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Abstract 

Problem Statement: The adult and senior population of a primary care clinic in rural Louisiana 

lack depression screening.  

Purpose: This project aimed to improve screening for depression in a privately owned primary 

care clinic in adults 50 years of age and older residing in a rural parish in southern Louisiana. By 

Family Nurse Practitioners (FNPs) appropriately screening patients and improving diagnosis of 

depression, mental health barriers, and access to mental health services for rural patients will 

improve.  

Methods: A quality improvement approach of Plan Do Study Act (PDSA) cycles, each 

approximately one month in length, was utilized to assess if depression screening rates for adults 

ages 50 and older in a rural primary care clinic improved after a 3-month implementation of 

screening process using the PHQ-2 (2-item Patient Health Questionnaire) and PHQ-9. The 

project team, nurse practitioner, and clinic staff developed a process to improve screening rates 

for all patients ages 50 years and older who received care at the clinic between October 6, 2021, 

and January 6, 2022. Retrospective chart audits at months one, two, and three were completed to 

identify if the patients had been screened for depression. Descriptive statistics were used to 

evaluate if the screening rate had improved between cycles and within the overall time frame. 

Conclusion: Depression screening rates incrementally increased from 0% to 98% by the 

project's conclusion. After the first PDSA cycle, depression screening rose to 48.7%. After the 

second cycle, they increased to 91.1% and concluded at 98% with the end of the third and final 

PDSA cycle. New diagnoses of depression were made based on screening results during the 

second and third cycles.  
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Implications: These findings have provided primary care clinics and their staff with solid 

support regarding depression screening of older adults in a primary care setting. Primary care 

providers, especially those in a rural practice environment, are better equipped to identify mental 

health disorders, such as depression when fully understanding the impact of utilizing a developed 

screening tool on all eligible patients. This study's results solidify the need to incorporate 

depression screening tools into routine patient care provided by NPs to identify mental health 

disorders in rural populations and adequately diagnose and treat these disorders to improve 

patient outcomes. 

Keywords: depression, depression screening, rural, primary care, PHQ-9, PDSA cycle, 

older adults, mental health 
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 Improving Depression Screening for Adults in Rural Louisiana 

         Mental health care includes assessing, diagnosing, and treating disorders and diseases of 

the mind, including behavior, attitude, personality, and perception. According to a study from the 

National Council for Behavioral Health (2021), the mental health crisis’s root problem is the lack 

of access to care. Rural areas, especially in the southern states, have poor healthcare outcomes 

due to this lack of access to primary care (Kippenbrock et al., 2017). Mental health care in rural 

areas is generally provided by family practice physicians or other primary health care providers, 

many of whom lack the necessary time, knowledge, or skills to provide adequate mental health 

treatment (Heath et al., 2013).  

Mental Health America utilizes a ranking system to identify the disparities in mental 

health services between all 50 states and the District of Columbia. In this system, the higher the 

ranking, the higher the prevalence of mental illness and lower rates of access to care (MHA, 

2021). Currently, Louisiana is ranked 28th for adults diagnosed with any mental illness (AMI), 

which is 18.11% percent of the state’s adult population in 2020 (MHA, 2021). In addition to this, 

Louisiana is ranked 45th for adults with AMI who did not receive treatment, equivalent to 62.2% 

of the state’s adult population in 2020 (MHA, 2021). Louisiana also ranked 23rd for adults with 

severe thoughts of suicide, which accounts for 4.25% percent of the state’s adult population in 

2020 (MHA, 2021). Thus, Healthy People 2030 has multiple goals about mental health, such as 

increasing the proportion of adults who receive screening and treatment for depression (CDC, 

Behavioral Risk Factor Surveillance System, 2019). As rural communities comprise nearly 80% 

of Louisiana and account for roughly 26% of the state's population, there is an increased need for 

rural primary health providers to improve diagnostic screening for depression (Feeding America, 

2020).  

https://health.gov/healthypeople/objectives-and-data/browse-objectives/mental-health-and-mental-disorders
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By improving rates of depression screening in the rural primary care setting, mental 

health outcomes can improve (Pignone et al., 2002). In a rural parish of southern Louisiana, 

adults 50 years of age and older lack depression screening in the primary care setting due to the 

lack of education on evidence-based depression screening tools and the absence of depression 

screening guidelines.  

Purpose & Objectives 

This project aims to improve screening for depression within a locally owned primary 

care clinic in adults 50 years of age and older residing in a rural parish of southern Louisiana. To 

improve screening for depression in this population, the project group proposes the following 

objectives: better understand the barriers providers and staff encounter related to screening for 

depression, implement evidence-based depression screening tools, and ensure sustainability. 

Available providers and supporting medical staff of the clinic were interviewed regarding the 

current processes for depression screening of older adults. Ideas for implementing the use of 

mental health screening tools, including the PHQ 2 (2-question Patient Health Questionnaire) 

and PHQ 9 (9-question Patient Health Questionnaire), were gathered from investigating areas of 

concern to mental health access, a lack of education regarding mental health screening, or other 

barriers surrounding mental health access. The study's stated objectives were achieved by 

addressing these mental health barriers. 

According to the clinic owner, there is limited knowledge on evidence-based depression 

screening tools among the clinic providers and an absence of depression screening guidelines 

within the clinic - the current depression screening rate is zero (0%). This study’s short-term 

objectives are to increase primary care provider depression screening by 20% or more for adults 

50 years of age and older and increase the number of patients correctly diagnosed with 

depression when they screen positive for depression symptoms based on the PHQ-2 & PHQ-9 



IMPROVING DEPRESSION SCREENING               6 

results. The primary long-term objective includes screening 90% or more of the population 50 

years and older for depression. A chart review will be completed monthly during the project's 

implementation phase (10/06/2021 – 01/06/2022) to assess the percentage of patients among the 

target population screened for depression. After the chart reviews, monthly conferences were 

held among the researchers and clinic staff to assess reasons and barriers to not screening 

patients and any concerns or ideas; this allowed for future process improvement. 

Background 

A thorough review of the literature was performed to fully understand the root problems 

of the mental health crisis of older adults residing in rural communities. More than 20% of the 

current geriatric population lives in rural areas, and the older adult population is the fastest-

growing subset of the overall population in the United States, according to Mason-Baughman 

and Kisiday (2013). Older adults with physical health problems are at increased risk of severe 

mental health issues (including depression and anxiety) secondary to bereavement, social 

isolation, weak social supports and networks, and physical limitations (Mason-Baughman & 

Kisiday, 2013). Despite the advances in the treatment of late-life depression, older adults 

underutilize mental health services regardless of the need for such services (Kitchen Andren et 

al., 2013). Underutilization of mental health services has both intrinsic and extrinsic barriers. 

Intrinsic barriers of older adults, defined by Kitchen Andren et al. (2013) as ages 61-90 

years old, receiving mental health care include attitudes and perceptions of mental health. They 

are responsible for solving their problems and believing in the normality of late-life depression 

(Kitchen Andren et al., 2013). Although 31% of rural elderly respondents indicate a high need 

for mental health care services, only 5% of such persons had ever participated in a support group 

or sought counseling (Hayslip, Maiden, Thomison, & Temple, 2010). Furthermore, the stigma 

associated with mental illness is more significant in rural than in urban areas. It is also inversely 
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related to population density, with higher stigma levels in smaller communities (Kitchen Andren 

et al., 2013). In a study done by Kitchen Andren et al. (2013), researchers analyzed factors 

influencing the likelihood of older adults seeking depression treatment. Researchers identified 

three main themes which emerged from the data collected: lack of community support systems, 

the perceived stigma of mental health, and self-sufficiency (Kitchen Andre et al., 2013). 

Consequently, older rural Americans may be more likely to seek health care only when in crisis, 

unlike their urban peers (Hayslip et al., 2010). 

     Extrinsic barriers are in the individual’s environment, such as lack of access to 

qualified mental health professionals, financial issues, and lack of transportation (Kitchen 

Andren et al., 2013). Approximately 60% of rural white Americans and 75% of rural minority 

Americans live in areas with a shortage of health professionals. The U.S. Department of Health 

and Human Services estimates that 20 million, of an estimated 70 million, rural Americans have 

inadequate access to physical and mental health care (Mason-Baughman & Kisiday, 2013). 

Financial issues are also a significant contributing extrinsic barrier for older adults seeking 

mental health care. Older adults with below-average incomes are more susceptible to mental 

health conditions, such as depression and suicide completion, and respond less favorably to 

psychotherapy and pharmacotherapy as treatment options for mental health conditions (Gerlach, 

Mavandadi, Maust, Streim, & Oslin, 2018). Lastly, residents of rural communities often have 

limited public transportation options, which is a significant area of concern for older adults. 

According to the National Advisory Committee on Rural Health and Human Services (2004), 

40% of rural communities have no public transportation system, and 80% have no public bus 

service (Mason-Baughman & Kisiday, 2013). If an older adult does not own a car or cannot 

drive, they must depend on others for transportation to access basic needs such as physical and 

mental health care. Limited public transit availability, paired with cognitive and physical changes 
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associated with normal aging, can create an insurmountable barrier for older rural Americans 

(Mason-Baughman & Kisiday, 2013). Also, the regular age-related changes in attention, 

processing time, vision, hearing, and physical mobility can decrease driving efficacy and safety 

in older adults residing in rural and urban areas (Mason-Baughman & Kisiday, 2013). As a 

result, older adults facing difficulties driving and living in rural America must travel longer 

distances to access various healthcare professionals and services (Mason-Baughman & Kisiday, 

2013). 

     The second area of concern addressed is the barriers providers face when managing 

and treating older adults' mental health care needs in rural communities. Mental health care in 

rural areas is generally provided by family physicians or other primary health care providers, 

many of whom lack the necessary time, knowledge, or skills to provide adequate mental health 

treatment (Heath et al., 2013). The rural healthcare workforce has high turnover rates due to 

financial and geographical barriers, access to peer support, and limited healthcare specialists, 

such as behavioral health (Puskar et al., 2016). Rural behavioral health professionals have 

reported chronic role overload, increased job-related stress, and burnout due to rural culture (e.g., 

lack of resources, training constraints) (Puskar et al., 206). Rural service providers lack easy 

access to medical specialists, including mental health specialists (Mason-Baughman & Kisiday, 

2013). Consequently, there are widening gaps between older adults' healthcare needs, 

practitioner skills, and the decrease of qualified older adult health professionals in underserved 

populations such as older rural Americans (Mason-Baughman & Kisiday, 2013). 

     To summarize, there is an increased need within the medical profession to address the 

barriers rural older Americans and their service providers face daily (Mason-Baughman & 

Kisiday, 2013). Medical professionals must acquire the knowledge and skills to establish 

effective communication and treatment modalities with rural older adults who require mental 
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health care, regardless of their socioeconomic, financial, or cultural backgrounds (Mason-

Baughman & Kisiday, 2013). We must address the barriers and cultural competence presented in 

this literature review concerning treating the rural older adult population through a primary care 

lens.  

Relevance       

The Family Nurse Practitioner (FNP) role includes problem-focused and comprehensive 

physical health exams, diagnostic reasoning, and evidence-based practice to thoroughly treat 

acute and chronic illnesses, conditions, and injuries. The United States has increasingly utilized 

Nurse Practitioners (NP) as primary care providers in rural settings over the last several years 

(Auerbach, Buerhaus, & Staiger, 2020). According to Barnes et al. (2018), NPs constituted 

25.2% of providers in rural practices in 2016 compared to 17.6% in 2008. By utilizing NPs as 

providers, the rural primary care practices strengthen healthcare delivery. Studies have shown 

that the care provided by NPs in the primary care setting is safe and of high quality, resulting in 

high patient satisfaction scores and patients' willingness to be seen by NPs (Barnes et al., 2018).  

It is increasingly crucial for NPs to screen for depression in all primary care patients to 

ensure that their depression symptoms are addressed and treated promptly, preventing patients 

from presenting in a mental health crisis (Maxwell, 2016). In the United States, 18.1% or 43.6 

million adults have a mental illness (Carnahan Group, 2019). In Louisiana, 3.6% of adults live 

with severe mental illnesses such as schizophrenia, bipolar disorder, and major depression 

(Resources to Recover, 2021). Many barriers are limiting mental health access in rural 

communities. These include affordable care, availability of mental health providers in rural 

areas, transportation, long-distance to providers, and stigma behind mental health (Bernes, 2015). 

As the need for mental health services continues, the role of the NP in rural healthcare will 

include screening patients for mental health conditions and providing adequate treatment as 
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needed. According to Resources to Recover (2021), only 31.8% of adults with mental illness in 

Louisiana receive any form of treatment, while the remaining 61.8% receive no form of 

treatment at all. By appropriately screening patients, NPs can improve diagnosis of depression 

and, in turn, improve access to mental health services for these rural patients. 

Theoretical Framework 

The Institute of Medicine (IOM) defines quality care as the degree to which health care 

services for individuals and populations increase the likelihood of desired health outcomes and 

are consistent with current professional knowledge (Understanding Quality Measurement, 2012). 

The PDSA cycle for healthcare change is an acronym that stands for Plan, Do, Study, and Act. 

The Plan-Do-Study-Act (PDSA) model of quality improvement allows for quality improvement 

initiatives to be carefully researched, planned, implemented, re-evaluated, and eventually be 

made a permanent part of practice when proven to be an effective intervention (Wachter and 

Gupta, 2018). Quality improvement teams use the PDSA model to implement action-oriented 

process improvement using rapid-cycle tests of changes (Institute for Healthcare Improvement, 

2019). The point-of-care improvement team conducts small-scale tests of change in natural work 

settings by planning a test (Plan), trying it (Do), observing the results (Study), and implementing 

a change (Act) (Institute for Healthcare Improvement, 2019). Thus, the PDSA quality 

improvement model should be used for implementation projects to guide testing change 

interventions. When developing ways to improve rural mental health care quality for adults, the 

PDSA model would be highly suitable. 

Donabedian’s quality framework, focusing on quality improvement of patient health 

outcomes, has the flexibility to provide support to the PDSA model for improving depression 

screening in rural primary care settings (McDonald et al., 2007). Three components comprise 

Donabedian’s framework; structures of care, processes of care, and health outcomes (see Figure 



IMPROVING DEPRESSION SCREENING               11 

1) (McDonald et al., 2007). Care structures are defined as the setting, provider and staff 

qualifications, organizational care systems (Ayanian & Markel, 2016), equipment, and 

operational measures aiding healthcare delivery (McDonald et al., 2007). Processes of care 

include delivered care (Ayanian & Markel, 2016), resources, and mechanisms provided by the 

structures to perform patient care (McDonald et al., 2007). Health outcomes result from the 

processes of care affecting patient health by encouraging recovery, functional improvement, and 

patient satisfaction or survival (Ayanian & Markel, 2016; McDonald et al., 2007).  

Figure 1. 

Donabedian’s Quality Framework 

 

Source: McDonald et al. (2007). Closing the quality gap: A critical analysis of quality 

improvement strategies. Technical Review, 7(4), p. 113. 

Donabedian’s framework prompts a closer look into the current quality practices of rural 

primary care clinics and their structure for screening depression in older adult patients. This 

framework emphasizes metrics as an essential component in quality improvement (Ayanian & 

Markel, 2016). The culture and social system of health care practice directly affect the quality of 

health care presented by providers and the impact on patient health outcomes (McDonald et al., 

2007). The PDSA cycle allows for continuous adaptation and improvement through each 

implementation cycle, providing more than an adequate arena for utilizing Donabedian’s quality 

framework to promote new ideas and to identify quality components of current practice that 
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could be improved to increase patient health outcomes further and satisfaction of health care 

(Ayanian & Markel, 2016; McDonald et al., 2007).  

Review of Literature 

For this review, the project team accessed the Cumulative Index to Nursing and Allied 

Health Literature (CINAHL) database to explore studies related to the mental health screening 

process used in rural primary care settings. Search terms used for this literature review included 

“mental health,” “behavioral health,” “screening,” “primary care,” “rural,” and “depression.” 

These search terms resulted in a total of 2,515 articles. The modification of publication dates was 

refined to include articles published between 2000 and 2021. A total of 117 articles resulted 

using these search criteria. We thoroughly reviewed the resulting studies to identify themes 

within the literature relevant to this project. (see Table 1 - Literature Review). 

Prevalence of Mental Health Conditions 

The meta-analysis conducted by Volkert et al. (2013) aims to assess the prevalence of 

mental health disorders in the older population (50 years and older) in Western countries, 

including North America and Europe. They completed the research by evaluating a final sample 

of 25 articles dated from January 2000 to December 2011 (Volkert et al., 2013). Dimensional 

depression (19.47%) was the most reported mental health concern demonstrated by individuals 

50 and older (Volkert et al., 2013). Mental health concerns that also had a high report rate were 

lifetime major depression (16.52%) and alcohol use disorders (11.71%) (Volkert et al., 2013). 

Also, Volkert et al. (2013) addressed the prevalence of anxiety disorders, substance use disorder 

disorders, and psychosis, much less frequently reported than the conditions stated above. They 

concluded that 16.62% of individuals aged 50 and above experience significant depression 

sometime in their lifetime, and 3.29% are currently experiencing major depression (Volkert et 

al., 2013). Current diagnostic criteria for major depression might not adequately assess 
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depression symptoms in the elderly population due to a longer lifespan, therefore, experiencing 

more burden in their lifetime than younger generations (Volkert et al., 2013). 

A systematic meta-analysis conducted by Steel et al. (2014) found that approximately 1 

in 5 respondents met the criteria for having a common mental health disorder. Several criteria 

had to be met for studies to be included in the meta-analysis. They must be published between 

1980 and 2013, have responders aged 16-65, and show current or lifetime estimates of mental 

health prevalence. The study also included a formal psychiatric diagnostic interview and 

identified common mental health disorders as defined by international diagnostic criteria (Steel 

et al., 2014). After a thorough analysis of the thousands of studies that resulted from the search, 

the authors narrowed it down to 82 studies that met the criteria. The meta-analysis results 

showed that females had a higher rate of lifetime prevalence of mood and anxiety disorders 

(14%, and 18.2%, respectively) than men (7.4% and 10.1%, respectively). Whereas men had a 

higher lifetime prevalence of substance use disorder disorders (17.1%) compared to women 

(5.0%) (Steel et al., 2014). In addition, they determined that countries in East Asia and the 

Pacific have a significantly lower pooled period and lifetime prevalence of mental health 

disorders. In contrast, English-speaking countries have the highest prevalence of mental health 

concerns (Steel et al., 2014). This meta-analysis's key findings are that mental health disorders 

are prevalent (1 in 5), with the most common being mood disorders and depression (Steel et al., 

2014).  

Influences on Mental Health Screening 

     Hill et al. (2015) studied what factors influence mental health screening and treatment 

among women in a rural south-central Appalachian primary care clinic. At this clinic, it was 

noted that although there are protocols in place to screen all adult patients for depression using 

the PHQ-2 screening tool, there have been limited behavioral health referrals. Twenty-two 
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individuals (18 female patients over 18 years old and four female nurse practitioners) agreed to 

participate in an interview-like study to identify the barriers and facilitators to mental health 

screening and treatment in their clinic (Hill et al., 2015). Patients identified stigma, lack of 

support, and lack of education as mental health screening and treatment barriers. They presented 

the nurse practitioners with a similar set of interview questions in the same setting and identified 

operational barriers, mental health competencies, predicted patient reactions, and patient 

attitudes as barriers to mental health screening and treatment (Hill et al., 2015). Each provider 

mentioned a general lack of training on mental health care as a barrier that made them reluctant 

to use the built-in screening tools. The providers acknowledged that they would be more likely to 

routinely screen their patients with patient and provider mental health education (Hill et al., 

2015). 

Promoting Adherence to Depression Screening in Primary Care 

     Sherman et al. (2004) developed a quality improvement (Q.I.) project to promote 

adherence to evidence-based guidelines on routine depression screening by a primary care team 

at a Department of Veterans Affairs (V.A.) ambulatory care center. During the study, 

approximately 20,000 patients per year were seen, with an average age of 58 years old. They 

designed the Q.I. plan to act at three levels: the system, the provider, and the patient. The system-

level included a 10-item yearly screening questionnaire for depression and a 2-item depression 

screening questionnaire for interim visits. Computer reminders were sent to providers with a 

forced response, including care recommendations. They were also included in monthly 

conferences on depression. A handout for all patients who screen positive was designed but not 

implemented due to limited resources (Sherman et al., 2004). A baseline survey of positively 

screened patients showed that providers only recognized depressive symptoms in 30% of them. 

Three months after beginning the Q.I. intervention, they reviewed 51 randomly selected charts of 
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positively screened patients. Providers had placed comments related to depression or depressive 

symptoms in every chart. After full implementation of the Q.I. intervention, approximately 90% 

of patients were screened (Sherman et al., 2004). About 20-25% of these patients were screened 

positive (Sherman et al., 2004). Providers had made depression assessments for all patients 

screened positive and 3 to 29 patients a month who did not screen positively (Sherman et al., 

2004). Evidence-based Q.I.  techniques supported developing a suitable plan for this primary 

care facility that allowed providers to increase their recognition of depressive symptoms. 

Ruling Out Depression by Age 

     Mitchell et al. (2010) conducted a meta-analysis to synthesize the evidence relating to 

primary care providers' ability (PCPs) to rule out depression in clinical practice stratified by age. 

They reviewed thirty-one studies with a total of 52,513 patients. Twelve of these studies 

recruited adults 60 years of age or older, twelve recruited adults younger than 60, and seven 

recruited younger and older adults. In the twelve studies involving older adults, PCPs correctly 

identified 47.3% of late-life depression, 39.7% of midlife depression, and 46.6% of unselected 

depression. The overall fraction correctly identified was significantly lower in older people 

versus younger people (0.733 vs. 0.778). A Bayesian analysis showed a statistically significant 

performance difference for mixed and young groups than older individuals. There was no 

comparable difference in ruling out healthy individuals by age. Overall, data collected showed 

modest rates of accuracy identification in all age groups, but the data found minor success in 

older adults (Mitchell et al., 2010). 

Loneliness and Depression 

The purpose of the following cohort study was to examine the link between loneliness 

and depression in adults (Nuygen et al., 2019). The data used was from the Netherlands Mental 

Health Survey and incidence Study-2 (baseline) with a series of three, three-year follow-ups 
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(Nuygen et al., 2019). The original sample, collected from November 2007 to July 2009, 

consisted of 6646 randomly selected individuals (Nuygen et al., 2019). For the first follow-up, 

there were a total of T0=5303, T1=4618, T2=4007; for this study, the researchers used the data 

from the original sample and the latest sample, T2 (N=4007) (Nuygen et al., 2019). Using the De 

Jong Gierveld (self-report) Loneliness Scale, the subjects were asked a series of questions to 

determine the quality of their loneliness. The results show that at baseline, 16.8% of subjects 

were considered lonely, and of that, 5.8% developed mild depression, and 2.8% developed 

severe depression at follow-up (Nuygen et al., 2019). These results show that there is, to some 

degree, a link between loneliness and mild-severe depression. 

Screening Tools 

     Mulvaney-Day et al. (2017) conducted a systematic review to identify and evaluate 

publicly available, psychometrically tested tools that PCPs can use to screen adult patients for 

everyday mental and substance use disorders. The discussion's screening instrument had to have 

undergone psychometric testing, targeted adults over age 18, and studied in English North 

America or western Europe to ensure appropriate article selection. After a screening process, 

they reviewed 166 studies and selected 24 screening tools for qualitative synthesis. Of the 24 

screening tools, 13 were short instruments with five or fewer items, and 11 were longer. Eight 

screening tools were subscales or portions of subscales initially developed as part of the longer 

PHQ and Patient Stress Questionnaire (PSQ) instruments. Testing the psychometrics for PHQ-9, 

PHQ-15, and GAD-7 (Generalized Anxiety Disorder 7-item scale) demonstrated good sensitivity 

and specificity across most relevant Diagnostic and Statistical Manual of Mental Disorders 

(DSM-V). There are six additional tools identified that screen for multiple behavioral disorders. 

These include the Hospital Anxiety and Depression Scale (HADS) and the Web-Based 

Depression and Anxiety Test (WB-DAT). These tools screen for multiple mental disorders in a 
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single tool and identify a specific condition for follow-up. However, both tools have mixed 

sensitivity and specificity and have not been extensively tested in primary care settings. 

Screening tool selection should be based on the specific needs of each primary care clinic. 

Multiple-disorder tools can be long and challenging to implement, but they may uncover 

conditions not detected by single-disorder tools. Single-disorder screening tools provide 

flexibility in assessing conditions, but they may result in a missed diagnosis (Mulvaney-Day et 

al., 2017). 

     A systematic review conducted by Constantini et al. (2020) determined the clinical 

benefit of the PHQ-9 as a screening tool within the primary care setting for major depressive 

disorder. The review included 42 studies, and of those studies, 40 were cross-sectional, one was 

a prospective cohort study, and one had prospective, focus-group, and cross-sectional designs. 

Thirty-eight (90%) analyses were on adults. Most of the studies occurred in community-based 

primary-care clinics (N=28, 67%), and only 7% were rural clinics (N=3). Most of the studies 

(N=31, 74%) adopted a two-stage screening system. A clinical interview confirmed or refused 

the preliminary PHQ-9 assessment in this system. This review showed that the cut-off scores 

ranged from a minimum of 5 to a maximum of 15 points, sensitivity from 0.37 to 0.98, 

specificity from 0.42 to 0.99, a positive predictive value from 0.09 to 0.92, and a negative 

predictive value of 0.8 to 1. A 10-point cut-off was applied to 20 of these studies, and a 

sensitivity of 0.85 or higher was noted. This systematic review suggests that the PHQ-9 is a 

widely validated tool for screening depression in primary care. A two-stage screening carried out 

by a PCP, and a mental health professional is recommended (Constantini et al., 2020). 

Summary 

     Primary care providers are responsible for depression screening in rural communities. 

The accuracy of screening for mental health disorders can significantly improve patient treatment 
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and outcomes. These studies and reviews validate the importance of mental health screening in 

the primary care setting, the barriers involved in these screenings, the importance of mental 

health education, and the multiple screening options available. Therefore, improving and 

implementing depression screening tools in rural southern Louisiana may increase patient and 

provider education and awareness of depression conditions and decrease barriers to 

implementing depression treatments and modalities. 

Methods 

Design 

         This study will utilize a Model for Improvement (MFI) design to develop and implement 

Plan, Do, Study, Act (PDSA) cycles for quality improvement (Q.I.) of depression screening rates 

and subsequent depression diagnoses. A Q.I.  path that evaluates small changes is the Model for 

Improvement (MFI); this is the most utilized Q.I. approach for process improvement in 

healthcare (AHRQ, 2013). The Institute for Healthcare Improvement (IHI) developed the MFI in 

1996 to accelerate improvement processes by using Plan, Do, Study, Act (PDSA) cycles (IHI, 

2021). According to the IHI, three questions make up the MFI and the PDSA: What are we 

trying to accomplish? (Aim); How will we know that a change is an improvement? (Measures); 

What change can we make that will result in an improvement? (Changes) (see Figure 2) 

(IHI,2021). The providers, staff, and project team members will work together to ask and answer 

the three pillar questions, as mentioned above, for this quality improvement project. This project 

team’s answers to these questions and the interventions aim to develop a process improvement 

plan for depression screening in adults 50 years and older within rural primary care 

environments. 

Correspondingly, a literature review identified a Q.I. study by Sherman et al. (2004) 

designed to improve screening and recognition of depression. They achieved this by 
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systematically screening all patients attending the primary care clinic, sending computer 

reminders to clerical staff, nursing assistants, primary care providers, and auditing team 

performance with monthly feedback. Once the intervention was in place, nearly all patients were 

screened (Sherman et al., 2004). The primary care provider documented the assessment of 

whether a patient was depressed for almost all patients who screened positive (Sherman et al., 

2004). This evidence-based Q.I. intervention led to profound and lasting changes in primary care 

providers' recognition of depression or depressive symptoms (Sherman et al., 2004). To build 

upon this prior research, the purpose of this Q.I. project is to improve screening for depression, 

within a locally owned primary care clinic, in adults 50 years of age and older residing in a rural 

parish of southern Louisiana. 

Figure 2. 

IHI Model for Improvement 

 

Illustration of IHI’s Plan-Do-Study-Act with MFI 

Source: http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx 

Project Setting & Population 
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Project Site. The setting used for this project is rural primary care. The clinic is an 

independently owned, for-profit organization. Staff members employed in the clinic include two 

medical assistants (MA) and one nurse practitioner (NP). The attending NP treats both acute and 

chronic health conditions. The clinic sees approximately 300 patients a month. The clinic’s 

location is in a small town surrounded by several farming communities and a significant 

Immigration and Customs Enforcement (ICE) processing center. The primary care clinic project 

site is in a rural parish of southern Louisiana. 

The federal government uses two significant definitions of “rural.” One is produced by 

the U.S. Census Bureau and the other by the Office of Management and Budget. The Office of 

Management and Budget (OMB) designates counties as metropolitan, micropolitan, or neither. A 

metro area contains a core urban area of 50,000 or more population. A microsite contains an 

urban core of at least 10,000 (but less than 50,000) population (Health Resources and Service 

Administration, 2010). All counties not part of a Metropolitan Statistical Area (MSA) are 

considered rural (Health Resources and Service Administration, 2010).  

The U.S. census bureau estimated this rural parish in southern Louisiana to have a 

population of 33,395 people in July of 2019 (The United States Census Bureau, n.d.). This parish 

in southern Louisiana is 662.38 square miles. Therefore, the population per square mile is 51.3 

(The United States Census Bureau, n.d.). Following the Health Resources and Service 

Administration (2010) criteria, the project site clinic is in a rural parish in southern Louisiana. 

Project Population. The project’s target population was patients who receive care at this 

primary care clinic. Inclusion criteria comprised rural residents of a southern parish in Louisiana, 

between October 6, 2021, to January 6, 2022, male and female, 50 years of age or older, seen by 

the attending provider for any health-related concerns. Exclusion criteria included patients who 

were younger than age 50. Age-related inclusion and exclusion criteria were formulated based 
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upon the review of literature's inclusion and exclusion criteria and the primary care clinic's 

general population of patients. 

We recruited the clinic's NP, nursing staff, and M.A.s to participate in this study with 

verbal invitation after receiving Institutional Review Board (IRB) approval. The clinic director 

provided a written letter of approval for study participation of the clinic. Informational meetings 

between the lead researcher and clinic staff provided the staff with education about the 

importance of screening for depression, a method for utilizing the PHQ-2 and PHQ-9 screening 

questionnaires, what to do when a patient screened positive, and how to respond when a patient 

refused to complete the questionnaire.  

Data Collection 

Tools. The Patient Health Questionnaire-9 (PHQ-9) is the most reliable screening tool for 

depression symptoms (Costantini et al., 2021). A shortened yet dependable version of this 

questionnaire (PHQ-2) is often the tool to screen patients for depression symptoms in the 

primary care setting to save time and quickly determine if the patient has experienced depression 

symptoms within the last two weeks (Costantini et al., 2021). The validity of the PHQ-9 and 

PHQ-2 has been extensively studied and found to be two of the few screening tools accepted 

universally and correspond directly with the DSM-V diagnostic criteria for varying degrees of 

depressive disorder (Costantini et al., 2021). For this study, the PHQ-2 questionnaire was used to 

screen all patients visiting the primary care clinic within the age range for depression symptoms 

within the last two weeks. If the patient reported a positive screening on the PHQ-2, the PHQ-9 

questionnaire was used to determine the extent of the patient's depressive symptoms. The PHQ-9 

was also reviewed with each patient at their annual visit. 

Screening Rates. The PHQ-2 was reviewed with each patient, 50 years and older, who 

visited the primary care clinic between October 6, 2021, and January 6, 2022. Screening every 
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patient above 50 years of age was plausible due to the clinic's small size and the limited number 

of patients seen each day. If a patient reported positive answers on the PHQ-2, the NP completed 

the PHQ-9 screening with the patient. The clinic staff scanned the results of these questionnaires 

into the EHR system. 

Chart Reviews. Project coordinators conducted chart reviews utilizing an excel 

spreadsheet with the PHQ-2 and PHQ-9 screening documentation records (see Appendix B). 

Each audit included reviewing the EHR scanned documents to identify if all clinic visits with 

patients 50 years and older were given the PHQ-2 form and if they completed the PHQ-2 form. 

Secondly, the EHR audit included the number of patients presenting for a clinic visit with a 

positive PHQ-2 assessed with the PHQ-9. Third, audits also included a review of patients 

presenting for annual wellness visits who completed the PHQ-9 and patients who contributed to 

their annual visits and did not complete the PHQ-9 by choice. Due to the small number of 

patients seen at this clinic, all patient charts meeting the age criteria of the study were reviewed.  

         The initial chart review took place following the first PDSA cycle, on or around 

November 7, 2021, for October 6 through November 6. Process measure data collection 

continued monthly after each PDSA cycle until the final collection date of January 6, 2022. The 

researchers entered each monthly data collection into a chart review worksheet to compare 

cycles as the project moved forward (see Appendix B). 

Process & Procedure 

1. Implementation of Plan 

1. Meetings between the project coordinators, M.A.s, and the NP were scheduled at 

the project site to introduce, outline, and initiate the Q.I. project's implementation. 

They discussed information on PHQ-2 and PHQ-9 screenings. Education related 

to screening and further patient depression assessment also took place. 



IMPROVING DEPRESSION SCREENING               23 

2. If the patient was there for an annual wellness exam, staff would hand them a 

PHQ-9 questionnaire at check-in. All other patients were to be given a PHQ-2 

questionnaire. They were asked to answer the questionnaire and return it to the 

front desk medical assistant. 

3. If either screening questionnaire was positive, it was reported to the NP If the 

PHQ-2 was positive, the patient performed the PHQ-9, guided by the NP If the 

PHQ-9 was positive, the NP performed a history and assessment guided by 

depression-related questions. 

4. If the NP confirmed the patient is experiencing depression, they were to discuss 

management options with the patient, such as medication or mental health 

referral. The NP then documented the plan of action. 

5. The PHQ-2 and subsequent PHQ-9 were documented in the patient’s electronic 

medical record. 

2. Evaluation and Data Analysis 

1. Project team members collected the post-intervention depression screening rate 

and associated data throughout the project timeline. Data analysis using 

descriptive statistics assessed the improvement of depression screening in rural 

older adults for significant change during the project intervention dates. The 

analysis involved a retrospective chart review of patients aged 50 years and above 

visiting the primary health care clinic between October 6, 2021, to January 6, 

2022. Patients with a previous diagnosis of depression were not excluded from 

chart review; however, we included continuing a diagnosis of depression. Data 

collected consisted of patient age, identified gender, race, ethnicity, chief concern, 

past medical history (including a history of depression), family medical history, 
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PHQ-2 completion and score, PHQ-9 completion, and score, and if a diagnosis of 

depression was made because of the visit. 

2. One project team member was in charge of data collection. Demographic data 

collected during chart audits did not contain personal or protected health 

information. All data was organized into an excel spreadsheet (example 

provided). Only the project team and faculty team members had access to the 

project data. All data collected will be destroyed following the completion of the 

project. 

3. Dissemination of Results 

1. Researchers held monthly conferences with clinic staff to review the most 

recently completed PDSA cycle results. During the monthly conferences, the 

researchers discussed perceived barriers with clinic staff and modified future 

PDSA cycles.  

2. Results of this project and recommendations for future practice are available to 

researchers and students seeking this information.  

Outcomes and Results 

Prior to the project’s implementation, the lead researcher assessed the clinic staff’s 

attitudes towards the evidence-based Patient Health Questionnaire-2 (PHQ-2) and PHQ-9. 

During this focus group, the clinic staff discussed their comfort level with utilizing these 

screening tools and participating in this project. The majority of the staff was unfamiliar with 

depression screenings, but all agreed they were comfortable performing depression screenings, 

utilizing the PHQ-2 & PHQ-9, and discussing depression with patients. The lead researcher 

identified possible barriers to depression screening through discussion with staff. Potential 

barriers established by the staff included the stigma and level of literacy regarding mental health.   
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PDSA Cycle 1 

The first PDSA cycle took place from 10/06/2021 - 11/06/2021 and yielded a screening 

rate of 48.7%. Thirty-nine patients were eligible to be screened; however, only 19 patients were 

screened. This was attributed to a misunderstanding of clinic staff on PHQ-2 scoring and patients 

turning in incomplete PHQ screens. The staff believed the patient had to score a 3 on both 

questions on the PHQ-2 to reach eligibility for the PHQ-9. In actuality, the patients must score 3 

on the PHQ-2 to be eligible for further screening with the PHQ-9. Out of the 19 patients screened 

with the PHQ-2, 4 of those patients should have been given the PHQ-9, based upon their PHQ-2 

score of  >3. No remaining patients were eligible for a PHQ-9 during this cycle. It is relevant to 

note that PHQ-9 eligibility is more than likely skewed during this first cycle due to the 

previously mentioned error of PHQ-2 scoring. 13 patients screened 0 for the PHQ-2. There were 

no new diagnoses of depression during the first PDSA cycle, and as a result, no interventions for 

depression were initiated in this cycle. All 19 patient encounters were classified as acute visits 

according to clinic standards.  

The average age of participants of the first cycle was 59.7 years and included 42% male 

and 58% female individuals. The average female age was 52.9 years, and the average male age 

was 66.3 years. Cycle 1 included 17% of the total study participants.  

Researchers and clinic staff believed the patients who scored 0 on the PHQ-2 were not 

thoroughly reading the screening questions. Instead, these patients were trying to get through the 

paperwork quickly to be seen for their acute care concerns. To stop this occurrence, the first 

PDSA change for the next cycle included having the staff nurse administer the screenings 

questions verbally for both the PHQ-2 and PHQ-9, if eligible. The clinic staff agreed with this 

change and felt it would reflect the patient's genuine responses more accurately. Additionally, the 

lead researcher reviewed and reinforced education regarding the scoring and criteria of the PHQ-
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2 & PHQ-9 with the clinic staff. Clinic staff verbalized understanding of this teaching and felt 

proficient in correctly administering and scoring the PHQs. 

PDSA Cycle 2 

The second PDSA cycle took place from 11/06/2021 - 12/06/2021. During that time, 45 

patients were eligible to be screened. Out of the eligible 45 patients, only 41 patients were 

screened. During this cycle, four patients were not screened with the PHQ-2 or PHQ-9 due to 

clinic staff forgetting to administer the questionnaires. Thus, the screening rate for this cycle was 

91%, a steep improvement from the previous cycle (48.7% in cycle 1). The PHQ-9 was 

administered to all eligible patients, including five who scored >3 on the PHQ-2. Of the 41 

patients screened in this cycle, 28 individuals scored 0 on the PHQ-2. During the second PDSA 

cycle, 12 patients were previously diagnosed with depression, and two were newly diagnosed 

with depression. The two patients newly diagnosed with depression were started on 

pharmacological treatment by the clinic provider. The 12 patients who were previously 

diagnosed with depression are currently prescribed medication, including Cymbalta, Prozac, 

Effexor, Paxil, Wellbutrin, Celexa, and Zoloft. Two patients, who were previously diagnosed 

with depression, scored > 3 on the PHQ-2 and a 13 on the PHQ-9. One patient was continued on 

previously prescribed Wellbutrin and Paxil for this visit. The NP highly encouraged this patient 

to return to their psychiatrist for closer depression medication monitoring and mental health 

evaluation. The second patient agreed to an increase in Effexor for improved treatment of 

depressive symptoms. The NP also highly encouraged this patient to initiate a referral to a mental 

health provider; however, this patient firmly declined and wished to attempt a medication 

increase before moving forward with other options. Out of 41 patient encounters, 40 were 

classified as acute visits, and one was classified as a wellness visit, according to clinic standards. 
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The average age of participants of the first cycle was 59.8 years and included 34% male 

and 66% female individuals. The average female age was 60 years, and the average male age 

was 59.6 years. Cycle 2 included 37% of the total study participants.  

While collecting data from PDSA Cycle 2, the lead researcher found one patient 

presented for an annual wellness exam. This patient was screened with the PHQ-2 in the clinic, 

although the patient should have been automatically screened with the PHQ-9. After speaking 

with the clinic staff, they forgot the wellness visits were supposed to be screened with the PHQ-9 

automatically. After discussing this finding with fellow researchers, a screening algorithm was 

developed and given to the clinic staff to follow for appropriate screening purposes (See 

Appendix C).   

During data collection, the clinic staff informed the lead researcher that they believed 

some patients were hesitant to answer the screening questions honestly, even more so when 

answering the more in-depth questions of the PHQ-9 with the medical assistants. Further 

discussion among the researchers led to the decision to have the clinic NP perform the PHQ-9 

screenings for Cycle 3 as a PDSA cycle change. The researchers also decided to provide the 

clinic with posters in each patient room containing data related to mental health facts specific to 

Louisiana from the National Alliance on Mental Illness (NAMI, 2022) (See Appendix D). These 

interventions were implemented to improve patient awareness of mental health, help decrease 

patient stigma on mental health, and improve patient conversation with clinic staff related to 

mental health.   

PDSA Cycle 3 

The third PDSA cycle took place from 12/06/2021 - 1/06/2022. During that time frame, 

50 out of 51 eligible patients were screened. The screening rate for the final cycle was 98%, 

further improved from 91% in the previous cycle. The one eligible patient that was not screened 



IMPROVING DEPRESSION SCREENING               28 

during this final cycle presented with emergent concerns for shortness of air and required 

immediate intervention. There were seven patients eligible for the PHQ-9, of which six were 

screened. Two of these individuals scored > 3 on the PHQ-2, and 4 were annual wellness visits. 

One annual wellness visit patient was not screened with the PHQ-9 but scored < 3 on the PHQ-2. 

Of the 50 patients screened, 36 scored 0 on the PHQ-2. One patient was newly diagnosed with 

depression during this final PDSA cycle, and ten patients were previously diagnosed with 

depression. These ten patients have prescribed medication for depressive treatment, including 

Zoloft, Wellbutrin, Celexa, Fluoxetine, Paxil, and Effexor. According to clinic standards, five 

patient visits during this cycle were annual wellness.  

The average age of participants of the first cycle was 61.3 years and included 38% male 

and 62% female individuals. The average female age was 61 years, and the average male age 

was 61.9 years. Cycle 3 included 46% of the total study participants.  
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Discussion of Results 

 The researchers utilized descriptive statistics as a data analysis approach because, 

according to Rawat (2021), descriptive statistics can broadly identify trends, and a low margin of 

error exists (Advantages of Descriptive Analysis, para. 2). In addition, Rawat (2021) further 

explains that descriptive statistics and analysis can be intuitive for formulating new hypotheses 

in future research studies, contributing to continued implications in advanced nursing practice 

(Advantages of Descriptive Analysis, para. 4).  

 The utilization of a similar Q.I. intervention based on a study by Sherman et al. (2004), 

discussed previously in the literature review, was further supported by the results of this Q.I. 

study with depression screening. This study improved depression screening rates for adults aged 
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50 years and above by implementing evidence-based screening tools (PHQ-2 & PHQ-9). 

Drawing from IHI's Model of Improvement and PDSA cycles, depression screening 

implementation and developed Q.I. process allowed the researchers to identify barriers of the 

clinic surrounding screening, develop adaptations of the process to seek improvement, and 

solidify a process for depression screening that can continue to be utilized, at a limited and 

achievable cost, for this rural Louisiana primary care clinic (IHI, 2021 & AHRQ, 2013). 

            Prior to starting the first PDSA cycle, the clinic’s providers were interviewed to 

determine the barriers to depression screening. Like many of the articles discussed in the review 

of literature, the clinic staff reported lack of familiarity with depression screening tools as well as 

lack of education regarding depression and other mental health conditions. To ensure accurate 

results in the PDSA cycles and to maximize the number of patients screened, the clinic staff was 

educated by the lead researcher on the PHQ-2 and PHQ-9 screening tools that were to be used. 

Following the debriefing, the clinic staff stated they felt comfortable asking the depression 

related questions on the screening questionnaires. By addressing the questions in the PHQ-2 and 

PHQ-9 at each patient visit the clinic staff had the opportunity to increase communication with 

patients regarding stigma of mental health diagnoses and screening. This addresses Bernes’ 

(2015) conclusion that rural mental health barriers exist, including stigma surrounding mental 

health screening and treatment, as well as availability of educated and resourceful mental health 

providers and supporting staff (Bernes, 2015). This study’s intentions are further supported by 

Hill et al. (2015), who also identified similar barriers to mental health, including stigma 

surrounding mental health awareness and treatment and lack of education of medical staff and 

providers surrounding purpose and significance of mental health screening (Hill et al., 2015).  

 As discussed in the ROL, Volkert et al. (2013) examined several behavioral health 

disorders such as substance abuse, anxiety, and psychosis which can occur frequently with 
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depression (Volkert et al., 2013). This study identified a similar finding in which a co-occurring 

diagnosis of anxiety was prevalent in 13, or 11.8% of the patients screened. Substance use 

disorder and alcoholism were co-occurring diagnoses in one patient each, both previously 

diagnosed with depression. Volkert et al. (2013) also identified that about 17% of individuals in 

their study aged 50 and above experience depression in their lifetime, further supporting the use 

of PHQ’s for depression screening during every patient encounter (Volkert et al., 2013).  

As evidenced by the results of the PDSA cycles increased screening led to increased 

recognition and treatment of depression. Rural older adults comprise 20% of the current geriatric 

population with numbers vastly increasing in the U.S., indicating the importance and 

significance of depression screening tool utilization for this population (Mason-Baughman & 

Kisiday, 2013). By improving depression screening rates in primary care clinics, the strain may 

be somewhat lifted from behavioral health professionals experiencing chronic role overload in 

rural settings, simultaneously bridging the gaps between older adults’ mental healthcare needs 

and level of practitioner skills to address these needs (Mason-Baughman & Kisiday, 2013). This 

study maintained similar results to a larger Q.I. intervention study by Sherman et al. (2004), who 

implemented depression screening tools yielding screening improvement rates of around 90% 

(Sherman et al., 2004).  

Recommendations and Conclusions 

Economic Impact (Cost/Resources) 

Resources that were used to implement this project include five copies of laminated 

PHQ-2 screening tools, five copies of laminated PHQ-9 screening tools, dry erase markers, a 

scanner with computer integration technologies for inclusion of the patient’s completed 

screening tool within the electronic health record, the office medical technicians, and the 

responsible attending APRNs. Incremental costs associated with implementing this project 
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include creating laminated copies of the screening tools and staff education and training. 

Members of the project team completed all project implementation labor. Anticipated benefits 

for this project’s stakeholders include improved workplace productivity for the agency, 

decreased costs for third-party payers due to the decreased physiological side effects of 

undiagnosed depression, and improved quality of life for the patients with undiagnosed 

depression. The anticipated benefits from this project are associated with the significant societal 

costs associated with undiagnosed depression. The economic burden of depression in the U.S. is 

estimated at $210 billion, including direct medical costs, lack of workplace productivity, and the 

cost of life lost due to suicide (CDC, Behavioral Risk Factor Surveillance System, 2019). 

Therefore, the economic and societal benefits of implementing established depression screening 

tools within rural primary care clinics are more significant than the financial and societal burdens 

of underdiagnosing depression. 

Project Strengths 

A key strength noted within this Q.I. project was the improvement from the initial 

screening rate of zero at the project site. By starting the first PDSA cycle with a screening rate of 

0%, the researchers noted a significant increase in screenings and verified that the initial 

education of staff was successful. The clinic staff was also actively involved in PDSA cycles by 

providing the lead researcher with patient involvement in screening and met barriers. This 

allowed appropriate changes to be made at the end of each cycle to improve screening rates for 

the following cycle.  

The literature review provided crucial information regarding barriers to mental health 

access experienced in rural America, including stigma and lack of education. This allowed for 

appropriate preparation and intervention for said barriers experienced within the clinic.  

Limitations and Challenges of the Project 

https://doi.org/10.4088/JCP.14m09298
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The Improving Depression Screening for Adults in Rural Louisiana project had multiple 

identifiable limitations and challenges. The first challenge, or limitation, was that the lead 

researcher was the only available researcher to be in physical contact with the project site. The 

project took place in Louisiana, which was out of state for the rest of the research team. This 

challenge made it difficult for the rest of the research team to assist with the original data 

interpretation and collection and make changes between PDSA cycles.  

A second challenge, or limitation, was the number of clinic sites willing to work with the 

project team. The project was initiated during the Covid-19 global pandemic. As a result, the 

research team contacted many rural primary care clinics requesting permission to implement a 

project that was unwilling. Thus, the project was limited to one rural primary care clinic in 

Louisiana that was willing to work with students during the pandemic, leading to small sample 

size. The limited location to rural Louisiana made it challenging to generalize the data collected 

and easily apply it to other healthcare settings. However, the foundation for further developing 

hypotheses based on this initial data and analysis is implications for nursing practice.  

The study was also conducted over a short amount of time. This short period limited data 

collection and made determining patient outcomes from improved screening rates challenging. 

Additionally, this limited time of the study made it unfeasible to implement high-yield screening 

tools such as the PHQ-4, which assesses depression and anxiety.  

Impact of the Project on the Nursing Profession 

This project increased depression screening rates in older adults, ages 50 and above, by 

addressing mental health stigma, identifying barriers surrounding mental health diagnosis and 

treatment, and increasing awareness of depression screening tools used in the primary care 

setting. By utilizing a collaborative approach between clinic staff and researchers and focused 
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clinic-based interventions through several PDSA cycles, this project was able to identify an area 

of patient healthcare need, which was supported by a thorough review of the literature.  

After completing the final project, dissemination of project findings has been released 

and discussed with the clinic staff. These findings have provided primary care clinics and their 

staff with solid support regarding depression screening of older adults in a primary care setting. 

Primary care providers, especially those in a rural practice environment, are better equipped to 

identify mental health disorders, such as depression when fully understanding the impact of 

utilizing a developed screening tool on all eligible patients. This study's results solidify the need 

to incorporate depression screening tools into routine patient care provided by NPs to identify 

mental health disorders in rural populations and adequately diagnose and treat these disorders to 

improve patient outcomes. 

Sustainability 

The project researchers have ensured depression screening sustainability for the rural 

primary care clinic in multiple ways. The primary care clinic was provided with an algorithm to 

determine if patients need to be screened with either the PHQ-2 or the PHQ-9 depending on what 

type of visit they present for, i.e., annual physical versus acute care concern (See Appendix C.). 

Subsequently, the algorithm provides further screening recommendations based upon the original 

score of either the PHQ-2 or PHQ-9. In addition to the algorithm, the research team provided the 

clinic with laminated copies of both the PHQ-2 and PHQ-9 screening tools and provided the 

clinic with Louisiana-specific depression statistic posters (See Appendix D.) The clinic was 

provided GoodRx cards to ensure cost-effective access to prescribed depression medication. 

Lastly, the research team provided the clinic with a list of local mental health resource centers 

for referral of patients in a mental health crisis (See Appendix E.). Locations were identified by 
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contacting clinics, hospitals, and private psychiatric and psychological practices local to the rural 

Louisiana parish, to identify offered services, accepting criteria, and referral practices.   

The sole purpose of this project was to improve depression screening rates. Throughout 

the project's 3 PDSA cycles, multiple patients were identified with concurrent diagnoses of 

depression and anxiety. Because this was an identifiable trend, the researchers of this team 

suggested the clinic staff use the Patient Health Questionnaire-4 (PHQ-4) (See Appendix F.). 

The PHQ-4 combines two questions from the PHQ-9 and two questions from the GAD-7 to 

screen for patients at risk for depression and anxiety. Implementation of the PHQ-4 would ensure 

both depression and anxiety screening sustainability.  

Conclusion & Summary 

In summary, the PHQ-2 and PHQ-9 depression screening tools effectively identify 

patients with signs and symptoms of depression. This project sought to increase the rate of 

depression screening among a population of adults 50 years of age and older residing in rural 

southern Louisiana. Implementing the PHQ-2 and PHQ-9 depression screening tools within the 

identified primary care clinic proved an inexpensive and effective method for depression 

screening and diagnosis. Continued use of the depression screening tools by this clinic will 

improve the rate of depression recognition in undiagnosed patients, foster quality patient-

provider relationships, and establish practical depression screening guidelines.  

Implications for Future Research 

Future research can build upon this study’s findings by examining the influence of 

confounding variables such as community literacy and community health literacy, the effect of 

the Covid-19 pandemic on the rates of depression, and rates of depression diagnosis when 

patients are simultaneously screened for anxiety with the GAD-7 or PHQ-4. Lastly, a cost-

effectiveness analysis (CEA) on the relationship between increased diagnosis and treatment of 
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depression compared to depression left undiagnosed and untreated in adult patients residing in 

rural communities will be imperative for future research due to the Covid-19 pandemic.  
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Table 1 

Literature Review 

Citation & 
Purpose 

Design & Level of 
Evidence 

Example & 
Setting 

Findings Limitations Implications for 
Practice 

Constantini et al., 
2020 
  
To determine the 
clinical utility of 
the PHQ-9 as a 
screening tool for 
MDD within the 
P.C. setting. 

Systematic Review 
  
Level I 

N = 42 studies 
n= 40 CSS 
  
Conducted between 
1997-2017 
  
90% of studies 
were conducted on 
adults 

Cut-off scores 
ranged from 5 to 15 
points. 
Sensitivity from 
0.37 – 0.98, 
specificity from 
0.42 – 0.99, PPV  
from 0.09 – 0.92, 
and NPV 0.8 – 1. 

Lack of 
longitudinal 
studies, small 
sample size, & the 
heterogeneity of 
P.C. settings 
limited the 
generalizability of 
the results. 

A 2-stage screening 
carried out by P.C. & 
M.H. professionals is 
recommended. 
  
A digital format could 
be the simplest way 
to administer the 
PHQ- 9 

Hill et al., 2015 
  
To explore barriers 
and facilitators to 
M.H. screening & 
treatment among 
women at a rural 
P.C. clinic in 
Appalachia. 

Thematic analysis 
  
Level VI 

N = 22 interviewees 
n = 18 adult female 
patients 
n = 4 female nurse 
practitioners 
  
Women who attend 
or work for primary 
care clinics in rural 
south central 
Appalachia 
  

Patients identified 3 
barriers: stigma, 
LOS, & LOE. They 
identified 2 
facilitators: IC & 
PE w/ providers 
  
PCPs identified 4 
barriers: O.B., 
MHC, PPR & 
patient attitudes, 
and 3 facilitators: 
CC, P.C., P&PE. 

Small sample size 
  
All participating 
patients reported at 
least 1 M.H. 
diagnosis. 
  
Target population 
in RSC 
Appalachia; 
experiences of 
rural women here 
may differ. 

There is a need for 
additional education 
around M.H. at 
community, 
institution, provider, 
and patient levels to 
combat stigma & 
poor M.H. literacy. 

Note. MDD – major depressive disorder, PCPs – primary care physicians, MHC – mental health competence, P.C. – primary care, CSS - cross-
sectional studies, PPV - positive predictive value, NPV - negative predictive value, I.C. - integrated care, LOS – lack of support, LOE – lack of 
education, P.E. - positive experience, O.B. - operational barriers, PPR - predicted patient reactions, P&PE - patient & provider education, RSC - 
rural, south central, CC - clinic characteristics, P.C. - provider characteristics 
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Table (Continued) 
 
Citation & Purpose Design & Level of 

Evidence 
Example & 

Setting 
Findings Limitations Implications for 

Practice 

Mitchel et al., 2010 
  
To synthesize 
evidence relating to 
the ability of G.P.s 
to R.I. & R.O. 
depression in C.P. 
stratified by age in 
those involving O.P. 
(≥60 yrs.), Y.P. 
(<60 yrs.) & M.P. of 
older & younger 
combined. 
  

Meta-analysis 
  
Level I 

N = 31 studies 
n = 52, 513 
individuals 
n = 12 studies 
recruited older 
adults 
n =12 recruited 
younger adults 
n = 7 recruited both 
younger  & older 
adults 

Point prevalence of 
depression in late 
life was 13.2% 
  
In 12 studies, G.P.s 
correctly identified 
47.3% of late-life 
depression. 

A mean age of 60 
years was used to 
define late-life 
depression. 
  
There was 
insufficient data to 
examine effects in 
the oldest old or 
exclusively in mild 
or subclinical 
depression. 

Health professionals 
working in P.C. 
should have a higher 
index of suspicion 
for older patients, 
given the higher 
prevalence of 
depression in this 
population. 

Mulvaney-Day et 
al., 2017 
  
To identify & 
evaluate publicly 
available PTT that 
PCPs can use to 
screen A.P. for 
common mental & 
SUD such as DA & 
AUD 

Systematic Review 
  
Level I 

N = 166 studies 
  
Included articles 
studying screening 
tools in North 
America & 
Western Europe 

24 S.T.s identified. 
13 short (5 or fewer 
items); 6 for 
multiple B.H. 
disorders. 
  
PHQ-9, PHQ-15, & 
GAD-7 
demonstrated 
excellent S & S. 

New screeners 
always being 
DR&T; some tools 
may have been 
missed. Did not 
include information 
from every 
published study 
about each tool. 
  
The review weighed 
breadth over depth. 

Some changes in 
P.C. practice 
necessary to 
implement an ESP 
to incorporate tools 
identified. 
  
H.S. of a screen 
increases the 
likelihood of people 
with the disorder 
being correctly 
defined. 
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Note. G.P.s – general practitioners, PTT - psychometrically tested tools, PCPs - primary care providers, A.P. - adult patients, RI - rule in, R.O. - 
rule out, O.P. - older people, YP - younger people, C.P. - clinical populations, M.P. - mixed populations, B.H. – behavioral health, S.T. – screening 
tools, P.C. – primary care, S&S - sensitivity & specificity, SUD – substance use disorders, DA&AUD – depression, anxiety & alcohol use 
disorder, ESP – enhanced screening protocol, DR&T – developed, refined, & tested, H.S. – high sensitivity  
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Table (Continued) 
 

Citation & 
Purpose 

Design & Level of 
Evidence 

Example & Setting Findings Limitations Implications for 
Practice 

Nuyen, J., Tuithof, 
M., de Graaf, R., 
van Dorsselaer, S., 
Kleinjan, M. & 
Have, M. (2019). 
  
To examine the 
link between 
loneliness and 
depression in 
adults between the 
ages of 18 to 64 

Cohort Study 
  
Level IV 

N = 4007 
  
Original sample data 
used was from the 
Netherlands Mental 
Health Survey & 
incidence Study-2 
(baseline) 

At baseline, 16.8% 
of subjects were 
considered lonely. 
  
Of that, 5.8% 
developed mild 
depression at 
follow-up. 
  
2.8% developed 
severe depression at 
follow-up 

Individuals not 
fluent in the study’s 
language 
were 
underrepresented 
  
Individuals w/o a 
permanent address 
not included. 
  
Did not assess 
loneliness over 12-
mo  period; could 
have resulted in 
subjects being 
incorrectly 
classified. 
  
Self-reported 
  
Degree of loneliness 
cannot be measured. 

Loneliness is 
directly related to 
depression. 
  
Need more research 
on link between 
loneliness & 
depression 
  
Need further 
research on other 
factors that 
influence loneliness 
  
Practitioners need to 
pay close attention 
to factors that cause 
loneliness and be 
aware when treating 
patients. 
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Sherman et al., 
2004 
  
To improve 
screening & 
recognition of 
depression by 
systematically 
screening all 
patients attending 
the P.C. clinic by 
sending computer 
reminders to 
clerical staff, 
nursing assistants, 
& PCPs; & 
auditing team 
performance 
monthly. 
  

Quality 
Improvement 
Project 
  
Level IV 

Baseline: N = 264 
patients completed 
the survey 
n = 37% per positive 
for depressive 
symptoms 
  
Follow-up: 51 
randomly selected 
charts of patients 
who screened 
positive 
  
Post-
implementation: All 
charts of patients 
who screened 
positive 
  
Implemented at 
PACE center of the 
V.A. in Sepulveda, a 
northeast suburb of 
Los Angeles.  

Baseline: Only 30% 
of surveyed patients 
with depressive 
symptoms were 
recognized by the 
provider 
  
Follow up survey – 
all selected charts 
screening positive 
had comments by 
PCP about 
depressive 
symptoms. 
  
Post 
implementation – 
Providers made 
depression 
assessments for 
100% of patients 
who screened 
positive. 
  

The study took 
place in an 
academic V.A. P.C. 
& results may vary 
in other settings. 
  
This was a local 
Q.I. project; they 
did not try to obtain 
precise estimates of 
rates of recognition 
of depressive 
symptoms. 
  
A control team was 
not included. 

The use of routine 
depression 
screening in the 
P.C. setting can 
increase provider 
recognition of 
symptoms and 
increase 
management of 
depression. 

Note. PCPs – primary care providers, PACE – Primary Ambulatory Care and Education, VA – veterans affairs, P.C. – primary care 
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Table (Continued) 
 

Citation & 
Purpose 

Design & Level of 
Evidence 

Example & 
Setting 

Findings Limitations Implications for 
Practice 

Steel, Z., Marnane, 
C., Iranpour, C., 
Chey, T., Jackson, 
J., Patel, V. & 
Silove, D. (2014). 
  
To review the 
prevalence of 
common M.H. 
disorders 

Systematic review 
& meta-analysis 
  
Level I 

82 studies from 
1980 to 2013 
  
n ranged from 
1,040 to 5,035 (M 
= 2314) 

Anxiety disorders 
are the most 
prevalent M.H. 
disorder with a PPP 
of 6.7% & a PLP of 
12.9% 
  
Mood disorders are 
the 2nd most 
prevalent, with a 
PPP of 5.4% & a 
PLP of 9.6% 
  
The 3rd most 
prevalent M.H. 
disorder is 
substance use 
disorder, with a PPP 
of 3.8% & a PLP of 
3.4% 
  
Females had a 
higher rate lifetime 
prevalence of mood 
(14.0%) & anxiety 
(18.2%) disorders 
than men 
(7.4%:10.1%). 

Period & Lifetime 
Prevalence is 
estimated based on 
reviewed data. 
  
Heterogeneity can 
negatively affect the 
interpretability of 
the PPP & PLP. 
  
Unable to determine 
if the study samples 
are representative of 
the entire 
population, which 
could potentially 
alter the PPP & 
PLP.  
  
Studies that did not 
include common 
M.H. disorders were 
excluded. 
  
One of the 
contributors to the 
study was also a 
participating author 

Anxiety & mood 
disorders are most 
commonly found in 
women. 
  
Substance use 
disorders are most 
prevalent in men. 
  
All patients should 
be assessed for 
common M.H. 
disorders due to the 
high prevalence. 
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Males had a higher 
lifetime prevalence 
of substance use 
disorder disorders 
(17.1%) compared 
to women (5.0%) 
  
East Asia & the 
Pacific have a 
significantly lower 
PPP & PLP & M.H. 
disorders, whereas 
English-speaking 
countries have the 
highest prevalence 
of M.H. concerns. 

in one of the used 
studies. 

 
M.H. – mental health,  PPP –  pooled period prevalence, PLP – pooled lifetime prevalence, 
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Table (Continued) 
 

Citation & 
Purpose 

Design & Level of 
Evidence 

Example & 
Setting 

Findings Limitations Implications for 
Practice 

Volkert, J., Schulz, 
H., Härter, M., 
Wlodarczyk, O. & 
Andreas, S. (2013). 
  
To assess the 
prevalence of M.H. 
disorder in the older 
population (50+) in 
Western countries, 
including N.A. & 
E. 
  

Meta-analysis 
  
Level I 

25 studies from 
January 2000 to 
December 2011 
  
n ranged from 242 
to 22,777 study 
participants 
  
Narrowed to 
studies only 
pertaining to 
Europe & the 
United States 

D.D. (19.47%) was 
the most reported 
M.H. concern of  
individuals 50 & 
older 
  
Other high-report 
M.H. concerns that 
were LMD 
(16.52%) & alcohol 
use disorders 
(11.71%) 
  
Anxiety disorders, 
substance use 
disorder disorders, 
& psychosis were 
less reported than 
others. 
  
16.62% individuals 
who are aged 50 & 
above experience 
major depression 
sometime in their 
lifetime & 3.29% 
are currently 

Self-reported data 
  
Only literature in 
English & German 
were considered for 
the analysis. 
  
Limited data for 
some diagnoses, 
potentially 
influenced confident 
intervals & 
generalizability of 
research. 
  
Majority of articles 
did not report 
missing data which 
could lead to a 
potential bias. 
  
Inadequate 
screening tools for 
senior population 

A universal protocol 
needs to be 
developed to assess 
depression & other 
M.H. conditions in 
the adult & senior 
populations.   
  
Depression is the 
most experienced 
M.H. concern for 
the elderly 
population. 
  
Possible link 
between alcohol use 
disorder & 
depression 
  
M.H. starts in 
childhood & 
continues 
throughout life 

Note. M.H. – mental health, NA&E – North America & Europe, D.D. – dimensional depression,  LMD – lifetime major depression, 
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Appendix A 

Level of Evidence 

(Polit & Beck, 2017) 

Level I 

Systematic Review 

Level II 

Single RCT 

Level III 

Single Non-Randomized Trial (Quasi Experiment) 

Level IV 

Single Prospective/ Cohort Study 

Level V 

Single Case-Control Study 

Level VI 

Single Cross-Sectional Study (Survey) 

Level VII 

Single In-Depth Qualitative Study 

Level VIII 

Expert Opinion, Case Reports, etc. 
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Appendix B 

Depression Chart Audit Worksheet 
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Appendix C 

 

 

 

 

 

 

 

 



53 
IMPROVING DEPRESSION SCREENING                
 

 

Appendix D. 
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Appendix E.   

Hotlines:  
· National Suicide Prevention Hotline: (24/7) - offers confidential support for individuals 

in acute distress: 800-273-8255 
· Substance Abuse and Mental Health Services Administration: (24/7) - offers 

confidential treatment referral options and information (in English and Spanish) for 
individuals and families facing mental and/or substance use disorders: 1-800-662-4375 

· Veterans Crisis Line: (24/7), available via phone, online chat, and text (838255) – offers 
confidential support for veterans and their family members with mental health support 
and referrals: 1-800-273-8255 

· Boys Town: (24/7) – offers crisis support for children and teens: 1-800-448-3000 
  
Prescription assistance:  

· GoodRx (https://www.goodrx.com/), phone application, or card  
  
In-Patient Mental, Behavioral Health, and Addiction Counseling Services:  

· Mercy Regional Medical Center: Offers in-patient behavioral health treatment (50+ 
years only). Will take referrals and E.D. Walk-Ins  

o ED Contact: 337-363-5684 
o Address: 800 E Main Street, Ville Platte, LA 70586 
o Referrals: Fax: 337-363-9426  

· New Way of Southwest Louisiana: Offers in-patient pastoral counseling, cognitive 
behavioral therapy, family systems therapy, medication management, medical care, 
psychosocial skills training, recreational therapy, anger management and grief therapy for 
males age 6-17.  

o Address: 2683 Vidrine Rd. P.O. Box 363 Ville Platte, LA 70586 
o Phone Number: (337) 363-3703 
o Referral Fax: (337) 363-4008 

· Compass Behavioral Center: Offers in-patient and out-patient mental health services 
and inpatient detoxification. There are many locations available for these services.  

o Contact: 1-888-640-5433 to find best location for patient.  
  
Therapy Services:  

· Healthy Family Counseling Services. LLC: Family Therapy options for patients ages 
5-death. Must be seen in-person for first visit but can switch to telehealth after. Do have 
psychiatry available 1+ times/month. Contact to schedule appointment with psychiatry.  

o 337-407-5060 
o 115 S Main St, Suite A, Opelousas, LA 70570 
o jovandarbonne@healthyfamilycounseling.com 

  

https://www.goodrx.com/
mailto:jovandarbonne@healthyfamilycounseling.com
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Other Services:  
Evangeline Parish Health Department: 
1010 W Lasalle St, Ville Platte, LA 70586  
337-363-1135 
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Appendix F. 

PHQ-4: The four-item patient health questionnaire for anxiety and depression. 

Over the last 
two weeks, how 
often have you 
been bothered 
by the following 
problems? 

Not At All Several Days More Than 
Half the Days 

Nearly Every 
Day 

Feeling nervous, 
anxious or on 
edge 

0 1 2 3 

Not being able to 
stop or control 
worrying 

0 1 2 3 

Feeling down, 
depressed or 
hopeless 

0 1 2 3 

Little interest or 
pleasure in doing 
things 

0 1 2 3 

TOTALS         

  
Total score is determined by adding together the scores of each of the 4 items. 
Scores are rated as normal (0-2), mild (3-5), moderate (6-8), and severe (9-12). 
Total score of 3 or more for the first 2 questions suggests anxiety. 
Total score of 3 or more for the last 2 questions suggests depression. 
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Introduction

●Problem Statement:  The adult and senior populations of a 
primary care clinic in  rural Louisiana lack depression screening. 

●Goals:
●Better understand the barriers providers and staff 

encounter related to screening for depression
●Implement evidence-based depression screening tools
●Increase depression screening rates
●Establish sustainability plan
●Disseminate results with recommendations

Presenter Notes
Presentation Notes
BeccaThe aim of this project was to improve screening for depression in a privately-owned primary care clinic in adults 50 years of age and older residing in a rural parish in southern Louisiana.  At the start of the project, the providers at this clinic were not using ANY evidence-based screening tool for depression. To improve screening for depression in this population at this clinic we aimed to:  Better understand the barriers providers and staff encounter related to screening for depressionImplement evidence-based depression screening toolsIncrease depression screening rates in the 50 and greater populationDisseminate and discuss results with the clinic staff and establish a sustainability plan It is increasingly crucial for family nurse practitioners (FNP) to screen for depression in primary care patients to ensure depression symptoms are addressed and treated promptly to decrease the number of patient that present in mental health crisis. In Louisiana specifically, 3.6% of adults live with severe mental illness, including major depression. Many barriers limit mental health access in rural communities, including: affordable care, availability of mental health providers, transportation, long-distances to providers, and stigma associated with the diagnosis of mental illness. These barriers are contributing factors to 61.8% of patients in Louisiana with a mental health diagnosis to receive no form of treatment at all. By appropriately screening patients, FNPs can improve diagnosis of depression and, in turn, improve access to mental health services for these rural patients.



Review of 
the 

Literature

Prevalence of Mental Health Conditions

Promoting Adherence to Depression 
Screening in Primary Care

Influences on Mental Health Screening

Presenter Notes
Presentation Notes
BeccaFor this review, the project team accessed the Cumulative Index to Nursing and Allied Health Literature (CINAHL) database to explore studies related to the mental health in rural primary care settings. Several articles were thoroughly reviewed between the research group and were were able to identify three primary themes relevant to this project.Prevalence of Mental Health ConditionsPromoting Adherence to Depression Screening in Primary CareInfluences on Mental Health Screening:There were several articles that were reviewed that meta-analysis (level 1 evidence) One particular article found that 16.62% of individuals aged 50 and above experience significant depression sometime in their lifetime. There was also a quality improvement (level 4 evidence) study to promote adherence to evidence-based guidelines on routine depression screening by a primary care providers using the PHQ-2 and PHQ-9. We used this QI study as a foundation for our  quality improvement study. Finally, the literature review found that there were many barriers to mental health screening in primary care. The main issue being general lack of training on mental health which made providers reluctant to use evidence based screening tools including the PHQ-2 and PHQ-9. The providers acknowledged that they would be more likely to screen their patients with the implementation of patient and provider mental health education.



Theoretical Framework: 
Donabedian’s Quality Framework

Presenter Notes
Presentation Notes
KatherineThe theoretical framework utilized to support our project is Donabedian’s Quality Framework. This framework focuses on quality improvement of patient health outcomes and has the flexibility to provide support to the use of PDSA model to improve depression screening rates in our chosen rural primary care setting. �Three components comprise Donabedian’s framework - structure, process, and outcomes.�Structures of care include healthcare setting, provider qualifications.�Processes of care include screening tools, resources, and methods of delivered care.�Health outcomes result from the processes of care directly affecting patient health.Donabedian’s framework emphasizes metrics as an essential component in quality improvement, and prompts a closer look into the current quality practices of rural primary care clinics and their structure for screening depression in older adult patients. �



Design: 
PDSA Cycles 
for Process 

Improvement

Presenter Notes
Presentation Notes
AmandaThe design of our project was developed using PDSA cycles for process improvement. The PDSA cycle for healthcare change is an acronym that stands for Plan, Do, Study, and Act. The PDSA model of quality improvement allows for quality improvement initiatives to be carefully researched, planned, implemented, re-evaluated, and eventually be made a permanent part of practice when proven to be an effective intervention after multiple test cycles.  For the purposes of this quality improvement project, we used the PDSA cycle process to implement evidence-based depression screening tools within the identified rural primary care clinic. Our approach during the planning phase of the PDSA cycle process included researching what the current depression screening practices of the primary care clinic were. Based on the information collected, our team implemented one-month long test cycles for change. The test for change included implementation of the PHQ-2 and PHQ-9 screening tools for adults ages 50 and older within the clinic. After the first one-month cycle of PHQ-2 and PHQ-9 implementation, we gathered the data through patient chart audits and analyzed the data using descriptive statistics to assess for the improvement of depression screening and subsequent diagnosis of depression. The second one-month long PDSA cycle included alterations to the project’s implementation practices based on the data analyzed and the barriers identified during the first PDSA cycle. The entire process was repeated for the third PDSA cycle. The main goal of using this method as a form of process improvement is to reach sustainability of the implemented evidenced based depression screening tools within the identified primary care clinic. 



Methods & Implementation

●Design: A quality improvement approach of Plan Do Study Act (PDSA) 
cycles, each approximately one month in length, was utilized to assess if 
depression screening rates for adults ages 50 and older in a rural primary 
care clinic improve after a 3-month progressive implementation of 
standardized depression screening methods and tools.

●Setting: A small, rural clinic in Evangeline Parish, Louisiana
●Median household income $31,000 

●Sample: A convenience sample of providers and staff  from the rural clinic 
were recruited by the researchers through personal verbal invitation upon 
approval of IRB proposal.

Presenter Notes
Presentation Notes
KelsayDesign: A quality improvement approach of PDSA cycles, each approximately one month in length, was utilized to assess if depression screening rates for adults ages 50 and older in a rural primary care clinic improve after a 3-month progressive implementation of standardized depression screening methods and tools. Patient inclusion criteria encompassed all patients aged 50 years and older visiting the rural primary health clinic in Louisiana between October 6, 2021, and January 6, 2022. Data collected from chart audits was analyzed using descriptive statistics to assess the improvement of depression screening and diagnosis after implementation of the depression screening tools during the project intervention dates. �Setting: Our setting was a small, rural clinic in Evangeline Parish, Louisiana where they see approximately 300 patients a month.  In a town without even 1 stoplight and the median household income is $31,000Sample: The subjects are a convenience sample from the rural clinic who were recruited by the researchers through personal verbal invitation upon approval of IRB proposal.  This includes the primary care provider and two staff members. The FNP is the director of the clinic and provided a letter of approval. A retrospective chart review was performed on 100% of patient office visits for male and female patients over the age of 50. 



Methods & 
Implement

ation

PHQ-2 PHQ-9

Tools: Patient Health Questionaire’s 2 & 9

Over the last 
two weeks, 
how often 
have you been 
bothered by 
any of the 
following?

Not At All
Several 

Days

More Than 
Half the 

Days

Nearly Every 
Day

Little interest 
or pleasure in 
doing things? 0 1 2 3

Feeling down, 
depressed, or 
hopeless? 0 1 2 3

Presenter Notes
Presentation Notes
KelsayTools: The tools used for this project were the PHQ-2 and PHQ-9. These are evidenced based practice tools that are widely used and chosen based on their high sensitivity and specificity and their high-yield screening questions for depression. The validity of the PHQ-9 and PHQ-2 has been extensively studied and found to be two of the few screening tools accepted universally and correspond directly with the DSM-V diagnostic criteria for varying degrees of depressive disorder. For this study, the PHQ-2 questionnaire was used to screen all patients visiting the primary care clinic within the age range for depression symptoms within the last two weeks. If the patient reported a positive screening on the PHQ-2, the PHQ-9 questionnaire was used to determine the extent of the patient's depressive symptoms. The PHQ-9 was also reviewed with each patient at their annual visit.



Results: 
PDSA Cycle 1
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KatherinePDSA Cycle 1	 This graph provides a quick visual for the percentage of depression screening rates of patients visiting the clinic during each of the PDSA cycles. The first PDSA cycle took place from 10/06/2021 - 11/04/2021 and yielded a screening rate of 48.7%. 



Results: PDSA 
Cycle 1

October 6th - November 4th, 2021

● Screening rate 
48.7%

● 19 patients 
screened, 39 
eligible

● 13 patients scored  
zero on PHQ-2

● No new 
depression 
diagnoses

Presenter Notes
Presentation Notes
KatherinePDSA Cycle 1	During that time frame, 39 patients were eligible to be screened, however, only 19 patients were screened. This was attributed to misunderstanding of clinic staff on PHQ-2 scoring, as well as patients turning in incomplete PHQ screens. The staff believed the patient had to score a 3 on both questions on the PHQ-2 to reach eligibility to be screened with the PHQ-9. In actuality, the patients must score a total of 3 on the PHQ-2 to be eligible for further screening with the PHQ-9.  Out of the 19 patients that were screened with the PHQ-2, 4 of those patients should have been given the PHQ-9, based upon their PHQ-2 score of  >3. No remaining patients were eligible for a PHQ-9 during this cycle. It is of relevance to note that PHQ-9 eligibility is more than likely skewed during this first cycle due to previously mentioned error of PHQ-2 scoring. There were 13 patients that screened 0 for the PHQ-2. There were no new diagnoses of depression during the first PDSA cycle, and as a result, no interventions for depression were initiated in this cycle. All 19 patient encounters were classified as acute visits according to clinic standards.  Researchers and clinic staff believed the patients which scored 0 on the PHQ-2 were not thoroughly reading the screening questions. Instead, these patients were trying to get through the paperwork quickly to be seen for their acute care concern. To adjust for this, the first PDSA change for the next cycle included having the staff nurse verbally administer the screenings questions for both the PHQ-2 and PHQ-9, if eligible. The clinic staff agreed with this change and felt it would more accurately reflect the patient's true responses. Additionally, the lead researcher reviewed and reinforced education regarding the scoring and criteria of the PHQ-2 & PHQ-9 with the clinic staff. Clinic staff verbalized understanding of this teaching and felt proficient in correctly administering and scoring the PHQ’s.



Results: 
PDSA Cycle 

2
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KatherinePDSA Cycle 2	The second PDSA cycle took place from 11/06/2021 - 12/02/2021 and yielded a screening rate of 91%, which was a significant improvement from Cycle 1’s rate of 48.7%. 	



Results: PDSA 
Cycle 2

November 6th - December 2nd, 2021

● Screening rate 
91%

● 41 patients 
screened, 45 
eligible

● 28 patients scored zero 
on PHQ-2

● 12 patients previously 
diagnosed & 2 patients 
newly diagnosed

Presenter Notes
Presentation Notes
KatherinePDSA Cycle 2During this cycle, 45 patients were eligible to be screened. Out of the eligible 45 patients, only 41 patients were screened. During this cycle, 4 patients were not screened with the PHQ-2 or PHQ-9 due to clinic staff forgetting to administer the questionnaires. The PHQ-9 was administered to all eligible patients, which included 5 patients who scored >3 on the PHQ-2. Of the 41 patients screened, 28 individuals scored 0 on the PHQ-2.During the second PDSA cycle, 12 patients were previously diagnosed with depression and 2 patients were newly diagnosed with depression. The 2 patients newly diagnosed with depression were started on pharmacological treatment by the clinic provider. The 12 patients who were previously diagnosed with depression are currently prescribed medication including SSRIs and SNRIs.Two patients who were previously diagnosed with depression, scored > 3 on the PHQ-2 and a 13 on the PHQ-9. One patient was continued on previously prescribed Wellbutrin and Paxil for this visit. The NP highly encouraged this patient to return to their psychiatrist for closer depression medication monitoring and mental health evaluation.The second patient agreed to an increase in Effexor for improved treatment of depressive symptoms. The NP also highly encouraged this patient to initiate a referral to a mental health provider, however, this patient strongly declined and wished to attempt a medication increase before moving forward with other options.Out of 41 patient encounters, 40 were classified as acute visits and 1 was classified as a wellness visit, according to clinic standards.



Results: PDSA 
Cycle 3

Presenter Notes
Presentation Notes
AmandaPDSA Cycle 3	The third PDSA cycle took place from 12/06/2021 - 1/06/2022 and yielded a screening rate of 98%, further improved from 91% in the previous cycle.



Results: PDSA 
Cycle 3

December 6th, 2021  - January 6th, 
2022

● Screening rate 
98%

● 50 patients 
screened, 51 
eligible

● 36 patients scored 
zero on PHQ-2

● 10 patients previously 
diagnosed, 1 patient 
newly diagnosed

Presenter Notes
Presentation Notes
AmandaPDSA Cycle 3	During the third PDSA cycle time frame, 50 out of 51 eligible patients were screened. The one eligible patient that met screening criteria, yet was not screened, during this final cycle presented with emergent concerns for shortness of air and required immediate intervention. There were 7 patients eligible for the PHQ-9, of which 6 were screened. Two of these individuals scored > 3 on the PHQ-2, and 4 were annual wellness visits. One annual wellness visit patient was not screened with the PHQ-9, but scored < 3 on the PHQ-2. Of the 50 patients screened, 36 of those scored 0 on the PHQ-2. There was one patient newly diagnosed with depression during this final PDSA cycle, and 10 patients previously diagnosed with depression. These 10 patients are prescribed medication for depressive treatment including SSRIs, SNRIs, & NDRIs (norepinephrine-dopamine reuptake inhibitors). Five patient visits during this cycle were annual wellness, according to clinic standards. 



Results: 
PDSA 

Cycles & 
Age

Presenter Notes
Presentation Notes
AmandaPDSA Cycle Age AnalysisThe average age of participants in each cycle was 59.7 years, 59.8 years, and 61.3 years, respectively. Breaking this down further, the average female age was 52.9 years, 60 years, and 61 years, respectively. The average male age was 66.3 years, 59.6 years, and 61.9 years, respectively. Cycle 1 included 17% of total study participants, Cycle 2 included 37%, and Cycle 3 included 46% of screened individuals.



Discussion of 
Results

Project Site Primary 
Care Clinic
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Becca            Prior to starting the first PDSA cycle, the clinic’s providers were interviewed to determine the barriers to depression screening. Like many of the articles discussed in the review of literature, the clinic staff reported lack of familiarity with depression screening tools as well as lack of education regarding depression and other mental health conditions. To ensure accurate results in the PDSA cycles and to maximize the number of patients screened, the clinic staff was educated by the lead researcher on the PHQ-2 and PHQ-9 screening tools.. Following the debriefing, the clinic staff stated they felt comfortable asking the depression related questions listed on the PHQs. By addressing the questions in the PHQ-2 and PHQ-9 at each patient visit, the clinic staff had the opportunity to increase communication with patients regarding stigma of mental health diagnoses and screening. This addresses the ROL’s  conclusion that rural mental health barriers exist, including stigma surrounding mental health screening and treatment, as well as availability of educated and resourceful mental health providers and supporting staff. Our study’s conclusions are further supported by the ROL, which identified similar barriers to mental health screening and treatment.The quality improvement study, which was discussed in the literature review, was also supported by the results of our quality improvement study. The study from the ROL improved depression screening rates for adults aged 50 years and above by implementing the use of the same evidence-based screening tools: PHQ-2 & PHQ-9. Drawing from IHI's Model of Improvement and PDSA cycles, implementing a depression screening standard allowed the the doctoral students to identify barriers of the clinic surrounding screening, develop adaptations to improve screening, and solidify a process for depression screening that can continue to be utilized, at a limited and achievable cost, for the primary care clinic in rural Louisiana. 	As discussed in the ROL, the meta analysis found that approx 17% of individuals aged 50 and above experience significant depression sometime in their lifetime. The results of our study further supporting the use of the PHQ-2 and PHQ-9 for depression screening during every patient encounter due to the high likelihood of patients age 50 and above experiencing depression at some point in their lifetime. As evidenced by the results of the PDSA cycles, increased screening lead to increased recognition and treatment of depression. Rural older adults account for 20% of the current geriatric population with these numbers continuing to increase. This indicates the importance and significance of depression screening tool utilization for this population. By improving depression screening rates in primary care clinics, the strain may lifted from behavioral health professionals experiencing chronic role overload. Also bridging the gap between older adults’ mental healthcare needs and level of practitioner skills to address these needs. This study maintained similar results to a larger Q.I. study from the ROL, who implemented depression screening tools yielding screening improvement rates of around 90%. 



Presenter Notes
Presentation Notes
AmandaImplementation of depression screening tools has a financial impact on both the stakeholders of the clinic and society as a whole. The anticipated benefits for this project’s stakeholders included improved workplace productivity for the agency, decreased costs for third-party payers due to the decreased physiological side effects of undiagnosed depression, and improved quality of life for the patients with undiagnosed depression. However, for this particular primary care clinic, formally imbedding the depression screening tools within EHR is cost prohibited at this time. The societal economic burden of depression in the U.S. is estimated at $210 billion, including direct medical costs, lack of workplace productivity, and the cost of life lost due to suicide according to the CDC (CDC, Behavioral Risk Factor Surveillance System, 2019). Therefore, the economic and societal benefits of implementing established depression screening tools within rural primary care clinics are more significant than the financial and societal burdens of underdiagnosing depression.�



Strengths

● Initial screening 
rate 0%, final 
screening rate 
98%

● Early 
identification of 
barriers 

Limitations

● Project initiated 
during global Covid-
19 pandemic 

● Limited time-frame

Strengths 
and 

Areas for 
Improvement 

Presenter Notes
Presentation Notes
Amanda Our project had multiple strengths and limitations, or areas for improvement as we like to call them. Project StrengthsA key strength noted within this Q.I. project was the improvement from the initial screening rate of zero at the project site. By starting the first PDSA cycle with a screening rate of 0%, the researchers noted a significant increase in screenings and verified that the initial education of staff was successful. The clinic staff was also actively involved in PDSA cycles by providing the lead researcher with data related to patient involvement in screening. This allowed appropriate changes to be made at the end of each cycle to improve screening rates for the following cycle. Additionally, the literature review provided crucial information regarding barriers to mental health access experienced in rural America, including stigma and lack of education. This allowed for appropriate preparation and intervention for said barriers experienced within the clinic. Limitations and Challenges of the ProjectThe first limitation was the number of clinic sites willing to work with the project team. The project was initiated during the Covid-19 global pandemic. As a result, the research team contacted many rural primary care clinics requesting permission to implement a project and unfortunately found most were unwilling to do so at the time. The project was then limited to one rural primary care clinic in Louisiana that was willing to work with students during the pandemic, leading to small sample size.Lastly, the study was also conducted over a short amount of time. This short period of time limited data collection and made determining patient outcomes from improved screening rates challenging. Furthermore, the limited time frame made it un feasible to implement other high-yield screening tools such as the PHQ-4, which assesses depression and anxiety. 



Contribution 
to Advanced 

Practice 
Nursing & 

Collaboration

Project Site Primary 
Care Clinic

Presenter Notes
Presentation Notes
KelsayContribution to the Profession of NursingAs discussed, this project increased depression screening rates in older adults, ages 50 and above, by addressing mental health stigma, identifying barriers surrounding mental health diagnosis and treatment, and increasing awareness of depression screening tools used in the primary care setting. By utilizing a collaborative approach between clinic staff and researchers, and focused clinic-based interventions through several PDSA cycles this project was able to identify an area of patient healthcare need, which was supported by a thorough review of literature.



Sustainability: 
PHQ-4

Total score is determined by adding together the scores of each of the 4 items.
Scores are rated as normal (0-2), mild (3-5), moderate (6-8), and severe (9-12).
Total score of 3 or more for the first 2 questions suggests anxiety.
Total score of 3 or more for the last 2 questions suggests depression.

Presenter Notes
Presentation Notes
KelsayThe sole purpose of this project was to improve depression screening rates. Throughout the project's 3 PDSA cycles, multiple patients were identified with concurrent diagnoses of depression and anxiety. Because this was an identifiable trend, the researchers of this team suggested the clinic staff use the Patient Health Questionnaire-4 (PHQ-4). The PHQ-4 combines two questions from the PHQ-9 and two questions from the GAD-7, a screening tool for generalized anxiety disorder, to screen for patients at risk for depression and anxiety. Implementation of the PHQ-4 would ensure both depression and anxiety screening sustainability. The project findings have been released and discussed with the clinic staff following completion of the project. These findings have provided primary care clinics, as well as their staff, with strong support regarding depression screening of older adults in a primary care setting. Primary care providers, especially those in a rural practice environment, are better equipped to identify mental health disorders, such as depression, when fully understanding the impact of utilizing a developed screening tool on all eligible patients. This study’s results solidify the need to incorporate depression screening tools into routine patient care to identify mental health disorders in rural populations and adequately diagnose and treat these disorders to improve patient outcomes.	



Dissemination 
Plan

● Submit for publication
○ The Journal of Rural Health 

through the National Rural 
Health Association 

● Submit to national conference
○ Rural Health Clinic 

Conference September 2022 
Kansas City, MO

○ National Association of Rural 
Health Clinics Fall Institute 
October 2022 Scottsdale, AZ

● Distribute findings to rural 
primary care clinics within 
a 50-mile range
○ Approximately 3o clinics

● Discussion of results with 
project site
○ Great success!

Presenter Notes
Presentation Notes
KelsayOur dissemination plan includes submitting our QI project to the Journal of Rural Health through the National Rural Health Association. We would also like to submit our presentation to upcoming conferences such as the Rural Health Clinic Conference and the National Association of Rural Health Clinics Fall Institute. We think it would be important to share our findings with other rural primary care clinics surrounding the clinic project site. We plan to reach out to these clinics and set up times to share our data with them in a way that is convenient for the staff and their stakeholders. As previously mentioned, at the conclusion of this project, our findings were shared with the staff of the clinic project site. They were very excited to see the improvement of their screening rates and they were looking forward to continuing the use of screening tools to better assess their patients and their response to treatment. 
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