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Abstract 

Purpose 

Primary care providers (PCPs) are well placed to diagnose and treat patients who have symptoms 

of depression. They may not have comprehensive knowledge of the subtle variations in 

antidepressant medications (ADMs) used in first-line treatment of depression. The purpose of 

this quality improvement project was to implement the Depression Medication Choice Decision 

Aid (DMCDA), an evidence-based decision-making tool created by Mayo Clinic. The tool is 

designed to aid PCPs in collaborating with patients for initial ADM selection.  

Methods 

Six PCPs from two sites, one student health clinic and one rural health clinic, were recruited to 

implement the DMCDA tool. A survey was given pre- and post-intervention to assess provider 

attitudes, skills, and behaviors related to prescribing ADM in the primary care setting. Charts 

were reviewed to determine whether PCPs were documenting the use of the tool and to compare 

pre- and post-intervention patient adherence to therapy and follow-up appointments. 

Results 

Survey results showed an overall increase in attitude and skill mean scores, with mixed results 

for behaviors. Providers documented use of the DMCDA in fifteen out of sixteen post-

implementation patient encounters. Twelve out of 13 follow-up appointments were kept, and 10 

out of 14 patients remained on therapy through follow-up. 

Implications 

Use of the DMCDA in the selection of ADM may improve patient-provider collaboration, 

improve provider perceptions regarding the treatment of depression in the primary care setting, 

and improve patient adherence to scheduled follow-up appointments and prescribed ADM. 
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Use of the Depression Medication Choice Decision Aid for  

Antidepressant Prescribing in Primary Care 

 In the last decade rates of depression have grown in the United States, increasing the 

burden of treating and managing this condition for primary care providers (PCPs; Leshner & 

Scherer, 2021). PCPs do not receive the same level of in-depth training regarding individual 

depression medications as mental health providers. Despite receiving less in-depth training, 60% 

of mental health diagnoses and 77% of psychotropic mediation prescriptions originate from the 

primary care setting (Kroenke & Unutzer, 2017). Providers who enter primary care may not have 

a comprehensive knowledge of the subtle variations between medications that are used in first-

line depression treatment. They also may not fully appreciate the additional benefit that 

collaboration with patients can provide in the decision regarding which available antidepressant 

medication (ADM) might be safest and most beneficial for the patient.  

Purpose and Objectives 

 The purpose of this project was to implement the Depression Medication Choice 

Decision Aid (DMCDA), an evidence-based decision-making tool used to aid PCPs in 

collaborating with patients for initial ADM selection in the adult population. Two sites were 

selected for implementation; one was a student health center in southeast Kansas, and the second 

was a rural health clinic in northeast Kansas. Implementation of the DMCDA could provide 

nurse practitioners (NPs) and other PCPs with guidance to aid in ADM selection. This tool also 

provides structure for a dialogue between the patient and provider regarding medication side 

effect profiles, expected duration of treatment, and expected time for medication effects to 

become noticeable.  

The objectives for this project included: 
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 Objective 1: PCPs will utilize and document the use of the DMCDA at least 75% of the 

time when prescribing ADM during and after implementation of the project.  

 Objective 2: Collaboration with patients will be documented by the provider in at least 

75% of visits where the DMCDA is used. The inclusion of the terms “collaboration” or 

“discussion” in the patient’s chart regarding ADM selection will indicate the DMCDA 

was used.  

 Objective 3: PCPs will report increased knowledge of ADM treatment options and side 

effect profiles as measured by at least a 1 point increase on select items from the pre-

intervention survey to the post-intervention survey after implementing the DMCDA.  

 Objective 4: PCPs will develop increased confidence in their ability to manage initial 

depression treatment with ADM without the need for psychiatric referral, as measured by 

a 1 point increase on select items from the pre-intervention survey to the post-

intervention survey. 

 Objective 5: 75% of patients will remain on ADM therapy as prescribed, and complete 

follow-up as scheduled.  

Background 

Depression  

 Depression is different from usual mood fluctuations and short-lived emotional responses 

to challenges in everyday life. It is characterized by a depressed mood or loss of pleasure or 

interest in activities for at least two weeks (American Psychiatric Association, 2013). It is also 

accompanied by at least three of the following symptoms being present most days: weight loss or 

change in appetite, insomnia or hypersomnia, psychomotor slowing or agitation, fatigue or loss 

of energy, excessive/inappropriate guilt or feelings of worthlessness, indecisiveness or 
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diminished ability to concentrate or think, and recurrent thoughts of death or suicidal ideation or 

suicide plan or attempt (American Psychiatric Association, 2013).  

 Depression that is long-lasting and of moderate or severe intensity can become a serious 

health condition, and persons with depression are at increased risk for suicide. Over 10.3 million 

adults in the United States suffer with serious thoughts of suicide (Reinert et al., 2019). In the 

year 2019, the Centers for Disease Control and Prevention (CDC) reported that there were an 

estimated 1.38 million suicide attempts in the United States, and 47,511 individuals died by 

suicide in this same time frame (as cited in Stone et al., 2021).  

Incidence, Prevalence and Adverse Effects of Depression  

 Globally, more than 264 million people of all ages suffer from depression (World Health 

Organization, 2020). Those affected with depression may function poorly at work, school, and at 

home. Depression is the leading cause of disability in the United States for persons aged 15 to 

44, affecting 6.7% of the population (Anxiety and Depression Association of America, 2021). A 

problem with current treatment options is that 50% of patients who are started on an 

antidepressant will be nonadherent six months after initiation (Sansone & Sansone, 2012). 

Causes of nonadherence include inadequate follow-up, discontinuation due to medication side 

effects, and patient attitudes regarding the diagnosis and need for treatment (Vuorilehto et al., 

2016). 

 Results of a National Center for Health Statistics Survey revealed that medications used 

to treat depression were the third most common drug type prescribed by PCPs in the period from 

2005 to 2008, with one in ten American adults being prescribed an ADM during this period 

(Wehrwein, 2020). There has been a 400% increase in the number of ADM prescriptions written 
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from 1988 to 2008 (Wehrwein, 2020). From March 2019 to March 2020 alone, the rate of ADM 

prescriptions rose 9.2% from 27.2 million to 29.7 million (Pesce, 2020).  

Barriers to Accessing Psychiatric Care 

 Of the 18% to 25% of the population that meet the criteria for a mental health disorder, 

only half seek treatment. Factors that contribute to low levels of mental health treatment include 

a shortage of mental health specialists and the reluctance of some patients to accept a mental 

health referral (Kroenke & Unutzer, 2017). Advantages of providing mental health services 

through primary care include accessibility, affordability, and acceptability to persons with mental 

health problems and their families (World Health Organization, 2018).  

 Access to psychiatric services may be limited for various reasons, including a shortage of 

psychiatrists and psychiatric advanced practice registered nurses, the distance a person must 

travel to see a provider, long wait times for appointments, and cost (including lack of insurance 

coverage). Due in part to these limitations, 70% of all mental health care provided in the United 

States occur in the primary care setting (Vogel et al., 2017), and more than half of all visits for 

depression take place in primary care (Jones et al., 2018). According to Kroenke and Unutzer 

(2017), barriers to the proper treatment of mental health in primary care include insufficient 

training and/or interest of some PCPs in managing mental disorders, the brevity of primary care 

visits, the competing demands of preventive care, and the need to treat other comorbid medical 

conditions during an office visit.  

 There is a high degree of comorbidity between mental disorders such as depression and 

other medical conditions, including cardiovascular disease, diabetes, cancer, chronic pain, and 

alcohol use disorders, making management in primary care a logical choice. If a patient who is 

seen for a physical medical condition exhibits depression symptoms, the PCP must be able to 
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identify and treat the depression. Currently, there are tools available to screen for depression in 

primary care such as the PHQ-2 and PHQ-9 (Kroenke et al., 2001), but there are limited tools 

available to aid in selecting which medication to prescribe. This has contributed to difficulty 

treating depression, with approximately 50% of depressed persons not receiving treatment 

(World Health Organization, 2018). 

Relevance to Future Role as a Nurse Practitioner  

 Mental health services provided by PCPs are crucial to address the current mental health 

crisis (Rolan et al., 2020). NPs are well placed to address these areas and improve patient 

outcomes because of the ease in access, longer consultation times, and the combination of 

medical and nursing skills within an NP’s skill mix (Hemingway et al., 2013). 

 NPs have an opportunity to bridge the gap between the need for mental health services 

among the patients they serve and the current shortage of mental health providers. They also 

have extensive academic postgraduate education and are board certified to assess, diagnose, 

educate, and prescribe pharmacologic and nonpharmacologic treatment to manage various 

illnesses. NPs obtain graduate education at the masters, post-master’s or doctoral level and 

obtain national board certification. NP education programs follow established educational 

standards which ensure the attainment of the advanced practice core competencies (American 

Association of Nurse Practitioners, 2019). This training makes family practice and psychiatric 

specialty NPs qualified to provide safe and effective evidence-based treatment for patients with a 

wide variety of health conditions, including mental health conditions (Rolan et al., 2020). 

Additionally, care provided by NPs addresses the patient holistically, increasing patient trust in 

the care provided (Eriksson et al., 2017). 
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 To become licensed as an NP, a 3-credit hour advanced pharmacology course that 

includes training related to mental health treatment is required. An advanced physiology and 

advanced health assessment courses are also part of the NP curriculum. These required courses 

prepare NPs with information related to assessing, diagnosing, and treating patients with a wide 

variety of commonly occurring health conditions (Nursinglicensure.org, 2021). In their 

fundamental capacity as licensed healthcare providers, various types of NPs, including family 

NPs, adult NPs, and those with specialized psychiatric training like psychiatric mental health 

NPs can effectively manage patients with depressive symptoms (Keller et al., 2018). Despite 

this, NPs may not feel as confident compared to physicians in regard to depression management. 

Psychiatric mental health NPs may be able to provide guidance and education to their primary 

care peers through the use of evidence-based antidepressant selection tools, helping to inform 

and integrate the health care team to enhance patient care and outcomes (Rolan et al., 2020).  

 NPs have collaborative skills developed through nursing education and experience and 

may be able to improve the patient experience of starting an ADM through collaboration with 

patients and other healthcare providers. This collaborative effort may be effective to increase 

patient compliance with treatment. Combining a strong, trusting relationship with evidence-

based care is one way NPs can improve outcomes for patients diagnosed with depression. 

Theoretical Framework 

 The Advancing Research and Clinical Practice Through Close Collaboration (ARCC) 

Model promotes the dissemination and implementation of evidence-based practice (EBP) 

guidelines into practice within healthcare organizations/systems (Melynk et al., 2017). Using the 

ARCC Model requires identification of a stakeholder group within the implementation site to 

assist with initial and ongoing implementation of the EBP project. The organization is also 
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assessed for its readiness for change and any potential or actual barriers to implementation of 

EBP findings. Research evaluation of implementation of the ARCC Model has shown to improve 

clinician opinions of EBP projects, increase patient outcomes related to EBP implementation, 

facilitate adoption of EBP project practices, and help promote a culture of EBP within a 

healthcare organization/system (Melynk et al., 2017). 

The authors believe that the ARCC Model is a good fit for this DNP project because it 

assists the project team in implementing an EBP guideline for antidepressant prescribing in a 

primary care setting. The ARCC Model allows the project team to assess the primary care 

clinic’s readiness for change, identify potential stakeholders within the clinic who can act as 

project champions and assist with its facilitation, note actual or potential barriers to project 

implementation, and assist with the establishment of outcomes for the measurement of project 

goals. The ARCC Model additionally fits well for the project’s setting because the ARCC Model 

is best utilized within a single hospital system/organization (Melynk et al., 2017). 

 K. R. Hammond’s Cognitive Continuum Theory helps to explain and define the decision-

making process (Cader et al., 2005). Clinical decision making is a unique process that involves 

the interplay between knowledge of pre-existing pathological conditions, explicit patient 

information, nursing care, and experiential learning. Decisions surrounding proper medication 

management of depression in primary care necessitate both intuitive thought and analytical 

processes to arrive at a clinical decision. Hammond’s Cognitive Continuum Theory posits 

clinician judgement as “quasi-rational” and difficult to infer because of the interweaving 

constructs of cognition, personal patterns, tasks/environment, and social/environmental cues that 

encompass the decisional process (Hammond, 1988). Cognitive decisions lie between a 

continuum of analytics and intuition. Depending on the available time, environmental/social 
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cues, and personal provider patterns, providers utilize a more analytical or intuitive thought 

process to make their diagnostic decisions (Hammond, 1981). Analytical decisions are more 

elaborative and reflect a high level of conscious awareness of the decision by the provider. 

Intuitive decisions are more unconscious in nature and reflect previous provider experiences, 

patterns, and knowledge.  

The use of quasi-rational thinking is the intersection between purely intuitive decision 

making and purely analytical decision making. This Cognitive Continuum Theory can therefore 

be beneficial to PCPs when making clinical decisions about ADM management. When 

combining their previous knowledge of psychopharmacology with their intuitive nature to 

choose the best medication for the patient based on previous personal experience, providers are 

engaging in quasi-rational thinking. 

 The Social Cognitive Theory (SCT; Bandura, 1986) identifies the impact of the social 

context of learning experiences on personal growth and change. This theory describes self-

efficacy and independence through behavior change. The theory emphasizes the importance of 

observing, modelling, and imitating the behaviors, attitudes, and emotional reactions of others. 

Social learning theory considers how both environmental and cognitive factors interact to 

influence human learning and behavior. The SCT suggests that behaviors or actions deemed 

beneficial will be reproduced by providers.  

 SCT can be used in the management of depression in primary care by PCPs providing 

education to the patients about the selection of antidepressant treatment including side effect 

profiles, thereby collaborating with them to make the best overall decision regarding their 

depression care. In the context of implementing a clinical decision-making tool, providers can 

use SCT when teaching patients about the many ADMs available. When PCPs expand patient 
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knowledge of medication side effects, the expected timeframe for effects to be felt, and different 

treatment options, the patient’s belief in the PCP’s treatment plan can be strengthened. This 

education provided by PCPs could lead to more realistic patient expectations of treatment 

outcomes and allow patients to assess whether treatment is following the expected course. When 

utilizing SCT in this project, the project team focused on increasing provider self-efficacy 

through use of the DMCDA tool to increase provider knowledge about commonly prescribed 

ADM. 

Literature Review and Synthesis of Evidence 

 A review of the literature was conducted by the authors through the Cochrane Library of 

Systematic Reviews, PubMed, PsychInfo, Google Scholar, and the Cumulative Index of Nursing 

and Allied Health Literature (CINAHL) for evidence of practice guidelines or recommendations 

for PCPs in prescribing antidepressants for the treatment of depression. Articles from 2015 to 

2020 were selected using the search terms of depression, major depressive disorder, depressive 

symptoms, antidepressants, antidepressant medications, selective serotonin reuptake inhibitors, 

serotonin-norepinephrine reuptake inhibitor, tricyclic antidepressants, prescribing guidelines, 

best practice, decision-making, decision-tree, and practice guidelines. Inclusion criteria for this 

literature review included publication date on or after the year 2011 and article abstract 

indicating the use of antidepressant medication. Exclusion criteria included articles published 

before 2011, articles that did not discuss antidepressant medication as an intervention, and 

articles that did not focus on the primary care setting. Articles with a higher level of evidence 

such as systematic reviews, meta-analyses, and randomized controlled trials were prioritized in 

this literature review. The authors selected fourteen studies of varying design for further review 

and appraisal of evidence (Appendix A).  



 12 

  

 The review of the literature provided empirical evidence that was used to support and 

further enhance the project interventions. Therapy with antidepressants was found to be more 

effective than placebo (Arrol et al., 2016; Cipriani et al., 2018; Rubio-Valera et al., 2019). 

Virtually no differences were found between the efficacy and effectiveness of selective serotonin 

reuptake inhibitors (SSRIs; Bayes & Parker, 2019; Gartlehner et al., 2011). SSRIs had lower 

mortality and adverse drug reaction rates than any other antidepressants (Coupland et al., 2018). 

Fluoxetine specifically was noted to be significantly more effective for those under 18 years of 

age (Bayes & Parker, 2019; Hertfordshire Partnership, 2018). The most commonly reported side 

effects of SSRIs were weight gain, somnolence, and erectile dysfunction (Sankhi et al., 2020; 

Zaabi et al., 2020).  

 Utilization of a decision-making tool for ADM prescribing improved patient comfort, 

knowledge, and satisfaction. provider comfort and satisfaction were also improved (Hopwood, 

2020; LeBlanc et al., 2015). The use of supplementary antidepressant prescription training 

resulted in greater improvements in patient depressive symptoms and reduction of reported side 

effects of medication therapy (Ramanuj et al., 2019). Patient and provider perceptions of care 

provided have been shown to improve with implementation of the DMCDA (LeBlanc et al., 

2015), and patient outcomes of adherence to treatment plan, keeping follow-up appointments, 

and overall control of depression symptoms may also be positively impacted through 

collaboration with the patient (Jones et al., 2018). 

 The evidence for the fourteen studies in the literature review included three level I 

studies, one level II study, one level III study, four level VI studies, and five level VIII case 

reports/expert opinions. The five respective higher level of evidence studies suffer from 
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sampling and selection bias, while the five level VIII studies have little to no statistical analysis. 

The four level VI studies suffer from small sample sizes, sampling bias, selection bias, and short 

study durations. Overall, the authors consider the cumulative strength of evidence to be moderate 

given the strength of the three level I studies and the respective level II and III studies (Polit and 

Beck, 2017; Appendix B).  

Methods 

Design Method 

 A single group pretest-posttest design was used in this quality improvement project to 

guide implementation of an evidence-based decision-making tool for ADM prescribing. 

Implementing a tool that provides information for primary care providers to aid in collaborating 

with their patients for the initial ADM selection  is the goal of this quality improvement project.  

Participants and Setting 

 This project was implemented at a student health center at a mid-sized, co-ed university 

in southeast Kansas; and at a rural health clinic in northeast Kansas. The student health center 

employs one physician and three nurse practitioners to provide services for students, faculty, and 

staff on campus. The rural health clinic employs one physician, one nurse practitioner, and one 

physician’s assistant to provide services to members of the rural community. The providers at 

both facilities treat patients with a range of health care problems, including management of 

depression. 

  Three providers from the student health center and all three providers at the rural health 

clinic were selected as a convenience sample. A letter from the clinic director of each facility 

was obtained prior to Institutional Review Board (IRB) application and approval. These letters 
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contained support for implementation of this quality improvement project and did serve as 

verification that the primary care clinics were in agreement to participate in this project.  

Tools and Measures 

DMCDA Tool 

The evidence-based tool implemented in this project was the DMCDA (see Appendix C). 

This decision-making tool reflects the best available research evidence for ADM prescribing. 

The DMCDA tool was prepared by Mayo Clinic (2017) researchers without funding from 

makers of ADMs and was last updated in 2017. The tool is available in print and online versions 

in both English and Spanish. The same decision-making tool was utilized by LeBlanc et al. 

(2015) in the primary care setting. LeBlanc et al. (2015) described the effectiveness of the 

decision-making tool in aiding clinicians to collaborate with patients when selecting ADM.  

Medical Record Data Collection Tool 

Data were collected from the medical records of each participant’s new mental health 

consult. These data were collected and organized using a data collection tool (Appendix D).  

 As patient medical records that met inclusion criteria were identified, they were assigned 

a code number. Patient data collected included whether depression symptoms were reported, 

whether a diagnosis of depression was entered into the medical record, whether the provider 

documented a collaborative process with the patient in the decision regarding ADM selection (if 

possible), whether ADM was prescribed and what medication was prescribed  

 Process measures abstracted from the medical record included the diagnosis of 

depression by the provider and the prescribing behavior of the provider. Outcome measures 

evaluated include whether a follow-up appointment was made within a 2-month period, whether 

the patient kept the follow-up appointment, and whether the patient remained on the prescribed 
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ADM through the follow-up visit.  These data were measured by a review of eligible patient 

encounters and added to an Excel spreadsheet for analysis. The process and outcome measures 

were compared pre-intervention to post-intervention of the decision-making tool.  

Modified Version of Provider Views on Depression Treatment in Primary Care Survey 

 Primary care provider views about depression treatment before and after implementation 

of the decision-making tool were also measured. The participating providers were asked to 

complete a modified version of the survey, Provider Views on Depression Treatment in Primary 

Care (Appendix E; Upshur & Weinreb, 2008). The survey includes three sections addressing (a) 

attitudes about the prevalence of depression and effectiveness of depression treatment in primary 

care; (b) a self-rating of the provider’s ability to recognize and treat depression; and (c) a rating 

of the specific behaviors implemented in depression treatment (e.g., prescribing medication, 

referring to mental health services, entering the diagnosis of depression in the patient chart). The 

original version of the survey was used in 2008 by the Massachusetts Consortium on Depression 

in Primary Care (MCDPC) for the Robert Wood Johnson Foundation, Depression in Primary 

Care Incentives Grants (Upshur & Weinreb, 2008).  

 The original survey was used to gather views on depression treatment from six practice 

sites, including a community health center, two hospital-owned outpatient clinics (one with a 

family practice residency program), a resident only internal medicine clinic, and two small group 

family practices. The goal of the work done by the MCDPC was to establish sustainable 

economic and systems changes to improve the treatment of depression in primary care. The 

MCDPC worked exclusively with Medicaid health plans to implement a chronic care model of 

depression management among adult Medicaid enrollees in a sample of primary care practices. 

Written approval to use and modify the survey to fit the needs of this project has been obtained 
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from the author of the original study, Carole Upshur, EdD, Professor Emeritus from the 

Department of Family Medicine and Community Health, University of Massachusetts Medical 

School. 

 The modified survey used for this project utilized the same 4-point Likert Scales and the 

same questions in the three subscales of attitude, skill, and behavior. The original survey 

included five subscales. The revised survey did not include two subscales that were specific to 

the original project completed by the MCDPC and were not applicable to this project 

Procedures 

 After permission from the IRB was granted, providers at each facility were asked to 

participate in the project and to sign a consent form. Implementation was started after providers 

consented to participate. Pre-implementation data for this project were gathered by review of 

patient medical records for the time frame of January to May 2021 at the student health center, 

and January to October 2021 for the rural health clinic. Post-implementation data were gathered 

from October 2021 to January 2022 for the student health center, and November 2021 to January 

2022 for the rural health clinic. All collected patient and provider data were de-identified to 

protect patient and provider privacy, and anonymously organized in an Excel spreadsheet using 

randomly assigned numbers for each patient chart used by the project team. The electronic 

databases of both facilities were utilized to search all new initial mental health consults either 

referred from the clinic’s counseling center or patients who self-referred. Aggregate data were 

collected from this time frame and included total number of new mental health consults, number 

of patients diagnosed with depressive symptoms, and number of patients who were started on an 

antidepressant medication. Patient identifying data such as name and date of birth were removed 

shortly after data collection to protect patient privacy. A document that matches patient names 
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with their code numbers was kept on a flash drive, in a locked cabinet, in the office of one team 

member. This information was kept as a reference point if clarification was needed from patient 

medical records throughout the duration of the project. Individual providers were assigned a 

letter for identification (see Appendix D). Provider names that match their letter identification 

were kept on the same flash drive in a locked location as mentioned above.  

  Patient medical records were first screened using the electronic medical record system of 

each clinic to include all new initial mental health visits from January to May 2021 for the 

student health clinic and from January to October 2021 for rural health. This baseline data from 

patient medical records were collected using the data collection tool (Appendix D). Next, each 

provider was asked to complete a modified version of the Provider Views on Depression 

Treatment in Primary Care Survey in October 2021 (see Appendix E) about their views on 

depression management in primary care.  

 Implementation of the DMCDA tool took place mid-October 2021 for student health and 

early November 2021 for rural health. All providers were given a brief introduction of the 

decision-making tool, an overview of how to document in the medical record if the tool was 

used, and how to document if collaboration with the patient. Time was provided to answer any 

questions the providers had about the implementation process. Each provider was asked to use 

the tool when prescribing ADM to patients who presented for an initial mental health consult and 

diagnosed with depression. Each provider was asked to document the use of the decision-making 

tool for each patient encounter that involves a new diagnosis of depression and a new 

prescription for ADM. The provider was also asked to indicate in the patient record if a review of 

depression treatment options was completed using the decision-making tool. For ease of 

documentation, the two measurement outcomes were added to the initial mental health template 
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in early October 2021 for student health.  With this addition to the template, the provider could 

easily check boxes to document the use of the decision-making tool and whether a review of 

treatment options was completed. At rural health, providers were required to manually document 

use of the tool in either the history of presenting illness or assessment and plan portion of the 

chart. The decision-making tool was utilized through January 2022 at both clinic sites. 

 After the conclusion of the implementation period, the same provider survey (see 

Appendix E) was given to participating providers in early February 2022, and simple descriptive 

statistics were calculated based on comparison of pre- and post-implementation scores from each 

item.  

 In February 2022, a second screen of patient records was conducted for the time frame of 

October 2021 through January 2022. Data collected included number of new mental health visits, 

number of new mental health visits with a diagnosis of depression, number of patients with a 

depression diagnosis who were prescribed an antidepressant.   

 The data collection tool (see Appendix D) was utilized again in February 2022 to gather 

data on each new mental health consult from the time frame of October 2021 through January 

2022. This data provided information regarding our process and patient outcome measures.  

 The dissemination of information obtained during this quality-improvement project was 

summarized and presented to the clinic director and providers in February 2022. Results from 

this initiative were discussed with clinic staff after data collection and review was complete to 

evaluate long-term benefits of continued use of the decision-making tool. The results were used 

by the project team in determining whether the project objectives were achieved.  
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Results  

 A total of six providers, three from student health and three from primary care agreed to 

participate in this project. For the student health clinic, a total of 28 patient encounters met 

inclusion criteria for new patient mental health visits in the pre-implementation phase. During 

these encounters, 11 patients were diagnosed with depression, and were also prescribed an 

antidepressant. The post-implementation results for this site also included n=28 new mental 

health visits, during which 10 patients were diagnosed with depression and prescribed an 

antidepressant. At the rural health clinic, 37 patients met inclusion criteria for new patient mental 

health visits in the pre-implementation phase. During these visits, 35 patients were diagnosed 

with depression, and 31 were prescribed an antidepressant. The post-implementation results for 

this site included six new patient mental health visits, of which four were diagnosed with 

depression and prescribed an antidepressant.  

Objectives 1 and 2 

 The first objective states “PCPs will utilize and document the use of the DMCDA at least 

75% of the time when prescribing ADM during and after implementation of the project.” The 

second objective states “Collaboration with the patient will be documented by the provider in at 

least 75% of visits where the DMCDA is used. The inclusion of the terms “collaboration” or 

“discussion” in the patient’s chart regarding ADM selection will indicate the DMCDA was 

used.”  These objectives were met. Providers at the rural health clinic utilized the tool in all 6 

(100%) of the new mental health visits for depression. Providers at the student health center 

utilized the tool in 9 of the 10 (90%) patient encounters for new mental health consults (See 

Appendix E). Collaboration was documented between the provider and patient in the patient 

chart in 100% of visits at the rural health clinic and in 90% of visits at the student health center.  
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Objectives 3 and 4 

 The third objective states “PCPs will report increased knowledge of ADM treatment 

options and side effect profiles as measured by at least a 1 point increase from the pre-

intervention survey to the post-intervention survey after implementing the DMCDA.” The fourth 

objective states “PCPs will develop increased confidence in their ability to manage initial 

depression treatment with ADM without the need for psychiatric referral, as measured by a 1 

point increase from the pre-intervention survey to the post-intervention survey. 

 The 4-point Likert scale survey results were recorded, and SPSS was used to analyze the 

findings.  Means were tabulated for each individual question and the pre-intervention means 

were compared to post-intervention means (see Appendix G). All of the means scores on the 

survey items that focused on attitudes and skill increased from pre-implementation to post-

implementation. 

 The increase of certainty in their ability to perform skills for the providers was greatest 

for the question “effectively treat your depressed patients by counseling them yourself” which 

had the largest gain with a mean difference of 1.83 when comparing pre-test to post-test. This 

was followed by a 0.67 mean increase for the certainty of “treat depressed patients with 

medication.” 

 The changes in mean scores for the items that focused on behaviors the participants were 

likely to perform in the future were mixed. The behavior of “write a diagnosis of depression in 

the chart” had a positive mean difference of 0.34, while “refer patient to a specialist yourself,” 

had a positive mean difference of 0.5. The behavior of “starting the patient on anti-depressant 

medication” was unchanged. Two questions on the survey were found to have a negative mean 

difference.  The responses for “give patient supportive counseling yourself, (e.g., advise, 
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reassurance, supportive problem solving)” had a mean difference of -0.17, and “provide 

educational materials to patients and families” had a mean difference of -0.16.  

 All surveys were returned for a 100% return rate.  However, due to the small sample size 

of just six providers, the results of paired t-tests were not statistically significant. The stated 

objectives for this quality improvement project were not fully met, except for the one question 

that addressed how certain the provider felt they can treat depressed patients with counseling 

provided by themselves. Survey results were overall difficult to interpret, due primarily to the 

initial survey not having a metric to measure it by. 

Objective 5 

 The fifth objective stated “75% of patients will remain on ADM therapy as prescribed, 

and follow-up as scheduled.”  The student health clinic met this objective. During post-

implementation, nine of nine (100%) of the patients at the student health clinic kept their follow-

up appointment as scheduled, and nine of ten (90%) of those patients remained on prescribed 

ADM through follow-up. In pre-implementation, nine of nine (100%) patients kept follow-up, 

and ten of eleven (91%) of patients remained on prescribed ADM through follow-up. The rural 

health clinic also met this objective for patients keeping follow-up appointments, with patient 

adherence to follow-up increasing from 52% in the pre-implementation phase to 75% in the post-

implementation phase. Patients did not meet the goal of staying on prescribed ADM through 

follow-up appointment at the rural health clinic. Only one out of four patients was verified to 

remain on prescribed ADM through follow-up post-implementation. During pre-implementation, 

twenty-four of thirty-one patients (77%) remained on prescribed ADM through follow-up.  
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Discussion and Economic Impact 

 Resources to implement this project included a small cost to provide hard copies of the 

decision-making tool to the clinic. The tool is provided free of charge for use from the 

developers, but quality paper copies were made available at each clinic for provider use. This 

cost was paid by the project team and included printing copies and laminating them for use at the 

clinic. Links to a digital version of the tool were also given to providers.  

 Extra time was spent in direct patient care by each provider when using the tool during 

initial mental health visits. Monetary value of the extra time used to implement the project 

cannot be accurately calculated. The time spent reviewing the DMCDA in the room with a 

patient is two to three minutes. With the small total number of depression visits seen during 

project implementation, this added time would not likely impact the total number of patients a 

provider is able to see in a day.  

 Anticipated benefits of the project for the providers included the potential for increased 

provider confidence when prescribing ADM, and the availability of a tool which provides 

evidence-based information for both providers and patients. Being able to engage in 

collaboration with patients can also lead to better overall job satisfaction.  

Adequate management of depression in a university health center has additional benefits 

for the institution as a whole. These benefits include increased student retention, better grade 

point averages and students being more involved in campus activities. These are all reasons to 

support adequate depression management. Benefits to students who have well controlled 

depression can include better classroom attendance, better grades, and greater satisfaction with 

their overall college experience.  
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Rural areas have higher depression rates compared to more urban areas. Improved 

management of depression in this population could lead to reduced suicide rates and less missed 

time from work and school for community members. Establishing a collaborative relationship 

between providers and rural community members could also improve patient adherence to 

prescribed ADM treatment regimens.  

 Patient satisfaction with their visit is anticipated to increase with use of the DMCDA and 

can translate into good reviews for the clinic, which may increase the number of patients who 

choose to seek care at these clinics for depression symptoms and remain compliant with their 

prescribed treatment. The clinics can benefit in that ADM prescribing will be more consistent 

between providers and patients will get reliable, accurate information when seeking treatment for 

depression no matter which provider they interact with. Patients will benefit from having an 

increased knowledge of the medications they are taking, alongside the support to take an active 

role in the decision-making process of choosing which ADM is right for them.  

 Data collected during this quality improvement project showed mixed results of the 

survey. The mean provider attitude and skills scores increased in the total sample, while the 

behavior scores did not. We did not complete a separate analysis for each clinic regarding the 

survey results but did complete a separate analysis of the data collected from each clinic. 

Adherence to follow-up was high for the student health group in the pre-and post-

implementation stages and increased from 52% pre-implementation to 75% post-implementation 

at the rural health clinic. Only one patient in each of the pre- and post-implementation groups 

stopped therapy before follow-up at the student health center, while only one patient stayed on 

therapy through follow-up at the rural health clinic, which could be distorted by a small sample 

size of four patients.  
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 The authors recognize several limitations within the project. First, the three-month 

implementation timeframe limited the number of patient encounters available to review. Second, 

each site only had three providers eligible to participate. Increased provider participation by 

adding a larger implementation site could have provided more qualifying patient encounters. The 

COVID pandemic also affected implementation of this project. Implementation occurred from 

October 2021 through January 2022, a time when COVID and other upper respiratory illnesses 

were highly prevalent, causing providers to see more patients with these illnesses and possibly 

decreasing the number of patients who presented for mental health evaluation. The Provider 

Views on Depression Treatment in Primary Care survey used in this study has been used in one 

other study, but there was no evidence that the items were reliable and valid. 

Recommendations  

 The results of this project show promise for future practice. An overall positive increase 

was seen in provider survey scores, and patient follow-up adherence was high for both sites. 

More research through data collection is needed to determine the overall effectiveness of 

implementing the DMCDA in more clinics. The varied survey responses from pre- and post-

implementation, and mixed patient results regarding follow-up medication and appointment 

adherence, demonstrate that more data is required to determine overall effectiveness of the 

DMCDA on improving patient-provider collaboration. 

Summary 

 As rates of depression continue to rise in the United States, PCPs are increasingly asked 

to diagnose and treat depression in their practice settings. To aid PCPs in utilizing evidence-

based treatment options when prescribing ADM to their patients, a decision-making tool was 

implemented in a college health clinic and a rural health primary care clinic. This tool was 
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utilized to improve collaboration between provider and patient when selecting initial treatment 

for depression. The decision-making tool provides patients with information on medication side-

effects and expected duration of treatment. It can also encourage patient engagement for better 

adherence and symptom management.  

 Data were gathered from new initial mental health consults after a review of patient 

records at the clinic sites. Process measures explored include prescribing behavior of providers, 

diagnosis of depression made during the patient encounter and documented in the chart, and 

whether a referral to either a psychiatric mental health nurse practitioner or psychiatrist was 

initiated.  The outcome measures evaluated include changes in patient behaviors related to  

scheduling and attending follow-up appointments and if patients remained on their ADM until 

the scheduled follow-up visit. Overall behaviors in prescribing ADM for each provider was 

explored, along with provider beliefs about confidence surrounding management of depression in 

the primary care setting. Provider beliefs and confidence mean scale scores all had a positive 

change from pre-implementation compared to post-implementation.  The results of the behavior 

section were mixed with positive, negative, and neutral results found when pre-implementation 

data were compared to post implementation data. 
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Appendix A 

Synthesis Table 
 
 

Notes: ADM = Antidepressant Medication; CI = Confidence Interval; LOE = Level of Evidence; NaSSA = Noradrenergic and Specific Serotonergic Antidepressant; OR = Odds 
Ratio; SSRI = Selective Serotonin Reuptake Inhibitor; SNRI = Serotonin Norepinephrine Reuptake Inhibitor; TCA = Tricyclic Antidepressant 

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Arroll et al. (2016) 
 
Purpose: Analyze 
effectiveness of multiple 
individual ADM in 
primary care including 
newer ADM classes 

Systematic review and 
meta-analysis 
 
LOE I 

N=17 papers and 22 
ADM comparisons 
published in the 
Medline, Embase, 
PsycINFO and 
Cochrane databases 
from January 2007 
through December 
2013.  
 
All studies reviewed 
were conducted in the 
primary care setting. 

Compared to placebo, 
use of ADM by PCP 
was shown to 
significantly improve 
patient depression 
scores using the drug 
classes of TCA, SSRI, 
SNRI and NaSSA.  
 
Specifically, SSRI 
medications had a 
relative risk = 1.33 
(95% CI, 1.20-=1.48), 
and number needed to 
treat = 6.5. 
 

Funding bias  
 
Selection Bias 
 
Sampling bias  
 
Publication bias present 
in many of the included 
studies 
 

Prescribing ADM in 
primary care can 
improve management of 
depression 
 
Use of SSRI medication 
was found to be 
effective in depression 
treatment 

Cipriani et al. (2018) 
 
Purpose: To evaluate the 
existing literature of 
drug-drug and drug-
placebo comparisons for 
ADM 

Systematic Review and 
Meta-Analysis 
 
LOE I 

N = 522 double-blind, 
parallel, RCTs 
comprising 116,477 
adult patients over the 
age of 18. 
 
N = 21 total 
antidepressant 
medications were 
compared in the review. 
 
Publication dates range 
from 1979 to 2016. 

All antidepressants were 
found to be more 
effective than placebo 
(OR 1.15-1.55 for 
efficacy, OR 0.64-0.83 
for acceptability).  
 
All ADM included in 
the review were 
efficacious at a 
statistically significant 
level (95% CI).  
 
Acceptability of ADM 
reviewed varied greatly. 

Many trials included in 
the review and analysis 
exhibit selection and 
sampling bias.  
 
Terminology used to 
measure ADMs is not 
generalizable. 
 

Drug vs drug and drug 
vs placebo data supports 
the efficacy of SSRI 
class of ADM in 
treating depression. 
 
Included tables provide 
a brief summary for 
reviewing various ADM 
options. 
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Synthesis Table (Continued) 
 
Review of Literature 
 

Notes: ADM = Antidepressant Medication; DMC = Depression Medication Choice Encounter Decision Aid; LOE = Level of Evidence; RCT = Randomized Control Trial; RR = 
Relative Risk; SSRI = Selective Serotonin Reuptake Inhibitor; UC = Usual Care 

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Gartlehner et al. 
(2011) 
 
Purpose: Help clinicians 
make informed choices 
about the use of SSRIs. 

Meta-analysis 
 
LOE I 

275 studies, RCT’s 
across all ages of at least 
6-week duration and at 
least 40 participants per 
study 

Differences exist in the 
incidence of specific 
adverse events and the 
onset of action, but not 
efficacy and 
effectiveness. 
 

Loss of follow-up which 
could be a bias, reduces 
internal validity 

Given the role of drug 
therapy in psychiatric 
disease and the 
prevalent use of these 
drugs, this study will 
help summarize 
comparative data on the 
efficacy, tolerability, 
and safety of 
antidepressants. 

LeBlanc et al. (2015) 
 
Purpose: Evaluate the 
effectiveness of the 
DMC in aiding patients 
and clinicians in 
selecting ADM and 
evaluating depressive 
symptoms in treated 
patients 

RCT 
 
LOE II 

N = 117 clinicians and 
301 patients with a 
diagnosis of depression 
who enrolled in the trial 
from December 2011 to 
November 2013 in 10 
primary care practices 
across Minnesota and 
Wisconsin.  
 
Results were compared 
to usual care. Clinician 
decisional comfort and 
patient satisfaction were 
also evaluated. 

The DMC significantly 
improved patient 
decisional comfort 
(DMC=80% vs 
UC=75%), knowledge 
(DMC=65% vs 
UC=56%) satisfaction 
and involvement 
(DMC=47% vs UC 
33%).  
 
Clinician decisional 
comfort (DMC=80% vs 
UC 68%) and satisfaction 
with care (RR, 1.64) also 
improved.  
 
Overall control of 
depression symptoms did 
not change between the 
two arms of the study. 

Participants were not 
blinded. 
 
Limited number of 
participants.  
 
Sampling bias 

Use of a decision-
support tool in the 
selection of ADM may 
improve patient and 
provider comfort and 
satisfaction regarding 
care.  
 
Depression is a complex 
and chronic disease, and 
patient-provider 
collaboration may 
improve outcomes. 
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Synthesis Table (Continued) 
 
Review of Literature 
 

Notes:  ADM = Antidepressant Medication; AM=Active monitoring; GP = General Practitioner; LOE = Level of Evidence; PC = Primary Care; SSRI = Selective Serotonin 
Reuptake Inhibitor

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Rubio-Valera et al. 
(2019) 
 
Purpose: To evaluate the 
cost-effectiveness of 
antidepressants versus 
AM for mild-to-
moderate depression in 
primary care 

Multisite non-
randomized-controlled 
trial 
 
LOE III 

N = 53 GPs working in 
12 primary care 
practices in Barcelona, 
Spain treating patients 
who had major 
depression from June 
2013-June 2014 who 
had not taken ADM 
within the previous 60 
days and no bipolar 
diagnosis.  
 
N = 263 patients with 
diagnosis of depression 
were recruited for the 
study.  
 

PHQ-9 questionnaire 
used to measure 
depression scores.  
 
ADM 80.8% more 
effective versus AM 
from healthcare 
perspective. 
 
ADM recommended 
over AM as first-line 
treatment for mild-
moderate depression in 
primary care. Findings 
were not statistically 
significant for long-term 
patient outcomes. 
 

Individual ADM are not 
reviewed in this study 
 
Small sample size 
 

Use of ADM in the 
primary care setting can 
be more effective in 
managing depression 
symptoms than 
monitoring alone. 

Coupland et al. (2018) 
 
Purpose: Assess 
associations between 
antidepression treatment 
and outcomes 

Cohort Study 
 
LOE IV 

238,963 patients with 
diagnosis of depression 
ages 20-64 from PC-
first diagnosis of 
depression 

SSRI had lower 
mortality and adverse 
drug reaction than other 
antidepressants. Risks 
should be considered 
and balanced before a 
decision is made 
 

Susceptible to residual 
confounding-comorbid 
medical conditions 
Included only medical 
outcomes from patient 
records not personal 
patient report 
 

Results do indicate 
potential increased risks 
for some adverse 
outcomes for 
consideration when 
antidepressants are 
prescribed 
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Synthesis Table (Continued) 
 
Review of Literature 
 

Notes: ADR = Adverse Drug Reaction; CC = Care Coordination; LOE = Level of Evidence; MDM = Medication Decision-Making; PCMH = Patient-Centered Medical Home; 
PCMH-SHEP = Patient-Centered Medical Home Survey of Healthcare Experience of Patients; SMS = Self-Management Support

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Zaabi et al. (2020) 
 
Purpose: Monitor 
incidence and nature of 
ADR for 
antidepressants. 

Cross-sectional analysis 
 
LOE IV 

131 patients with 
depression in outpatient 
psychiatry 

Incidence of suspected 
ADR to antidepressant 
medications was found 
to be 22.1%. 
Most common weight 
gain (18.1%), 
somnolence (9.1%). 
Most common ADR 
with escitalopram 
(29.6%) & fluoxetine 
(13.6%). 
 
 

Small sample size from 
a single clinic, short 
study duration 

Reporting ADRs can 
help in the rational use 
of medication and better 
patient drug 
management. 
Monitoring will help in 
preventing, identifying, 
and reducing ADR’s. 

Jones et al. (2018) 
 
Purpose: To 
determine whether 
positive PCMH 
experiences predict 
subsequent initiation 
or continuation of 
treatment for 
depression 

Lagged cross-
sectional study 
 
LOE VI 

N = 22,749 US veterans 
who were seen for 
depression and received 
treatment in year 1 and 
year 2 after completing 
the 2013 and 2014 
PCMH-SHEP and  
 
N = 4,613 veterans who 
did not receive 
depression treatment in 
year 1 but did receive 
treatment in year 2 after 
completing the 2013 
PCMH-SHEP. 

Veterans who reported 
moderate or positive 
scores in the domains of 
comprehensiveness, CC, 
MDM, and SMS who were 
started on depression 
treatment in Y1 were 
significantly more likely to 
continue depression 
treatment in year two 
compared to those with 
negative scores across all 
experience domains. 
 
Veterans were more likely 
to initiate depression 
treatment in Y2 with 
moderate or positive 
scores in the domains of 
MDM, SMS and 
comprehensiveness.  

Potential 
underrepresentation of 
depressed patients 
 
Positive response bias 
 
Sampling bias 
 
Depression severity not 
measured 

Involving patients in care 
decisions and providing 
patient education regarding 
depression treatments 
available may help to 
strengthen the patient-
provider relationship and 
improve patient adherence 
to depression treatments. 
Most (57%) patients treated 
for depression are seen in 
the primary care setting. 
 
Utilizing decision tools to 
identify depression and 
engage the patient in 
treatment selection may 
improve patient compliance 
with ADM treatment. 



 37 
Synthesis Table (Continued) 
 
Review of Literature 
 

Notes: LOE = Level of Evidence; OR = Odds Ratio; SSRI = Selective Serotonin Reuptake Inhibitor; TCA = Tricyclic Antidepressant

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Sankhi et al. (2020) 
 
Purpose: To observe 
and evaluate the 
frequency and 
severity of 
antidepressant adverse 
reactions among 
patients. 

Hospital-based 
prospective 
observational study 
 
LOE VI 

N = 47 patients 
between 18 and 65 
years of age at a 
private psychiatric 
hospital in Nepal who 
experienced adverse 
drug reactions over a 
9-month period 

For SSRIs, gastritis, 
sedation, mouth ulcers, 
restlessness, erectile 
dysfunction, tremor, and 
anxiety were the most 
reported side effects 
 
For TCAs, sedation, 
gastritis, weight gain, and 
indigestion were the most 
common side effects 
 
The overall incidence rate 
of adverse reactions was 
estimated to be 4.54% 
 
 

Sampling Bias 
 
Selection Bias 
 
Small sample size and 
short study timeframe 
 
The authors of the study 
admit that some side 
effects were felt to be 
underreported by the 
psychiatrists at the 
study’s setting. 
 

Open communication 
between the provider 
and patient about 
expected side effects 
of ADM can help 
patients better 
understand expected 
course of treatment 
 

Bayes and Parker 
(2019) 
 
Purpose: To provide 
an evidence-based 
expert opinion 
literature review of 
the best-practice 
guidelines for 
prescribing 
antidepressants in the 
primary care setting 

Expert Opinion 
Review of Literature 
 
LOE VIII 

Expert opinion/peer-
reviewed literature 
review 

Little to no differences in 
efficacy among classes.  
 
Amitriptyline, escitalopram, 
mirtazapine, paroxetine, 
venlafaxine, and vortioxetine 
were more effective than 
other antidepressants  
 
Duloxetine and venlafaxine 
held notably higher 
discontinuation rates r/t side 
effects 
 
Fluoxetine significantly more 
effective for those under 18 
 
Risk of hyponatremia with 
SSRIs in older populations 

References some 
statistical findings from 
review of studies, 
however, evidence is 
rarely compiled in a table 
for viewing and 
comparison 
 
Does not reference 
timeframe, database 
source, or methods for 
obtaining studies for 
review 
 
No provider guidelines 
tool/table included 

Provides useful 
review of literature 
with statistics 
regarding the 
prescribing practices 
and recommendations 
for antidepressants 



 38 
Synthesis Table (Continued) 
 
Review of Literature 
 

Notes: LOE = Level of Evidence; MAOI = Monoamine Oxidase Inhibitor;  SSRI = Selective Serotonin Reuptake Inhibitor; TCA = Tricyclic Antidepressant 

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Hertfordshire 
Partnership (2018) 
 
Purpose: To provide 
an evidence-based 
decision-making tool 
to providers within the 
Hertfordshire 
Partnership network 

Peer-Reviewed Expert 
Opinion Guidelines 
 
LOE VIII 

Peer-reviewed 
guidelines for choice 
and selection of 
antidepressants 
 

First line: SSRI – 
Citalopram, Fluoxetine, 
Sertraline 
 
Second Line: Other 
SSRI, Venlafaxine, 
Mirtazapine 
 
Third Line: Other SSRI, 
Vortioxetine, TCA, 
MAOI 
 
Fluoxetine, fluvoxamine, 
and paroxetine tend to 
have more drug-drug 
interactions 
 

Low level of evidence 
 
No measured 
outcomes 
 
No reference of 
provider or patient 
benefit 
 

Includes a one-page 
size tool for quick 
reference  
 
 
A similar tool (Mayo 
Clinic’s DMCDA) 
was utilized in the 
project to aid 
providers in ADM 

Hopwood (2020) 
 
Purpose: Expert 
opinion article about 
the benefits of using 
the shared decision-
making process in the 
practice of prescribing 
medications 

Peer-Reviewed Expert 
Opinion Article 
 
LOE VIII 

Peer-reviewed article 
of the shared decision-
making process 

Shared decision-
making can indirectly 
contribute to the 
improvement of 
clinical outcomes 
 
Patients who are 
involved in the shared 
decision-making 
process tend to be 
more adherent to 
medication regimens 
and make more 
informed decisions 
 

Low level of evidence 
 
No measured 
outcomes 
 
No reference or report 
of provider benefit 
 
No reference to a 
shared decision-
making tool or 
guideline 
 

Incorporating patients 
in the development of 
a decision-making 
tool would help make 
the tool more useful 
and applicable to 
patients as well as 
providers 
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Synthesis Table (Continued) 
 
Review of Literature 
 

Notes: LOE = Level of Evidence; NDRI = Norepinephrine and Dopamine Reuptake Inhibitor; PCP = Primary Care Provider; SNRI = Serotonin Norepinephrine Reuptake 
Inhibitor; SSRI = Selective Serotonin Reuptake Inhibitor; TCA = Tricyclic Antidepressant

Reference & Study 
Purpose 

Study Design & 
Evidence Level 

Study Sample & 
Setting 

Findings Study Limitations Project Application 

Maksimowski and 
Raddock (2017) 
 
Purpose: To provide 
an evidence-based 
expert opinion case 
study on the best 
practice advise for 
prescribing 
antidepressants in the 
primary care setting 

Expert Opinion Case 
Study 
 
LOE VIII 

Expert opinion/Peer-
reviewed case study 

SSRIs and 
tricyclic/tetracyclic hold the 
best evidence for depression 
treatment 
 
TCAs work well for those 
with chronic pain 
 
SSRIs work well in 
combination with anxiety 
 
SNRIs work well with 
patients with chronic pain or 
anxiety 
 
NDRIs work well for those 
with ADHD 

Low level of evidence 
 
No measured 
outcomes 
 

Table of 
recommended 
antidepressants, 
dosages, and side 
effects included 
 

Ramanuj et al. 
(2019) 
 
Purpose: To review 
current body of 
evidence regarding 
the management of 
depression through 
psychological and 
pharmacological 
treatment of moderate 
to severe depression 

Review of 
Literature/Expert 
Opinion 
 
LOE VIII 

Studies published from 
January 1, 2007 through 
September 30, 2017 from 
the Cochrane and PubMed 
databases.  
 
Studies were limited to 
those focusing on 
depression in the primary 
care setting. The exact 
number of studies 
reviewed in the study was 
not listed by the authors. 

Depression rates have 
increased since the 1990’s, 
and patients are being treated 
with antidepressants for 
longer periods of time.  
 
Depression treatment is more 
commonly being done in 
primary care vs psychiatry, 
and additional training for 
PCPs regarding guidelines for 
treatment selection have led 
to a reduction in patient 
depressive symptoms.  
 
Collaborative care also 
improved patient outcomes in 
primary care with little to no 
change in health costs. 

Limitations include 
lack of details from 
individual studies 
reviewed and no 
statistical analysis 
being performed for 
the studies reviewed.  
 
There is possible 
selection bias.  
 
Sampling bias 
 

This study provides an overview 
of the state of depression and 
treatment options for this disease. 
 
Findings suggest collaboration 
may benefit both the provider and 
the patient in initial medication 
selection and with medication 
adjustments.  
 
Side effects of SSRI medications 
are displayed in a table, 
increasing usability of the data 
for the PCP.  
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Appendix B 

Level of Research Evidence Hierarchy (Polit & Beck, 2017) 

Level of Evidence Tier I 

Systematic Review 

Level of Evidence Tier II 

Single Randomized Control Trial 

Level of Evidence Tier III 

Single Non-Randomized Trial 

Level of Evidence Tier IV 

Single Prospective/Cohort Study 

Level of Evidence Tier V 

Single Case-Control Study 

Level of Evidence Tier VI 

Single Cross-Sectional Study 

Level of Evidence Tier VII 

Single In-Depth Qualitative Study 

Level of Evidence Tier VIII 

Expert Opinion, Case Reports 
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Appendix C 

Mayo Clinic Depression Medication Choice Decision Aid  
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Mayo Clinic Depression Medication Choice Decision Aid (Continued) 

 

Mayo Clinic (2017). 
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Appendix D 

Data Collection of Medical Record Information 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 44 
Appendix E 

 Primary Care Provider Questionnaire 

 Date 
I. Please indicate your opinion with regard to the following statements: 
 

  STRONGLY 
DISAGREE 

DISAGREE AGREE STRONGLY 
AGREE 

1. Depression, as a patient problem in primary 
care, is overemphasized. 
 

 

2. Depression is one of the most frequent  
problems I see in my practice. 
 

 

3. Treating depression is too time-consuming 
to be practical in my practice. 
 

 

4. Most depressed patients are better off  
being treated by mental health specialists. 
 

 

5. Drug treatment is highly effective in 
 treating depression. 
 

 

   
 

II. Please indicate how certain you feel that you can do each of the following: 
 

  VERY 
UNCERTAIN 

UNCERTAIN CERTAIN VERY  
CERTAIN 

1. Recognize depression in most of the patients you see 
in your office who have depression. 
 

    

2. Recognize when a patient who is suffering from 
depression is potentially suicidal. 
 

    

3. Effectively treat your depressed patients with 
medications. 
 

    

4. Effectively treat your depressed patients by 
counseling them yourself. 
 

    

5. Get timely and helpful advice from a psychiatrist or 
psychologist in a psychiatric emergency. 
 

    

      
6. Ensure that a depressed patient who needs it receives 

timely treatment from a mental health specialist. 
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Primary Care Provider Questionnaire (continued) 

 
III.  Please indicate how likely you are to do the following for your depressed 

 (but not suicidal) patients: 
 

  VERY 
UNLIKELY 

UNLIKELY LIKELY VERY  
LIKELY 

1. Start patients on antidepressant medications. 
 
 

    

2. Give patient supportive counseling yourself  
(e.g., advice, reassurance, supportive problem 
solving). 
 

    

3. Write the diagnosis of depression in the patient’s 
chart. 
 

    

      
4. Refer the patient yourself to a mental health specialist. 

 
    

5. Provide educational material to patients and families. 
 

    

 
 
Survey modified from original form with author’s permission. Upshur, C., & Weinreb, L. (2008). 
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Appendix F 

Patient Data Collected During Project 

 Rural Health Clinic Student Health Center 
 Pre Data Post Data Pre Data Post Data 
New Mental Health Visits 37 6 28 28 
New Mental Health Visit with Depression Diagnosis 35 6 11 10 
New Visit with Depression Diagnosis and ADM Prescribed 31 4 11 10 
SSRI Prescribed 16 3 11 10 
SNRI Prescribed 12 1 0 0 
Other ADM Prescribed 3 0 0 0 
No Medication Prescribed 4 2 3 0 
Referred to Mental Health Services 6 2 2 0 
Follow-up was Scheduled 27 4 9 9 
Follow-Up Appointment Kept 16 3 9 9 
Follow-Up Not Kept 11 1   
Stayed on Therapy Until Follow-Up 23 1 10 9 
Did not Stay on Therapy 1 3 1 1 
Unknown if Stayed on Therapy 3 0  1 
DMCDA Tool Used  6  9 
DMCDA Tool Not Used  0  1 
Note: ADM = anti-depressant medication.  
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Appendix G 

Table 2 

Provider Views on Depression Treatment in Primary Care 

Attitudes in treating depression in primary care Pre-test 
mean 

Post-test 
mean 

Difference 

Depression as a problem in primary care is overemphasized 1.67 2.00 +0.33 
Depression is a frequent problem I see in practice 3.00 3.17 +0.17 
Treating depression is too time-consuming 1.50 1.67 +0.17 
Depressed patients are better off treated by a specialist 1.50 1.83 +0.33 
Drug treatment is effective in treating depression 3.17 3.33 +0.16 
 

Skill in treating depression in primary care Pre-test 
mean 

Post-test 
mean 

Difference 

Recognize depression in a patient 3.00 3.33 +0.33 
Recognize when a depressed patient is suicidal 2.83 3.00 +0.17 
Treat depressed patient with medication 2.50 3.17 +0.67 
Treat depressed patient with counseling you provide 1.83 3.00 +1.83 
Able to get advice from specialist in an emergency 2.67 2.83 +0.16 
Ensure that timely treatment is received from a specialist 2.33 2.67 +0.34 
 

Behaviors in treating depression in primary care Pre-test 
mean 

Post-test 
mean 

Difference 

Start patient on anti-depressant medication 3.67 3.67 +0.0 
Give patient counseling yourself 3.00 2.83 -0.17 
Write diagnosis of depression in chart 3.33 3.67 +0.34 
Refer patient to specialist yourself 2.67 3.17 +0.5 
Provide educational material to patient 2.83 2.67 -0.16 
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USE OF THE DEPRESSION 
MEDICATION CHOICE DECISION 

AID FOR ANTIDEPRESSANT 
PRESCRIBING IN PRIMARY CARE



BEFORE WE BEGIN…

• 264 Million
• 10.3 Million
• 1.38 Million
• 47,511

• People with depression
• People with suicidal thoughts
• Suicide attempts
• Suicide Deaths



PROBLEM

Depression rates have been increasing the past 
decade

The burden of treating depression falls primarily 
on primary care providers (PCPs)

PCPs receive less training for and managing 
depression than mental health providers

60% of all mental health diagnoses and 77% of psychotropic 
medication prescriptions originate from primary care 
(Kroenke & Unutzer, 2017)



PURPOSE

• Implement the Depression 
Medication Choice Decision Aid 
(DMCDA) tool to aid with initial 
anti-depressant medication (ADM) 
selection

• Improve dialogue between the 
patient and provider when starting 
an ADM to treat depression



OBJECTIVES

Objective 1: PCPs will utilize and document use of the 
DMCDA at least 75% of the time when prescribing 
ADM during and after implementation of the project

Objective 2: Collaboration with the patient will be 
documented by the provider in at least 75% of visits 
where the DMCDA is used.  The inclusion of the 
terms “collaboration” or “discussion” in the patient’s 
chart regarding ADM selection will indicate the 
DMCDA was used

Objective 3: On select items, PCPs will report 
increased knowledge of ADM treatment options and 
side effect profiles as measured by at least a 1 point 
increase from the pre-intervention survey to the post-
intervention survey after implementing the DMCDA



OBJECTIVES CONTINUED

• Objective 4: On select items, PCPs will develop increased 
confidence in their ability to manage initial depression 
treatment with ADM without the need for psychiatric 
referral, as measured by a 1 point increase from the pre-
intervention to the post-intervention survey

• Objective 5: 75% of patients will remain on ADM therapy as 
prescribed, and complete follow-up as scheduled



IMPORTANCE

More than 264 million people worldwide suffer from 
depression (World Health Organization, 2020)

Depression is a leading cause of disability in the US (Anxiety 
and Depression Association of America, 2021)

Antidepressant Medications were the 3rd most common 
drug type prescribed by PCPs from 2005 to 2008 
(Wehrwein, 2020)

Of the 18% to 25% of the population that meet criteria for 
a mental health disorder only half seek treatment

Access to psychiatric services is limited



• Nurse Practitioners (NPs) are well placed to address 
gaps in mental health services and improve patient 
outcomes (Hemingway et al., 2013)

• NPs have extensive postgraduate education and are 
board certified to treat mental health illnesses

• NPs have collaborative skills that may improve the 
patient experience of starting an ADM 

• Collaboration with patients may increase patient 
compliance with treatment.

RELEVANC
E



REVIEW OF LITERATURE

• Appraisal of 14 studies of varying design and levels of evidence

• Cumulative strength of evidence moderate (Polit & Beck, 2017)

• Patient and provider perceptions of care provided have been 
shown to improve with implementation of the DMCDA, along 
with patient outcomes of adherence to therapy (LeBlanc et al., 
2015)

• Use of supplemental ADM education resulted in greater patient 
reported improvement in symptoms and reduction of reported 
adverse effects (Ramanuj et al., 2019)



THEORETICAL FRAMEWORKS

• The Advancing Research and Clinical Practice through 
Close Collaboration Model (ARCC; Melynk et al., 2017)

• Cognitive Continuum Theory (Cader et al., 2005)

• Social Cognitive Theory (SCT; Bandura, 1986)



Presenter Notes
Presentation Notes
The ARCC assisted in implementing an evidence-based practice guideline for ADM prescribing; identified stakeholders and barriers; and assisted with developing outcome measures



COGNITIVE CONTINUUM THEORY

Presenter Notes
Presentation Notes
Cognitive Continuum Theory was used to understand the decision-making process involved in ADM prescribing, and focuses on the intersection of intuitive and analytical decision-making



Presenter Notes
Presentation Notes
Social Cognitive Theory was used to focus on the social context of provider-patient interaction, and provides a framework to empower patients’ self-efficacy through collaboration with the provider. 



M E T H O D
S

This quality 
improvement project 

was implemented using 
a one sample pre-test 

post-test design

Three providers at a 
student health center, 

and three providers at a 
rural health clinic were 

selected as a 
convenience sample

IRB approval was 
acquired before 

implementation of the 
project

All providers consented 
to participate, and 

facility approval was 
also acquired

The DMCDA tool was 
used at both sites during 
new patient depression 

visits to facilitate 
selection of 

antidepressant 
medication and set 

treatment expectations 
for patients



M E T H O D S  
C O N T I N U E

D Providers were given a 
survey pre- and post-

implementation to assess 
their views regarding 

managing and treating 
depression

Providers were given 
orientation to the DMCDA 

tool and were provided 
information on how to 

electronically document use 
of the tool

Patient charts were screened 
for the period before 

implementation of the 
DMCDA to assess 

prescribing and follow-up 
practices, and again after 

implementation of the tool

Pre- and post-
implementation data were 

compared to identify 
changes in provider attitudes, 

behaviors, and patient 
outcomes as a result of the 

intervention







RESULTS

• All 6 providers completed both a pre- and 
post-implementation survey

• Student Health: Pre-implementation data 
included 11 patient visits and post-
implementation included 10 patient visits 

• Rural Health: Pre-implementation data 
included 31 patient visits and post-
implementation included 4 patient visits 

• The DMCDA tool was used in all but one 
post-implementation visit



SURVEY 
RESULTS

• Survey responses were aggregated for 
both facilities

• Mean responses were calculated for 
each question pre- and post-
implementation using SPSS

• Results indicated a positive change in 
responses for provider skills, attitudes, 
and behaviors from pre-implementation 
to post-implementation



PROVIDER VIEWS ON DEPRESSION 
TREATMENT IN PRIMARY CARE-SKILLS

Skill in treating depression in primary care
Pre-test 

mean
Post-test 

mean Difference

Recognize depression in a patient 3.00 3.33 +0.33

Recognize when a depressed patient is suicidal 2.83 3.00 +0.17

Treat depressed patient with medication 2.50 3.17 +0.67

Treat depressed patient with counseling you provide 1.83 3.00 +1.83

Able to get advice from specialist in an emergency 2.67 2.83 +0.16

Ensure that timely treatment is received from a specialist 2.33 2.67 +0.34



PROVIDER VIEWS ON DEPRESSION 
TREATMENT IN PRIMARY CARE-

ATTITUDES

Attitudes in treating depression in primary care Pre-test
mean

Post-test 
mean Difference

Depression as a problem in primary care is overemphasized 1.67 2.00 +0.33

Depression is a frequent problem I see in practice 3.00 3.17 +0.17

Treating depression is too time-consuming 1.50 1.67 +0.17

Depressed patients are better off  treated by a specialist 1.50 1.83 +0.33

Drug treatment is effective in treating depression 3.17 3.33 +0.16



PROVIDER VIEWS ON DEPRESSION 
TREATMENT IN PRIMARY CARE-

BEHAVIORS

Behaviors in treating depression in 
primary care

Pre-test 
mean

Post-test 
mean

Difference

Start patient on anti-depressant medication 3.67 3.67 +0.0

Give patient counseling yourself 3.00 2.83 -0.17

Write diagnosis of depression in chart 3.33 3.67 +0.34

Refer patient to specialist yourself 2.67 3.17 +0.5

Provide educational material to patient 2.83 2.67 -0.16



STUDENT 
HEALTH 
RESULTS

• The DMCDA tool was used for 9 
out of 10 patient encounters 
during implementation 
(Objectives 1 and 2)

• All follow-up appointments were 
kept (Objective 5) 

• 9 out of 10 patients stayed on 
therapy through follow-up 
(Objective 5)



RURAL 
HEALTH 
RESULTS

• The DMCDA tool was used for 
all 4 patient encounters during 
the implementation phase 
(Objectives 1 and 2)

• 3 out of 4 follow-up 
appointments were kept 
(Objective 5)

• 1 out of 4 patients stayed on 
therapy through follow-up 
(Objective 5)



OBJECTIVES

Objective 1: PCPs will utilize and document use of the 
DMCDA at least 75% of the time when prescribing 
ADM during and after implementation of the project

Objective 2: Collaboration with the patient will be 
documented by the provider in at least 75% of visits 
where the DMCDA is used.  The inclusion of the 
terms “collaboration” or “discussion” in the patient’s 
chart regarding ADM selection will indicate the 
DMCDA was used

Objective 3: On select items, PCPs will report 
increased knowledge of ADM treatment options and 
side effect profiles as measured by at least a 1 point 
increase from the pre-intervention survey to the post-
intervention survey after implementing the DMCDA



OBJECTIVES CONTINUED

• Objective 4: On select items, PCPs will develop increased 
confidence in their ability to manage initial depression 
treatment with ADM without the need for psychiatric 
referral, as measured by a 1 point increase from the pre-
intervention to the post-intervention survey

• Objective 5: 75% of patients will remain on ADM therapy as 
prescribed, and complete follow-up as scheduled



ECONOMIC 
IMPACT

DMCDA has a low-cost to implement

Better collaboration shows positive 
impact to medication and follow-up 
adherence

Higher patient rates of attending 
follow-up appointments with  minimal 
increase of time spent in the room

Potentially lowered suicide rates, with 
less time missed at work and school



SUSTAINABILI
TY PLAN

The DMCDA is simple to implement, 
and easy to access

This project is scalable to larger 
practices or organizations

Documenting the use of the DMCDA 
adds minimal time to charting

Provider turnover could affect 
sustainability



STRENGTHS 
AND 

LIMITATIONS

STRENGTHS
• Provider survey attitude and skill scores showed an overall 

positive increase
• Providers at both sites utilized the tool at high rates
• Patient adherence to follow-up met project outcome goal 

at both sites
• Tool has been used previously in at least one study that 

has shown positive results
• The clinics used were distinct from each-other

LIMITATIONS
• Small sample size of only two sites in the project
• Initial follow-up and medication adherence was already 

high at the student health clinic 
• Peak COVID and upper respiratory infection rates in 

November-January limited mental health visits
• Sustainability requires providers be committed to the use 

of the DMCDA Tool



LEADERSHIP

Stacey
Led implementation at student health
Compiled and analyzed Provider survey data

Brady

Coordinated with Dan for rural health clinic
Synthesized the 3 literature reviews into one table

Dan: 

Coordinated with Brady for rural health clinic
Compiled and analyzed DMCDA implementation data



CONTRIBUTIONS TO ADVANCED 
NURSING PRACTICE AND 

COLLABORATION WITH STAKEHOLDERS

• Depression is treated most often in the primary care setting

• Literature review supports using collaboration as a tool to 
improve patient adherence

• The DMCDA can aid in patient education and adherence to 
follow-up 

• Using the DMCDA assists providers to set mutual and 
realistic depression management goals with patients



Patient Data Collected During Project 

 Rural Health Clinic Student Health 
Center 

 Pre Data Post Data Pre 
Data 

Post Data 

New Mental Health Visits 37 6 28 28 
New Mental Health Visit with Depression Diagnosis 35 6 11 10 
New Visit with Depression Diagnosis and ADM 
Prescribed 

31 4 11 10 

SSRI Prescribed 16 3 11 10 
SNRI Prescribed 12 1 0 0 
Other ADM Prescribed 3 0 0 0 
No Medication Prescribed 4 2 3 0 
Referred to Mental Health Services 6 2 2 0 
Follow-up was Scheduled 27 4 9 9 
Follow-Up Appointment Kept 16 3 9 9 
Follow-Up Not Kept 11 1   
Stayed on Therapy Until Follow-Up 23 1 10 9 
Did not Stay on Therapy 1 3 1 1 
Unknown if Stayed on Therapy 3 0  1 
DMCDA Tool Used  6  9 
DMCDA Tool Not Used  0  1 

Note: ADM = anti-depressant medication.  



RURAL HEALTH

Pre Data Post Data
New Mental Health Visit with Depression 
Diagnosis

35 6

New Visit with Depression Diagnosis and 
ADM Prescribed

31 4

Stayed on Therapy Until Follow-Up 23 1
Referred to Mental Health Services 6 2
Follow-up was Scheduled 27 4
Follow-Up Appointment Kept 16 3
Follow-Up Not Kept 11 1
DMCDA Tool Used 6



STUDENT HEALTH CLINIC

Pre Data Post Data
New Mental Health Visit with Depression 
Diagnosis

11 10

New Visit with Depression Diagnosis and 
ADM Prescribed

11 10

Stayed on Therapy Until Follow-Up 10 9
Referred to Mental Health Services 2 0
Follow-up was Scheduled 9 9
Follow-Up Appointment Kept 9 9
Follow-Up Not Kept 0 0
DMCDA Tool Used 9
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