpcally k7
Jtoeotncoyu  Owe  DOles  OMony Ovesy  DOsyo
e 6 o moeo ks n ot
o0 30 cocasion i 1 Moty oy
0 dfks”
shusas 1 a0

st yoar
non-drviers)

12 Considor a

polnts for women.
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Slide 18

Slide 19

Slide 20

TICE GUIDELINE

&
8

VA/ PRAC
Comarbid and Related Conditions

Differentiating MDD Sl
from Mania/Bipolar
Disorder

Definitions of Hypomani

'DSM-V-TR Diagnostic
Criteria for mania

"
3 3 Comorbid and
Overview of psychosis Referral Considerations
+ Considerations for evaluation

+ Guidance
indicate a need for urgent

+ Visual or auditory
hallucinations

Non-compliance or ab”se o

psychopharmalogical
medications
Suicidality

Presence of mania

O ST E———

Inpatient admission is indicated if the
criteria in Section A are met,
and the criterion for B, C or D is also met

DSM-IV-TR diagnosis is present and there is
A evidence that there is a significant functional
impairment or subjective suffering

)
8 < . iy
The patient has a serious
Patient is a Patientis @ mental disorder causing
danger to danger to others significant impairment of
himself/herself asaresult of a functioning that would
mental disorder benefit from the intensity

of acute treatment
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Slide 21

Slide 22

Slide 23

Overview of Treatment Strategies

Trestment Strstegies (e 2009 MDD CPG . 51-60)

PHO | FUNCTIONAL

LEVEL | TOTAL'SCORE | IMPAIRMENT INTIAL TREATMENT STRATEGIES"
Watchlwating spporie coomelig, <l mansgement |

Mid 514 M | St e il oebpemt ek on cartr ¢ i 1)

e oo or ».
ancidepresane o bref peyshoogicl conelog
Seretey Modersze 1519 Moderse | Starewich comblsapan of mecications and pycherberspy:

Cobicuion o

Severe 2 Sowee | o

Coonplicaned | S-oocumring PTSD. SUD, manit. | 01 wgeh combination of medications and somtic interve

o significant social stressors

Bodifers For mid — start with moetbetapy of either antidepresants|

Chroaiity | Gopite resment For Mo Severe - combimion o stdepresants 1od poyckel
o multipl drng therspy.

il Trestment srsegy ogeions incode:
1.7

%
2 Winhdal waing. . Somak weument

4 Cormbraryn pychesherpy and smedeprssa

Psychoeducation

Pachucluction . Suevesil tratmes offen etals modaton idce
{se2 2009 MDD CPG g 5155) dossge adusments i order to mimize esponse whie
: 2 dpsscn ing
a2l levls of severicy L 1
both verbaly aod wich written educational materias. moaths after adequate eecse
e ltuslly o
ratmcn aptios andshouk nchode the flwing: € Contrs o take the medction evn fc feling beter
& Depresionisa modial s, ot charce defct & Do ot dsoctina taking medeatons without e
b Ed ' i ¢ Asing iy
major depresion k « Edcation focwed on teatment dherence shoald focus on
. Teeement s often effeciveand s the ule sherth the allviog
the excepeion . Edhcation on therisk of elapee i generak esestially,
. The il is iy P s hi p—y
requie svera et s pio pisodes increzes
e b
bl and ooger e . Edscation on cady signs and sympoens of elpseoe
LE4 including nce,
e el it
dihe ngth A
* When smtidepressant yis g key and or procosals,which entail sructand
& S et oficn rosede thersputi beosft b ypcaly f mamgemes sicgies.
o overtime e bt ncrese
BA

a0 putsents shevsd cantac theirpeonider i this does oceut.

Patient Education and Treatment (conl) 6

for
patients and their families

e e e it S,
ek e R et s e g
s o 8t e sy T B S R iy e e
Py e, i s Lo o

1a
iy .

e e
e e
topics including:
Nutrition » e
+ Berdse R T
; S e
* Sleep Hyglene EBea :

Alcohol use
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Slide 24

Slide 25

Slide 26

A
Pationt Education and Treatment (cont)

Sample patient
for
self-management farenee v x g e e B

J——
bl ot il
prereY s ———y

L Ptk
b e e 1 e et

sample patient
worksheets for self-

oo
Patieat Education and Trestment (coat)

©®

e

Sleep hygiene '

plan

s
[
[ inh ——

{5 s imprvmeent

P - e bty

Overview of treatment

including:

oy i
T

Py

T e et b S ey ot

o b - ok ot

prie
B - Ve v e b o

e e g
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Slide 27

Slide 28

Slide 29

Trestmen

Treatment of
complex patients

s "

Aty

« Step-by-step

for
initiating medication
treatment

+ Guidance on when to
reassess symptoms and
suicidal risk

+ Guidance on tolerability

and adherence to S

medications s

+ When and how to reevaluate’- == w1z
the diagnosis e

and treatment plan if
patients fail to respond
b medicati

* Clinical notes that involve
amental health issue
should include the

following elements:

* Recognition

* Assessment

« Diagnosis
+  Treatment planning

+ Education -

* Monitoring and follow-up | fEm e e e e e e et

« System-level metrics
can address:
« Aspects of care such as

detection, diagnosis, outcome:
« Criteria such as MSE, red flaggy

consultation, treatment plans | .
| =

Additional System Level Pertormance Metrics

o e T

——
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Slide 30

Slide 31

Slide 32

VA/DoD - GUIDELINE CARD g
Antidepressant Medication Table

VA / DoD - DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD s
Antidepressant Medication Table Y-1%

A/ DoD PRACTICE CARE CARD amu
Antidepressant Medication Table @ o (,,

Aatidepressant Adverse Drug £

=
=
—T I: T o .
| C 03 T 0 =

S —— o e B

= — . I W —_———
=S — S

o — S o e

= =

— - e

=1 = =
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Slide 33

Slide 34

Slide 35

KEV ELEM|

SCREENI

SUICIDE Af

‘Screoning: Pationt Health Questionnairs (PHQ)

preion can stectyou iy s

g bl e,
ik et et el v
st s o e

i i 3 el cninn et
)

et s, sy 0t
s .

Fast Facts an Daprossion

Key elements
of MDD CPG
Suicide
assessment
The patient
health
questionnaires

50

VA/DoD CPG for MDD
Key elements

of MDD CPG

Suicide

assessment

The patient

health

questionnaires

Fast facts, symptoms, causes,
helpful activities, treatments,
medications, patient and
provider roles in treatment.
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Slide 37
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Conclusion

* We briefly reviewed the development of the MDD
Clinical Practice Guideline

* We covered the content of the tool kit

Tool kit cards

Patient education materials

* We described the benefits of utilizing these tools
Decreased practice variation

Improved patient outcomes

Effective decision-making

Decreased
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medications, patient and
provider roles in treatment.
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APPENDIX D
BARRY UNIVERSITY
APPROVAL LETTER TO USE THE CHRONIC CARE MODEL

Re: permission request
Cohen-Hammond, Erica (Barry Student)
Sat 9/13/2014 12:25 PM

Sent Items

To: permissions <|

Helen,

Thank you for granting me the permission the use the aforementioned model.
Sincerely,

Erica Cohen- Hammond.

Sent from my iPhone

On Sep 12, 2014, at 1:08 PM, "permissions” <} G ot
Erica,

You have permission to use the figure at no charge for your doctoral degree proposal.
Thank you,

Helen

Helen Canavan

>>> "Cohen-Hammond, Erica (Barry Student)" || |Gz

I ©/11/2014 6:26 PM >>>

Hi Helen,


mailto:permissions@mail.acponline.org
mailto:hcanavan@acponline.org
mailto:erica.cohen-hammond@mymail.barry.edu
mailto:erica.cohen-hammond@mymail.barry.edu
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Yes, | am writing my proposal to use: Model for improvement of chronic illness care, in
my scholarly inquiry. It is not a thesis, however it is for a doctoral degree as | mentioned.
Please let me know as soon as possible if the permission is granted.

Thank you for your help. Please feel free to call me at 561-603-4228 if you have any
questions.

Sincerely

Erica Cohen- Hammond

Sent from my iPhone

On Sep 11, 2014, at 3:10 PM, "permissions” <[ G ot
Erica,

Just to confirm, the model for improvement of chronic care from our Effective Clinical
Practice journal will be used as part of your thesis?

Thanks,

Helen

Helen Canavan

I
I 0/4/2014 2:34 PM >>>

FirstName=Erica
Volume=
Translating=No
Format=Print

email=

ArticleTitle=Depression screening in primary care


mailto:permissions@mail.acponline.org
mailto:hcanavan@acponline.org
mailto:erica.cohen-hammond@mymail.barry.edu
mailto:email=erica.cohen-hammond@mymail.barry.edu
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PageCount=57

Website=

Recipients=

Author=

AreYouAuthor=Yes

Phone=5617925926

WordCount=

YearPublished=2014

Additional Comments=

BookTitle=Effective Clinical Practice” Chronic Disease Management: What Will It Take
To Improve Care for Chronic llness?"

Address=14846 Orange Blvd

City=Loxahatchee

State=FLORIDA

Title=Mrs.

ArticleFirstAuthor=Erica Cohen-Hammond

Zip=33470

LastName=Cohen-Hammond

Company=Barry University

OtherUse=I am a Doctor of Nursing Practice student at Barry University. | propose to use
the Model for improvement of chronic illness care as my theoretical framework in
assisting primary care providers to screen and care effectively for their patients with

depression.
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InformationAboutUse=0Other

LinkAccess=

Country=United States

PageNumbers=13-14

Illustrations=Figure 1. Model for improvement of chronic illness care

Languages=
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APPENDIX E

BARRY UNIVERSITY

SCREENING FOR DEPRESSION IN ADULTS CLINICAL SUMMARY OF U.S.

PREVENTIVE SERVICE TASK FORCE RECOMENDATION

Cromrcar GuimELINES

Scrming for Deprosion in Aduin

Fguw Scmen g lordeprmsion |nad alb:cli lml sanma gy of USISTF meonmesdalics.

Annals of Internal Medicine (|2 |z3

SCREEMIMG FOR DEPRESSIOM IN ADULTS
CLINICAL SUMMARY OF W5 PREVENTIVE SERVICES TASK FORCE RECOMMENDATION
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wapparts® wra b ple ts saeer szl dapransien can auppers” we ol in place,
Esgren. sfec anad Fall
Grwda: B Gmuda: T
[ETETIETEE ] Prariasl & il Dicwd dgoei = i I [SF] TR & T o s

i | pivchares i mnde, el f ralalines Wiieky A A L SEl ey of dhgraadher ; pRaal Acth owe s medesl
FHERD 2 e A 1M gl e Rar e e iR M et W e S e Wit man,
IRy, B PUHEE PR T IR St AT Rt Sapied P fer REHpIHE s,

Jargmmieg s G s i gasiliee s g ped mee sl

i el el el Ko i e i g Tl

il et gl 4 Vol daTn i e
ik dlapre e oitd.

Terirg = dorwanieg T el dprdd U drmd Bt o atdeori s iy
e 3dh drilond diptive iR L
areaisd with perrss B aveds, imdudr g madioll
Hram, rprifeg dediag, sy g, e Sl
[ T TN R P TEN T PEREE PR ] e

B il Hidomi 1aded rvarrar wagieds Bu? isterrg b drpirams a P

el et B T e e e
T AL

T L - Srre i A T U et e ikl s o e e iy i dinkdls by preveling e da

o Fraciad BHFL A 2R o e ir st aH rm s v 0 e el ol e v

Rl LAFTE Bl LHFETT sprmmrardilong or pawiveg fas padilly and smeipe g sillive 14 wtelluordy fer dpracies

Fobia BT sl i’ g ek | ararm presee Sme v o, e,

Fix & ol that oo ch dly i erald g dhewe P da rha fidll da .

i, pl e JJI.,.T.nli.:In__:_.I..l:n..-_u._— .
“orin cht Sy i i 0w Frac s oo of tho Syga T ke ol it i .

[ - — mlu..a.u'.-..—.u n.'m.-ll.'\.._ Ly —- '.||:r:l|



106

APPENDIX F
BARRY UNIVERSITY
EDUCATIONAL EVALUATION ON HOW TO SCREEN FOR DEPRESSION

USING THE PHQ-9 AND DSM-5 CRITERIA

DEPRESSION SCREENING IN SPECIALTY CARE: IMPROVING CLINICAL
OUTCOMES EDUCATING FUTURE ACUTE NURSE PRACTITIONERS.

Educational Evaluation on How to Screen for
Depression Using the PHQ-9 and DSM-5 Criteria

Direction: Please fill in the responses that best represent your opinion.
The Doctor of Nurse Practice scholar greatly appreciates and thanks
you for supplying the information needed. Information you submit will be
considered confidential.

After completing this educational session on Depression Screening in
the Specialty Care Areas, | am able to:

1. Discuss the shortest screening instrument for depression in
adults to 18 to 64 in the specialty care
areas.

Yes

No

2. Discuss that every adult patients ages 18 to 64 should be
screened for depression at least yearly, or if
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there is a change in the medical and/or mental health status in the
specialty care areas using the PHQ-9 and DSM-5 criteria.

]Tg.

Yes

No

3. Describe the pathophysiology of depression.

i

Yes

No

4. Explain how depression screening used in the specialty care
areas will benefit my patients through early screening which
improve patients’ outcome.

]Tg.

Yes

No

5. Recognize the symptoms of depression in your specialty care
areas patients.

]Tg.

Yes

No

6. Describe the PHQ-9 Depression severity and proposed treatment
actions using the 5 points rule: This will aid in providing the
appropriate treatment methods.

i

Yes

No



108

7. Explain when a patient answers "yes" to " over the past 2 weeks
| have been bothered by thoughts that

| will be better off dead or hurting self in some way?" Must probe
on the intentions of suicide and plans to carry it out. It is an
EMERGENCY and the health care provider must get them to a
psych-facility.

i

Yes

No

8. Describe the PHQ-9 and the patient's global impression of
symptoms-rated impairment and how it is

associated with both psychiatric symptoms severity as well as
multiple measures of impairment and health related quality of life.

]Tg‘

Yes

No

9. Discuss ways to engage patients and other health care
providers in screening for depression in the
specialty care areas.

i

Yes

No

10. The educational content of this project was presented in a well-
organized and clearly written manner.

i

Yes

No

11. The educational content of this project was presented in a fair,
unbiased and balanced manner.
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Yes

No

12. The educational content of this project presented current
practice guidelines for depression
screening.

-
Yes

No

13. The educational content of this project was relevant to my
professional practice or interests.

-
Yes

No

14. The educational content of this project expanded my
knowledge and enhanced my skills related to the depression
screening in the specialty care areas.

o
Yes

No

15. lintend to apply the knowledge and skills | have learned to my
practice now and when | am a licensed
Acute Nurse Practitioner.

Yes

No
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16. I will promote increased utilization of the PHQ-9 and DSM-5
criteria as a standardized mean of screening non-pregnant adults
18 to 64 in the specialty care areas.

Yes

No

Submit

Powered by SurveyMonkey

Check out our sample surveys and create your own now!



https://www.surveymonkey.com/
https://www.surveymonkey.com/mp/survey-templates/
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APPENDIX G

BARRY UNIVERSITY

PERMISSION LETTERS
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Education
Degree Date Major
Doctorate in Nursing Practice 2015 Acute Care Nurse

Practitioner
Barry University, Miami Shores, FL
Bachelor of Nursing Science 2005 Nursing

South University, West Palm Beach, FL

Professional Licensure

Registered Nurse

Professional Experience

Position Organization

RN in ICU/CCU Wellington Regional Medical Center

RN in CVICU Aventura Hospital and Plantation General
RN in CVICU Delray Medical Center

RN Director of
Restorative Nursing Harbour’s Edge Health Center

Dates
2008 - 2014
2007 -2008

2006-2007

2003-2006
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Honors and Awards Dates

Most Outstanding Mathematics Student 2001 - 2002
Vice President of ALD Honor Society 2002 - 2003
President of South University Student Nurse Association 2004 - 2005
Lifetime Member of Delta Epsilon lota Academic Honor Society 2014 - Present

Scholarly Activities

Doctor of Nursing Practice Scholarly Project: At Barry University “Depression
Screening: Improving Clinical outcomes Educating Future Acute Care Nurse
Practitioners.” The project was successfully defended on 8/27/2015.

Professional Memberships
American Nurse Association
Florida Nurse Association

American Association of Nurse Practitioners

Community Service Dates
Health Educator at Davidic Covenant Ministries Currently
Board Member of the Board of Education in Boynton Beach, FL 2004

Neighborhood President- Ridgewood, Boynton Beach, FL 2003 - 2006



