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ABSTRACT

The purpose of this Quality Improvement (QI) project was to implement an
evidence-based protocol focused on consistent utilization of an evidence-
based depression screening tool using the United States Preventive Service
Task Force (USPSTF) and the Patient Health Questionnaire-9 (PHQ-9),
among patients 18 to 75 years of age who receive care in a primary care
setting. A retrospective chart review was conducted two weeks prior to
implementation of the PHQ-9 depression screening tool, 100 randomly
selected patient charts were selected by reviewing every third patient chart
that met the criteria of 18 to 75 years of age. Frequencies and percentages
were calculated and separated by pre- and post-implementation (before
and after) implementation of the evidence-based protocol, the PHQ-9, for
age, race, and gender. The findings suggest the mean of the PHQ-9 score
was significantly higher in the post-implementation categories than in
the pre- implementation categories in the proportion of patients 18 to 75
years of age who received the depression screening tool, PHQ-9. Therefore,
utilizing a depression screening protocol will be a guide for providers
to consistently assess patients for depression and promote adequate

diagnosing and early interventions and treatment.

KEYWORDS: Depression; Depression Symptoms; Depression Screening;

Depression Screening in Primary Care
INTRODUCTION

In the United States (U.S.), approximately 500 million Americans are
living with mental health disorders [1]. Depression is a severe mental
health disorder that affects individuals from all cultures, age groups, and
socioeconomic backgrounds. Depression is a leading cause of disability
worldwide [2]. This chronic debilitating disease has become a major
clinical health concern. Primary care providers are essential in recognizing
and managing depression and at least 60% of mental health diagnoses
occur in the primary healthcare setting [3]. According to Akincigil and
Matthews [4], 13 to 16% of adults will experience some form of mental
health disorder in their lifetime. A recent study identified that less than

5% of adults in primary care are screened for depression [4]. According
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to the United States Preventive Service Task Force (USPSTF)
[5] and despite guideline recommendations, depression
symptoms continue to be underdiagnosed in primary
healthcare settings [4]. According to Hedden, Copello, Tice,
and Hunter [6], 43.6 million Americans, 18 years and older,
suffered with an emotional mental or behavioral disorder
within the previous twelve-months. It is critical for primary
care settings to provide the most effective screening tools for
recognizing depression as quickly as possible. Therefore, use
of a depression screening protocol will provide a guide for
providers’ to consistently assess for depression and improve
in early identification of depression symptoms, which will
promote adequate diagnosing, and early interventions and

treatment.

This Doctoral Nursing Project, quality improvement (QI)
evaluation project, resulted from observation of lack of
utilization of a depression screening protocol that would
consistently recognize depression in a vulnerable population
in a primary health care clinic. This project is aimed to assess,
develop, implement, and evaluate implementation of an adult
depression screening protocol. Utilizing evidence-based
guidelines, the USPSTF and the Patient Health Questionnaire-9
(PHQ-9) depression screening tool will give rise to ultimately
facilitate continuous utilization of proper screening for
depression among adults 18 to 75 years of age at a primary
care clinic located in Fort Lauderdale, Florida. Implementing
a new screening protocol, could increase uniformity of
screening for depression among patients. Early screening
and access to treatment represents opportunities to increase

access and continuity of quality care.
PROBLEM DESCRIPTION

It is not known if or to what extent the implementation of an
evidence-based depression screening protocol utilizing the
USPSTF guidelines and the Patient Health Questionnaire-9
(PHQ-9) depression screening tool will affect the frequency of
screening at a primary care clinic located in Fort Lauderdale,
Florida. Fort Lauderdale is a city located in Broward County. It
is the home of approximately 180,072 people. According to the
Substance Abuse and Mental Health Services Administration
[SAMHSA], National Service of Drug Use and Health [7],
the prevalence of individuals suffering with mental health
disorders in the Fort Lauderdale-Miami metropolitan areas
are approximately 4.9 percent. Many residents residing in

Fort Lauderdale suffers with mental health conditions such as

anxiety and depression [9].

As stated by the World Health Organization [2], patients
who suffer from depression may experience higher rates of
mortality. Despite the clinical significance and growing health
issues that result from depression, approximately 12 million
people in the U.S. are currently experiencing depression each

year [9].

Research has shown that depression is one of the most
common mental health disorders in the United States [10].
Despite the increased prevalence of depression, and the
recommendations from the USPSTE rates of screening
for depression in primary care are as low as 1 to 2% [11].
Although depression is a major concern, the goal of this
quality improvement project is to improve depression
screening through utilization of a depression screening
protocol. Consistent use of a depression screening protocol is
vital to improving patient health outcomes for those patients

who suffer with depression symptoms.

Depression not only affects quality of life but can be a
significant cause of disability and mortality [12]. In 2015,
Kato E, et al. [12] showed that somatic symptoms associated
with depression were often diagnosed and treated as
physical illness because somatic symptoms often occur with
other medical conditions. In the U.S. it has been estimated
that 17.1 million adults 18 years and older have had at
least one depressive episode [10]. A significant number of
people suffering from depression in the U.S. continue to be
underdiagnosed and under treated [12]. The long-term impact
of depression, whether indirect or direct, has an enormous
effect on morbidity and mortality [13]. Research suggests
that depressive symptoms may interfere with all aspects of an
individual’s life including their physical health, professional
and personal relationships, socioeconomic status, and self-
esteem [14]. The global cost for treating mental health
disorders has dramatically increased since 2010, and is
projected to continue to rise until the year 2030; costing the
health care industry approximately $60 trillion [1]. In 2010,
according to Greensberg, Fournier, Sisitsky, Pike, & Kessler
[15], the economic burden of depression accounted for more
than $210 billion. To decrease the high prevalence rates of
morbidity and mortality of depression, use of a depression
screening protocol can be crucial in early identification and
treatment of mental health disorders. In a study by Hoff,

Crawford, and Mersereau [16], research showed 28% of
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providers screened patients for anxiety or depression, 52%
of providers asked the patient if they were having depression
symptoms, and 29% of providers used an evidence-based
depression screening tool. The consistent use of an evidence-
based depression screening protocol is essential for providers
to identify patients who suffer with symptoms of depression.
Therefore, to provide quality care and improve depressive
symptoms in patients with mental health disorders to ensure
patient safety, treatment guidelines are necessary for the
improving early detection of depression using an evidence-

based depression screening process [17].
AVAILABLE KNOWLEDGE

In the United States (U.S.), approximately 500 million
Americans are living with mental health disorders [1].
Depression is a severe mental health disorder that affects
individuals from all cultures, age groups, and socioeconomic
backgrounds. Depression is one of the leading causes of
disability worldwide [2]. This chronic debilitating disease
has become a major clinical health concern. Primary
care providers are essential in recognizing and managing
depression and at least 60% of mental health diagnoses occur
in the primary healthcare setting [3]. Despite the increased
prevalence of depression, and the recommendations from the
USPSTEF, rates of screening for depression in primary care are
aslowas 1to 2% [10]. Approximately 15 million adults within
the U.S. suffer from at least one major episode of depression
that lasted longer than 2 weeks [10]. A recent study identified
that less than 5% of adults in primary care are screened for
depression [4]. According to the United States Preventive
Service Task Force (USPSTF) [5], depression symptoms
continue to be underdiagnosed in primary healthcare
settings. Therefore, use of a depression screening protocol
will provide a guide for providers to frequently assess for
depression and improve in early identification of depression
symptoms, which will promote adequate diagnosing and early

interventions and treatment.
RATIONALE

In a primary care clinic in Fort Lauderdale, Florida, patients
18 years and older are not frequently assessed and screened
for depression. Currently, at the clinic, there is no consistent
routine for screening for depression. Providers randomly ask
questions to patients they feel may have some issues with
depression. A diagnosis of depression is often made based
on the patient’s verbalized concerns and the physician’s

clinical judgment. In addition, depression symptoms are often

overlooked because patients 18 years and older may present
to the clinic with other chronic conditions such as diabetes,
stroke, cardiac, or thyroid disorders. According to Tait and
Mitchell [18], failure of providers to recognize depression can
have a harmful impact on the mental and physical health of
patients. Depression is a high-risk factor for suicide, which is
the second leading cause of death for adults worldwide who
suffer from depression [18]. In primary healthcare settings,
there continues to be no existing sustainable approach to
healthcare providers’ consistent use of a depression screening
protocol [19]. It is believed that introducing an evidence-
based depression screening protocol utilizing the USPSTF
guidelines and the Patient Health Questionnaire-9 (PHQ-
9) depression screening tool will increase the frequency of
screening at a primary care clinic located in Fort Lauderdale,
Florida. Currently, the providers are only asking questions
from the Patient Health Questionnaire-2 (PHQ-2) depression
questionnaire but are not asking questions from the Patient
Health Questionnaire-9 (PHQ-9) depression questionnaire.
The purpose of this project was to examine if the
implementation of an evidence-based depression screening
protocol utilizing the USPSTF guidelines and the Patient
Health Questionnaire-9 (PHQ-9) depression screening tool
affected the frequency of screening at a primary care clinic

located in Fort Lauderdale, Florida.

The long-term goal of the depression screening protocol was
for healthcare providers to utilize the PHQ-9 tool 100% at
annual, follow-up, and new patient visits. There were three

phases of the project:

1. The project sought to determine the frequency of
depression screenings using the PHQ-9, prior to
implementing a depression screening protocol designed

to improve the number of depression screenings.

2. After the frequency of depression screenings was
determined, the evidence-based depression screening
protocol utilizing the USPSTF guidelines and the Patient
Health Questionnaire-9 (PHQ-9) depression screening

tool was implemented.

3. Two weeks after the completion of implementing
the depression screening protocol, the frequency of
depression screenings using the PHQ-9 was re-assessed
to determine if there was a significant difference in
the frequency of depression screenings pre- and post-

protocol implementation.
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METHODS
Contextual Elements

Initiatingimprovementsin the depression screening process at
the primary care level can be accomplished with primary care
physicians, clinical staff, and community health professionals.
Making practice improvements within primary care using
evidence-based treatment approaches assists in improving
patient health outcomes. The solution to the current problem
that exists in primary care is to adopt information from the
USPSTF guidelines on “depression screening” and develop
an evidence-based protocol that utilizes the Patient Health

Questionnaire-9 (PHQ-9) screening tool [5].
Intervention

An evidence-based depression screening protocol utilizing
the USPSTF guidelines and the Patient Health Questionnaire-9
(PHQ-9) depression screening tool was developed. The
depression screening project was implemented at a primary
care clinic located in Fort Lauderdale, Florida. The clinic is a
practice with one medical director, one physician, two nurse
practitioners, and three medical assistants. The primary clinic
provides primary and preventive care services, servicing
approximately 60 patients daily and approximately 2,000
patients monthly. Implementation of the project consisted of

five steps, which are listed as follows.
Development of Protocol

An evidenced-based depression screening protocol was
developed by the researcher after review of the literature,
utilizing the USPSFT guidelines and the Patient Health
Questionnaire-9 (PHQ-9) depression screening tool. A draft of
the proposed depression screening protocol was emailed to
Dr. Golaib, the clinical preceptor who is a nurse practitioner
employed at the clinic, and discussed via telephone for
feedback. A scheduled meeting was held with Dr. Golaib at the
clinic to review the proposed protocol before presenting the

protocol to clinical staff so that it meets the needs of the clinic.
Initiation of Project

A presentation was conducted with the clinic manager,
physician, medical director, nurse practitioners, and medical
assistants. This presentation included the project plan, a draft
of the proposed depression screening protocol (for review
and feedback), prevalence and implications of depression,

review of the PHQ-9 tool and scoring guide (see Appendix B),

USPSTF guideline recommendations for depression screening,
treatment interventions, follow-up, referral criteria, and staff
participation. In order to make sure the project’s process
was effective, further discussion was held with the clinic
staff regarding where depression screening would take place
within the daily workflow of the clinic and how the collected
depression screening data from the clinic’'s EMR system would
be stored. The medical director, physician, clinic manager,
and nurse practitioners all agreed with the depression
screening protocol (See Appendix C) and that depression
screening would take place in the intake room. Collaboration
of depression screening data storage was discussed with
clinical staff, and it was determined that data would be stored
in a locked cabinet in a locked room at the clinic, and only the
clinical preceptor and the DNP student would have access to
the depression screening data information. Implementation
of the project began on January 9, 2020 and was completed
on January 30, 2020.

Pre-Retrospective Chart Review

A retrospective chart review was conducted 2 weeks prior
to pre-implementation of the PHQ-9 tool to 50 randomly
selected patient charts by reviewing every third patient chart
that meets the criteria of 18 years and older. Information
was collected on (a) age, gender, race; (b) documentation
of objective or reported symptoms associated with
depression, such as sadness, poor appetite or overeating,
poor concentration, suicidal ideation, anxiety or insomnia;
(c) current or previous history of depression diagnosis; (d)
treatment or referrals; and (e) if follow-up appointments
were scheduled (see Appendix A). Patient information was

de-identified.
Implementation of the Depression Screening Protocol

Implementation of data begins after collection of pre-
implementation data from the EMR system. Patient intake
was completed in an intake room by the medical assistants.
Patients who met the project criteria, 18 years and older, who
presented for annual, follow-up, or new patient visits were
provided a copy of the PHQ-9 tool to complete. Once PHQ-9
questionnaire was completed, medical assistants placed the
PHQ-9 questionnaire in a folder to be reviewed by providers.
Providers reviewed completed PHQ-9 questionnaire,
discussed results with patients, documented depression
screening results in the EMR system, and if needed, developed

a management plan that included treatment and referral.

]
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Post Retrospective Chart Review

Two weeks after implementation of the depression screening
protocol, a retrospective chart review was conducted, and
post-implementation data information was also collected
using a data collection form (see Appendix A). Fifty patient
charts were randomly selected by choosing every third patient
chart that meets the criteria of 18 years and older. Pre- and

post-data collection were compared for differences.
Study of the Interventions

A quantitative pretest-posttest quasi-experimental study
was chosen for this project. The goal of this project was to
evaluate if there was significant difference in the proportion
of patients who received the depression screening tool, PHQ-
9, between the pre-implementation (before the protocol was
implemented), and post-implementation (after the protocol
was implemented). In order to test this effect, both a pretest

and posttest measurement of depression was required.
MEASURES

The PHQ-9 questionnaire is one of the gold-standard tools
used for screening for depression. The PHQ-9 is based on
the DSM-IV diagnosis criteria for major depression and has
shown to be valid and reliable after being widely utilized
in numerous studies related to depression. The PHQ-9 is a
nine-item questionnaire designed to screen for depression in
primary care and other medical settings [20]. The standard
age range to begin screening to identify depression is 18
years or older. One study by Mitchell et al. [21] investigated
the validity and reliability of the PHQ-9 in a meta-analysis
where publications were reported on 40 case studies. The
PHQ-9-was linear and the PHQ-2 was significantly high. The
sensitivity and specificity for the PHQ-9-linear were 81.3%
and 85.3%, for the PHQ-2 was 75.9% and 89.3%, and the
PHQ-9-algorithm was 56.8% and 93.3%, identifying that the

PHQ-9 was found to have excellent clinical utility.
ANALYSES

A quantitative methodology was used to address the research
questions. There were two research questions under

examination in this project.

1. Is there a significant difference in the proportion of
patients who received the depression screening tool,
PHQ-9, between the pre- and post-implementation?

The null hypothesis stated that there is no significant

difference in the proportion of patients who received the
depression screening tool, PHQ-9, between the pre- and

post-implementation.

2. Is there a significant difference in depression screening
scores, using the PHQ-9, between the pre- and post-
implementation? The null hypothesis stated that there is
no significant difference in depression screening scores,

using the PHQ-9, between pre- and post-implementation.

Depression screening protocol evaluation of data was
conducted comparing pre-and post-implementation data
that include depression screening tool use. Data analyses
were conducted comparing pre- and post-implementation
data information extracted from the clinic’'s EMR system on
patients 18 years and older. Pre- and post-implementation
data were entered in the SPSS software to analyze. The Chi-
square t-test was used to compare and measure. Demographic
information was identified using descriptive statistics such as
frequencies, percentage, and measures of central tendency
to summarize the sample demographics of pre- and post-

implementation data.
ETHICAL CONSIDERATIONS

Patient records were selected for both the pre- and post-
implementation phases using the nth sampling approach,
where every third patient record was selected for inclusion
in the project. All selected patient folders were assigned an
ID number and no personally identifiable information was
collected or used for this project. This ensured confidentiality
of the patients. Once the data was collected, it was stored
on a password-protected computer to prevent public access
to data. Additionally, the data will be stored on a password-
protected computer for at least three years once the project

was completed.
RESULTS
Participants

Frequencies and percentages were calculated for age, race, and
gender and were separated by pre- and post-implementation
of the protocol. For demographics pre-implementation,
the most frequently observed category of age was 55/
older (n = 30, 60%), the most frequently observed category
of race was Black “B” (n = 50, 100%), the most frequently
observed category of gender was female “F” (n = 28, 56%).
For post-implementation demographics, the most frequently

observed category of age was 55/older (n = 36, 72%), the
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most frequently observed category of race was Black (n = 50,

100%), and the most frequently observed category of gender

was female (n = 32, 64%). Frequencies and percentages for

demographics are presented in table 1.

Table 1: Frequency Table for Demographics.

Demographics Pre-Implementation Post-Implementation
Age
18 - 24 1 (2%) 1 (2%)
24 - 34 0 (0%) 1 (2%)
25 - 34 2 (4%) 3 (6%)
35 - 44 3 (6%) 1 (2%)
45 - 54 14 (28%) 18 (16%)
55/older 30 (60%) 36 (72%)
Race
Black 50 (100%) 50 (100%)
Gender
Female 28 (56%) 35 (64%)
Male 22 (44%) 18 (36%)

RQ1: Is there a significant difference in the proportion of
patients who received the depression screening tool, PHQ-9,
between the pre-implementation (before the protocol was
implemented), and post-implementation (after the protocol

was implemented)?

The results of the Chi-square test of independence were
significant based on an alpha value of 0.025, x*(1) = 16.49,
p < 0.001, suggesting that depression screening pre-

implementation and post-implementation were associated

with each other. There was adequate cell size, which requires
all cells to have expected values greater than zero and 80%
of cells to have expected values of at least five [22]. The
following pre- and post-implementation data combinations
had observed values that were greater than their expected
values, and the following pre- and post-implementation
combinations had observed values that were less than their
expected values. Table 1 shows the results of the Chi-square
test.

Table 2: Observed and Expected Frequencies of Depression Screening Before and After Protocol.

Depression Screening Yes No X2 df P
Pre-Implementation 4[12.94] 42[33.06] 16.49
Post-Implementation 23[14.06] 27[35.94] 16.49 1 <0.001

RQ2: Is there a significant difference in depression screening
scores, using the PHQ-9, between the pre-implementation
(before the protocol was

implemented), and post-

implementation (after the protocol was implemented)?

Using a two-tailed independent samples t-test, significant
findings were calculated based on an alpha value of 0.05, t
(54.00) = 4.19, p < 0.001, which indicates the null hypothesis

can be rejected. This finding suggests the mean of the
PHQ-9 score was significantly different between the pre-
implementation and post-implementation categories of the
depression screening tool, PHQ-9. In the post-implementation
categories, the mean of PHQ-9 score was significantly higher
than the mean of PHQ-9 score in the pre-implementation
categories. The results are presented in table 3. A bar plot of

the means is presented in figure 1.

https://doi.org/10.30654/MJNH.10004
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Table 3: Two-Tailed Independent Samples t-Test for PHQ-9 Score.

M SD M SD t p d
PHQ_9_Score 0.35 1.27 3.90 5.84 4.19 <.001 0.84
Note. N = 96. Degrees of Freedom for the t-statistic = 54.00. d represents Cohen’s d.

4,00

300
-
=]
1=
(oS
g
g 0
[

100

000 . .
Pre-implementation

Fost-implementation

Figure 1: The Means of PHQ-9 Score by Pre- and Post-Implementation.

A two-tailed Mann-Whitney two-sample rank-sum test
was conducted to examine whether there were significant
differences in pre-data collection and post-data collection
using the PHQ-9 tool. The result of the two-tailed Mann-
Whitney U-test was significant based on an alpha value of 0.05,
U =1567, z = -4.14, p < 0.001. The mean rank for the group

pre-implementation was 38.18, and the mean rank for group

post-implementation was 56.84. These findings suggest that
the distribution of PHQ-9 score for the pre-implementation
group was significantly different from the distribution
of PHQ-9 score for the post-implementation group. Pre-
implementation median (Mdn = 38.18) was significantly
lower than post-implementation median (Mdn = 56.84). Table
4 presents the results of the two-tailed Mann-Whitney U test.

Table 4: Two-Tailed Mann-Whitney Test for PHQ-9 Score.

Depression Screening Pre-Implementation

Post-Implementation U z p

PHQ-9 Score 38.18

56.84 1567.00 -4.14 <.001

1] s dotore/ 10:30654/MINH 10004 |
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DISCUSSION

Depression is a condition that is a major health concern within
the United States that can have a huge effect on the patient
and their family’s mental and physical wellbeing. Depression
is a leading cause of disability worldwide [2]. Primary
care providers are essential in recognizing and managing
depression and at least 60% of mental health diagnoses occur
in the primary healthcare setting [3]. So, having and effective
and consistent depression screening protocol is vital to

identifying and combating depression.

Thepurposeofthisprojectwastoexamineiftheimplementation
of an evidence-based depression screening protocol utilizing
the USPSTF guidelines and the Patient Health Questionnaire-9
(PHQ-9) depression screening tool would affect the
frequency of screening at a primary care clinic located in Fort
Lauderdale, Florida. There were two research questions that
were explored in this project. The first research question
asked if there was a significant difference in the proportion
of patients who received the depression screening tool, PHQ-
9, between the pre-implementation (before the protocol
was implemented), and post-implementation (after the
protocol was implemented). Results indicated that there was
a significant increase in proportion of patients who received
the PHQ-9 depression screening tool after the protocol was
implemented. The second research question asked if there
was a significant difference in depression screening scores,
using the PHQ-9, between the pre-implementation (before the
protocol was implemented), and post-implementation (after
the protocol was implemented). The results indicated that
there was a significant increase in PHQ-9 depression screen

scores after the protocol was implemented.

A recent study identified that less than 5% of adults in
primary care are screened for depression [4]. Therefore, it
was expected that there would be an increase in depression
screening after the depression screening protocol was
implemented. This is because having a protocol for conducting
depression screening assists the healthcare professional in
remembering to implement the depression screening, thereby
increasing the consistency of the screening. The result of the
study supported what was expected, as there was an increase

in the application of the PHQ-9 depression screening tool.

According to the United States Preventive Service Task Force
[5] and despite guideline recommendations, depression

symptoms continue to be underdiagnosed in primary

healthcare settings [4]. For example, lower scores on
depression screening tools like the PHQ-9 indicate fewer
depression symptoms. It was expected that there would be
an increase in depression screening scores on the PHQ-9 after
the depression screening protocol was implemented. Not
only should the implementation of the depression screening
protocol increase the consistency of depression screening, it
should also improve the accurate implementation of the PHQ-
9 depression tool. The results supported what was expected,
as there was a significant increase in depression screening
scores on the PHQ-9 after implementing the depression
protocol. This indicated that the healthcare professionals were
utilizing the tool more effectively, allowing fewer depression

symptoms to go undiagnosed.
LIMITATIONS

There were several limitations associated with this project.
First, the lack of ethical diversity, the clinic was located in
and served an African American community. Given the ethnic
homogeneity of the sample, the results of the effectiveness
of implementing a depression protocol inside a health clinic
may not be projectable to the general population that is
more ethnically diverse. Second, most of the respondents
in the project were elderly. This may adversely affect the
projectability of the PHQ-9 results to the general population,
which may suggest that elderly African Americans people are
more depressed than the general population. Third, the pre
and post-randomized sample size was small as well as the
small number of healthcare providers who implemented the
protocol. Finally, this was a high-volume local health clinic that
saw approximately 2,000 patients per month. However, it is
not known if the results would be the same for lower volume
clinics, where there are fewer opportunities to perform the

depression protocol.
CONCLUSIONS

Depression is a condition that is being recognized as a major
health concern within the United States. According to WHO
[2], depression is one of the leading causes of disability,
and significantly impacts the economic well-being of the
healthcare system. Depression is a mental illness linked to
significant economic burden through direct and indirect costs
and is associated with increased mortality due to suicide
and impaired ability to manage other health issues [5]. Many
patients suffering with mental disorders do not immediately

seek care or talk with their provider, making it extremely

]
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important to comply with the USPSTF recommendations for
screening for this disorder [23]. Primary care providers are
essential in recognizing and managing depression and at
least 60% of mental health diagnoses occur in the primary
healthcare setting [3]. A significant primary step for refining
the care of patients with depression in primary care, according
to Smithson [13] is to develop, implement, and sustain a
high-quality screening process. Accurate identification of
depression may reduce depression symptoms and decreases
clinical morbidity [3]. The benefit to screening for depression
in adults 18 years and older is to ensure accurate diagnosis,
effective treatment, and appropriate follow-up after screening.
In addition, the economic burden of depression is substantial
for individuals, as well as society and may include emotional
suffering, reduced quality of personal relationships, possible
adverse effects from treatment, numerous mental health
and medical visits, time away from work, and lost wages. In
addition, costs to society may include loss of life, and reduced
productivity due to possible absenteeism from work. In
primary care, proper training for providers and clinical staff
can promote “adequate systems being in place” to ensure that
patients are adequately screened, appropriately diagnosed,
and provided proper treatment or referral. There continues
to be gaps in practice relating to depression screening.
These gaps may be related to assessing for depression
using a protocol in primary care settings with more diverse
populations and making sure that all depression questions,
the PHQ-2, and PHQ-9 are discussed with the patient.
Finally, additional research is essential to assess barriers to
establishing adequate screening systems in primary care and

how these barriers can be addressed.
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