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Abstract
Depression is the preeminent cause of disability internationally. Support-based depression
screening is a nationally recommended means of detecting and treating patients with this
disabling illness. The purpose of the doctor of nursing practice (DNP) practice change project
was to implement an outpatient neurology depression screening protocol so that depressed
patients were identified and received intervention. The project answered whether
implementation of an 8- to 12-week systematic depression screening protocol in a neurology
practice increased the incidence of accurate depression identification and treatment in this patient
population as compared to the 3-month prior baseline. The DNP depression screening project
was based on the salutogenic theoretical framework to emphasize the generation of health
(Becker, Glasscoff, Felts, & Kent, 2015). This generation of health was accomplished through
the preventative intervention of depression screening. The practice change project was based on
an evidence-based practice design using quantitative data collection and measurements. In the
DNP practice change project, N = 66 patients participated in systematic, support-based
depression screening and received treatment recommendations compared to a baseline of 0
systematic depression screening, identification, and treatment. Of the N = 66, 56.1% (n = 37) of
the patients screened positive for depression and 39.4% (n = 26) received treatment if indicated.
Future studies were needed to determine the generalizability of the practice change protocol

methods and results.



Acknowledgments
It is my esteemed honor to mention in gratitude the contributions of those who have supported
me in the implementation of Depression Screening in Outpatient Neurology and the development
of this manuscript. Dr. Nedd, you have been a generous supporter from the day we met. You are
brilliant, and it has been a privilege learning under your guidance. Dr. Lori Lupe, thank you for
your patient guidance and wise counsel as my chair. To my professors in the Nova Southeastern
University College of Nursing Doctor of Nursing Practice Program, thank you for pushing me to
strive for excellence. Dr. Henson-Evertz, thank you for being my advisor and a stalwart example
of commitment to education and student success. Dr. Evans, thank you for being a firm support
and guide along the way. Dr. Hardigan, thank you for your kind willingness to sit and clarify
statistics with me throughout my DNP program and project. Dr. Bonnie Gnadt, thank you for all
the time you spent poring over my data results with me. Dr. Sarira El-Den, thank you for your
generosity in allowing me to use and adapt your Perinatal Depression Attitudes and Screening
Acceptability Questionnaire (PASAQ) as part of my project. Thank you, Dr. Lee and Dr. Laing,
for your content expert validation of my clinician knowledge questionnaire. To my Southwestern
Adventist University family, thank you for all your support and prayers. To my siblings, thank
you for enduring and encouraging me through the long process of manuscript writing. To my
parents, I say endless thanks for all of your support, encouragement, and unfailing love through
the DNP program and project. Most importantly, God, You have been my Inspiration, Hope, and

Reason for all of the work I have done in this project. Thank you.



Table of Contents

THEIE PAZE .vevveeeeeieieieeee ettt ettt ettt ettt s et st et et e se et et e ereete et e eaeeae et ensesensentens i
SIGNALUIE PAZE ..oceeeeieiieiieieie ettt ettt ettt e b et te bt te e nennens ii
COPYIIGNE PAZE ...ttt sttt ettt et b ettt eban v
AADSIIACT ...ttt ettt ettt h bbbttt ettt b ettt \
ACKNOWIBAZMENES. .....ceeiiiiitiitiieeee ettt sttt sb et e st e e e ae e e ennens vi
LSt OF TADIES ...ttt ettt ettt b ettt eban xii
LISt OF FIGUIES .vteiieiieiieiieieee sttt ettt ettt s et e ssesae st e s essesensensensennenseneenens xiii
Chapter One: Overview of the Problem of INterest ...........c.ccccevveriiiiiniiniiinnenincrcceceeene 1
Background: Definition and Depression...........ceveireerieirieinieirieienieeseeesieieseei e saeees 1
Background to the Problem ...........ccoovvireriereieeeeeeeeeeee e 1

Significance of the Clinical Problem ............cccoeiiiiiiiiiiiiiiiiniiiiiiicceecce e 2
Problem StateMENT.......c.cveuiiriiieiiirieiete ettt ettt ettt ettt enan 2
PUIPOSE STAtBIMENL.......eiiiiiiiiiiiieie ettt sttt e 3
PrOJECT PUIPOSE ...ttt ettt sttt ene 3
PrOJECT ODJECTIVES ...vveuveiieeieeteiietieieete ettt ettt ettt et et et et e st e st esaeseeseeseeseesessessassessesensensensenes 3
Theoretical FIamewWork ..........cccovvioiriiiiiiiniiiicinicicne ettt 4
Theoretical Framework COnStructs.........coevevuerieierieieieenieicsiesiesesee et 4

Theory Application to the DNP Project........cccovevierieiieieieieieeneseeeseseeseene 5

Significance of Evidence-Based Practice Project .........cooevvevieieieieieiriciincceeeeeee e 5
Healthcare OULCOMES .......c.oeueruerierieriirienienenteteeet ettt ettt 6

Healthcare DEIVETY ......c.ceveiriiieieiesiesiese ettt naen 6

Healthcare POLICY ....c.voeeuieiieiieiicieceeiesese et st 7



Summary Of CRAPLEr ONE ........c.oeiiiriiiiiiiirieriesteseee ettt sttt 7

Chapter Two: Review Of the LIterature ..........cccevververierieieieieieeeceeeeeeec e 9
Search Engines and TeIMS .......cveveieiririririeeiesestesiesie ettt ettt sttt sae e eenees 9
Article Review and SleCtion.........c.ioueeiruiririeirie ettt 10
Literature Review Findings: Study Types & Study Summaries...........cocevverererererenieneiennns 10
Literature Review Synthesis: Significant FINdings..........ccccceeeerevineiiniineineniniceneiieenenns 12

Literature Strengths and WeaKnesses ..........eceovveirueririeinieinieinieenieeneeneeieneenens 13

LItErature GaAPS. . .veverveeeieieieieieieseeeeeressesseesessessessessessessensessessessensensensensensessennes 13

Summary of Chapter TWO.....cc.eovirieieieieieeee ettt 15
Chapter Three: MethodOLOZY ........ceriiuiiiieiriiirieie ettt ettt 16
PrOJECt DIESIN...uevieiieeieeieiieieeieeeste ettt ettt e ne st e st e tess e aensensensenennennens 16
SEIIE .ottt s et 16
Project PArtiCIPANES .......cveieieeieiieieetisiestestesteteiet et e e ese e e e steeaessessessessessessesensensensensens 17
Inclusion and EXclusion CIiteria..........coeerueerirueirieinieinieinieeneeneeeneneneeneneenens 17
RECTUITMENT ...ttt 18

Sample PartiCipation ..........cc.ecveeierieieieieieieeeeee et se e steste e ssesae e saeaeneeaeseens 18
Instrumentation: The PHQ-9 Severity Score and Treatment Algorithm .............. 19

Analyzing the Protocol: Clinician Training Data .........c.cccceceverininininineneneeeeeee 19
PHQ-9 AdminiStration ............ccveouieiuieiieirieiieieeie ettt ettt eve e ere v e eae s 21

PHQ-9 and Data ColleCtion ............c.cecuevieriieciiiiieiieieeie et 21

Descriptive Data ANALYSIS........eoeveririerieniinieieieietetee ettt sttt 22
Nominal and Demographic Data ............ccoceeirirenireneneseresee s 22

Descriptive and Inferential StatiStiCs .........ceceeereririrenenirerereresiesee e 22



PaITEA £-TEST ..ottt et ettt et e et e e ete e e aeeereeeaneas 23

Data Management and StOTAZE .........eeeververierierieieieieieeeeeeeeeseseeseessessessessessesesessessens 23
Data Collection Time FTames .........c..cccoeeriiirineninieninicinicinceneeneeeneeeeennenens 23
Ethical ConSIAETatiONS ........cerveuirueririeiirietirieiisteteriet ettt ettt ettt eebeneenan 24
Health Insurance Portability and Accountability Act of 1996........c.cooevivevninnccncennee 24
Confidentiality and CONSENL .........cerveuirieririiieirieiiieiretreetee ettt 25
BeNETICENCE ...ttt 25
Fidelity and NOn-MalefiCence ..........ecuevueiriririninirenesesesesee e 26

Data Storage and Data SECUIILY .........ccccueuirireriniiinieiinieineieteeneeeee e 26
SCIENtIfIC BENETILS .. .c.veuiieiiietiieieiete ettt 27
EXPECted OULCOMES ....eoueevieeieiiiiestisiesieste ettt ettt e s seestessessenaesensensensensennens 27
Timeline of Project PRAases. .........cccoviririeriiniireieece et 28
Participation TiIME.......ccecveieieieieieetisesteste et ettt a et eeteeaestessessesbesesesensensensensens 32
Resources and Bud@et.........coeuiviriiiiiieeeeeee e 33
SUSLAINADILILY ..ottt 34
The Risk-Benefit Ratio .......c.coeivieiriiiniiiniiiieececc e 35

Risk Minimization Plan ........c..ccoevniiniiiniiniiiccncccnccecseeeeeseenne 35
Summary of Chapter TII€E..........ccoeriririririeiee et 37
Chapter Four: Project EValuation...........ccccoiiririesierieieeeeeeeeese e 38
RESULLS ...ttt bbbttt ettt 38
Participant DemographiCs ........c.cceeriririeniniieieieteeeee et 38
EXPECted OULCOMES ....eovvevieeiriieiieiestisiesiestesieteie et eete e se et seesessessessessessessessensensensensensens 41

Evaluation 0f OULCOMES.........cccuiviieiieieriieie ettt ste et ste e eeeesbe e s e eseesseesseesseseenseas 42



DISCUSSION ...ttt ettt et et e et e et e et e eeteeeteeeaeeeateeeveeesseeeaeeeesseeeseeesseenseeeseesnseeeaseesnseennns 52

SEIENENS ©..viieeeieieeeee ettt sttt ettt a et aeneens 53

LAMITAtIONS ..ot 53

Implications for NUrsing PractiCe ..........cccveireereuirieinieinieenieieeeerieieseeie et 55
Scientific Underpinnings for PractiCe.........cooveruerieieieieieieieieeeeeesiese e 56
Organizational and Systems Leadership.........ccccceveevecineiniciniineiniiccnee 56

Clinical Scholarship and Analytic Methods .........ccccveireinierineiinicineicenene 57

INfOrmMation SYSEMS ......c.ccveveieieieieieeeieeee ettt eneenees 57

Healthcare Policy for Advocacy in Healthcare.............ccoecivciniinciiniinicnnnns 58
Interprofessional Collaboration ...........c.ccccoeeererenirieninieinieieeseereeese e 58

Clinical Prevention and Population Health..............coocovinininineeeeeeeee 59

Advanced NUrsing PractiCe..........oocuvevirerinininineseniesiesesesese et 59

COMNCIUSIONS ...ttt ettt ettt ettt b ettt b et e bt st e b et ebe st ebe e ebeeebens 60
Appendix A: IRB APProval LEtter .......ccevirierierieieieieieieeeeeeeee ettt e 65
Appendix B: Literature RevVIEW MatriX ......cc.eouerieieiiieiiieieieieeenesieste ettt 66
Appendix C: Clinician Training TeSt.........ceeververierieieiieieieieieteeeeeeese e ssessessessessessessessessessesees 73
Appendix D: English Demographic QUEeStiONNAire .............ccecveererirererenereneeneseseseeseeeeeenee 77
Appendix E: Spanish Demographic QUeStionnaire ..............cecoeerererienereneneneneneneneeseeeeeeneen 78
Appendix F: NSU Consent to be in a Research Study Entitled..........ccccoovvinenineneneeeenee 79
Appendix G: NSU IRB Short Form Consent to be in a Research Study .........ccccceeeineinccnnencnn. 82
Appendix H: The Patient Health QUESIONNAIIE ........cceeirieririiriirirerienereresese et 84
Appendix I: PHQ-9 (Spanish VErSion) ..........cccevieieieiieieieieieieieeseseesieseesse s saessessessessensessennes 86

Appendix J: Site APProval LEtter .........ccooeiniiiriiinieiiieinieeeicecteeeect ettt 88



Appendix K: Letter of Permission to Use and Adapt Questionnaire



Table 1

Table 2

Table 3

Table 4

Table 5

Table 6

Table 7

Table 8

List of Tables

Summary of Objectives and OULCOMES .......cc.eveeriririeirierieeesiesiestesseseseesiessesaesseeenees 27
Project BUA@EL......cveieieieeeeee ettt 34
Summary of Sample Demographics ...........cceeeuerirueririenirieieieieiereeeeree e 39
Counts and Percentages of Patient Ethnicities...........cocvvvvirinineneneseeeeeeee 41
Evaluation of Objective and Outcome Data ...........ccceveivieiniiinieinieinieieeneceeeenne 45
Summary of Positive Depression Screening and Treatment Counts ...........ccccevveueruenene. 47
Treatment TyPe FIEQUENCIES ......ccveveieieieeieieieteeeeet ettt ens 48
Levels of Functional Difficulty.........cccooeieiiiiiiiniirescereseeeee e 52



List of Figures
Figure 1. Summary of treatments administered to patients categorized by ethnicity. .................. 50

Figure 2. Summary of treatments administered to patients categorized by race. ..........cccceeueueeee. 51



Chapter One: Overview of the Problem of Interest

Depression is the number one cause of disability around the world (World Health
Organization [WHO], 2018). An estimated 300 million people suffer from depression globally
(WHO, 2018). Though effective treatment for depression exists, on average, less than half of
those who are depressed receive treatment (WHO, 2018). Barriers to effective treatment have
included an insufficient number of trained providers, incorrect assessment, misdiagnosis, and
under-diagnosis (WHO, 2018). The purpose of this paper is to describe a doctor of nursing
practice (DNP) practice change project that identified and provided treatment (i.e.,
neuropsychology referral, pharmaceutical prescription, other) if indicated for outpatients with
neurological conditions who screened positive for depression. The purpose of this chapter was to
introduce the background to the practice problem, theoretical framework, purpose, and objectives
of the DNP practice change project.

Background: Definition and Depression

Depression is a mental health disorder with symptoms that may include sadness,
anhedonia, feelings of worthlessness, changes in sleep or hunger, fatigue, and distractibility
(WHO, 2019). Duration of the disorder may be acute or chronic (WHO, 2019). Mild depression
may not require pharmaceutical intervention, but intermediate to severe depression can require
interventions such as talk therapy and medications (WHO, 2019). The effects of depression can
be debilitating, robbing the sufferer of the ability to function normally in his or her everyday life
(WHO, 2019).
Background to the Problem

Chronic comorbidities are often caused by and lead to depression (Bulloch et al., 2015).

Siu and the United States Preventive Service Task Force (USPSTF, 2016) identified depression



as among the primary causes of disability in persons over the age of 15. The USPSTF
recommended that adults and postpartum women should be screened for depression (Siu &
USPSTF, 2016). Their recommendations advised that screening should be systematic, including
effective diagnosis, treatment, and follow-up (Siu & USPSTF, 2016). USPSTF recommendations
noted that the extent of harm from depression screening was small, while there was moderate
clinical benefit to support-based depression screening (Siu & USPSTF, 2016).
Significance of the Clinical Problem

The disease burden of depression has been internationally recognized (WHO, 2018).
Systematic, support-based, depression screening was recommended to address the problem (Siu
& USPSTF, 2016). Depression is a serious concern in patients with neurological conditions
(Mayberg, 2016). Similarly, persons with mental illnesses have been considered to be at high
risk for depression (Whooley, 2016). The outpatient population of the DNP practice change
project was comprised of diverse patients with various neurological and mental illnesses.
Because of the clinical concern of depression in patients with neurological and mental illnesses,
the systematic, support-based depression screening of neurology outpatients in the DNP practice
change project was significantly important (Mayberg, 2016; Whooley, 2016).

Problem Statement

Although neurology patients are at high risk for depression, the practice at the project site

did not include an evidence-based depression screening and intervention protocol for

identification and treatment of patients.



Purpose Statement

The purpose of the DNP practice change project was to implement an outpatient
neurology depression screening protocol so that depressed patients were identified and received
treatment recommendations.

Project Purpose

There has been national support for the screening of the general adult United States
(U.S.) population for depression (Siu & USPSTF, 2016). According to practice
recommendations, systematic depression screening included accurate depression diagnosis with
appropriate treatment and follow-up (Siu & USPSTF, 2016). Accordingly, the DNP practice
change project proposed to screen adult neurology patients using a depression screening protocol
that combined screening utilization with subsequent treatment if indicated. The overall goal was
achieved through the approximately 3-month implementation of a system-level depression
screening protocol in an outpatient neurology clinic. One hundred percent of qualifying charts
were reviewed for screening and treatment. Results were analyzed and reported to the
stakeholders.

Project Objectives

The following objectives directed the DNP practice change project:

1. Objective 1: Establish the systematic depression screening baseline among the sample
population.
2. Objective 2: Develop an evidence-based, systematic depression screening protocol at a
neurology center in South Florida.

3. Objective 3: Implement the evidence-based depression screening protocol.



4. Objective 4: Evaluate the use of the systematic depression screening protocol through
weekly chart audit.
5. Objective 5: Develop a plan of sustainability in the use of the systematic depression
screening protocol at the neurology center in South Florida.
6. Objective 6: Disseminate the findings to the stakeholders.
Theoretical Framework

The USPSTF makes preventive care recommendations for populations that do not have
signs of associated illness (Siu & USPSTF, 2016). In accordance with this USPSTF emphasis on
preventive care regardless of symptoms, the DNP practice change project screened all eligible
patient participants, including asymptomatic patients, for depression. The salutogenic model was
selected as the theoretical framework for the DNP practice change project because the model
emphasizes the generation of health instead of pathogenesis (Becker, Glasscoff, Felts, & Kent,
2015). In their discussion of salutogenesis, Becker et al. (2015) described that problem
elimination was insufficient to produce good health outcomes. Becker et al. (2015) highlighted
the need for building the capacity to attain good health outcomes. Becker et al.’s (2015) health
generation philosophy promoted the creation of good health beyond the limitations of a disease-
based model. They endorsed advocacy of a capacity-building model that promoted health,
whether or not disease was actively present (Becker et al., 2015).
Theoretical Framework Constructs

The salutogenic model revolves around the Sense of Coherence (SOC) and General
Resistance Resources (GRR) constructs (Mantas et al., 2015). SOC is characterized by
comprehensibility, manageability, and meaningfulness (Mantas et al., 2015). According to

Antonovsky (as cited in Super, Wagemakers, Picavet, Verkooijen, & Koelen, 2015), the SOC



and GRR constructs address the individual’s sense of confidence based on three concepts: (a)
individuals encounter internal and external environmental stimuli, (b) resources exist to manage
the demands of these stimuli, and (c) the demands of these stimuli are deserving of the
individual’s attentive engagement. Antonovsky (as cited in Super et al., 2016) also explained that
GRRs are internal attributes that an individual could use as resources to combat life tension in an
effort towards health maintenance, failure at which leads to health breakdown. Health in this
regard is seen as a continuum between the state of health-ease and dis-ease Antonovsky (as cited
in Super et al., 2015).
Theory Application to the DNP Project

In the DNP practice change project, the salutogenic model influenced project objectives
that consequently improved the neurology clinic’s capacity to promote better, depression-related
outcomes for neurology outpatients. Through project implementation, clinicians were educated
about the impact of depression on the health of patients with neurological conditions. Clinicians
were also trained to perform depression screening and understand the importance of treatment
when indicated. Further, the practice change project provided mental health education though
depression screening and treatment interventions to neurology outpatients. The DNP practice
change project, therefore, had the potential to impact the health knowledge and decision-making
of both patients and clinicians in regards to depression and health generation.

Significance of Evidence-Based Practice Project

Depression is a public health concern that is recognized as the most common cause of
disability globally (WHO, 2018). The evidence-based DNP practice change project was
significant because it combatted depression through the creation and implementation of a

depression screening and treatment protocol. Furthermore, the evidence-based DNP practice



change project was specifically designed to screen for depression in patients with neurological
conditions, a population of particular concern for depression (Mayberg, 2016)
Practice

In their report, Siu and the USPSTF (2016) identified that there was enough evidence to
support the utility of adult depression screening. Walker et al. (2017) enumerated three defining
characteristics of a successful screening program: (a) detection reliability, (b) achieves client
endorsement, and (c) results in effective treatment for clients. These characteristics closely
mirrored the goals of the DNP practice change project. Evaluation of the program also provided
invaluable data regarding population impact and the sustainability of the protocol in neurology
outpatient settings.
Healthcare Outcomes

Although depression is the preeminent cause of disability in the world, it has been
estimated that in some countries, fewer than 10% of sufferers receive treatment for their
depression (WHO, 2018). Among the barriers to effective treatment, such as stigma, was
underdiagnosis of the illness (WHO, 2018). Implementation of successful depression screening
protocols may help reduce the global burden of depression by improving healthcare outcomes
through increased depression detection and intervention.
Healthcare Delivery

No single, universal algorithm for depression screening and treatment was found in the
review of literature for the DNP practice change project. As such, the DNP practice change
project may contribute to the body of literature and worldwide initiatives aimed at addressing
depression and depression screening. Other examples of depression healthcare delivery

programs included the WHO’s mental health Gap Action Programme (mhGAP), which provided



increased access to mental health services and training manuals for lay workers (WHO, 2018).
The DNP practice change project was in alignment with such humanitarian and clinical efforts,
because one of the project’s objectives was to improve the preparation of clinicians to effectively
administer depression screening and provide patients with treatment if indicated by their results
(WHO, 2018).
Healthcare Policy

Kellogg, Gainer, Allen, O’Sullivan, and Singer (2017) discussed steps to disseminating
innovation at the intraorganizational level. The steps included creating organizational
endorsement, information sharing, peer-peer training, reinforcement, and the process of
scholarship and flexibility (Kellogg et al., 2017). The DNP practice change project used steps
similar to those described by Kellogg et al. (2017) to encourage the neurology clinic to adopt the
depression screening protocol as new organizational healthcare policy.

Summary of Chapter One

Depression is the premier cause of disability around the world, highlighting its public
health importance (WHO, 2108). Siu and the USPSTF (2016) have made significant
recommendations to the medical and U.S. community that systematic depression screening with
supportive services is a beneficial modality for depression identification and treatment in adults.
The DNP practice change project proposed to implement a systematic depression screening
protocol, including screening of adult neurology patients using the Patient Health Questionnaire
9 Item (PHQ-9) screening instrument, clinician training to administer, score, and validate the
PHQ-9, and provision of treatment if indicated.

The salutogenic model of health promotes health generation instead of following a

pathological model (Becker et al., 2015). The support-based, depression screening protocol



implemented in the DNP practice change project helped patients to maintain or achieve health
through depression screening and score-appropriate intervention (Becker et al., 2015;
Antonovsky, 1987 as cited in Super et al., 2015). The DNP practice change project also
demonstrated potential to impact improvement in depression-related patient outcomes, healthcare
delivery by training clinicians to screen for depression, and the development of depression

screening as organizational policy.



Chapter Two: Review of the Literature

Depression is a recognized global and national public health problem (WHO, 2018; Siu
& USPSTF, 2016). Effective, systematic depression screening and follow-up care have been
recommended for addressing the crisis (Siu & USPSTF, 2016). The purpose of this review was
to examine the literature regarding the public health concern of depression, the use of systematic
depression screening in outpatient settings, and best practice recommendations for the
implementation of accurate depression screening with appropriate follow-up care among
neurology patients.

Search Engines and Terms

The search engines used in the DNP practice change project were Google Scholar,

CINAHL, and Science Direct. Key search terms and phrases were “depression,” “depression

screening,” “depression prevalence,” “depression screening in outpatient neurology,” “ U.S.

9 <, 99 ¢

Preventive Service Task Force,” “salutogenic model,” “Aaron Antonovsky,” “applying the
salutogenic model,” “depression screening and policy reform,” “depression in neurology

patients, PHQ-9,” “using the PHQ-9,” “reliability and validity of the Spanish PHQ-9,” “resident

9 ¢, 99 ¢

training depression screening program,” “the PHQ-9 and neurology outpatient,” “patient health
questionnaire-9,” and “assessing validity of a depression screening instrument.” All Science
Direct queries were between the years of 2014 and 2019. The CINAHL queries “depression
screening and policy” and “patient health questionnaire-9” were between the years of 2014 and
2019. All other CINAHL and Google Scholar searches were between the years of 2014 and

2018.
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Article Review and Selection

Forty-eight articles were reviewed. Fourteen articles in total were selected after abstract
or manuscript review. Twelve articles were selected from original queries. One article, Whooley
(2016), was selected secondarily. Another article, Carey et al. (2014) was selected after
reviewing it as a citation found in Schaeffer and Jolles (2018).

Literature Review Findings: Study Types & Study Summaries

Articles ranging from Level I to Level VII were selected for inclusion in the literature
review. No Level Il or Level V articles were used. Findings were discussed according to article
level. Strengths, weaknesses, contradictions, and gaps in the literature were also reviewed.
Level I

The Siu and USPSTF (2016) report was a Level I systematic review. The study
synthesized evidence from various sources in recommendation of depression screening. It was
the only Level I article in this review.
Level 111

Carey et al. (2014) conducted a Level III quasi-experimental design study. Their work
compared PHQ-9 screening tool results to providers’ judgement in the detection of depression.
Sensitivity and specificity of both forms of screening were also compared. Results demonstrated
similar percentages of detection prevalence but widely differing sensitivity and specificity
between the two. This article was the only Level I1I study in this review.
Level IV

Two articles were Level IV descriptive correlational analyses. Mantas et al. (2015)
performed an observational, transverse, non-experimental, quantitative study (p. 36). Their work

investigated the positive mental health of mental health professionals through the use of the
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Sense of Coherence and Positive Mental Health (PMH) questionnaires. Instrument results were
stratified across diverse variables, including demographic characteristics. The PMH and the
salutogenic Sense of Coherence constructs were the primary, underlying theoretical frameworks
of Mantas et al.’s study.

The work of Schaeffer and Jolles (2018) described a cyclical quality improvement
process. Their initiative quantified improvement in depression screening and follow-up of their
population over 90 days. Elements of the process were systematically repeated to document
trends.

Level VI

Two Level VI descriptive studies were included in the review. One was performed by
Walker et al. (2017). In their work, they described their screening implementation program. The
expressed intention of their publication was to elucidate lessons they learned in the process.
These lessons included that prudence is important in deciding how often to screen patients;
screening should be an organized, staffed, procedural process; and clinician engagement in the
screening process is vital to encourage patient participation (Walker et al., 2017).

Bulloch et al. (2015) conducted a cross-sectional descriptive study. The objective of the
study was to determine the prevalence of depression across ten neurological presentations. Their
study results reflected that persons with a history of traumatic brain injury or central nervous
system tumors had the chief point prevalence of depression.

Level VII

The eight remaining articles were editorial or topic authority Level VII works. Whooley

(2016) discussed the 2009 USPSTF recommendations regarding screening for depressed adults.

Whooley (2016) highlighted that the predominant change between the 2009 and 2016 reports is
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the more extensive 2016 discussion of depression in pregnant women. Mayberg’s (2016)
editorial, on the other hand, reviewed the 2016 USPSTF recommendation on depression
screening and possible contributions that neurology can make to help innovate depression
screening. The WHO (2018) fact sheet provided an overview of the global problem of depression
across all ages and the need for intervention. Blackwell and McDermott (2014), Beard, Hsu,
Rifkin, Busch, and Bjorgvinsson (2016), and Gelaye et al. (2014) all discussed the PHQ-9 at
length.

Becker et al. (2015) and Super et al. (2015) discussed the salutogenic model of health.
Becker et al. (2015) expertly illustrated how the salutogenic model of health related to concepts
of health promotion, prevention, disease, and other theories (Becker et al., 2015). Super et al.
(2015) described health promotion in the context of patient empowerment and the salutogenic
construct of Sense of Coherence.

Literature Review Synthesis: Significant Findings

A significant finding from this review of the literature was that eight of the 14 articles
promoted depression screening in some way. A ninth article by Super et al. (2015) supported
screening of mental health workers to determine their state of positive mental health, which is
conceptually similar to depression screening. The repeated support in the literature for
depression screening and mental health underscores the importance of the topic of depression
screening. Mantas (2015), Becker et al. (2015), and Super et al. (2015) discussed health
achievement through some context of salutogenesis.

The use of screening tools was another recurring theme in the literature review. Six
articles specifically supported the use of systematic depression screening with follow-up care in

the clinical setting (Siu & USPSTF, 2016; WHO, 2018; Mantas, 2015; Mayberg, 2016; Schaeffer
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& Jolles, 2018; Whooley, 2016). Again, the benefit and importance of screening is related to
depression-associated morbidity and suicidality (WHO, 2018). Three of the six articles supported
using a variation of the PHQ-9 in depression screening (Mantas, 2015; Mayberg, 2016;
Whooley, 2016). Bulloch et al. (2015) used the PHQ-9 to estimate point prevalence data.
According to Bulloch et al. (2015), their work reflected the heavy illness burden of depression in
people with neurological conditions (Bulloch et al., 2015).

The importance and role of mental health clinicians and professionals in depression
screening, interventions, and general mental health recurred in the literature as well (Carey et al.,
2014; Mantas, 2015; Mayberg, 2016; Schaeffer & Jolles, 2018; Siu & USPSTF, 2016; Walker,
2017; WHO, 2018). Four studies—Carey et al. (2014), Schaeffer and Jolles (2018), Siu and the
USPSTF (2016), and Walker (2017)—discussed aspects of training or using techniques to better
engage clinicians and mental health professionals in the process of accurate depression
screening. The WHO (2018) also discussed programs that involved manuals and lay worker
training to improve service access for depressed individuals.

Literature Strengths and Weaknesses

A significant weakness of this literature review was the paucity of articles, other than
Bulloch et al. (2015), directly referring to depression in people with neurological conditions.
Another weakness of the literature reviewed was that each study population was so different. The
variation in study populations made it difficult to generalize study findings to the largely
Hispanic, outpatient neurology population of the DNP practice change project.

Literature Gaps
The literature review also presented gaps about depression and depression screening in

the existing literature. Mayberg (2016) expressed concern regarding whether sufficient resources



14

existed to address depression screening needs. Cost and funding for depression may be an
important aspect of future study. Mayberg (2016) also suggested that electrical stimulation to
better understand mood regulation is underutilized.

Schaeffer and Jolles (2018) explicitly identified lack of provider knowledge in
appropriate depression care as a distinct gap in best practice. Their sentiment was echoed
somewhat by Walker et al. (2017) who identified that engaging providers in the depression
screening process can be challenging. WHO (2018) training of lay workers to fill the depression
services gap was a supportive example of Walker et al.’s (2017) description of insufficient
clinician engagement in depression care.

Another challenge of best practice in depression screening may be the lack of culturally
diverse screening programs and methods. Of the 14 articles, only Schaeffer and Jolles (2018)
described a program fit for a multicultural system. This was a severe limitation for countries such
as the U.S. that serve diverse populations. Siu and the USPSTF (2016) also noted the need for
more research on the verity of screening tools other than English and Spanish as a practice gap.

Finally, Schaeffer and Jolles (2018) identified that according to Medicaid, although
depression screening was nationally supported, only seven states actually report this important
screening and follow-up information. This stated evidence underscored the importance of
systematic, accurate, effective depression screening with appropriate, subsequent intervention.
No specific universal, standardized, depression screening system was recommended or recurrent
in the literature review. There was a critical paucity of standardized, evidence-based, systematic

depression screening in outpatient, adult neurology in the literature reviewed.
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