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Abstract 

Adolescent depression is common.  Numerous factors have been identified contributing to the 

increase in mental health illness in adolescents.  Most adolescents continue to have some type of 

impairment related to depression as an adult.  Identifying adolescents with depression has been 

suboptimal in the primary care setting.  Primary care providers are placed on the forefront to 

identify at risk adolescents for depression. Current national guidelines suggest depression 

screenings in adolescents age 12-18 annually.  An adolescent depression screening is essential to 

identify adolescents at risk and provide early intervention. In this quality improvement project, 

the PHQ-9 was implemented on all preventative exams aged 12-18 for depression screening at 

the project site which was a primary care clinic.  The protocol development was supported by 

national guidelines and current evidence found in the literature. This quality improvement 

project evaluated if an adolescent depression screening guideline improved screening for 

adolescent depression during preventative exams.  Statistically, the null hypothesis of the project 

was found insignificant, but overall, the project did find an improvement in advance practice 

providers performance with an increase in the number of adolescents screened for depression 

during preventative exams.   
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Adolescent Depression Screening Guideline  

     Less than three decades ago, adolescent low mood swings were considered a normal 

behavior in development of teens and it was thought teens were too immature to express 

depressive disorders behavior (Maughan, Collishaw, & Stringaris, 2013).  These assumptions 

have now been replaced with awareness of depression disorders existing in adolescents.  

Adolescent depression is now known to have lifelong consequences when not diagnosed and 

treated.   

     Adolescent depression is associated with a range of adverse effects.  Outcomes from 

adolescent depression can include social and educational impairment, physical and mental 

health problems later in life, and suicide (Maughan, Collishaw, & Stringaris, 2013).  

Approximately two-thirds of young adults with depression show at least one other co-morbid 

condition.  Clinical studies have shown adolescent depression is a chronic and recurrent 

condition (Dunn & Goodyer, 2006). 

     National recommendations suggest primary care prevention and intervention to identify 

these at-risk adolescents (Thombs et al., 2016).  Currently in primary care, depression is 

addressed only if a symptom is expressed as a chief complaint or multiple somatic complaints 

with no identifying cause are noted.  A self-reported depression instrument can assist with 

identifying these at-risk adolescents (Roseman, Kloda, Saadat, Riehm, Ickowicz, Baltzer, 

Thombs, 2016). 

     The project site was staffed by two full-time nurse practitioners with no physician available 

for 20 miles.  A prescriptive authority agreement and collaborative agreement have been signed 

by two physicians in another rural area town.  The nurse practitioners in this clinic take care of 

the community from newborn to geriatric ages.  With an increase in the prevalence of adolescent 
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depression, the nurse practitioners have realized they have missed opportunities in screening for 

adolescent depression in the past.  The focus of this project was adolescents ages 12-18 with an 

improvement in major depression screening utilizing a self-reported depression instrument, the 

Patient Health Questionnaire (PHQ-9).  A quality improvement DNP project, adolescent 

depression screening guideline (ADSG), was implemented with well child visits in the clinic on 

adolescents aged 12-18 to assist in identifying at risk pre-teens and teens.  This rural clinic 

recently received a grant for telepsychiatry communication and counseling through a university 

to offer psychotherapy counseling for individuals.  The psychology department agreed to 

counsel adolescents at risk if parental consent was received for intervention.             

Significance of ADSG 

     In the United States, it is recommended by the United States Preventative Service Task Force 

(USPSTF) to screen adolescents ages 12-18 for major depressive disorder (MDD) (Thombs et 

al., 2017).  Depression symptoms can begin in early childhood and increase in adolescence.  

Adolescents have shown a progressive increase in major depression over the past few decades.  

Prevalence of adolescent girls with depression is higher than in boys.  Hispanic youth tend to 

have higher incidence than non-Hispanic population (Merikangas, He, & Brody et al., 2010).  

Depression also increases with age.  Lifetime depression increased from 8.4 percent (among 

adolescents ages 13 to 14 years), to 12.6 percent (among adolescents ages 15 to 16 years), to 

15.4 percent (among adolescents ages 17 to 18 years) (Merikangas, He, & Burstein, et al. 2010). 

     Adolescents tend to seek medical care through a primary care provider for somatic complaints 

or treatment of chronic medical problems.  Somatic symptoms such as abdominal pain, 

headaches or fatigue are common in adolescence who suffer from depression (Forman-Hoffman 

et al., 2016).  Adolescents with chronic medical conditions such as diabetes or asthma tend to 
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have a higher rate of depression (Moreh & O'Lawrence, 2016).  Suicide is the 3rd leading cause 

of death in adolescents and early adult.  It is estimated than 1.8 million out of 2.5 million 

adolescents have had depression severe enough to contemplate suicide (Hewitt, Caelian, Chen, & 

Flett, 2014).   

     Depression is related to poor health quality of life that increases risk of disability as an adult.  

Depression is a risk factor for many chronic diseases as an adult such as cardiovascular disease, 

diabetes, and neurological disorders. Depression is associated with risky behaviors such as drug 

abuse, alcohol abuse and high-risk sexual behavior (Jia, Zack, Thompson, Crosby, & Gottesman, 

2015).  

     Adolescent major depression disorders statistically relapse as young adults.  Adult depression 

can be costly not only from a healthcare point of view but economically as well.   Adult 

depression symptoms are associated with impairment in functioning and with both direct and 

indirect economic costs. These costs include related medical expenditures, reduced productivity, 

unemployment, and work and family absenteeism, estimated at more than $75 billion annually 

(Trudeau et al., 2016).    

     Early diagnosis and intervention for depression can improve outcomes, decrease morbidity 

and mortality rates, and enhance social and economic wellbeing (Cole, 2007).  Performing 

routine screening with well child visits on adolescents in the primary care setting will assist to 

identify those adolescents with depression. 

Problem Statement 

     Depression in adolescents is a significant problem that, when not addressed can result in a 

decreased quality of life for the patient and excessive medical and social expense burdens 

(Trudeau et al., 2016).  Primary care providers are often the first to identify and treat depression.  
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Primary care providers at the clinic project site often see adolescents routinely for well child 

visits and could screen for depression during well child visit exams. This rural clinic, selected 

project site, began a quality improvement DNP project to implement ADSG.  This clinic 

currently does not routinely screen adolescents for depression with well child visits.  Depression 

screening was performed annually with well child visit exams on patients aged 12-18.  Major 

depressive disorder was screened during annual exams utilizing the PHQ-9 screening 

instrument.  The PHQ-9 screening instrument is proven to be valid and reliable in adolescent 

populations (Aggarwal, Taljard, Wilson, & Berk, 2017).       

Purpose Statement 

     The purpose of this DNP project was to assist primary care providers to identify adolescents 

ages 12-18 with depression in alignment with national best practice standards.  The aim of this 

DNP project was to increase the number of adolescents aged 12-18 who have been screened for 

major depression disorders annually to be treated and/or referred to telepsychiatry counseling 

appropriately.  Adolescent depression can be treated with pharmacotherapy, psychotherapy and 

psychoeducation.  Family therapy and support organizations are important measures to help an 

adolescent conquer depression (Santiago, 2015).  Improvement in practice with implementation 

of ADSG assisted in identify depression in adolescents utilizing evidence-based practice.   

     This area in rural Texas, continues to have barriers in obtaining mental health care.  There 

was no psychiatrist available for 1.5 hours.  Telemedicine was a means to provide mental health 

care for the population residing in rural areas (Francisco & Archer, 2016).  This rural clinic 

recently received grant approval for telepsychiatry communication that will be utilized from a 

private university in Texas psychology department with collaboration from the primary care 

clinic.  This approval of psychotherapy counseling through telemedicine had overcome an 
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obstacle in care of mental health in rural areas (Lauckner & Whitten, (2016).  An increase in 

referrals to telepsychiatry for counseling was an indicator of improvement in depression 

screening and treatment in the rural clinic setting 

Project Objectives 

     By the end of the DNP Project, ADSG, the following have been completed:   

o Staff education on annual depression screening for adolescents ages 12-18 years of age 

using the validated instrument PHQ-9 during well child visits 

o Implementation of the ADSG at the project site 

o Incorporation of reminders to complete screening through the electronic medical record 

system for appropriate patients  

o Increase the number of adolescents aged 12-18 who are screened for major depression 

disorders annually  

o Increases rate of those referred to telepsychiatry counseling when identified as at-risk 

adolescents with a PHQ9 score of 11 or greater  

o Staff education on PHQ-9 results indicating at risk adolescent and further care needed   

o Staff education on referral process to telepsychiatry provided by a private university in 

Texas utilizing their psychology department 

Project Question 

Will implementing ADSG with well child exams (ages 12-18) improve rates of adolescent 

depression screening and referral to telepsychiatry in high-risk adolescents with depression?   

 Population- Primary care providers and clinic staff 

Intervention- Increase screening for depression utilizing validated tool (PHQ9) in practice 

annually with well child visit 
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Comparison- Current practice vs placement of annual screening with each well child exam 

routinely for ages 12-18.   

Outcome- An increase in number of adolescents screened for depression annually with an 

increase in number of those referred to supportive services such as telepsychiatry counseling as 

identified at risk with a PHQ9 score of 11 or greater.     

Time- Within 3 months would like to see an improvement in annual screenings of adolescents 

with well child exams and an increase in referrals to telepsychiatry. 

Review of Scholarly Evidence 

     The literature review was guided by the question:  Will improvement in adolescent depression 

screening utilizing PHQ-9 by primary care providers during annual well child exams ages 12-18 

increase need for telepsychiatry intervention for high risk adolescents?   The online databases 

PubMed, CINAHL, and Proquest were used in combination to search for relevant articles 

published between 2012 and 2018.  The search was guided by the following keywords:  

adolescent, teenage, depression, prevention, PHQ-9, screening tool.  No internal policy is 

developed on adolescent depression screening.  No intranet is available at this clinic site.   

     A total of 124 articles were obtained with the initial search.  Articles were excluded due to not 

meeting population criteria (age 12-18), prior diagnosis of depression and not being relevant to 

the guided question.  Inclusion criteria met was population (ages 12-18), PHQ-9 screening tool 

utilized in study, no prior diagnosis of depression with population screened.  After criteria of 

inclusion and exclusion completed, 5 full text articles remained for further review.  

Review of Study Methods 

     The findings of the literature review were organized as follows:  collaborative approach 

improves depression outcomes and interventions implemented improved depressive symptoms or 
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behavior.  Interventions included psychotherapy, pharmacology and combination of both.  All 5 

articles reviewed discussed PHQ-9 as a reliable and valid tool for screening for depression.  The 

literature review findings suggest improvement in functioning, behavior and depressive 

symptoms with interventions. 

Collaborative Approach Improves Depression Outcomes       

     Collaborative care interventions have enhanced evidence-based treatment approaches and 

improved outcomes in depression (Richardson, Ludman, McCauley, et al., 2014).  Unfortunately, 

most clinical trials are performed on adults and research findings on adolescents are limited.  

One clinical trial was found with supporting documentation on adolescents.  A primary care 

setting approach was presented in a randomized clinical trial on adolescents ages 13-18.  This 

randomized clinical trial was performed in 9 separate primary care clinics.  Intervention with 

mental health professionals (intervention youth) verses a control group (provided usual care as 

given by primary care provider) was studied.  Prior to the study, depression management 

caregivers were given education on adolescent depression, depression pharmacotherapy, suicide, 

motivational interviewing skills, and basic cognitive behavioral therapy (CBT) (Richardson, 

Ludman, McCauley, et al., 2014).  Richardson et al. emphasized collaboration of care to improve 

depression outcomes.  Mental health professionals involved did improve outcomes of the 

adolescents.  Thirty-eight percent of intervention youth received psychotherapy only.  

Pharmacotherapy in interventional youth was 4% and both psychotherapy and pharmacotherapy 

were 54% of the group.  Drop out of the trial was 4% in interventional youth documented.   

Depression outcomes were decreased significantly following 1 year of mental health 

intervention.  This was monitored by utilizing Child Depression Rating Scale-Revised (CDRS-

R).  CDRS-R baseline scores were collected after screening PHQ-9 >10.  The CDRS-R was 
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performed after 1 year of mental health collaboration in care and did show a moderate decrease 

in depression symptoms in the adolescents.  Another improvement in depression outcome was an 

improvement in functional status 1 year following intervention monitored by the Columbia 

Impairment Scale (CIS).  The CIS is a 13-item self-reported scale of functional impairment with 

scores ranging from 0 to 52.  The CIS measures 4 areas of functioning.  A CIS score of 16 or 

greater is considered an indicator of impairment (Olfson, Druss, & Marcus, 2015).  The 

functional status percentage improvement from intervention youth 67.6% verses control group 

38.6%.  This randomized clinical trial did show collaboration with psychotherapy to improve 

depression outcomes with functional improvement in 1 year (Richardson, Ludman, McCauley, et 

al., 2014).  Relevance and significance of this study to the current project is a planned approach 

of collaboration with mental health professionals with PHQ-9 screening >11.  Interventions 

implemented with PHQ screening did improve depressive symptoms.   

Interventions Improved Depressive Symptoms and/or Behavior Issues      

     A cross sectional descriptive study was performed on 150 adolescents ages 12-17 living in 

institutional homes.  Of the 150 adolescents who completed the PHQ-9, 19 were considered high 

risk for depression with the screening tool.  These 19 adolescents were diagnosed with clinical 

depression.  Depression was significantly associated with gender and poor academic function 

(Vinnokota & Kaur, 2018).  Girls in this study were found to have higher incident of depression 

with poor academic performance.  Environmental risk factors and social deprivation result in 

vulnerability in adolescents for depression (Vinnokota & Kaur, 2018).  Depression in adolescents 

puts an increase adverse effect of psychosocial outcomes such as addiction, increase suicide 

attempts, educational underachievement, and unemployment as an adult (Vinnokota & Kaur, 

2018).  Findings of this study also confirmed depression symptoms are not obvious. Mild 
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depression symptoms are more than likely to go unnoticed unless screened for (Vinnokota & 

Kaur, 2018).  Internalizing behavior such as emotional or peer problems or external behaviors of 

hyperactivity and conduct problems can be signs of depressive disorders.  Findings of this study 

confirmed adolescents with parental divorce, separation or death are more likely to have 

depression (Vinnokota & Kaur, 2018).  Peer group support and therapeutic interventions showed 

improvement in depression and other problem behaviors ((Vinnokota & Kaur, 2018).  

Conclusion suggested improvement in screening, intervention and prevention (Vinnokota & 

Kaur, 2018).  Significance and relevance to this project was depression screening assisted in 

identifying unnoticed depression in adolescents and intervention improved depressive symptoms 

and behavior.   

     A systematic review was performed on adolescents to update USPSTF guidelines (Forman-

Hoffman et al., 2016).  Five studies were found to meet the criteria of at least 100 adolescents 

screened for depression utilizing suggested tools considered valid and reliable.  The last dated 

study found was 2009 with no other qualifying study performed on adolescents.  The five studies 

reviewed did intervene in mental health disorder treatment.  Intervention included 

pharmacotherapy, psychotherapy and a combination of both interventions (Forman-Hoffman, et 

al., 2016).  Neither of the 2 psychotherapy intervention trials published demonstrated efficacy 

with CBT alone.  Findings from this review continue to recommend annual screening of 

adolescents ages 12-18 for depression (Forman-Hoffman et al., 2016).  Improvement noted with 

interventions of pharmacotherapy, mainly fluoxetine is studied.  Improvement is noted with 

combination intervention of pharmacotherapy and psychotherapy.  No efficacy in improvement 

of depression symptoms with psychotherapy alone.  Significance and relevance to this project is 

recommendations continue to encourage routine annual screening of adolescents for depression 
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and no harm was found with screening adolescents for depression.  Intervention provided to 

adolescents considered at risk did improve depression symptoms (Forman-Hoffman et al., 2016).       

     The South African Depression and Anxiety Group (SADAG) conducted a survey using PHQ-

9 screening on over 2000 adolescents during a 2-year period.  SADAG is a nongovernmental 

organization working in patient advocacy, education and de-stigmatization of mental health 

illnesses in South Africa (Aggarwal, Taljard, Wilson, & Berk, 2017).  Suicide education and 

prevention is an initiative of this study.  Goal of study was to assess functional impairment due to 

depressive symptoms in adolescents (Aggarwal, Taljard, Wilson, & Berk, 2017).  Mental health 

presentations were provided to over 35 schools on peer pressure, signs of depression, warning 

signs of suicide, common myths associated with depression, information on support and 

resources and how to communicate with someone they are worried about (Aggarwal, Taljard, 

Wilson, & Berk, 2017).  Rural areas and impoverished regions in South Africa were targeted for 

the study.   Results from the screening disclosed 23% of adolescents were mildly depressed or 

more severe.  Functional impairment was 64% of adolescents screened with depression 

symptoms with 9.3% being severe functional impairment (Aggarwal, Taljard, Wilson, & Berk, 

2017).  Socioeconomic difficulties are a variable addressed influencing elevated suicidal 

ideations and rates in this group study.  This study stressed importance of preventative services 

due to high rates of suicide ideations, suicide attempts and functional impairment found in the 

adolescent group (Aggarwal, Taljard, Wilson, & Berk, 2017).  Significance and relevance to 

current project is screening performed on adolescents did identify depressive symptoms.  Poor 

socioeconomic influences increase risk of depressive symptoms and thus increase risk of suicide 

ideations and attempts.   

     A single randomized block design was utilized targeting adolescents ages 14-18 incarcerated.  
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Screening process included 312 individuals, 84 adolescents met criteria.  In this study, PHQ was 

used to identify depression symptoms and initiating CBT with an elevated score of 9 to 19.    The 

Guided Self-Help CBT Program with Therapist Support based on Beck’s Cognitive Theory and 

the ADDIE model of Instructional Design by Seels and Glasglow (1998) was used as an 

intervention for the experimental group (Saranya, Darawan, Hunsa, Petsunee, & Surinporn, 

2017).  A goal of review was to show CBT can improve clinical symptoms of depression.  

Improvement of self-esteem, cognition and appropriate behavior would be indicators of 

improvement.  Literature states that computer cognition behavioral therapy (CCBT) 

interventions have higher rates of adherence and positive outcomes (Saranya, Darawan, Hunsa, 

Petsunee, & Surinporn, 2017).  This trial showed CBT immediately following intervention 

showed improvement in screening in experimental group verses control groups.  Unfortunately, 

the following 1-2 months there was no significant changes in screening scores in either group 

(Saranya, Darawan, Hunsa, Petsunee, & Surinporn, 2017).  CCBT intervention improved 

depression symptoms and behavior problems immediately after the program was completed.  

CCBT promoted positive influence and thoughts to decrease depression symptoms.  (Saranya, 

Darawan, Hunsa, Petsunee, & Surinporn, 2017).  Significance and relevance to current project 

found is CBT promotes a decrease in depressive symptoms and continued intervention is 

required to promote positive influences to continue with outcomes of decreased depression 

symptom.       

Impact of Adolescent Depression  

     Adolescent depression is important to understand as symptoms may interfere with normal 

growth and development, educational achievement, interpersonal relationships, and lead to 

suicidality as an adolescent or young adult (McLeod, Horwood, & Fergusson, 2016).  
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Adolescents experiencing depression are at risk for mental health disorders, substance abuse and 

suicidality as a young adult.  Consequences of depression in females as an adolescent to young 

adult may be greater in some aspects of functioning with unintended pregnancies, victimization 

and intimate partner violence (McLeod, Horwood, & Fergusson, 2016).  While there is 

substantial evidence of long-term medical effects in adolescents with depression there is also 

long-term effects on society and economy as these adolescents become young adults.  Mental 

health disabilities account for 40% of disability, absenteeism, and under performance at work 

(Layard, 2016).   

Addressing Adolescent Depression in Primary Care 

     Depression is increasing worldwide and is listed forth as highest disease burden (Qin et al., 

2015).  There is a continuity between adolescent depression and remittance adulthood 

depression.  Adolescents with mental health disorders often seek out treatment from primary care 

providers.  Primary care providers can play a critical role in recognition of adolescent depression 

(Qin et al., 2015).   

Adolescent Symptoms of Depression 

     Somatic symptoms exhibited by adolescents with depression in a primary care setting can 

include:  recurrent headaches, chronic and intermittent abdominal pain, chronic fatigue, and 

musculoskeletal pain not explained by examination (Forman-Hoffman et al., 2016).  After ruling 

out medical causes, depression must be considered if no significant findings and no cause of 

somatic symptoms are found.  Symptoms often are not obvious as depression is misunderstood 

as normal teen attitude and acting out (Forman-Hoffman et al., 2016).  Depression in adolescents 

can show a functional impairment with decreased academic performance, social interaction 

impairment, and troubled relationships with siblings and parents (Arthur & McNany, 2015).        
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Risk Factors for Adolescent Depression 

     In the United States, risks of adolescent depression include:  gender (girls more than boys), 

family disruption or divorce, parental depression, traumatic childhood, loss of a loved one, 

exposure to violence or abuse (Moreh & O'Lawrence, 2016).   

     By the age of 14, girls are more than twice as common to have depression as boys, possibly 

due to coping styles in puberty (Bhatia & Bhatia, 2007).  Body image, self-esteem, early 

developmental body changes, and hormone changes are all thought to be a factor influencing the 

increase in adolescent girls with depression (Moreh & O'Lawrence, 2016).  

     Adolescent depression is influenced by familial history of mental illness and exposure to 

family adversity throughout childhood.  Approximately 15 million children in the United States 

grow up in a household where a parent has experienced one or more episodes of depression 

(Parent, Forehand & Compas, 2013).  Divorce is a traumatic event for a child and is considered a 

common cause of adolescent depression.   

Adolescent Screening and Early Detection for Depression         

     An adolescent depression screening protocol will serve to identify adolescents with 

depression who do not already have a diagnosis of depression.  Identification of these 

adolescents with depression will engage them into treatments and interventions that have been 

proven to be effective (Olfson, Druss, & Marcus, 2015).  

     The American Academy of Pediatrics (AAP) sets guidelines to practice based on evidence-

based research.  The AAP guidelines use a combination of evidence based and consensus-based 

methods (Zuckerbrot, Cheung, Jensen, Stein, & Laraque, 2007). MDD is addressed in these 

clinical guidelines and support identification in adolescents through assessment, initial 

management treatment and ongoing management (Zuckerbrot et al., 2007).  Recommendations 
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include all adolescents be screened for depression yearly (Zuckerbrot et al., 2007).     

     The USPSTF is an independent panel of non-federal national clinical experts supported by the 

Agency for Healthcare Research and Quality (AHRQ).  USPSTF makes recommendations on 

preventative care for target populations based on evidence-based research and practices.  

Recommendations from the USPSTF are published worldwide on a database of evidence based 

clinical guidelines called the National Guidelines Clearinghouse (#SubHealth examines U.S. 

preventive services task force, 2016)       

     The USPSTF recommends screening of adolescents ages 12-18 for major depressive disorder 

to identify adolescents at risk for depression.  The goal of screening for major depressive 

disorder is to identify and intervene whether that be pharmacotherapy or psychotherapy or a 

combination to treat those identified as at-risk adolescents.  Treatment can include 

pharmacotherapy, psychotherapy or a combination of both treatments.  Early identification of 

adolescent depression can assist with treatment and prevention of low self-esteem issues that 

produce chronic psychosocial damage (Tripkovic, Roje, Krnic, Nazor, Karin, & Capkun, 2015).   

Reimbursement for Services 

   The State of Texas recommends screening adolescents during well child visits for depression 

with several different tools for reimbursement.  Mental health screening tools recommended 

include:  PHQ-9, Pediatric Symptom Checklist-17 (PSC-17), Pediatric Symptom Checklist-35 

(PSC-35), Youth-Pediatric Symptom Checklist (Y-PSC) or Car, Relax, Alone, Forget, Friends, 

and Trouble (CRAFFT) (Texas Health Steps Quick Reference Guide, 2018).  The screening tools 

recommended for use are all self-reported tools that can be completed by the patient or clinician 

during the visit. 
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PHQ-9 

     The PHQ-9 is a brief self-reported screening tool for depression.  The screening instrument 

focuses on nine diagnostic criteria for DSM-IV depressive disorders:  anhedonia, depressed, 

sleep problems, low energy, appetite problems, low self-esteem, trouble concentrating, 

psychomotor problem and suicidal ideation (Marc, Henderson, Desrosiers, Testa, Jean, & Akom, 

2014).  The PHQ-9 is acceptable to use in diverse clinical settings with adults and adolescents.  

The initial validation study reported a sensitivity of 88% and specificity of 89% (Gholizadeh, 

Khan, Vahedi, & Davidson, 2017).  According to the developers of the screening tool, a score of 

5, 10, 15, and 20 represent mild, moderate, moderately severe and severe depression 

(Gholizadeh, Khan, Vahedi & Davidson, 2017).  

Management of Adolescent Depression 

     In 2015, the National Institute for Health and Care Excellence (NICE) updated guidelines 

developed by the National Collaborating Centre for Mental Health (NCCMH) (National 

Guideline Clearinghouse, 2015).  A stepped care approach was recommended for adolescent 

depression.  Mild depression, including dysthymia, advised watchful wait, non-directive 

supportive therapy, group cognitive therapy, and/or guided self-help (National Guideline 

Clearinghouse, 2015).  Moderate to severe depression, a PHQ-9 score of 10-20, guideline 

recommends brief psychological therapy with/without fluoxetine (National Guideline 

Clearinghouse, 2015).  Unresponsive depression, recurrent depression, or psychotic depression 

guidelines recommend intensive psychological therapy with/without fluoxetine, sertraline, 

citalopram, with/without an antipsychotic (National Guideline Clearinghouse, 2015).  A NICE 

pathway titled “Depression Overview” is available from the NICE website 

https://pathways.nice.org.uk/pathways/depression (National Guideline Clearinghouse, 2015).                   

https://pathways.nice.org.uk/pathways/depression
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     The World Health Organization defines telemedicine as “The delivery of healthcare services, 

where distance is a critical factor, by all healthcare professionals using information and 

communication technologies for the exchange of valid information for diagnosis, treatment and 

prevention of disease and injuries, research and evaluation, and for the continuing education of 

healthcare providers, all in the interests of advancing the health of individuals and their 

communities” (Francisco & Archer, 2016).  Screening for depression is the first step in the 

overall management of adolescent depression.  In the rural areas, telepsychiatry communications 

can assist to address the needs of high-risk adolescents screened during a well child exam.  Early 

detection of adolescent depression can sustain significant improvement of depressive moods 

long-term to prevent undesirable remission as young adults (Richards, Marko-Holguin, Fogel, 

Anker, Ronayne, & Van Voorhees, 2016).  Telepsychiatry will provide direct patient 

management by psychiatrists and/or psychology students from the university in Texas through 

video conferencing.    

Controversy to Adolescent Screening 

     Limited trials and research have been performed on adolescents screened for depression and 

outcomes from early adolescent depression screenings.  In the absence of trials, some suggest 

depression screenings can result in more harm than being helpful (Roseman, Kloda, Saadat, 

Riehm, Ickowicz, Baltzer, & Thombs, 2016).  There are concerns of overestimating accuracy in 

screening tool use.  This would likely lead to high false positives rates, unnecessary labelling, 

overtreatment in some cases, and the consumption of a scarce mental health resources that could 

otherwise be used for adolescents with undertreated mental health problems (Roseman et al., 

2016).    
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Significance of Evidence to the Profession 

     Conduct problems, problematic behaviors, depressive symptoms all lead to low self-esteem 

issues.  Low self-esteem increases suicidal tendencies.  Early intervention in depression has been 

found to improve conduct problems, improve problematic behaviors and decrease depressive 

symptoms (Forman-Hoffman et al., 2016).  

Theoretical Framework 

     This DNP project implemented a change in primary care practice.  Kurt Lewin’s Change 

Management Theory (1951) formed the framework of this project.  

History  

     Kurt Lewin is considered the father of social psychology (Petiprin, 2016).  During World War 

II (WWII), Kurt Lewin was the leader of a group of behavioral scientists assigned by the United 

States government to study how people form and transform their character (Larson, 2014).  

Research was collected from this group of behavioral scientists and continues to be applied in 

behavioral sciences today.  Lewin’s influence is everywhere in contemporary management:  

running meetings, work design, training, team development, systems change, leadership styles, 

participative methods, survey feedback methods, consultation skills, change theory, and action 

research (Coghlan & Brannick, 2003).   

Lewin’s Contributions 

     It was obvious to Lewin, it was not enough to try to explain things (Coghlan & Brannick, 

2003).  He recognized the importance of involving others in the process of change.  His first 

experiment involved the Harwood pajama factory (Coghlan & Brannick, 2003).  Technological 

changes were being introduced with much resistance.  This research approach was the beginning 

of the Change Management Theory (Coghlan & Brannick, 2003).  He recognized involving 
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members into the process of change decreased resistance.  The results of several similar 

experiments provided the foundation of his change theory (Coghlan & Brannick, 2003).  Lewin’s 

(1947) framework began the three-step change model (Ford & Greer, 2006).  In 1951, the last 

year of his life, he introduced the unfreeze-change-refreeze concept (Rosch, 2002).  Lewin’s 

change theory has inspired research in the role of human behavior and began the groundwork of 

other change theorists (Al-Haddad & Kotnour, 2015).  

Change Management Theory  

     Kurt Lewin’s Change Management Theory involves three major concepts:  resistant forces, 

driving forces, and equilibrium (Petiprin, 2016).  Lewin’s theory proposes individuals are 

influenced by restraining forces or obstacles that counter drive the normalcy in actions.  Driving 

forces or positive forces push in direction of change to happen.  Tension between the driving 

forces and restraining forces creates an equilibrium (Petiprin, 2016).  Changing the status quo 

requires a changing action plan and implementation of three phases.  Kurt Lewin’s Change 

Management Theory consists of three phases or steps for movement in change:  unfreezing, 

changing/moving, and refreezing (Petiprin, 2016).       

Relevance of Change Management Theory to Nursing 

     Nursing is an ever-changing profession due to variations in healthcare policies, practices and 

patient outcomes.  Leaders in nursing will face professional change challenges with an evolving 

healthcare system.  These challenges will include:  work design, training, team development, 

collaboration, systems change, and research.  Implementation of new practices requires 

adjustment in workflow and processes.  Most failures in the introduction of change occurs 

because of the lack of effective communication from the beginning coupled with the failure to 

involve those affected by the change process (Levasseur, 2001).  In the unfreezing stage of 
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Lewin’s Change Management Theory, involvement in the recognition and process of change by 

those affected can minimize the resistance to change (Levasseur, 2001).  An example can be 

implementation of a new practice policy into clinic to improve outcomes.  Involving the 

clinicians in recognizing the problem and the need for change can reduce resistance.  Changing 

or moving stage takes place after people have bought into the need for change (Levasseur, 2001).  

The refreezing stage is successful with a commitment to remain actively involved until the 

required new behaviors or practices have replaced those that existed in the past (Levasseur, 

2001).           

     Kurt Lewin’s Change Management Theory assists to apply change in current practice 

successfully.  His theory discusses distinct levels to apply change.  Each level must be addressed 

successfully prior to movement forward (Wojciechowskin, Murphy, Pearsall, French, 2016).      

Change in practices can be complex with various aspects of collaboration amongst professionals 

to be met  

Kurt Lewin’s Change Management Theory Tenets 

Unfreezing Stage 

     Unfreezing is recognizing change is needed and provide opportunities to make changes in 

practice (McGarry, Cashin & Fowler, 2012).  Unfreezing stage does not create change but 

provides conditions to learn new behaviors (McGarry, Cashin & Fowler, 2012).  

     Resistant forces in clinical practice can include:  resistance to change from individual and 

groups.  Common practices can build up resistance to change current practice habits to what is 

viewed as best practices based on new findings from research and guidelines (McGarry, Cashin, 

& Fowler, 2012).   

Changing/Moving Stage  
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     Changing and/or moving stage is the second step in Lewin’s Change Management Theory.  

Moving allows change on individual and group levels but does not ensure sustainability of the 

change (McGarry, Cashin & Fowler, 2012).   

     Driving forces in clinical practice can include:  desire to provide best practices, influences to 

provide change in practice from colleagues, technological changes to promote an improvement 

in practice that will allow adherence in care.   

Refreezing Stage 

     The third stage of Lewin’s Change Management Theory is refreezing.  This stage is re-

establishing an equilibrium (McGarry, Cashin & Fowler, 2012).  The new change behavior must 

be congruent with other influences on behavior (McGarry, Cashin & Fowler, 2012).  Adjustment 

is required for change to be sustained (McGarry, Cashin & Fowler, 2012).     

Application of Theory into DNP Project 

Unfreezing Stage into Practice 

     Application of Lewin’s first step in the Change Management Theory into this DNP project, 

ADSG, was accomplished through destabilizing the normal.  An example in this project was 

realizing a recommended guideline by Texas health steps and USPSTF was not being performed 

routinely and a population of adolescent depression had been under identified due to lack of 

normal routine screening.   Destabilizing began by discussing issues with the stakeholders in the 

DNP project and making them aware of the lack of screening related to guidelines in the selected 

population.  It was imperative to educate the stakeholders on the practice guidelines to initiate 

change.  In this unfreezing stage, critical steps included investigation of current practices and 

guidelines at the host site and comparing them to best practices standards.  Stakeholders buy in 

was accomplished by showing best practices and guideline recommendations that have not been 
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met with current clinical practices.  Motivation for change into practice was the influence to 

provide best practices in the clinical setting.  Unfreezing stage does not create change, but it 

provides necessary conditions to learn new behaviors (McGarry, Cashin, & Fowler, 2012).    

Changing/Moving Stage into Practice 

     The second step of Lewin’s Change Management Theory was changing/moving stage.  

Application into this current DNP project was implementation of practice change as addressed in 

ADSG.  Changing stage into practice was a result of trial and error through action research 

(McGarry, Cashin, & Fowler, 2012).  Action research in this policy improvement project was 

problem solving by stakeholders and team members to improve clinical practice.  Stakeholders 

actively participated in the change movement to improve healthcare outcomes.  In this project, 

ADSG, the change stage was implementation of the screening tool, PHQ-9, for adolescents 

during wellness exams to identify at risk adolescents.           

Refreezing Stage into Practice 

     Lewin’s Change Management Theory’s third step was refreezing.  Application into current 

project was integrating depression screening into well child exams ages 12-18 routinely and 

monitoring progress through key performance indicators such as referrals to telepsychiatry.  

Development of an equilibrium after the change process was established.  Refreezing was seen 

with policy changes related to ADSG at the clinical site.      

Project Design 

      This project utilized a quality improvement design.  Screenings were performed during the 

wellness exam for adolescent depression to assist with identifying adolescents at risk.  

Identifying at risk adolescents assisted with implementation of care to improve outcomes in this 

population and decrease long-term effects of untreated depression (Cole, 2007).    
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     In this family practice setting, the ultimate goal was improvement in patient care and 

outcomes by increasing depression screening in primary care setting on adolescents.  This was 

accomplished by developing and implementing ADSG, (See Appendix A) which includes 

screening adolescents with the PHQ-9 questionnaire with wellness visits on adolescents ages 12-

18.  This required a collaborative approach by all stakeholders including clinic staff and medical 

providers in the implementation of the ADSG.  The method to meeting this goal in practice 

included:  development and initiation ADSG protocol which served as a tool in implementing 

PHQ-9 screening during wellness exams annually and stakeholders buy in to the importance and 

need for the screening process on adolescents.  Expected outcomes for goal was 90% of 

adolescents were screened for depression utilizing the PHQ-9 during wellness exams and 100% 

of providers implemented the screening process during wellness exams within one month.         

     A second goal of this project was to ensure those adolescents screened with the PHQ-9 

identified as at risk received appropriate referral to mental health care.  This clinic had a 

telemedicine program in place for mental health counseling.   Adolescents who scored equal to 

or greater than 11 on the PHQ-9 were referred to appropriate services to be evaluated for mental 

health counseling.  Follow up telephone calls were made by clerical staff to contact numbers in 

electronic medical records to ensure they were contacted, and an appointment had been set up for 

counseling services by telemedicine program.  This follow up phone call was made within 2 

weeks of initiation of referral to mental health counseling services.  Methods to achieve this goal 

included:  development of a referral plan for mental health and a follow up process after 

initiation of referral to ensure communication from counseling service was initiated.  

Development of referral plan included mental health services for counseling including 

telemedicine program provided through the university psychiatry department if family desires 
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services.  Follow up process included ensuring an appointment had been set up with mental 

health counseling services.  Expected outcomes for goal included:  100% of adolescents with a 

PHQ-9 score of 11 or higher was referred for mental health counseling and at least 90% of 

adolescents referred to mental health services received an appointment for mental health 

counseling from a mental healthcare provider within 30 days of the referral.        

     A third goal of this project was staff development through education.  Education was 

provided through handouts discussing ADSG protocol and the use of the PHQ-9 during wellness 

exams and how to score the screening tool to identify at risk adolescents.  Objectives for this 

goal included:  discussion of screening tool PHQ-9 during staff meetings to allow staff to 

become familiar with screening tool and staff education on scoring of PHQ-9 to identify at risk 

adolescents.  An expected outcome for this goal was staff awareness on use of PHQ-9 and 

scoring to identify at risk adolescents.  Measurement of staff awareness was 100% staff 

attendance in staff development meeting.               

Setting 

     The site selected for this project was a primary care clinic in Plains, TX.  Plains is a small 

rural town in Yoakum County located in West Texas with a population of 1,616 in 2017.  Those 

under 18 comprise 33% of the population (United States Census Bureau, 2017).  No statistics are 

available on mental health illnesses in adolescents in Plains, TX.  The number of children in 

Texas receiving community mental health services is 23,376.  The cost per child in Texas for 

services monthly is $441.00.  The number of Texas children on waiting list to receive 

community mental health services is 11% (Texas Health and Human Services, 2015). 

     Mental health is limited in Plains due to being a rural community.  The nearest mental health 

facility was 80 miles away.  Mental Health and Mental Retardation (MHMR) do assist with 
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mental crisis in Yoakum County but office location was 80 miles away with no provider locally.  

Mental health counseling appointments can take weeks to get scheduled and the commute of 80 

miles was a barrier.  Telemedicine has been provided out of this rural clinic to assist with mental 

health services from a public university psychiatry department to decrease some barriers in 

mental healthcare.  Cost of services was also a barrier in mental health care.  The university 

agreed to provide mental health services under a grant with a minimal fee of $25.00 to those who 

had no insurance available.  Project site permission had been received to implement project.       

Population of Interest   

     Clinic medical and support staff in this rural clinic were the selected population of interest for 

this project.  This population of interest was selected to improve practice behaviors and increase 

depression screenings on adolescents in clinic.  Stakeholders include:  both providers and clinical 

staff members.  Clinical team members included nurse practitioners, medication aides, and 

clerical staff.  Medical providers included two nurse practitioners that provide family practice 

care to the public and wellness exams.  Both nurse practitioners had a prescriptive authority 

agreement in collaboration with a physician 20 miles away.  Staff members included 2 

medication aides and 2 clerical staff members.    

     The stakeholders buy in for implementation of the project was an increase in adolescents 

screened for depression in current setting during well child visit exams.  This increase in 

screening for depression assisted in identifying adolescents at risk or with depression and 

provide best practices through evidence-based research and practice in the community.  

Identifying adolescents at risk or with depression provided access to implement counseling 

services to decrease adverse outcomes of depression.   

     The clinical administrator located 20 miles away was contacted and approved permission to 
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use site for project. 

Recruitment Methods 

     This was a quality improvement project and all medical and supportive staff participated in 

implementation of project into practice.  Recruitment of population included both nurse 

practitioners in the rural clinic practice, two medication aides and two clerical staff.  All agreed 

to implementation of project and participate in improvement in screening of adolescents for 

depression and referrals as indicated.    

Tools 

     The ADSG project was developed and reviewed by the stakeholders at the project site prior to 

implementation. The ADSG protocol (Appendix A) incorporates evidence-based practice 

approaches to depression and guided the use of the PHQ-9 screening tool (Appendix B).  Pfizer 

provides unrestricted copyright access to PHQ-9 mental health screening tool online.  This 

screening tool was used for adolescent depression during the wellness exam.  An education 

intervention was provided to the staff on adolescent depression screening during monthly staff 

meetings.  The education intervention included a PowerPoint presentation planned in the 

November staff meeting. The education included information on utilizing the PHQ-9 with well 

child exams (Appendix F).  The PHQ-9 is derived from the Primary Care Evaluation of Mental 

Disorders, an instrument based on diagnostic criteria from the Diagnostic and Statistical Manual 

of Mental Disorders (DSM) that are specific to disorders most common to primary care: 

depressive, anxiety, alcohol, somatoform, and eating disorders (Phillips, 2012).  The PHQ-9 has 

demonstrated high internal consistency and test-retest reliability as well as criterion and construct 

validity in large general medical populations and primary clinic populations (Phillips, 2012).  

Validated against a structured mental health professional interview, PHQ-9 scores of 10 or 
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greater have optimal sensitivity (88%) and specificity (88%) for detecting major depression 

(Phillips, 2012).  The PHQ-9 is a structured questionnaire measuring whether a symptom has 

been present more than half the time over the past 2 weeks.  The PHQ-9 uses a likert type 

response format ranging from 0 (not at all) to 3 (everyday), and the total score ranges from 0 to 

27 with five severity categories:  minimal (0-4), mild (5-9), moderate 10-14), moderately severe 

(15-19), and severe (20-27) (Marc, Henderson, Desrosiers, Testa, Jean, & Akom, 2014).  The 

PHQ-9 is available free online through U.S Preventative Services Task Force website:  

www.uspreventiveservicestaskforce.org/Home/GetFileByID/218.  (See Appendix B) 

     Educational pamphlets were selected to handout to adolescents and families in clinic for well 

child exams screened for depression with the PHQ-9 score of >10 (See appendix C). These 

pamphlets were derived from the National Institute of Mental Health (NIMH) 

 in the public domain.  Pamphlets may be reproduced or copied without permission from NIMH.   

     During a live training meeting a PowerPoint presentation was utilized to train staff.  The 

presentation was reviewed for content validity prior to use by the project team and stakeholders 

at the project site.  

     Data analysis was performed utilizing electronic medical records of the adolescents seen in 

clinic for wellness visits.  A random chart audit was performed using a chart audit tool developed 

for ADSG (See Appendix D).  The audit form was reviewed prior to use by the project team 

members for content validity.   

Data Collection Procedures   

     Comparison of data prior to initiating ADSG and 3 weeks following was collected.  SPSS was 

used to provide statistical information.  Random chart reviews were performed.  Descriptive 

statistics were used to assess number of adolescents screened for depression in well child visits 

http://www.uspreventiveservicestaskforce.org/Home/GetFileByID/218
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prior to implementation of project and following implementation of project.  Variables included:  

PHQ-9 performed, PHQ-9 score >11, referral initiated and follow up documented on mental 

health counseling appointment status.  The PHQ-9 was the only screening tool utilized in the 

project to have consistency in screening adolescents with a valid and reliable tool.    

     Data collection was provided by using electronic medical records used in the rural clinic.  A 

report was printed using patient list by diagnosis.  There were 2 search diagnoses used on the 

patient list diagnosis report to perform data collection:  CPT codes 99394 (preventative care ages 

12-18 established patient) and 99384 (preventative care ages 12-18 new patient).  Chart reviews 

were performed on random selection of well child exams listed on report to view if ADSG had 

been implemented during visit and scoring of PHQ-9 had been completed with appropriate 

referral initiated if score 11 or greater.  A follow up phone call was made and documented by 

clerical staff on clinical note addendum to verify appointment had been made for counseling 

services and family was contacted to verify contacted by referral services within two weeks.   

     Privacy and confidentiality were maintained with review of charts.  All members of the 

project were employees of the medical clinic and were aware of importance of patient 

confidentiality and maintained privacy during project. 

Intervention/Project Timeline 

Dates Project Actions 

October 17-26, 2018 EMR accessed with crystal reports using 

ICD-10 codes selected for well child visits for 

chart review 

ADSG protocol and documents were given to 

leadership for approval of implementation 
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October 29, 2018 Random charts reviewed on well child exams 

to evaluate PHQ-9 use and mental health 

referrals prior to implementing ADSG 

protocol 

Week 1 DNP Project III 

November 7-13, 2018 

Staff training and development with 

November staff meeting.  Planned date of 

staff meeting is November 7, 2018.  ADSG 

protocol was implemented.  Well child packet 

used with PHQ-9 in packets. 

Week 2 DNP Project III 

November 14-20, 2018 

 

Evaluation of protocol implementation using 

random chart reviews to see if improvement 

in depression screenings in adolescents and 

increase in number of referrals to mental 

health counseling 

Week 3 DNP Project III 

November 21-27, 2018 

Continued evaluation of protocol 

implementation using random chart reviews 

to see if improvement in depression 

screenings in adolescents and increase in 

number of referrals to mental health 

counseling 

Week 4 DNP Project III 

November 28-December 4, 2018 

Continued evaluation of protocol 

implementation using random chart reviews 

to see if improvement in depression screening 
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and increase in number of referrals to mental 

health counseling 

December 11, 2018 Project site staff meeting discussing results of 

protocol implementation and quality 

improvement project 

          

Ethics and Human Subjects Protection 

     ADSG was a staff quality improvement project that was not collecting private information 

about an individual to perform data analysis.  Institutional Board Review (IRB) determination 

forms were submitted per Touro University of Nevada (TUN) policy and the ADSG project fell 

under the category of a TUN quality improvement project which did not require IRB review.  

The project site did not require IRB review for the project.  Clinic manager of project site 

approved access to EMR with protocol implementation without the need for IRB approval.  An 

email was received with project approval (Appendix E).  -   

     During data collection, human subjects were protected by password requirements to collect 

information from electronic medical records.  A password was recorded with access to electronic 

medical records with access to patient chart to prevent unauthorized use of health information.   

Names were not obtained from electronic medical records and no identifying information of 

patient was obtained.  There were no risks to participation in this project.  Benefits of the project 

were to assist medical providers to identifying adolescents with depression and refer care if 

needed to appropriate counseling services. 

Plan for Analysis/Evaluation 

     Project evaluation was performed by collection of data prior to implementation of ADSG 
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protocol in the clinic and were compared to data collected following intervention of the protocol. 

The non-parametric statistical test used after data input into SPSS was Fisher’s Exact Test.  In a 

Fisher’s Exact Test, the numbers are put into a contingency table that is two rows by two 

columns (Connelly, 2016).  If the Fisher's exact test gives a significance level less than 0.05, the 

difference is greater than chance variation alone (Connelly, 2016).  In ADSG, if the null 

hypothesis is true, the Fisher’s Exact Test would show after implementation of protocol an 

increase in adolescent depression screenings performed on adolescents by medical providers in 

clinic.  The Fisher’s Exact Test would also be able to show after initiating ADSG protocol an 

increase in referrals by medical providers to mental health counseling when indicated by a PHQ-

9 score equal to or greater than 11.  A TUN stats specialist was utilized to ensure analysis and 

evaluation was performed correctly.              

Significance/Implications for Nursing 

     A recent governmental audit indicated this rural clinic was lacking in adolescent mental 

health screenings performed.  ADSG protocol assisted medical providers and staff in identifying 

adolescents with depression and assisted with mental health referrals.  The use of the PHQ-9 in 

primary care practice during well child exams helped to identify depressed adolescents ages 12-

18 and assist with improvement in referral process to telepsychiatry counseling.  The depression 

screening on adolescents provided an opportunity to improve depressive symptoms and behavior.  

Nurse’s contribution promoted health and wellness in the community through screenings are 

visible.  Depression is ranked fourth, as highest disease burden (Qin et al., 2015).  This burden 

includes behavior and conduct issues such as:  addiction, suicide, educational underachievement, 

unemployment and low self-esteem (Quin et al., 2015).  A collaborative approach with other 

team members, especially psychotherapy, improved the long-term outcomes of the adolescent 
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identified as at high risk.  Following intervention, adolescents would have an improvement in 

functioning, behavior and depressive symptoms.   Early intervention improves long-term 

outcomes.  Current literature can correlate an increase in adolescent depression screening to 

decrease the effects in adolescents of depression acutely and long-term.  Primary care providers 

can be the first to identify adolescents at risk for depression with PHQ-9 screening tools used 

during well child visits.  ADSG improved primary care screening for depression in adolescents 

and provided a means of assistance for those found at risk with a referral to mental health 

counseling services.   

Data Analysis 

 The ADSG protocol was based on evidence-based practice (EBP) guidelines and changes 

in clinical practice were implemented using a validated tool, the PHQ-9, to ensure a clinical 

quality improvement process was performed routinely with each adolescent preventative exam in 

the clinical setting at this facility.  The purpose of this quality improvement project was to 

answer the clinical question:  Will implementing ADSG with well child exams (ages 12-18) 

improve rates of adolescent depression screening and referral to telepsychiatry in high-risk 

adolescents with depression?  The United States Preventative Services Task Force (USPSTF) 

seeks to address this question with recommendations in clinical practice.  The recommendations 

from USPSTF and Texas Health and Human Services Texas Health Steps influenced the 

formation of the ADSG guidelines. 

 The ADSG protocol had two medical providers, two medication aides, and two clinical 

staff members participate in training and implementation.  The ADSG protocol was implemented 

for three weeks into practice and auditing was performed on the two medical providers who 

practice at this facility.  Data was collected from EMR provided by a crystal report on 
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preventative adolescent exams performed prior to initiating the ADSG protocol and with 

implementation of the project into practice.  The EMR served as the primary source of 

information to evaluate the progress of the ADSG protocol.  Information was gathered using the 

ADSG protocol audit form.  A codebook was developed for data editor to assist with identifying 

variables in data entry.  Data was submitted into SPSS statistical software and analysis 

performed using a fisher’s exact test due to a small sample size (n=17) collected in this rural 

facility.  The null hypothesis was the probability that implementation of ADSG into clinical 

practice improved provider screening of adolescent depression and improved mental health 

referrals when indicated by the PHQ-9 score.  When the null hypothesis is true, a significant p 

value (<0.05) will be found.  Unfortunately, the fisher’s exact test showed the p value to be 

>0.050 in all variables tested and the null hypothesis was insignificant (See addendum G).  The 

aim of the project was to demonstrate initiating an adolescent depression screening protocol into 

practice would improve medical providers adolescent screening annually during well child 

exams and referrals would be initiated when indicated utilizing the PHQ-9.  Reorganization in 

clerical areas and providing education to staff and medical providers improved the consistency of 

mental health screenings on adolescents, but no significant findings noted with the fisher’s exact 

test using the variables identified and the null hypothesis was found to be insignificant.        

 Evaluation of the ADSG project revealed encouraging results with the crosstabulation 

findings of an increase in percentage of adolescents screened in the clinical setting.  In the 

following graphic chart, prior to ADSG protocol implementation, 4 out of 5 charts (80%) 

reviewed had a PHQ-9 performed.  Following ADSG protocol implementation, the graphic chart 

demonstrates 12 out of 12 EMR (100%) audited had a PHQ-9 performed.   This finding indicated 

a 20% increase in EMR audited having an adolescent mental health screening performed 
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utilizing the PHQ-9 tool.  

  

Limited findings were noted on psychiatry referrals due to only 1 chart qualified for a referral 

with the PHQ-9 findings.  A small number in this rural clinic limited the findings of adolescents 

in need of depression screenings.  The staff reviewed the adolescents acute care visit charts to 

see if a well child exam was due and encouraged a preventative exam during the same or 

following week to increase the amount of adolescent preventative exams performed during 

implementation of ADSG.      

Discussion of the Findings and Significance for Nursing 

 Overall, the ADSG protocol implementation was effective in increasing the number of 

adolescents screened for depression during the preventative exams at this rural clinic.  Initially, 

the results of the chart audits prior to implementation of ADSG did not surprise the medical 

providers with 80% of adolescents screened for depression during the preventative exams.  A 

previous governmental review had been performed within the clinic showing marked deficits in 
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depression screenings in adolescents prior to ADSG.  The medical providers had been making a 

conscious effort to implement a depression screening during the preventative exams due to this 

review.  Using the prior review findings and the Lewin’s Change Management Theory, efforts 

were made to assist the medical providers in having a best practices-based guideline in making a 

sustainable change in the clinic.  The ADSG protocol was created to guide the medical providers 

in creating a successful change in practice.  A controversy identified during the literature review 

was a concern of overestimating adolescent depression with routine screenings.  This 

controversary was not supported in the ADSG findings using the PHQ-9 screening tool during 

the preventative exams.  One adolescent, out of seventeen, had a PHQ-9 screening score >11 that 

warranted referral to a mental health provider.  The accessibility of mental health care in the 

rural area continues to be an identified barrier with adolescent depression treatment, but with 

recent telemedicine options in the rural clinic setting, this barrier was being addressed. 

 During the ADSG planning stage, verbal feedback from all stakeholders was valued.  The 

ADSG implementation process required a practice change from all members in the clinic setting.  

The intention of ADSG was to create a workflow into the clinic setting utilizing a depression 

screening tool during the adolescent preventative exams.  This change in workflow increased the 

number of adolescents screened for depression annually and assist in identifying adolescents at 

risk for depression.   

 The purpose of this quality improvement project was to answer the clinical question:  

Will implementing ADSG with well child exams (ages 12-18) improve rates of adolescent 

depression screening and referral to telepsychiatry in high-risk adolescents with depression?  The 

findings supported an increase in the number of adolescents screened for depression with 

implementation of ADSG in the rural clinic and an appropriate referral was made with the 
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adolescent scoring higher than the selected threshold to a mental health provider.  To implement 

a successful change in adolescent depression screening, a structured plan must be in place to 

evaluate depression in adolescents and provide treatment or referrals if indicated with a validated 

screening tool.  The ADSG protocol provided this structured plan for consistency in care and 

evaluation of mental health needs for the adolescent during the annual preventative care visit.   

Limitations and Dissemination 

 ADSG had some limitations identified during implementation at this rural clinic.  One 

limitation to this project was the small number of participants pre-intervention and post-

intervention.  The sample size was smaller than desired due to being implemented in a rural 

clinic.  Another limitation to the project was the suggestion of implementing the ADSG protocol 

on an annual adolescent preventative exam.  Since the depression screenings were performed 

annually on the adolescents, a continuity of depression screenings performed on the same 

individual was impossible during the timeframe of the project.     

 It is vital to disseminate evidence-based practice findings to stakeholders and other 

healthcare professional so that innovations for practice can be replicated (Forsyth, Wright, 

Scherb, & Gaspar, 2010).  Dissemination of findings can improve practice decisions based on 

current project evidence.  A presentation of findings was delivered through power point to 

advanced practice providers at a sister facility 15 minutes away from the site of the project to 

inform the advanced practice providers of the success of ADSG.  There is a plan for an abstract 

submission  to Nursing World and Congress Healthcare (NWH) for a poster presentation at a 

conference being held in Las Vegas, NV on September 17-19, 2019.   The completed project was 

submitted to www.doctorsofnursingpractice.org.       

The ADSG project was a sustainable initiative for this clinical practice site. Adolescent 

http://www.doctorsofnursingpractice.org/
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depression screenings during wellness exams will be continued as a standard practice. The 

ADSG was accepted at the site as a permanent guideline that has remained and continues 

ongoing evaluation. The medical providers agreed to continue using the protocol into practice for 

depression screening in adolescents.           
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Appendix A 

Adolescent Depression Screening Guideline  

Purpose:  Assist primary care providers to identify adolescents ages 12-18 with depression in 

alignment with national best practice standards  

Objectives:   Increase the number of adolescents aged 12-18 who are screened for major 

depression disorders annually and increases rate of those referred to telepsychiatry counseling 

when identified as at-risk adolescents with a PHQ9 score of 11 or greater 

Indications:  Adolescents in rural clinic for well child exams ages 12-18 

Contraindications: None 

Steos:  See Below Protocol 
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Appendix A 

Adolescent Depression Screening Guideline Protocol 

 

 

Adolescents ages 12-18 at 

wellness visit in rural clinic 

complete PHQ-9 for 

depression screening 

PHQ-9 results 

equal to or  >11 

PHQ-9 results 

less than 11 

Refuses services- document and provide handouts on adolescent depression 

Mental health 

counseling referral 

Referral 

follow up 

within 2 

weeks 

after 

initiation 

No action- rescreen in 1 year and 

provide handouts on adolescent 

depression 

Current treatment for depression 

Yes No 

Is prescription 

indicated? 

1 month follow up 

with provider 

Screen again in 

6 months 

Prescription adjustment or 

change 
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Appendix D 

ADSG protocol audit form 

Audit prior 

to 

ADSG/Audit 

after ADSG 

(circle)  

Chart 

1 

Chart 

2 

Chart 

3 

Chart 

4 

Chart 

5 

Chart 

6 

Chart 

7 

Chart 

8 

Chart 

9 

Chart 

10 

PHQ-9 

performed 

with well 

child visit 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

PHQ-9 score 

> or = to 11 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Referral 

Initiated if 

above yes 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

f/u 

documented 

in EMR 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 

Audit prior 

to 

ADSG/Audit 

after ADSG 

(circle)  

Chart 

11 

Chart 

12 

Chart 

13 

Chart 

14 

Chart 

15 

Chart 

16 

Chart 

17 

Chart 

18 

Chart 

19 

Chart 

20 

PHQ-9 

performed 

with well 

child visit 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

PHQ-9 score 

> or = to 11 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

Referral 

Initiated if 

above yes 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

f/u 

documented 

in EMR 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 
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Appendix E 
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Appendix F 

PHQ-9
Adolescent Depression Screening Guideline Protocol
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Addendix G 

Crosstabs 

 

Notes 

Output Created 05-DEC-2018 20:34:52 

Comments  

Input Data C:\Users\matth\Downloads\A

DSG.sav 

Active Dataset DataSet1 

Filter <none> 

Weight <none> 

Split File <none> 

N of Rows in Working Data 

File 

17 

Missing Value Handling Definition of Missing User-defined missing values 

are treated as missing. 

Cases Used Statistics for each table are 

based on all the cases with 

valid data in the specified 

range(s) for all variables in 

each table. 

Syntax CROSSTABS 

  /TABLES=ADSG BY PHQ 

PHQ11 REF FUDOC 

  /FORMAT=AVALUE 

TABLES 

  /STATISTICS=CHISQ RISK 

  /CELLS=COUNT 

EXPECTED ROW COLUMN 

TOTAL 

  /COUNT ROUND CELL 

  /BARCHART. 

Resources Processor Time 00:00:04.73 

Elapsed Time 00:01:03.92 

Dimensions Requested 2 

Cells Available 524245 
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Case Processing Summary 

 

Cases 

Valid Missing Total 

N Percent N Percent N Percent 

Pre/Post ADSG * PHQ 

performed 

17 100.0% 0 0.0% 17 100.0% 

Pre/Post ADSG * PHQ score 

>11 

17 100.0% 0 0.0% 17 100.0% 

Pre/Post ADSG * Referral 

initiated 

17 100.0% 0 0.0% 17 100.0% 

Pre/Post ADSG * 

Documented f/u 

17 100.0% 0 0.0% 17 100.0% 

 

 

 
Pre/Post ADSG * PHQ performed 
 

 

 

Crosstab 

 

PHQ performed 

Total 1 Yes 2 No 

Pre/Post ADSG 1 Pre ADSG Count 4 1 5 

Expected Count 4.7 .3 5.0 

% within Pre/Post ADSG 80.0% 20.0% 100.0% 

% within PHQ performed 25.0% 100.0% 29.4% 

% of Total 23.5% 5.9% 29.4% 

2 Post ADSG Count 12 0 12 

Expected Count 11.3 .7 12.0 

% within Pre/Post ADSG 100.0% 0.0% 100.0% 

% within PHQ performed 75.0% 0.0% 70.6% 

% of Total 70.6% 0.0% 70.6% 

Total Count 16 1 17 

Expected Count 16.0 1.0 17.0 

% within Pre/Post ADSG 94.1% 5.9% 100.0% 

% within PHQ performed 100.0% 100.0% 100.0% 

% of Total 94.1% 5.9% 100.0% 
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Chi-Square Tests 

 Value Df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square 2.550a 1 .110   

Continuity Correctionb .217 1 .641   

Likelihood Ratio 2.602 1 .107   

Fisher's Exact Test    .294 .294 

Linear-by-Linear Association 2.400 1 .121   

N of Valid Cases 17     

a. 3 cells (75.0%) have expected count less than 5. The minimum expected count is .29. 

b. Computed only for a 2x2 table 

 

 

Risk Estimate 

 Value 

95% Confidence Interval 

Lower Upper 

For cohort PHQ performed = 

1 Yes 

.800 .516 1.240 

N of Valid Cases 17   
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Pre/Post ADSG * PHQ score >11 
 

 

 

Crosstab 

 

PHQ score >11 

Total 1 Yes 2 No 

Pre/Post ADSG 1 Pre ADSG Count 0 5 5 

Expected Count .3 4.7 5.0 

% within Pre/Post ADSG 0.0% 100.0% 100.0% 

% within PHQ score >11 0.0% 31.3% 29.4% 

% of Total 0.0% 29.4% 29.4% 

2 Post ADSG Count 1 11 12 

Expected Count .7 11.3 12.0 

% within Pre/Post ADSG 8.3% 91.7% 100.0% 

% within PHQ score >11 100.0% 68.8% 70.6% 

% of Total 5.9% 64.7% 70.6% 
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Total Count 1 16 17 

Expected Count 1.0 16.0 17.0 

% within Pre/Post ADSG 5.9% 94.1% 100.0% 

% within PHQ score >11 100.0% 100.0% 100.0% 

% of Total 5.9% 94.1% 100.0% 

 

 

Chi-Square Tests 

 Value Df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square .443a 1 .506   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .722 1 .395   

Fisher's Exact Test    1.000 .706 

Linear-by-Linear Association .417 1 .519   

N of Valid Cases 17     

a. 3 cells (75.0%) have expected count less than 5. The minimum expected count is .29. 

b. Computed only for a 2x2 table 

 

 

Risk Estimate 

 Value 

95% Confidence Interval 

Lower Upper 

For cohort PHQ score >11 = 

2 No 

1.091 .920 1.294 

N of Valid Cases 17   
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Pre/Post ADSG * Referral initiated  
 

 

 

Crosstab 

 

Referral initiated 

Total 0 1 Yes 

Pre/Post ADSG 1 Pre ADSG Count 5 0 5 

Expected Count 4.7 .3 5.0 

% within Pre/Post ADSG 100.0% 0.0% 100.0% 

% within Referral initiated 31.3% 0.0% 29.4% 

% of Total 29.4% 0.0% 29.4% 

2 Post ADSG Count 11 1 12 

Expected Count 11.3 .7 12.0 

% within Pre/Post ADSG 91.7% 8.3% 100.0% 

% within Referral initiated 68.8% 100.0% 70.6% 

% of Total 64.7% 5.9% 70.6% 
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Total Count 16 1 17 

Expected Count 16.0 1.0 17.0 

% within Pre/Post ADSG 94.1% 5.9% 100.0% 

% within Referral initiated 100.0% 100.0% 100.0% 

% of Total 94.1% 5.9% 100.0% 

 

 

Chi-Square Tests 

 Value Df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square .443a 1 .506   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .722 1 .395   

Fisher's Exact Test    1.000 .706 

Linear-by-Linear Association .417 1 .519   

N of Valid Cases 17     

a. 3 cells (75.0%) have expected count less than 5. The minimum expected count is .29. 

b. Computed only for a 2x2 table 

 

 

Risk Estimate 

 Value 

95% Confidence Interval 

Lower Upper 

For cohort Referral initiated  

= 0 

1.091 .920 1.294 

N of Valid Cases 17   
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Pre/Post ADSG * Documented f/u  
 

 

 

Crosstab 

 

Documented f/u 

Total .0 1.0 Yes 

Pre/Post ADSG 1 Pre ADSG Count 5 0 5 

Expected Count 4.7 .3 5.0 

% within Pre/Post ADSG 100.0% 0.0% 100.0% 

% within Documented f/u 31.3% 0.0% 29.4% 

% of Total 29.4% 0.0% 29.4% 

2 Post ADSG Count 11 1 12 

Expected Count 11.3 .7 12.0 

% within Pre/Post ADSG 91.7% 8.3% 100.0% 

% within Documented f/u 68.8% 100.0% 70.6% 

% of Total 64.7% 5.9% 70.6% 
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Total Count 16 1 17 

Expected Count 16.0 1.0 17.0 

% within Pre/Post ADSG 94.1% 5.9% 100.0% 

% within Documented f/u 100.0% 100.0% 100.0% 

% of Total 94.1% 5.9% 100.0% 

 

 

Chi-Square Tests 

 Value Df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square .443a 1 .506   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .722 1 .395   

Fisher's Exact Test    1.000 .706 

Linear-by-Linear Association .417 1 .519   

N of Valid Cases 17     

a. 3 cells (75.0%) have expected count less than 5. The minimum expected count is .29. 

b. Computed only for a 2x2 table 

 

 

Risk Estimate 

 Value 

95% Confidence Interval 

Lower Upper 

For cohort Documented f/u  

= .0 

1.091 .920 1.294 

N of Valid Cases 17   
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