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Abstract

The stakeholders of a pediatric MHU, which provides healthcare to underserved children in the
Chicago area, are aware of the need for a depression screening tool for the adolescent population
age 11-22. Implementing such a screen requires an analysis of the current process and
workflow. Such evaluation warrants developing a process change prior to the MHU clinicians
implementing the PHQ-2/PHQ-9 depression screening tool. Screening with a validated tool,
such at the PHQ-2 and PHQ-9, on a mobile health clinic can help reach underserved adolescents
that may be suffering from depression. A total of 58 students were screened who met the criteria
and were receiving their sport or school physicals. The depression screening tool was
successfully incorporated into the workflow of the MHU and awareness of depression in

adolescents was recognized in this vulnerable population.
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Establishing A Process for Depression Screening on a Pediatric Mobile Health Unit
Chapter I: Introduction

A concerning epidemic is advancing upon the youth of today and is of public health
concern. Depression can be a devastating mental illness and it can interfere with everyday life
activities. It does not discriminate against sex or race; however, the initial onset can begin
during the adolescent years (U.S. National Library of Medicine, 2017). Depression affects 11%
of teens and only 1% will be treated in an outpatient facility (Avenevoli et al., 2015). If left
untreated as an adolescent, depression can have a significant impact on future health; therefore,
pre-screening and identifying those at risks can help reduce the incidence of depression
(Avenevoli et al., 2015). Further, depression is linked to increased school issues, absenteeism,
and a higher risk of participating in unhealthy behaviors (Centers for Disease and Prevention,
2016). Screening for depression in adolescents leads to early detection and treatment.

To identify adolescents suffering from depression, it is crucial for health care providers to
initiate screenings at the time of the healthcare visit. There are simple tools that are effective in
screening adolescents aged 12-18 years for depression. Two screening tools that work in
congruence with one another are the Patient Health Questionnaire-2 (PHQ-2) and Patient Health
Questionnaire-9 (PHQ-9; American Psychological Association, 2017). The PHQ-2 is a two-
question questionnaire and is the initial tool used to screen for depression of adolescents. The
PHQ-2 is the first two questions from the PHQ-9. If the patient scores positive on the PHQ-2,
the remaining questions on the PHQ-9 are then utilized to further assess the diagnosis of
depression (American Psychological Association, 2017). Depression is a common occurrence in
teens but is often not identified (Thapar, Collishaw, Pine, & Thapar, 2012). Studies have

measured different depression screening tools to test their reliability (Arrieta et al., 2017; Manea
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et al., 2016; Mitchell, Yadegarfar, Gill & Stubbs, 2016; Wilson & Agius, 2017). The diagnostic
accuracy in detecting depression using the PHQ-2 and PHQ-9 screening tools has been evaluated
and proven to be effective (Mitchell et al., 2016). The PHQ-2 and PHQ-9 are tools used in
primary and pediatric clinic settings; however, its implementation on pediatric mobile health unit
(MHU) is limited. Therefore, for the MHU clinicians to effectively implement the PHQ-2 and
PHQ-9 into the standard of care, a standardized workflow should be established. Providing an
efficient and effective standardized workflow as it relates to the process change will allow for an
easier transition.
Background and Significance

Depression can be a debilitating disease. If left undiagnosed and there is failure to
initiate necessary treatment, this can impact the functioning abilities of the adolescent and affect
their future as they progress into adulthood (American Academy of Child & Adolescent
Psychiatry, 2011). Reports have indicated that in the absence of a screening tool, nearly 50% of
cases of depression were overlooked (Corona, McCarty, & Richardson, 2013). Providers have
indicated their lack of compliance administering a depression screening tool is due to a lack of
skill in diagnosing, access to a validated quick screening tool that does not impede the work
flow, and lack of resources for follow up treatment and consultations. A teenager’s depression
symptoms can often be mistaken for typical teenager demeanor (Corona et al., 2013). The
Academy of Pediatrics and the US Preventive Services Task Force (USPSTF) suggest the
utilization of a depression screening tool to help trigger further mental health evaluation (Corona
et al., 2013). In addition to social and emotional burdens the financial impact of depression is
extensive and continues to rise as this problem becomes more significant (Greenberg, Fournier,

Sisitsky, Pike, & Kessler, 2015). Categories of depression produced $83.1 billion in costs in
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2000 (Greenberg et al., 2015). More recently the quantifiable cost of depression has
significantly increased. The yearly economic burden of depression is projected to be $210.5
billion (American Psychiatric Association Foundation, 2018). Implementation of screening tools
for early detection and management of depression can help mitigate the economic burden.

At the state level, rates of depression and suicide in Illinois have risen; in addition to the
financial impact depression and suicide have on the economic budget. Between 2010-2014,
depression among adolescents, age 12-17, in Illinois rose from 8.3% to 10.2%; these statistics
coincide with the rise of depression among adolescents in the United States (Substance Abuse
and Mental Health Services Administration [SAMHSA], 2015). Of those children diagnosed
with a major depressive episode (MDE), only 35,000 (38.2%) received treatment within one year
of being surveyed (SAMHSA, 2015). The rise in depression also correlates with a rise in
suicides among this population. Illinois had 1,363 suicide deaths in 2017 and unfortunately it is
the leading cause of death in ages 10-14 years and the second leading cause of death in those of
age 15-24; and nearly 90% of teens that commit suicide suffer from a mental illness such as
depression (American Academy of Child & Adolescent Psychiatry, 2017; American Academy of
Pediatrics, 2018). The financial weight of MDEs and suicide on the economic budget in Illinois
are concerning and overwhelming. In 2015, the economic burden MEDs have placed on the
Illinois budget was quantified at $8.3 billion (Menchine, Seabury, Heun-Johnson, & Goldman,
2017). This number does not include those diagnosed with other serious mental illnesses such as
schizophrenia and bipolar disorders. The financial weight of MDEs and suicide on the economy
are felt at state levels. The cost of suicide in 2010 in Illinois was almost $1.4 million dollars in

lifetime medical and work loss expenses (American Foundation for Suicide Prevention, 2017).
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A closer examination of Chicago statistics helps illustrate the local need for adolescent
depression screens. In a Youth Risk Behavior Survey published by the Centers for Disease
Control in 2013, a resounding 32.5% of adolescents in the Chicago area felt sad or hopeless
every day for two weeks in a row; and 15.5% of the responding students representing the
Chicago area had considered attempting suicide and almost 14% made a suicide plan (Centers
for Disease Control and Prevention, 2014). When compared to the overall Illinois attempted
suicide rate for adolescents, 18.9% had feelings of ending their life and approximately 17% made
a suicide plan (Centers for Disease Control and Prevention, 2014). Since the 1990s adolescent
suicide deaths have continued to climb at an alarming rate (Shain, 2016). Suicide among those
age 15 to 19 years has increased by 28%, and boys within in this age group are three times as
likely to complete a suicide attempt than their female counterparts (Shain, 2016). The ratio of
attempted suicides to completed suicides is 50:1 to 100:1 among adolescents (Shain, 2016).

Primary care providers play a large role in the recognition and management of depression
and mental health problems with adolescents (O’Brien, Harvey, Howse, Reardon, & Creswell,
2016). However, there is concern among providers and their ability to properly diagnose and
treat depressive disorders. It is common to mistake depressive symptoms for physical symptoms
because young people present differently with depression than adults (O’Brien et al., 2016).
Barriers that hinder a provider’s ability to properly assess for depression are: poor skills when
identifying depressed patients (especially in children whose symptoms are not severe), time
restrictions, and a lack of mental health specialists and resources (O’Brien et al., 2016).

The USPSTF has released recommendations regarding depression screening of teens.
The USPSTF states youth age 12 to 18 should be screened, which coincides with the

recommendations of the American Academy of Pediatrics’ Bright Futures recommendations
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(Siu, 2016). The American Academy of Pediatrics’ Bright Futures program further states
depression screens should be conducted annually (Siu, 2016). The PHQ-2 and PHQ-9 are simple
and reliable tools that can used to evaluate depression in adolescents. The USPSTF recognizes
the Patient Health Questionnaire as one of the most studied screening tools, and the sensitivity
and specificity of this instrument are highly accurate which is indicative of a reliable tool (Siu,
2016). Siu (2016) states 36%-44% of youth with depression will continue without treatment.
This is significant and implies several teens go untreated and undiagnosed. If depression goes
untreated due to an absence in recognition of depression this can lead to suicide (Siu, 2016).
Statistics indicate nearly 20% of adolescents attempt suicide, which reinforces the need for
depression screenings (Siu, 2016).

Depression screening among adolescents aligns with prevention efforts to identify those
struggling with depression and contemplating suicide. Without screenings for depression and the
ability to initiate a plan of care, these thoughts of self-doubt and sadness have the potential to
develop into suicidal ideations (American Academy of Child & Adolescent Psychiatry, 2017).
Depression is treatable and without the initiation of proper screening tools for depression,
adolescents who suffer from depression will continue to go unnoticed and without proper
guidance of available treatment options.

Problem Statement

Continuous improvements are required to keep up with the demands of health care and to
continue delivering what health care deems “standards of care” to the community; therefore,
process changes are intended for institutions to make progressive steps forward. Community
needs assessments and the day-to-day delivery of care set forth an awareness of the depression

issues facing the adolescents in the Chicago area. The stakeholders of the pediatric MHU, which
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provides healthcare to underserved children in the Chicago area, are aware of the need for a
depression screening tool for the adolescent population age 11-22. However, implementing such
a screen requires an analysis of the current process and workflow. Such evaluation warrants
developing a process change prior to the MHU clinicians implementing the PHQ-2/PHQ-9
depression screening tool (see Appendix A). Depression is on the rise and in 2014 a noticeable
37% increase in prevalence was detected in teenagers (American Academy of Pediatrics, 2016).
Depression in adolescents causes emotional hardships, affect activities of daily living, interferes
with relationships and social experiences; it can even result in death (American Academy of
Pediatrics, 2016). This alarming trend signifies a need for screening interventions. Screening
with a validated tool, such at the PHQ-2 and PHQ-9, on a mobile health clinic can help reach
underserved adolescents that may be suffering from depression.
Project Aims

The project aim is to enhance patient centered care on a pediatric MHU by developing a
standardized workflow for children receiving a physical and assist the MHU clinicians with the
implementation of the PHQ-2 and PHQ-9 depression screening tool. The development of an
effective standardized workflow will be designed to benefit the MHU clinicians to efficiently
transition to a new standard of care. The new process will help ensure the depression screen will
be implemented and children receive the care they need. The MHU staff will work more
efficiently and feel better prepared to deliver a depression screen, as there can be hesitation to
implement due to the sensitivity of the subject. As the MHU clinicians implement the PHQ-2
and PHQ-9 tools as an initial step in screening for depression, this initiative will further develop
patient health awareness, lead to further evaluation, and improve emotional health. The

objectives for this process improvement project are to: 1) screen 95% of adolescents aged 11-22
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for depression that are receiving a physical on the MHU; 2) provide PHQ-2/PHQ-9 and
workflow education and training to 100% of the MHU staff; 3) ensure clinician entry of the
proper ICD-10 code in the electronic health record (EHR) for 80% of the patients screened; and
4) measure the percentage of PHQ-2 positive screens that generate a PHQ-9 questionnaire.
Clinical question

Establishing a standardized workflow on the MHU is necessary for a new change process
to be effective. Adding a depression screen into the workflow of the MHU during patient
physicals can create barriers; hence the need for an efficient workflow process. Therefore, the
clinical question proposed is: How can clinician workflow on a mobile health unit be
standardized to ensure depression screens are performed and documented on children aged 11-22
receiving physicals?
Congruence with Organizational Strategic Plan

The MHU is associated with Norwegian American Hospital (NAH), a long-standing
hospital committed to serving the Humboldt Park community in Chicago, IL. The mission
statement of NAH (2018) states they will “provide high quality and compassionate health care
services by partnering with patients and their families, our employees, physicians, and the
communities we serve;” and their vision at NAH “is the hospital of choice for our communities
and our caregivers. We are best in class for clinical care, customer service, employee
engagement, access to care and stewardship” (“our mission”, para.l; “our vision”, para.2).
Implementing an effective workflow process on the MHU correlates with improving quality and
safety of patient care. Employee engagement and stewardship among the staff is enhanced when
initiatives correlate with the mission and values of the organization. This project assists with

serving the community with compassionate, quality health care services, and increases access to



Running head: PROCESS CHANGE 15

care. The vision of the institution aligns with the initiative of the screening tool and the
community it will reach by improving patient care, improving population health of the
community it serves, and by reducing costs. In congruence with their strategic goals, NAH is
invested in utilizing screening processes to help identify those who are at risk of developing an
illness or recognizing those that have an untreated illness.
Synthesis of Evidence

Search strategy. Search databases included Google, Cumulative Index of Nursing and
Allied Health Literature (CINAHL), PubMed, Mobile health map website, and OSF Saint
Francis Medical Center literature database. Key words used were: mobile health, mobile clinic,
mobile van, underserved, poverty, children, health disparities, patient health questionnaire, PHQ-
2, PHQ-9, adolescents, depression, suicide rates, cost of depression, workflow, process change,
process improvement, and quality improvement. Nine-teen articles were selected for the
synthesis of evidence. Inclusion criteria included the following subjects: quality improvement
on mobile health units, supported improvements in health outcomes, depression in adolescents,
implementation of PHQ-2 and PHQ-9 screening tool, use of PHQ-2 and PHQ-9 in primary care,
and how process change impacts workflow. Articles that did not contain the defined search
criteria and were only applicable to adult research were excluded. Articles were not used if they
were published more than 6 years ago; therefore, the criterion for published information was
limited to 2012 to the current date.

Barriers to screening. Primary care settings appear to be a common setting for
recognition and management of adolescent mental health problems; however, it remains
underdiagnosed (O’Brien et al., 2016). This phenomenon is mostly in part due to the high

number of adolescents seen by a primary care provider; nearly 70% of young people see a
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primary care provider yearly and are more likely to discuss this sensitive issue with medical staff
instead of a counselor (Diamond et al., 2012). Major medical and psychiatric associations are
encouraging and supporting the application of a depression screening tool; even the Joint
Commission on Accreditation of Healthcare Organizations is recommending patients be screened
for suicide risk (Diamond et al., 2012). Although these recommendations are necessary in health
care and are part of preventative measures, many barriers exist when it comes to implementing
the use of a depression screening tool. Identification and management of mental health are two
barriers that come between primary care providers administering a depression screen (O’Brien et
al., 2016). Children present symptoms differently than adults do when it comes to mental health,
and many present with physical symptoms making the diagnosis of emotional and behavioral
problems difficult (O’Brien et al., 2016). However, with adequate assessment knowledge,
providers are five times as likely to screen for mental health problems than those who have a
lack of knowledge (Diamond et al., 2012). Another barrier that exists is the lack of access to
specialists who manage mental health services (O’Brien et al., 2016). Diagnosing mental health
issues in adolescents in the primary care setting is becoming common practice, yet many
providers feel their skills in management and knowledge in this area are limited; therefore,
having the proper resources available for these patients is needed (O’Brien et al., 2016). Even
with appropriate referral, providers indicate minimal feedback from the behavioral health
provider, making management and follow up difficult (Diamond et al., 2012). Time and
reimbursement from insurance companies are other deterrents to providing mental health exams.
Providers feel there are time restrictions when seeing patients which impacts their ability to
properly recognize, diagnose, and manage adolescents with mental health issues (O’Brien et al.,

2016). Financial concerns are factored into the barrier component when insurance companies are
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less than eager to reimburse primary care providers for their services (Diamond et al., 2016;
O’Brien et al., 2016). Reimbursement and restrictions applied by insurance companies are
reflected by both services provided by the primary care provider and for the referral process;
which also impacts the management of these patients (O’Brien et al., 2016). Several barriers
exist and imply further research is needed to identify gaps among the different stages from
identifying the issue to the referral to a behavioral health specialist (O’Brien et al., 2016).
Practitioners have identified their lack of knowledge and training when it comes to properly
identifying young people with mental health issues (O’Brien et al., 2016). This reinforces the
need to implement an evidence-based screening tool, such as the PHQ-2 and PHQ-9, into
practice and provide adequate education, training, and workflow processes.

Process change. Implementation of a new process can bring up many questions
regarding interruptions to workflow. Factors such as time restraints, available staff, and cost
factors are some barriers to adhering to changes in process (Loeb et al., 2015). Loeb et al. (2015)
implemented the PHQ-2 and PHQ-9 in two clinic care settings and the scores were recorded in
the electronic health record. Prior to implementation of the PHQ-2 and PHQ-9, clinician
education and training was provided, and the process was evaluated (Loeb et al., 2015). This
study reiterated the importance of training prior to the implementation of a process change and
how it positively affects staff’s adherence to the change (Loeb et al., 2015). The staff’s comfort
level improved in regard to administering the depression screening tool with education provided
prior to implementation (Loeb et al., 2015). Change processes that are new can be difficult to
follow and sustain long term. This study supports how an innovative process can be
implemented and maintains sustainability as long as providers comply with documentation; thus,

allowing for success and indicating the usefulness of the process change (Loeb et al., 2015). The
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approach to training was intended to communicate practical knowledge of the process of care
involved in the implementation of the depression protocol (Loeb et al., 2015). A qualitative
study by Olson, Tooman, and Alvarado (2010) evaluated health care teams and the methods used
to acquire knowledge. Olson et al. (2010) analyzed three tactics to improve clinical practice by
differentiating between “knowing how” and “knowing that” (“Discussion," para 3). The
differentiation between the two refers to the understanding of how to implement a practice
change versus understanding that the process change should occur (Olson et al., 2010). Through
education and training, how to execute the proposed protocol demonstrated a substantial role in
the “knowing how” portion of practice change (Olson et al., 2010). The workflow of this
process change was also evaluated. The PHQ-9 was utilized and the EHR technology provided
clinical support and allowed the providers to efficiently provide patient care (Loeb et al., 2015).
The PHQ-9 screening tool offers a quick option to allow effective screening of depression in
patients while easily transitioning into the clinical workflow of the clinic (Loeb et al., 2015).
Screening among adolescents. The USPSTF has recommendation guidelines for
screening depression in adolescents (Siu, 2016). Screening adolescents aged 11-18 for major
depressive disorder (MDD) is highly suggested as part of provider practices (Siu, 2016). Limited
evidence exists suggesting that screenings for depression improve health outcomes; however,
depression identified through routine screenings offers benefits and is linked to improved
symptoms of depression, severity, and performance scores (Siu, 2016). These findings suggest
with early screening and interventions related to MDD, future impact on the adult mental health
outcomes could be limited (Bhatta, Dimmitt Champion, Young, & Loika, 2018). In a cross-
sectional study evaluating depression screens in family/pediatric practices, the documented

depression screening rate was 0.2% (Zenlea, Milliren, Mednick, & Rhodes, 2015). Although
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90% of pediatricians feel they should be responsible for identifying depression, several barriers
prevent them from performing routine screenings which include: time, lack of training,
inadequate mental health providers to refer to, and inadequate reimbursement (Zenlea et al.,
2015). Implementing a tool such as the PHQ-2/PHQ-9 is simple, effective, and an inexpensive
way to screen for depression (Zenlea et al., 2015). Primary providers are instrumental in
identifying depression and can establish a trusting relationship with their patients, which can lead
to open discussions about depression. Nearly 70% of adolescents who are depressed do not
discuss their feelings with their care provider; despite the prevalence of depressed adolescents of
9%-20% in primary care settings (Bhatta et al., 2018; Taliaferro et al., 2013). Providers often
rely on presenting symptoms or verbal expression from parental concerns before investigating
depression; therefore, reinforcing the importance of a screening tool to improve identification of
depression in adolescents (Bhatta et al., 2018; Taliaferro et al., 2013; Williams, O’Connor, Eder,
& Whitlock, 2009).

Increasing healthcare access. Mobile clinics possess a unique ability of providing access
to health care where standard stand-alone health care buildings cannot. The services provided
are convenient and commonly respond to the needs of the community it serves. A major aspect
and principal concentration of a mobile health unit is their ability to deliver care to those who in
areas that are disconnected from traditional health care facilities (Abbasi, Mohajer, & Samouei,
2016). Since the initiation of the Affordable Care Act in 2010, the goal was to increase the
number of those insured. After the initial enactment of the Affordable Care Act the number of
uninsured decreased from 44 million in 2013 to 28 million in 2016 (The Henry J. Kaiser Family
Foundation, 2018). However, there is still a need for improving access to health care in rural

and urban areas. The need for community outreach is significant and many barriers to reach
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health care services are complicated by transportation issues, insurance status and requirements,
financial costs, and the lack of understanding of the health care system (Hill et al., 2014). The
services they provide vary based on the community needs but are not limited to primary care,
dental care, mental health, women and children’s services, among a diversity of other specialty
services (Hill et al., 2014). To provide better access to care, mobile units work with community
services and surrounding health care agencies to provide care to these populations. Robinson et
al. (2017) investigated the impact of those who have fractionated access to care in rural and
urban communities and compared the differences among health care, family, and community
factors associated with mental, behavioral, and developmental disorders (MBDD) in young
children. A public health action is required in these circumstances to include collaborative
health care and community services to address these segmented services and offer support for
children who have a MBDD (Robinson et al., 2017). Mobile units can bridge the gaps associated
with the pitfalls linked to the lack of access to health care services by accessing and initiating
collaborative efforts with local connections that can be of assistance. In many circumstances,
there is a lack of knowledge regarding behavioral needs and options available for management,
lack of financial income, and community separation among vulnerable populations in rural areas
(Robinson et al., 2017). Robinson et al. (2017) suggest collaboration with early learning and
parent support programs, community health programs, and financial assistance programs can
encourage healthy development in children of rural communities. Linking families with
behavioral health resources and socially developmental opportunities within the community can
present treatment opportunities (Robinson et al., 2017). In addition to the capabilities of a
mobile clinic reaching those who are underserved and are fractionated from accessible health

care, mobile clinics also offer strategic means of collaborating with other services that will help
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those in need, provide a convenience in logistical tactics and reach those where they live, work,
and play, and build a trusting relationship with those in the community which inspires those who
are vulnerable to take charge of their own health (Robinson et al., 2017).

Improving health outcomes. The progression of health care has developed into a reform
that places an emphasis on preventative care and screening clinics with a focus on urban and
rural low-income communities. Mobile clinics have been found to initiate such programs and in
return have diagnosed life-threatening diseases early (U.S. Department of Health and Human
Services Office of Minority Health [OMH], 2013). Their value is placed with screening
programs and with initiating preventative care, management of chronic disease, and promotion of
self-efficacy (OMH, 2013). A mobile health clinic located in Boston, MA, The Family Van, set
out to reach low-income individuals and screen clients for blood pressure, glucose, and
cholesterol levels (Hill et al., 2012). This screening process brought forth some valuable
information about their clients and those who live in underserved areas. Roughly 60% of their
clients had undetected elevated blood pressure, 14% had undiagnosed increased blood glucose,
and 38% had elevated cholesterol levels that not been previously checked (Hill et al., 2012).
Other key findings were the rates of visits between men and women were very similar; however,
undetected hypertension and elevated blood glucose was more common in men than the women
that visited the clinic, and although most of the clients possessed health insurance, this
information is suggestive that access to care does not just apply to those who do not have
insurance (Hill et al., 2012). An important takeaway from this study reflects the mobile health
clinics ability to assist those who require health management, health coaching, and monitoring of
potentially chronic illnesses (Hill et al., 2012). Song et al. (2013) conducted a study that

similarly depicts the effectiveness of chronic disease management. The Family Van
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organization, associated with Harvard Medical School, evaluated 5900 patients who presented
with hypertension (Song et al., 2013). The patients who participated in the study demonstrated
an average decrease in systolic blood pressure by 10.7 mmHg and a decrease diastolic blood
pressure by 6.2 mmHg after education was reinforced and monitoring and follow up was
encouraged (Song et al., 2013). Song et al. (2013) demonstrated the significance of these
numbers by associating the decreased risks of myocardial infarction and stroke by 32.2% and
44.6% respectively. Similarly, another mobile screening program in New Mexico, HABITS for
Life, monitored patients by screening body mass index (BMI), cholesterol, and retinography
screens (Brown-Connolly, Concha, & English, 2014). The HABITS for Life program proved
successful by lowering client’s cholesterol levels significantly after four visits over the course of
nine months (Brown-Connolly et al., 2014).

Limited research was found with a focus on pediatrics and mental health in mobile clinic
settings. No evidence was found regarding studies of implementing a mental health screening
tool to assess adolescent depression in a mobile health setting. This synthesis of evidence
outlines the benefits of planning for a process change for effective and efficient workflow, the
PHQ-2/PHQ-9 depression screening tool, mobile health units, and their impact on communities
and their assistance in improving health outcomes. The U.S. healthcare system is transforming
the way it delivers care to modify health care delivery and improve health outcomes. Mobile
health clinics have a significant role in the healthcare delivery system. These clinics can reach
vulnerable populations and provide deliverable services that operate on all levels of care and
specifically focus on the needs of the community (Yu, Hill, Ricks, Bennet, & Oriol, 2017).
Management of chronic illness, promotion of preventive health through screening processes, and

assessing the needs of the community by targeting those needs to improve the overall outcomes
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of health is the goal of creating access to care (Yu et al., 2017). Mobile units create a trusting
relationship with the community and partner with surrounding facilities as resources to help
assist those who need referrals (Yu et al., 2017). The impact of mobile health clinics on health
care costs is significant (Yu et al., 2017). The ability to deliver affordable healthcare and
positively impact health care costs is another capability of these units (Yu et al., 2017).
Theoretical Framework

The theoretical framework that served as a guide in this change process, including the
MHU’s implementation of the PHQ-2 and PHQ-9 depression screening tool, is Lewin’s Change
Theory. A major aspect of this theory is the concept that practice change has three major
concepts: driving forces, restraining forces, and equilibrium (Nursing Theory, 2016). These
driving forces push the change to occur, shift the equilibrium towards the change, and evaluates
the opposing forces that resist change. For the change to occur there are three stages in this
theory: unfreezing, change, and refreezing (Nursing Theory, 2016). The unfreezing stage
assesses the need for change (Mitchell, 2013). This applies to the need to implement
standardized workflow to successfully integrate the depression screening into practice. The
second stage, moving, indicates the movement of the process change and the understanding of
how the new change will benefit patient care and the delivery of care on the MHU (Mitchell,
2013). The final stage, refreeze, involves embracing the new change and establishing a solid
change in process.

Chapter I1I: Methodology

Needs Assessment

The USPSTF and the American Academy of Pediatrics’ Bright Futures strongly

recommends screening youth for depression (Siu, 2016). Currently the MHU does not utilize a
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depression screening tool; thus, the need for an implementation of a standardized workflow to
integrate the practice change is highly essential as depression signs and symptoms may not be
recognized and needs of children will go untreated. A basic needs assessment was completed
using feedback from key stakeholders on the MHU. Results showed that while providers are
aware of the need for screening, they worry about how they will ensure the young person
receives adequate care. Additionally, there is some staff resistance due to the lack of knowledge
regarding how to incorporate new state laws into plans of care. Because of this resistance, staff
education and a clear process for implementation is recommended. Stakeholders involved with
the MHU discussed the barriers regarding a change in process and applying the standard of care
of implementing a depression screening tool. The current process of conducting a mental health
exam is limited but is included in the HEADSS assessment. The HEADSS assessment is an
acronym that stands for Home, Education, Activities/Employment, Drugs, Suicidality, and Sex
(Katzenellenbogen, 2005). The HEADSS assessment has been adapted over the past few years
to include two additional areas of assessment. The new HEEADSS acronym includes eating and
safety to the assessment (Klein, Goldenring, & Adelman, 2014). As one of the MHU
stakeholders pointed out, the assessment can be useful because it asks open ended questions;
which can develop into conversation and reveal issues or risky behaviors. The lack of
standardization of the exam among providers and absence of an algorithm plays into the
downfall of the HEADSS assessment. Additionally, the current process minimizes who can
perform the assessment; currently only the nurse practitioner can conduct the assessment. No
tracking process exists to indicate the assessment was done except to track manually.
Furthermore, a score cannot be calculated to indicate next steps or need for a referral. The

current process of screening adolescents for depression is suboptimal and indicates a need for
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change. Implementing a process change will allow the MHU clinicians to adapt to the standard
of care recommended by the USPSTF.

The MHU recently transitioned to an electronic health record, Athena, in October of 2017
which contains the PHQ-2 and PHQ-9 screening tools. The depression screening tool has not
been utilized and streamlined into the MHU’s standard of care for several reasons. Process
changes are personnel driven and man power is required to continue the changes and maintain
sustainability. The MHU has a small team consisting of a medical assistant, nurse practitioner,
one student (nurse practitioner or medical resident), and a driver. When members are on a leave
of absence or if personnel are absent for lengthy periods it is difficult to implement and optimize
changes. With the implementation of Athena, this program can help influence and ease the
transition of changes in process as they are implemented.

When participating in community work and administering health care to a diverse
population multiple obstacles are encountered, which may include health disparities and health
issues that were not recognized as issues before. As awareness increases regarding health issues
within a community or specific population, the usefulness of screening tools become clear on
their importance in the way health care is delivered. Uncertainty regarding supportive
infrastructure and resources are additional reasons for not using the screening tool. If a patient
screens positive, it is necessary to have a referral process in place and resources available. The
stakeholders are concerned about this step and what do to if a patient screens positive. Ethical
dilemmas arise due to the mental health law and disclosing minor mental health information.
Illinois Mental Health Law states the following:

Any minor 12 years or older may request and receive counseling services or

psychotherapy on an outpatient basis without the consent of the minor’s parent or
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guardian. The minor’s parents shall not be informed without the consent of the minor

unless the facility director believes such disclosure is necessary (Coalition of Illinois

Counselor Organizations, 2018, “Mental Health Treatment- Outpatient,” para. 12).

The process of mental health screening can be sensitive and raise apprehension with
those administering the screen and those being screened. This reinforces the need for a process
change and the development of an established strategy when providing patient care to the
depressed adolescent.

Knowledge about the PHQ2 and PHQ-9 screening tool is limited on the MHU, but the
stakeholders are aware of the benefits the tool offers. A providing nurse practitioner (NP) on the
MHU has encountered the PHQ2 screening tool at another facility, but not the PHQ9. The
current placement of the PHQ2 and PHQ-9 scale is in the intake portion of the EHR and can be
located under “screenings”. The medical assistants utilize the intake portion, whereas the NPs do
not. Concerns regarding a new process change also include the impact on workflow. The PHQ2
and PHQ-9 screening tool is quick to administer and process a score. The screening tool already
embedded in the EHR automatically calculates the score and provides a scoring guide to help
determine the need for intervention. With the PHQ2 and PHQ-9 already in the EHR the
transition to a new process change should be attainable with minimal interruption to the daily
workflow of the MHU.

Project Design

The project design chosen for this process change is based on the need for quality
improvement and transforming the current practice and delivery of care on the MHU. Currently
the MHU does not have a standard process of screening adolescents for depression. Use of the

current HEADSS assessment as the only screening for depression is suboptimal. Standardizing
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the MHU’s process of delivering a depression screening tool will help identify adolescents at risk
for depression, increase awareness of adolescent depression among clinicians, and facilitate
intervention methods using Lewin’s Change Theory. Developing a process improvement will
effectively allow for the MHU clinicians to efficiently implement the PHQ-2 and PHQ-9
depression screening tools. Assisting the clinicians on the MHU transition their workflow to
utilizing the PHQ2/9 depression screening tool will facilitate a standard of care. The new
standard of care will help identify adolescents who screen positive and need a proper referral.
Setting

The MHU services low-income communities located on the west side of Chicago, IL and
annually serves 2500 children. The zip codes located within this area and serviced by the
pediatric mobile unit are: 60612, 60618, 60624, 60639, 60647, and 60651. The Norwegian
American Hospital is located in the 60622-zip code which serves this population and is affiliated
with the MHU. The MHU offers screenings and educational opportunities to children who live
near or below the poverty level. Specifically, the MHU delivers sports physicals,
immunizations, hearing/vision screenings, and lead/hemoglobin screenings. The MHU has two
clinical rooms where health care providers can provide care to children who have barriers to
health care access. At any given time when the MHU is in operation a NP, medical assistant
(MA), driver, and student (NP or medical resident) are active on the MHU. The goal is to have
at least three qualified persons on the MHU when in operation. The MHU team starts their day
at 8 a.m. and are usually parked at the site and ready for services by 8:30-8:45 a.m. The safety of
the students is always in mind; therefore, the MHU is always parked in a safe location for the
student to reach safely. The MHU visits 80-100 sites and some are visited one a year while

others are visited multiple times a year. On average the MHU clinicians complete 1400 school
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physicals, 220 sports physicals, and provides 3500 vaccinations annually. These sites range from
day cares, elementary schools, high schools, and alternative schools, and other various places
such as health fairs. The MHU’s schedule can vary week to week. At the beginning of the
school year, schools are sent a consent packet. The consents are sent home and signed by the
legal guardian, which allows the MHU clinicians to treat the patient. These consents are valid
for the remainder of the school year. The schools’ administrators contact the MHU directly if
they require medical assistance for students who are non-compliant with vaccinations, need
vaccinations, or those who require sports or school physicals. Appointments are scheduled one
to two months out upon initial request. To ensure delivery of care, reminders are sent to the
schools via email at one month and again at two weeks before the visit. Prior to the visit, the
MHU staff retrieves the signed consent packets. A minimum of 15 consents are needed to retain
the visit or it will be cancelled. The main goal of the MHU is to see those who require health
care and to capture those who are non-compliant (i.e. immunizations, physicals) and provide
education regarding weight management and sexual education (i.e. provide HPV series and
condoms).
Participants

Participants involved in this process improvement are the clinicians who serve on the
MHU. The team consists of a MA, a NP, and a student (nurse practitioner or medical resident).
A total of four participants were included in this process improvement. Their involvement in the
quality improvement project will ensure a change in the standard of care provided to the patients
who are seen on the MHU.

Tools
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A post-implementation survey (see Appendix B) designed by myself and the MHU
director will be distributed at the end of the project to evaluate staff’s understanding of the PHQ-
2 and PHQ-9 and to assess the effectiveness of the process change. This anonymous and
voluntary survey, approved by the Bradley University Committee on Human Subject Research,
was designed to adequately determine how prepared the staff felt prior to and during the
implementation phase; in addition to their confidence in delivering the PHQ-2 and PHQ-9
screening tool. The survey also evaluates the staff’s opinions on the process change and the
impact on their workflow. The MHU director is responsible for distribution and collection of the
paper post-implementation survey to all MHU employees.

Project Plan

Education. Prior to the process change, staff on the MHU received training o