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ABSTRACT 

Introduction: Depression, a common mental health disorder in adults, that may result in severe 

impairment throughout adulthood when it is concealed or ignored. Depression often coincides with 

substantial current and future morbidity, impairments, smoking, substance abuse, and obesity. 

Asian Americans, one of the fastest growing minority population in the United States, are known 

to have lower access to mental health care and receive lower quality of care. The purpose of this 

project is to promote practice change in professional caregivers on the use and benefits of the 9-

item Patient Health Questionnaire (PHQ-9) for depression screening in Asian Americans with the 

outcome of this project the consistent use of the PHQ-9. This project specifically involves 

education about and the implementation of PHQ-9 depression screening tool in a primary clinic. 

Methods: The participants, physician and licensed vocational nurse (LVN), were given a pre-test 

to assess their knowledge of depression, depression in Asian Americans, and the PHQ-9. The 

student then provided an education training using PowerPoint to both participants and two scripted 

role-play training sessions with only the physician. After the training sessions, the participants then 

were given a post-test to assess their knowledge and post-intervention survey to identity whether 

the educational and training sessions were beneficial and inquire about additional barriers that 

prevent the use of the depression screening tool. Lastly, the number of completed depression 

screening tools and the number of patients seen in a week were tallied. 

Results: Pre-test results for the provider included three out of six correct answers (50%) and post-

test results included six out of six correct answers (100%). Pre-test results for the LVN included 

two out of six correct answers (33.3%) and post-test results included five out of six correct answers 

(83.3%). Also, both participants reported project as educational and beneficial. A total of 91 
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patients was seen and a total of 66 (72.53%) PHQ-9 depression screening tools were completed 

during March 5th to 9th. 

Conclusion: The two-tier educational interventions successfully educated the physician and LVN 

and effectually resulted in the implementation of the PHQ-9. The PHQ-9 depression screening tool 

is a valuable when screening amongst AA primary care patients. In addition to facilitating 

diagnosis, the PHQ-9 may also be used to reassess, monitor treatment improvement, and advise 

treatment decisions. 
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INTRODUCTION 

Background Knowledge 

Depression is a prevalent mental health disorder in adults that is often concealed or 

disregarded, resulting in severe disability throughout adulthood. Depression, an umbrella term, 

includes major depressive disorder (chronic and remission), dysthymic disorder, and double 

depression (Ban, 2014). The American Psychiatric Association (APA) (2013) defines major 

depressive disorder as a mood disorder, primarily consisting of feelings of sadness and loss of 

interest. The APA (2013) defines dysthymic disorder, also known as persistent depressive 

disorder, as a type of chronic depression that lasts for at least two years with transient episodes of 

normal mood. Lastly, double depression, defined by the APA (2013), is a mood disorder, 

consisting of both major depressive disorder and dysthymic disorder. Clinical manifestations of 

depression consist of: depressed mood, decreased pleasure, loss of energy, feelings of guiltiness, 

difficulty sleeping, low self-esteem, anorexia, and inability to concentrate (Table 1) (Marcus, 

Yasamy, van Ommeren, Chisholm, & Saxena, 2012). 
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TABLE 1. DSM-5 criteria for major depressive disorder and persistent depressive disorder 

Note. Adapted from “Persistent Depressive Disorder, Dysthymia, and Chronic Depression: Update on Diagnosis, 

Treatment,” by R. Uher, 2014, Psychiatric Times. 

Depression is one of the principal source of disability, affecting 350 million people 

globally (Marcus et al., 2012). In 2015, approximately 16.1 million (6.7%) American adults 

experienced a depressive episode (National Institute of Mental Health, n.d.). Depression and 

other mental health disorders contribute to the majority of primary care visits (Hirschfeld, 2001). 

Approximately 20% of adults will see their primary care provider amidst an episode of mental 

illness in a year (Hirschfeld, 2001). Those during an episode will present during a primary care 

visit with chief complaints that are more likely to be somatic than psychological – back and/or 

chest pain, difficulty breathing, shortness of breath, heart palpitations and/or pounding, 

difficulties with sleep or appetite, and fatigue (Hirschfeld, 2001). When depression is 

undiagnosed or ignored, it results in frequent primary care visits. Approximately 24% of those 
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who frequently visit their primary care provider were discovered to suffer from current 

depression (Hirschfeld, 2001). 

The biopsychosocial model of health determinants includes biological, psychological, 

and social (e.g., health behaviors and social, cultural, and economic factors) components that 

affect and influence a health status of interest (Young, 2004) (Figure 1). The biopsychosocial 

model was constructed to define and explain disease as a condition caused by pathogens or 

disorders within the body systems (Havelka, Lucain, & Lucain, 2009). Risk factors for 

depression include: socioeconomic status and community, local services, and country level 

factors; environmental and social factors; genetics; gender; psychological factors; and 

physiological, neurological, and endocrinological factors (Figure 1). Country level factors refer 

to the economic development of the country instead of the gross national income and the 

country-level income inequality (Rai, Zitko, Jones, Lynch, & Araya, 2013). 

Familial and genetic factors directly and indirectly predispose those to depression. 

Familial factors refer to those with first degree relatives with depression; patients with a first 

degree relative with depression are three to four times more likely to be diagnosed with 

depression (Figure 1) (Thapar et al., 2012). Familial factors are also related to genetic factors, 

signifying that specific genes, which are passed down from biological parents, result in increased 

risk and susceptibility to depression (Lohoff, 2010). Besides genetics, environmental factors 

(e.g., personal injury, bereavement, maltreatment, abuse, family discord, bullying by peers or 

superiors, etc.) and stressful events also increases the risk of depression (Figure 1) (Marcus et al., 

2012; Thapar et al., 2012). Those who encounter multiple events are at increased risk compared 



 

 

 

 

16 

to those who experience only one event. Lastly, the burden of depression is twice as high for 

females than males (Marcus et al., 2012). 

Not all exposed to those environmental factors develop depression because of gene-

environment interplay; those who are already susceptible due to genetic risk are at higher risk 

(Thapar et al., 2012). Other risk factors may arbitrate the development, such as character, 

personality qualities (e.g., increased negative perceptivity, decreased positive perceptivity, etc.), 

reasoning, and perception (Figure 1) (Thapar et al., 2012). Negative perception may be defined 

as negative opinions, views, and outlook about oneself, others, life, etc., and positive perception 

may be defined as the opposite of negative perception. Positive perception may be defined as 

positive opinions, views, and outlook on oneself, others, life, etc. 

 
 

FIGURE 1. Biosocial model of health determinants for depression (Adapted from Population Health 

(p. 158), by T. K. Young, 2004, New York, NY: Oxford Press.) 
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Depression influences both mental and physical health, eventuating in premature 

mortality, defined as a measure of unfulfilled life expectancy or death before the age of 75; 

multiple significant comorbidities, defined as the presence of one or more additional diseases or 

disorders co-occurring with a primary disease or disorder; obesity, defined as a body mass index 

greater than or equal to 30; social impairments, defined as inability to or difficulty interacting 

and socializing with others (Oltmanns, Melley, & Turkheimer, 2002); and increased smoking 

and substance abuse. Depression coincides with numerous mental health disorders (e.g., anxiety, 

substance abuse disorders, and bipolar disorder), suicidal tendencies, lack of employment, and 

physical health disorders (Thapar, Collishaw, Pine, & Thapar, 2012). The World Health 

Organization (WHO) and Calouste Gulbenkian Foundation (CGF) (2014) suggest that by 2020 

depression will be the foremost global burden of disease.  

Depression is diagnosed through a psychiatric evaluation, typically using a depression 

screening tool and the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) criteria 

for depression (Table 1) (Maurer, 2012). The DSM-5 is a manual, written by international 

experts, that defines and classifies mental disorders (Maurer, 2012). There are multitudes of 

depression screening tools currently in existence, including but not limited to: The Patient Health 

Questionnaire (PHQ), Geriatric Depression Scale (GDS), Beck Depression Inventory (BDI), and 

Hamilton Depression Rating Scale (HDRS) (Maurer, 2012).  

The PHQ is a self-administered diagnostic instrument used to screen for depression 

(Figure 2). The BDI, supposedly the most commonly used self-rating scale, contains 21 

questions, regarding emotional, behavioral, and somatic symptoms (Bienefeld, 2016). Typically, 

the scale may be completed within five to 10 minutes (Bienefeld, 2016). The GDS, a self-
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administered instrument designed for the geriatric population, was originally published with 30-

items then later reduced to five-items (Bienefeld, 2016). The GDS only includes “yes” or “no” 

questions (Bienefeld, 2016). The Center for Epidemiologic Studies Depression Scale (CESD) is 

a 20-item tool, originally designed for caregivers, that measures specific symptoms associated 

with depression (e.g., loneliness, restless sleep, etc.) (Bienefeld, 2016). The HDRS, considered to 

be the most commonly used interview scale, contains 21-items, each scored on a five-point or 

three-point scale, assessing both somatic and cognitive or affective symptoms (Bienefeld, 2016). 

If these screening tests are positive for depression, further evaluation is needed to confirm 

that the patient's symptoms meet the DSM criteria for diagnosis (Maurer, 2012). The U.S. 

Preventive Services Task Force recommends screening for depression in adults in clinical 

practices that have systems in place to ensure accurate diagnosis, effective treatment, and follow-

up (Maurer, 2012). Effective management options comprise of: self-help, psychosocial support, 

pharmacotherapy, and psychotherapy (e.g., cognitive behavioral therapy) (Marcus et al., 2012).  
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FIGURE 2. Sample of PHQ-9 (Reproduced from Patient Health Questionnaire, by R. L. Spitzer, J. B. W. 

Williams, K. Kroenke, et al., n.d. Retrieved from http://www.phqscreeners.com/select-screener/36.) 

Patients expect primary care providers to address the needs of a diverse yet vulnerable 

population. Primary care providers should also understand that the reliability of self-reported 

screening tools can assist them in recognizing and diagnosis depression (Haftgoli, Favrat, 
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Verdon, Vaucher, Bischoff, Burnand, & Herzig, 2010). Physicians underdiagnose depression 

when somatic symptoms are the patient's chief complaints; however, somatic and psychological 

symptoms of depression often occur together (Haftgoli et al., 2010). 

Appraisal of Evidence 

The following seven databases were searched with adapted terms for each database: 

PubMed, MEDLINE(OVID), Cumulative Index of Nursing and Allied Health Literature 

(CINAHL), PsychINFO, Web of Science (Web of Knowledge), Google Scholar, and the 

Cochrane Library. Keywords were “Asian-Americans” and “depression/depressive symptoms,” 

and any matched subject headings or MeSHterms. Inclusion criteria include: full-text, published, 

peer-reviewed, English-language, target population of adults (age 18 and older), and conducted 

in a community/outpatient setting. A total of 62 studies were retrieved. All of 50 studies were 

excluded due to the publishing date before 2000, thus 12 studies were included in the literature 

review (Appendix A). 

There are currently no studies available that report the frequency of use of depression 

screening tools in practice. The most recent study, examining billing data from 2012 to 2013, 

reported an overall depressing screening rate of 4.2% (Akincigil & Matthews, 2017). Because 

the data originates from billing services, it is unknown what or if a screening tool was utilized; 

however, most literature refer to the screening tools as widely used or popular.  

Strengths 

Heterogeneity across 12 studies was significantly high; the samples were distinct in 

demographics and context (Appendix A). Several studies had large sample sizes. The overall 

level of evidence was also high; the majority of studies included were randomized controlled 
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trials and one meta-analysis of qualitative studies. The concepts of interest were consistently 

defined amongst the studies, and no variation was discovered.  

The findings are supported by multiple studies. Shek (1991) found that the data supported 

the BDI as a measure of psychological well-being, rather than as a measure of "general 

psychopathology," defined as unspecified or generalized mental health disorder. In a study by 

Yeung, Howarth, Chan, Sonawalla, Nierenberg, and Fava (2002), the Chinese version of the BDI 

(CBDI) accurately detected depression among Chinese patients – strong sensitivity (0.79), 

specificity (0.91), positive predictive value (0.79), and negative predictive value (0.91). Yeung, 

Neault, Sonawalla, Howarth, Fava, and Nierenberg (2002) reported that the CBDI and the 

Chinese Depression Inventory (CDI) had good sensitivity (0.78) and excellent specificity (0.91 

and 0.93, respectively). 

Also, the Chinese translations of the 16-item Quick Inventory of Depressive 

Symptomatology (QIDS-16) and PHQ-9 have adequate psychometric components, thus are 

valuable tools for depression screening in primary care (Yeung, Feldman, Pedrelli, Hails, Fava, 

Reyes, & Mundt, 2012). The PHQ-9 (Chen, Fang, Chiu, Fan, Jin, & Conwell, 2013), Chinese 

bilingual version of the PHQ-9 (Yeung, Fung, Yu, Vorono, Ly, Wu, & Fava, 2008), and 16-item 

Quick Inventory of Depressive Symptomatology Self-Report (QIDS-SR16) are valid and reliable 

tools for depression screening in Asian primary care settings (Yeung et al., 2012).  

Weaknesses 

The majority of the studies used the CESD and the PHQ-9. The CESD evaluates four 

domains of depression: negative or depressed affect, positive affect, interpersonal difficulties, 

and somatic symptoms (Donnelly, 2007). While previous research reinforced the use of 
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depression screening tools based on symptomology, the CESD does not cover current DSM-5 

criteria of depression, and instead, contains items irrelevant to depression, such as the social 

perception, talkativeness, or comparisons with others (Kalibatseva & Leong, 2011). 

Additionally, these domains are inconsistent (Birman & Tran, 2008; Chae & Yoshikawa, 2008; 

Tran, Manalo, & Nguyen, 2007). For example, Lu, Bond, Friedman, and Chan (2010) examined 

the CESD in a sample of Chinese and Anglo-American students. The study supported the four 

domains in both ethnicities (Lu et al., 2010). The authors discovered the tendency amid the 

Chinese partakers to complain of somatic symptoms and the propensity amid Anglo-Americans 

to complain of both somatic and affective symptoms (Lu et al., 2010). The Anglo-Americans 

considered somatic and affective symptoms as two distinct experiences that encompass 

depression equally, and Chinese were more inclined to state their somatic symptoms compared to 

their emotions despite their cognizance of the psychological problem (Lu et al., 2010). The 

observed propensity among the Chinese participants to report somatic symptoms is debatably 

more socially tolerable, assuming the complaint may be cured (Lu et al., 2010). 

Another variation amongst the literature was that some studies used an interviewer to 

administer the depression screening tools, whereas, other studies had the patient self-report using 

the tool.  

Gaps and Limitations 

Several studies reported in a systematic review demonstrated significant publication bias 

(Kim, Park, Storr, Tran, & Juon, 2015). Overall, the studies had an elevated bias in publicizing 

prevalence of depression. Studies with low occurrence of depression may be less inclined to be 

published than studies with a high occurrence of depression. In the meta-analysis by Kalibatseva 
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and Leong (2011), most studies, composed of quantitative and qualitative designs, comprised in 

the meta-analysis used non-random sampling methods; thus, it is difficult to generalize the 

results to the total population of AA in the US. 

As previously mentioned, the use of an interviewer may skew the results in either 

direction. Participants may respond with socially acceptable responses while others may refute 

indicators that they feel are disconcerting to report. In other words, it would be educational and 

enlightening to determine if the rates of depression differ among participants who self-reported 

their symptoms and patients who were interviewed. 

The PHQ-9 screening tool was selected because of its reliability and validity. It is also 

based on the DSM criteria and easy to use. 

Significance 

Asian Americans (AA) compose of individuals born in the United States (US) with 

cultural origins in the East or Southeast Asia or the Indian subcontinent, including the following 

countries: Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, 

Thailand, and Vietnam (Kim, Park, Storr, Tran, & Juon, 2015). AA is the most rapid 

accumulating minority population in the US (Kim et al., 2015). Minorities in general have less 

access to mental healthcare and obtain lower quality of patient care (Alegría et al., 2008). 

Approximately 68.7% of Asians with depression did not utilize mental health treatment 

compared to 40.2% of non-Hispanic Caucasians in the US (Alegría et al., 2008). Furthermore, 

most with depression do not obtain treatment. Globally, 50% of individuals do not access mental 

healthcare due to insufficient resources, inferior healthcare providers, and the social stigma 

associated (Marcus et al., 2012). 
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Lee, Choi, and Matejkowski (2013) stated that ethnic distinctions, poverty, age, and 

gender inconsistently predisposed the onset of depression among AA. A person’s socioeconomic 

status is inversely related to the prevalence of depression – depression in low socioeconomic 

status adults was two-and-a-half times higher than high socioeconomic status adults (WHO & 

CGF, 2014). Impoverished adults are more likely to struggle with less promising economic, 

social, and environmental circumstances throughout life with no or minute access to buffers and 

support systems. 

Also, Zhang, Fang, Wu, and Wieczorek (2013) examined the effects of immigration-

related factors for depression, anxiety, and suicidal ideation and discovered that Chinese 

Americans had higher lifetime prevalence rates of depression, anxiety, and suicidal ideation 

compared to China-born immigrants. Zhang et al. (2013) report that immigration factors (e.g., 

acculturation and social forces) may play a significant role in the psychological wellbeing of the 

Chinese immigrants to the U.S. Similar to other ethnic minorities in the U.S., Chinese socialize 

their younger generations by forcing the Chinese culture, values, and norms in the family and 

community life, while the children are acculturated with American cultural values and social 

norms (Zhang et al., 2013). The Chinese and American cultures that the young children have 

adopted often conflict (Zhang et al., 2013). Individuals are likely to experience cultural conflicts 

or even psychological strains that may lead to frustration and hopelessness, especially when the 

two conflicting values or norms are both internalized as important and desirable (Zhang et al., 

2013). 

Because AA are less likely to complain of sadness or depressed mood, research has 

shown that using a screening measure based on general symptoms is more effective than 
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screening tools based on the diagnostic criteria (Kim et al., 2015). Primary care nurse 

practitioners are at the frontlines in terms of screening and preventing conditions, including 

major depressive disorder (MDD); they can contribute in preventive measures, diagnose, and 

treat early on. As recommended by the American Academy of Family Physicians (2002), 

patients should be screened for depression by providers who can correctly diagnose, effectively 

treat, and follow-up; however, most providers do not screen. With proper instruction, 

pharmacotherapy, psychotherapy, and psychosocial support, many can lead a normal life with no 

or little comorbidities. 

Local Problem 

Only a few older studies report the prevalence of mental disorders in Asian Americans in 

the Los Angeles (LA) County. One study discovered that the lifetime prevalence rate of 

depressive disorders in Chinese Americans is about 12.1% (6.9% major depression, 5.2% 

dysthymia), and the 12-month prevalence rate is about 4.3% (3.4% major depression, 0.9% 

dysthymia) (Chen, Chen, & Chung, 2002). The prevalence of depressive disorders in Asian 

Americans, however, may be underestimated because these patients often do not offer 

psychological complaints (Chen et al., 2002). In diagnosing depressive disorders, providers must 

specifically ask AA about such symptoms (Chen et al., 2002). 

Purpose and Study Question 

The purpose of this project is to promote practice change for primary care clinic staff on 

the use and benefits of the 9-item Patient Health Questionnaire (PHQ-9) for depression screening 

in AAs. The first aim is to educate the staff about how to use the PHQ-9. The second aim is to 

assist the staff with implementing the screening process into practice. The study question is: will 
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the educational interventions improve the physician’s knowledge about depression and screening 

and result in increased use of a depression screening tool? 

METHODS 

Theoretical Frameworks 

Ottawa Model of Research Use 

The Ottawa Model of Research Use (OMRU), a knowledge translation model and 

planned change theory, focuses on the deliberate and planned process of innovation adoption 

(National Collaborating Centre for Methods and Tools [NCCMT], 2010). The OMRU 

framework facilitates knowledge transfer in a clinical practice setting. The use of the OMRU 

framework allows the change agent to anticipate the change process to control multiple variables 

that influence the successfulness of implementing evidence-based practice (Zidarov, Thomas, & 

Poissant, 2013).  

Overall, the OMRU framework offers an all-embracing, interdisciplinary framework 

grounded upon change theories (e.g., Rogers’ Diffusion of Innovation and planned action 

theory), literature, and expert opinion (Graham & Logan, 2004). It is descriptive, in that it 

describes the components and aspects of a phenomenon, predictive, in that it predicts the 

relationships among the attributes of the phenomenon, and prescriptive, in that it recommends 

the best course of action (Logan & Graham, 2010). The OMRU may be used to direct research, 

instruct analysis, accomplish quality improvement research and initiatives, as well as regulate 

implementation projects and address clinical problems (Logan & Graham, 2010). 
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FIGURE 3. Ottawa Model of Research Use (Adapted from “Innovations in knowledge transfer and 

continuity of care,” by I. D. Graham & J. Logan, 2004, Canadian Journal of Nursing Research, 36(2), 89-103.)  

The model involves a three-part process: assessment, monitoring, and evaluation (Figure 

3) (Logan & Graham, 2010). While the framework depiction imitates a chronological and 

unidirectional movement, the implementation process contains feedback loops, in which 

components influence and interact with each other (Figure 3). 

Assess. The implementer assesses three key factors of change – the innovation, potential 

adopters, and the practice environment – for barriers and facilitators (Logan & Graham, 2010). 

The assessment will direct the adoption and tailoring of implementation interventions.  

Innovation. The PHQ-9 depression screening tool is the innovation of interest. During 

this phase, the innovation characteristics and development progression can be analyzed (Logan 

& Graham, 2010). 
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Potential adopters. Second, the awareness, attitudes and intentions, knowledge and skill, 

and concerns of the clinic staff can be evaluated (Logan & Graham, 2010). Prior to the project, 

the physician did not utilize any depression screening tools. He based his diagnosis on the 

patient’s chief complaint of “feeling sad or depressed” or “lack of motivation,” which AA are 

less likely to verbally express. For this project, the student met with two clinical staff at the 

project site to assess their knowledge and skill with utilizing and implementing the depression 

screening tool. The provider also reported concerns regarding the effectiveness of depression 

screening tools in his practice setting. 

Practice environment. Third, the structural, culture and social aspects of patients, and 

economic components of the practice environment can be assessed (Logan & Graham, 2010). 

Structurally, the practice environment is well-suited for the implementation of a depression 

screen such that the provider’s schedule allows time for education and training. The provider has 

all the supplies necessary to implement the tool. Also, there is no administration barriers that 

must be addressed. The practice environment and the patients are multi-cultural, which may 

either support or hinder the process. 

Monitor. The monitoring phase emphasizes two factors: implementation advancement 

and the degree of use. It comprises of two phases: interventions and adoption (Logan & Graham, 

2010). This will guarantee that no new barriers have developed and will determine if the 

implementation tactics are effective, and will recognize potential follow-up strategies if 

necessary (Graham & Logan, 2004).  
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Interventions. Implementation interventions will be personalized and adjusted based on 

the assessment of the innovation, potential adopters, and the practice environment. Interventions 

for this project include: educational meetings, trainings, and practices with a volunteer patient. 

Barrier management strategies. Any barriers discovered will be addressed using tactics 

influenced by the Diffusion of Innovation theory. Per Roger’s Diffusion of Innovation theory, 

there are five characteristics of an intervention (innovation) that influence its adoptability 

(diffusion) among stakeholders: relative advantage, compatibility, complexity, trialability, and 

observability (Dobbins, Ciliska, Estabrooks, & Hayward, 2005). Interventions with a high 

advantage, compatibility, trialability, and observability, and low complexity are more inclined to 

be adopted by stakeholders (Dobbins et al., 2005).  

An educational strategy will be used to educate the clinic staff on the benefit of the 

intervention and to ensure the intervention aligns with the goals of the physician. If the physician 

views the intervention as difficult to comprehend and use, training and support will be provided.  

Follow-up activities. Any difficulties and complications will be acknowledged. The 

student will provide proper assistance and support to the clinic staff in order to sustain the 

adoption. 

Adoption. This phase will establish the degree of use by the clinic staff.  

Evaluate. The last step in the plan is to evaluate the outcomes of the innovation 

(NCCMT, 2010). The impact of the innovation on the benefits versus costs of the innovation 

adoption to determine its effectiveness and value will be evaluated.  

Key variables. The OMRU framework mentions six key variables: evidence-based 

innovation, potential adopters, practice environment, implementation interventions and strategies 
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to successfully implement, adoption of the intervention, and finally implementation and patient 

outcomes (Figure 3). According to Logan and Graham (2010) the definition of these six 

variables are described below. The innovation must be grounded upon evidence and coupled 

with the clinical judgment of the provider. The innovation must also be original to the potential 

adopters, who have no pessimistic or unfavorable concerns regarding the innovation. The 

potential adopters include partakers who may adopt the innovation or be implicated in 

implementation process. The practice environment represents the clinical setting in which the 

change will occur. The implementation tactic includes interventions that increase awareness, 

educate, persuade, and facilitate adoption. The adoption process includes consecutive decisions 

and actions by potential adopters – intention to use, using the innovation, continuing to use, and 

adapting the innovation. Lastly, outcomes represent the positive and negative results of the 

patient, practitioner, and environment after positive use and adoption.  

Context 

Setting 

The study occurred in a primary care medical office in Glendale, California, staffed by 

one physician, one licensed vocational nurse (LVN), one office manager, and one biller. This 

medical practice mainly serves Asians and AA residing in Southern California.  

Participants 

The physician is a 66-year-old, Asian male with a Doctor of Medicine degree, who has 

been practicing internal medicine and cardiology for over 35 years. He was born in China; 

however, he considers himself as a member of the community as he has lived in the area and 

served the community for 32 years. The LVN is a 40-year-old female, who has been a LVN for 
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13 years. She also considers herself as a member of the community as she was born, raised, and 

continues to live in the community, 

The physician and LVN were formally introduced to the project with a disclosure form 

(Appendix B). The disclosure form explains the purpose and objectives of the quality 

improvement study and their roles if they choose to participate. The provider and LVN were 

presented with the disclosure form through an email, as well as receiving a paper copy. No 

conflict of interest, financial or nonfinancial, were relevant to the project. 

Intervention 

The interventions for this study consisted of a pre-test, an education session, posttest, and 

role-play with practice patients. The provider and LVN was given a pretest to assess prior 

knowledge, understanding, and barriers. The student provided the hyperlink to the pretest on the 

Qualtrics survey platform. The pretest was created by the student and based on two resources 

from the Montana Geriatric Education Center (2017) and Stanford Center for Continuing 

Medical Education (2015) (Appendix C). The pre-test was used to evaluate the knowledge of 

both the physician and LVN. 

The provider and LVN then were educated in-person by the student with a PowerPoint 

presentation, composed of information to increase knowledge regarding current guidelines for 

depression screening and tailored to the pre-identified barriers as a predisposing intervention 

(Appendix D). The educational session took approximately 20 minutes to complete, at the 

physician’s office. Next, the physician participated in two trainings sessions on the same day 

involving role-play in order to practice using the tool and to reinforce knowledge, skills, and 

training. Each training session took approximately 20 minutes, which was delivered by the 
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student, who also played the role of the practice patient. The two training sessions were scripted 

to provide the opportunities to practice and receive feedback while offering a completely non-

threatening environment (Appendix F). Kroenke et al. (2000) reported that the use of role-play 

and practice patients improved knowledge, attitudes, and use of depression screening tools. 

After the educational and training sessions, both the physician and LVN were given a 

post-test with questions identical to the pretest (Appendix B). The post-test was also 

administered through Qualtrics (Appendix B). Both the physician and LVN were given a post-

intervention survey using Qualtrics to identify whether the educational and training sessions 

were beneficial and inquire about additional barriers that prevent the use of the depression 

screening tool (Appendix E). An example is "What are barriers that are currently preventing you 

from screening for depression?” This is an open-ended question, allowing the participants to 

voice their opinions and thoughts. 

After the posttest, the number of patients screened using the PHQ-9 screening tool and 

the number of patients seen in the office were tallied for a week by the student and LVN to 

assess the outcomes of the quality improvement project. The physician utilized a paper copy of 

the PHQ-9 (Figure 2) because of his current charting situation, he still used paper charting. The 

patient's PHQ-9 remained in his/her paper chart. Since the LVN prepares the patient's chart prior 

to the visit by placing the CPT code sheet and ICD 10 sheet for billing purposes, she also 

included the PHQ-9 in the chart. The additional responsibilities will only serve for the purpose of 

this project. 

The number of completed screenings and number of patients seen in the week was tallied 

on an Excel sheet prepared and used by the student (Appendix G). The student tallied the 
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numbers of completed screenings and patients seen. No identifiable information was included. 

On the Excel sheet, only the dates and tally (hash) marks for each patient seen and each form 

completed was entered. The Excel sheet was only accessible by the student.  

Study of the Intervention 

The quantitative pre-test/post-test and content analysis design, for the open-ended 

question on the post-intervention survey, is based on the OMRU framework. An informal needs 

assessment was performed through a discussion between the student and the physician in 

February 2017. The physician reported the need for a depression screening tool at his private 

practice. He acknowledged a lack of understanding, knowledge, and possibly skills on the use of 

depression screening tools. 

The LVN was included due to her role in ensuring the physician’s accountability and her 

role in preparing the patient charts for the physician.  

Based on the literature and the results of the pre-test, several interventions were utilized 

to educate the provider and LVN, encourage the use of the depression screening tool, and sustain 

the change. Baker et al. (2015) described that interventions adapted to pre-identified barriers are 

more feasible in improving practice compared to no intervention or dissemination of guidelines. 

In a systemic review conducted in 2000, Kroenke, Taylor-Vaisey, Dietrich, and Oxman 

discovered that influencing, empowering, and/or reinforcing interventions can improve patient 

care for mental health disorders and patient outcomes.  

Measures and Data Analysis 

Data collection tools included the following: pre-test, post-test, and post-intervention 

survey through Qualtrics and an Excel table as a chart audit data collection tool.  
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Quantitative methods were used to analyze the data collected from the pre- and post-test, 

post-intervention survey, and tallies after the one week of study. The pre- and post-test data were 

analyzed and compared using the number and percent of correct answers. If the educational 

training and practice sessions were successful in increasing the knowledge of the provider and 

LVN, then there will be an increase in the number and percentage of correct answers from pre-

test to post-test. If the educational training and practice sessions were successful, then the 

number of completed depression screening tool will be above zero. 

The post-intervention survey, specifically the open-ended comments, were to be analyzed 

using quantitative content analysis. Polit and Beck (2010, p. 550) define qualitative content 

analysis as “the process of organizing and integrating narrative, qualitative information 

according to emerging themes and concepts.” Quantitative content analysis differs from 

qualitative content analysis in that quantitative content analysis provides a technique that is 

systematic, objective, and quantitative in order to examine the content of communication 

(Rourke & Anderson, 2004). The student originally intended for each keyword to be assigned a 

category then analyzed for its frequency to further understand the previously mentioned 

characteristics; however, due to the lack of information and data, content analysis was not 

performed (see Results). All statistical testing was computed by the student in Excel.  

Ethical Considerations 

Respect for Persons  

The “respect for persons” integrates two ethical opinions: (1) persons are treated as 

autonomous and (2) persons with weakened autonomy are eligible for protection (U.S. 

Department of Health & Human Services [HHS], 1979). Thus, the principle also assimilates two 
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moral requirements: (1) the obligation to admit autonomy and (2) the obligation to defend those 

with weakened autonomy (HHS, 1979). An autonomous person is an individual capable of 

discussion about personal goals and able to act in accordance (HHS, 1979). To protect autonomy 

requires giving importance to autonomous persons' considered sentiments and decisions while 

abstaining from hindering their actions unless they are clearly damaging others (HHS, 1979). For 

this study, the respect for persons involves that the participants enter the project voluntarily and 

with adequate information. Because of the nature of this project, anonymity of the results was 

not feasible. The participants were aware of this situation and still chose to participate. 

Beneficence 

Under “beneficence,” persons’ decisions are respected and are protected from harm by 

making attempts to guard their well-being: (1) do not harm, (2) maximize benefits, and (3) 

minimize harms (HHS, 1979). No harm will befall upon the people involved.  

Justice 

“Justice” determines who should receive the benefits of research by assessing fairness or 

what is deserved (HHS, 1979). An injustice arises when a person is entitled to but is denied 

without good reason or when some burden is obligatory disproportionately (HHS, 1979). The 

distribution formulation includes (1) an equal share, (2) according to need, (3) according to 

effort, (4) according to societal contribution, and (5) according to merit (HHS, 1979). For this 

study’s purpose, this principle does not apply. 

Vulnerable Population 

The term “vulnerable population” has several definitions, which simply suggest the 

disadvantaged portion of the community requiring care, specific supplementary safeguards and 
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amplified protections in research (Shivayogi, 2013). The vulnerable population’s autonomy and 

aptitude to protect from planned or intrinsic risks are variable, ranging from diminished 

autonomy to inability to make informed choices (Shivayogi, 2013). Vulnerable communities 

need diligent care and consideration when designing studies with unique recruitment and quality 

scrutiny measurements of overall safety and efficacy strategies ensuing research (Shivayogi, 

2013). Based on the previously mentioned definition, the LVN may meet the criteria of a 

vulnerable population based on her status as an employee of the provider. To reduce her risk as a 

vulnerable population, the student has discussed with the provider that no harm shall befall upon 

her or her employment status should she decide to not participate or withdraw her participation 

during the project. For this project, the provider has agreed to not coerce nor penalize the LVN. 

An Institutional Review Board (IRB) exemption was obtained (Appendix H). 

RESULTS 

Outcomes 

The interventions, commencing with the pretest, education with PowerPoint, role play 

training sessions, post-test, and lastly the post-test intervention, all took place on one day, March 

3, 2018, when the office was closed (Figure 4). First, the pre-test was completed by the LVN and 

physician then the student educated both participants using the PowerPoint. Then, the physician 

completed two role play training sessions with the student. During a verbal conversation, the 

physician felt uncertain and was hesitant to merely read off a script. However, after the session, 

the physician was grateful for the script because the script simplified the process and offered an 

alternative viewpoint. The script allowed the physician to be more at ease while being out of his 

comfort zone. The student also offered suggestions and tips after the two role play sessions, such 



 

 

 

 

37 

as verbiage, content of discussions with the patient, education provided to the patient, and non-

verbal communication. Next, the post-test and post-test intervention were completed by the 

physician and LVN. Lastly, the chart audit data collection then took place from March 5, 2018 to 

March 9, 2018 (Figure 4). Both the physician and LVN remained as participants during the 

entirety of the project. No modifications or changes were made to the interventions. Each 

intervention was implemented successfully and completed in a timely fashion. No data for 

intervention or outcomes were missing. 

 
FIGURE 4. Timeline of the interventions and outcome evaluation 

Pre-test and Post-test 

Pre-test results for the provider included three out of six correct answers (50%) and post-

test results included six out of six correct answers (100%). Pre-test results for the LVN included 

two out of six correct answers (33.3%) and post-test results included five out of six correct 

answers (83.3%).  

Pre-Test 
(March 3rd)

Education 
with 

PowerPoint 
(March 3rd)

Role Play Training 
Sessions (March 

3rd)

Post-Test and 
Survey (March 

3rd)

Collected Tally 
Data (March 5-

9th)
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Post-intervention Survey 

Both participants completed the post-intervention survey. Based on the responses, both 

stated the educational program provided additional and current knowledge regarding depression 

screening tools and programs (Table 2). Both found the educational program to be beneficial and 

increased their awareness of current depression practices (Table 2). Both found the information 

made them consider how they practice (Table 2). Both found the information motivated them to 

screen patients (Table 2). One participant found the role play training sessions to be beneficial, 

while the other participant marked the question as “not applicable” (Table 2). Both reported 

never screening for depression prior to the project (Table 2). 

TABLE 2. Raw data from post-intervention survey  

Question Disagree Neutral Agree Not 

Applicable 
Did the educational program provide additional and 

current information regarding depression screening 

tools? 

  100% 

(N=2) 

 

Did the educational program provide additional and 

current information regarding depression screening 

programs? 

  100% 

(N=2) 

 

Did you find the educational program to be 

beneficial? 

  100% 

(N=2) 

 

Did the educational program increase your 

awareness of current depression screening practices 

here? 

  100% 

(N=2) 

 

Did the information received from the educational 

program made you think about the way you 

practice? 

  100% 

(N=2) 

 

Did the information motivate you to screen patients 

for depression? 

  100% 

(N=2) 

 

Did you find the training sessions to be beneficial? 

(physician only) 

  100% 

(N=1) 

 

How often were you screening for depression 

during the past twelve months? 

100% 

(N=2) 

   

At the end of the survey, the participants were given two open-ended question and asked 

to list barriers that prevent him/her from screening. One participant responded, “N/A.” The other 
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participant responded, “Time, Energy, Busy, Interest, Patients.” The other open-ended question 

asked the participants if they would like to provide any additional comments. One participant 

responded, “None.” The other participant responded, “Project was straightforward and easy to 

understand.” Content analysis was not applicable because there was only one response per 

question. 

Chart Audit 

The physician, during March 5th to 9th, saw a total of 91 patients and completed a total 

of 66 (72.53%) PHQ-9 depression screening tools (Table 3). On March 5th, the physician saw a 

total of 18 patients and completed seven depression screens (38.89%) (Table 3 & Figures 5 and 

6). On March 6th, the physician saw a total of 15 patients and completed nine depression screens 

(60.00%) (Table 3 & Figures 5 & 6). On March 7th, the physician saw a total of 22 patients and 

completed 15 depression screens (68.18%) (Table 3 & Figures 5 & 6). On March 8th, the 

physician saw a total of 16 patients and completed 15 depression screens (93.75%) (Table 3 & 

Figures 5 & 6). On March 9th, the physician saw a total of 20 patients and completed 20 

depression screens (100.00%) (Table 3 & Figures 5 & 6).  

TABLE 3. Raw data from chart audits  

 

05-Mar 06-Mar 07-Mar 08-Mar 09-Mar Total

# of patients seen 18 15 22 16 20 91

# of completed screens 7 9 15 15 20 66

% of completed screens 38.89 60.00 68.18 93.75 100.00 72.53
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FIGURE 5. Graph of the number of patients seen compared to the number of completed PHQ-9 

depression screens per day 

 

FIGURE 6. Graph of the percentage of completed screens per day 
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DISCUSSION 

Summary 

The study was initiated as a quality improvement project. The project included two aims: 

(1) educate the staff about how to use the PHQ-9 and (2) assist the staff with implementing the 

screening tool into practice. The project question was: will the educational interventions improve 

the physician’s knowledge about depression and screening and result in increased use of a 

depression screening tool? 

Overall, the quality improvement project was successful in completing both aims and 

answering the study question. Also, one of the participants reported positive feedback regarding 

the project process, noted by, “Project was straightforward and easy to understand.” The project 

successfully educated both participants about how to use the PHQ-9, as demonstrated by the 

increase in scores from the pre-test to the post-test and the answers to the post-intervention 

survey (Table 2). The project also was effective in significantly increasing the frequency of 

depression screening at the clinic as demonstrated by the chart audit (Table 3).  

Interpretation  

There appears to be a positive association between the interventions and outcomes. The 

interventions resulted in the increased use of the PHQ-9 screening tool. Providers’ lack of 

knowledge and resistance to change were addressed through the educational interventions and 

open communication. The physician mentioned the following components as barriers: time, 

energy, busy, interest, and patients. The student clarified with the physician, regarding the 

barriers. The lack of time, identical to “busy” and “energy,” was a main concern. Patients, 

identical to “interest,” was a second concern. 
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The results from this project are similar to the findings from other publications. In a 

multitude of publications ranging from 1976 to 1998, educational interventions increased 

depression assessments, screening, and treatment (Kroenke et al., 2000). In studies by Nielsen 

and Williams (XXXX), Magruder-Habib, Zung, and Feussner (1990), and Zung et al., (XXXX) 

reported that recognition rates of 15% to 43%, patients were identified by depression screening 

scales without formal diagnostic assessment. Among the group primary care patients presenting 

with depressive illness, physicians are more likely to diagnose and treat those with more severe 

illness and greater disability. Favorable short-term outcomes among unrecognized and untreated 

patients suggest that primary care physicians are reasonably accurate in identifying depressed 

patients who have a high likelihood of spontaneous recovery (Simon & VonKorff, 2009). 

Impact 

The length of a screening tool is an important consideration for its utility in primary care. 

The physician noted that that the PHQ-9 could be administered in ten minutes or less. He 

considered that the patient may complete the PHQ-9 tool while waiting to be seen. Yeung et al. 

(2002) reported that a shorter scale (e.g., PHQ-9) had a positive influence on patient 

participation; patients were less likely to refuse.  

Differences 

No differences were noted between the observed and anticipated outcomes. One 

anticipated barrier was patients’ reluctance or refusal to complete the screening tool. Chu and 

Sue (2011) noted that AA avoided mental health services because it required them to admit that 

they have a mental health problem, which may cause shame upon the family if it became public. 

Surprisingly, the refusal rates for the screening was non-existent during the project, which 
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positively influenced the completion rates. This may be due to the wording by the physician as 

he explained the purpose and process of the screening. 

Costs and Trade-offs 

Only costs and trade-offs noted during the project was the time spent for the LVN to add 

the PHQ-9 screening tool to the patient packet, the patient to complete the tool, the physician to 

review the tool, and the extra cost to print the tool.  

Limitations 

The results from this project are not generalizable beyond this facility due to the focus of 

this project as a quality improvement. Because the clinic only contains one physician and one 

LVN, it was reasonable to keep this small sample size and maintain full participation. While the 

results may not be generalizable, the system and educational interventions may be replicated in 

other similar primary healthcare settings.  

Another limitation of the study was time. If possible, it may have been beneficial to 

extend the length of the chart audit. A week for chart audits may be too brief to determine the 

sustainability of this quality improvement project. 

Another limitation was the lack of electronic medical records, which presented as a 

barrier to data collection and the establishment of a follow-up system. For this project, physical 

systems were developed and sustained, but depended on consistent input by the LVN. During the 

first two days of the project, the LVN forgot to include the tool in all the charts; thus, the 

physician no longer had a visual cue to use the depression screening tool. While it did create a 

barrier initially, the LVN consistently included the tool into all the charts the remaining days; 

therefore, this did not create more of a barrier than was initially expected. 
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Conclusion 

Usefulness 

The project has proven to be useful in increasing depression screening in a primary clinic. 

The PHQ-9 depression screening tool helps to establish the likelihood of depressive disorder 

diagnoses as well as severity for treatment planning. Primary care providers may use the PHQ-9 

as a reassessment tool to monitor treatment and progress. Having a consistent screening system 

may help primary care providers, including physicians and nurse practitioners, to monitor the 

effectiveness of their treatment. 

Sustainability 

During a verbal conversation with the physician and LVN after the completion of the 

project, both voiced concerns regarding the sustainability of the depression screens. This 

includes the need to develop a record keeping information system for alerting the staff when 

patients are due for depression screening. Because he continues to use paper charts and has no 

future plans of transitioning to electronic charting, it will be difficult to track when to complete 

the screen. However, it has been suggested that the screening activities to be integrated into their 

process for performing a routine physical examination. While waiting for the physician, the LVN 

may request the patient to complete the PHQ-9 then the physician may discuss the results with 

the patient.  

One of the barriers mentioned by the physician is patients. While during the project, there 

was no patient resistance, this may not be the case with all patients. To reduce patient resistance, 

the physician and staff should be trained to discuss with patients the purpose of the screens as a 

method to better understand how stress might affect overall health, as prevention and 
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intervention efforts should focus on raising mental health awareness in the Asian American 

community and offering culturally sensitive services (Augsberger, Yeung, Dougher, & Hahmm, 

2015).  

Implications  

The incorporation of depression screening using instruments into primary care has the 

budding possibility to increase public awareness, reduce stigma, and promote the role of the 

primary care providers, including nurse practitioners, in providing primary psychiatric care, 

which correlating with the recent policies promoting mental health care and standards of 

practice. Based on the implementation, less resistance to being screened was noted, which may 

suggest that patients are more open to screening and management that originally thought.  

Advanced practice nurses. As previously mentioned, primary care nurse practitioners 

(NPs) are on the front-lines for depression screening. It is critical for all NPs to screen because 

depression is increasingly being recognized and managed in primary care settings due to the lack 

of resources (Maxwell, 2016). Typically, depression is often ignored until the patient is unable to 

cope, resulting in worse patient outcomes (Maxwell, 2016). Patients should be screened early on, 

before they present in a crisis, to improve patient outcomes (Maxwell, 2016).  

Several studies estimate that primary care physicians fail to recognize 30–50% of 

depressed patients (Gilbody, Whitty, Grimshaw, & Thomas, 2003). In a study, surveying data 

from 2012 and 2013 of physician-patient encounters, the overall rate of depression screening was 

4.2% (Akincigil & Matthews, 2017). In a different study, the overall rate of depression screening 

for nurse practitioners in primary care settings was 52.5% of nurses who received a reminder 

screened their patients for depression (Schnall, Currie, Jia, John, Lee, Velez, & Bakken, 2010). 
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The statistics enforce the responsibility of NPs to screen for depression and the increasing need 

for physicians to do the same. 

Suggestions 

The suggested next steps include implementing interventions to sustain change and 

address additional barriers that the physician and LVN may have concerns regarding. It would be 

of interest to research the effects of the PHQ-9 on the patients themselves, whether screening the 

patients increased treatment and follow-up. In according to the USPSTF, providers should 

accurately diagnose, prescribe effective treatment or refer to a provider who is capable, and 

follow-up or re-assess (Maurer, 2012). If he does not feel adequate in prescribing, all patients 

identified for further evaluation and treatment should receive a mental health provider list, with a 

recommendation to self-refer for services (Maurer, 2012). Structured treatment programs are 

recommended to improve management and outcomes for primary care patients who struggle 

from depression. To assess the impact of improved screening on outcome, the recommendation 

would be to follow up the treatment of participants longitudinally.  

The PHQ-9 is a useful tool for screening depression amongst AA primary care patients, 

because of its brevity and its capability to help establish a DSM-V–based diagnosis of major 

depression. In addition to making criteria-based diagnosis of depression, the PHQ-9 can also be 

used as a measure of depression severity to monitor treatment progress and guide clinicians’ 

treatment decisions. The two-tier interventional process outlined in the study can be 

implemented as part of a quality improvement project in order to accommodate depression 

screening as part of a routine in primary care settings. 
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APPENDIX A: 

APPRAISAL OF EVIDENCE 
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Make sure all are included in the reference list unless you have direction saying otherwise 

 
Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Yeung, A., Feldman, G., Pedrelli, P., 

Hails, K., Fava, M., Reyes, T., & Mundt, 

J. (2012). The quick inventory of 

depressive symptomatology, clinician 

rated and self-report: A psychometric 

assessment in Chinese Americans with 

major depressive disorder. The Journal of 

Nervous and Mental Disease, 712-715. 

doi: 10.1097/NMD.0b013e318261413d 

 

To investigate the 

psychometric 

properties of the 

Chinese versions of the 

Quick Inventory of 

Depressive 

Symptomatology 

(QIDS16) 

 

Longitudinal 

design  

A total of 52 Chinese 

American patients 

were enrolled 

between July 2009 

and November 2010. 

A total of 30 

participants 

completed all three 

QIDS at week 8 

Clinician Rating 

(QIDS-C16); 16-

item Quick 

Inventory of 

Depressive 

Symptomatology – 

Self-Report (QIDS-

SR16); telephone 

auditory Interactive 

voice response self-

report format 

(QIDS-SR-IVR16) 
 

The Chinese versions 

of the QIDS-16 have 

strong psychometric 

properties and are 

useful  

depression screening 

tools 

Sung, S. C., Low, C. C. H., Fung., D. S. 

S., & Chan, Y. H. (2013). Screening for 

major and minor depression in a 

multiethnic sample of Asian primary care 

patients: A comparison of the nine-item 

Patient Health Questionnaire (PHQ-9) 

and the 16-item Quick Inventory of 

Depressive Symptomatology Self-Report 

(QIDS-SR16). Asia-Pacific Psychiatry, 

5(2013), 249-258. doi: 

10.1111/appy.12101 

 

To compare the PHQ-9 

and QIDS-SR16 

against a structured 

interview diagnosis of 

depression based on the 

Mini-International 

Neuropsychiatric 

Interview in Asians 

 

Randomized 

controlled 

study 

A total of 400 Asian 

participants were 

included. Of these 

400,12 met criteria 

for major depression, 

24 met criteria for 

minor depression. 

9-item Patient 

Health 

Questionnaire 

(PHQ-9); QIDS-

SR16 

The PHQ-9 and QIDS-

SR16 are valid and 

reliable for screening 

depression in Asians in 

primary care settings 

Yeung, A., Neault, N., Sonawalla, S., 

Howarth, S., Fava, M., & Nierenberg, A. 

A. (2002). Screening for major depression 

in Asian-Americans: A comparison of the 

Beck and the Chinese Depression 

To compare the 

effectiveness of the 

CBDI and the CDI as a 

screening tool for 

depression among 

Randomized 

controlled 

study 

A total of 503 

participants had 

CBDI ratings. 76 had 

a CBDI score ≥16 

(standard cutoff score 

CBDI; CDI; SCID-

I/P interview 

Both instruments have 

good sensitivity (0.78) 

and excellent 

specificity (0.91 and 

0.93, respectively). The 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Inventory. Acta Psychiatrica 

Scandinavica, 105(4), 252-257. doi: 

10.1034/j.1600-0447.2002.1092.x 

Chinese-Americans in 

primary care 

of CBDI), from 

which 53 were 

interviewed with the 

SCID. 48 out of the 

53 were also 

administered the 

CDI. 427 participants 

scored 15 or less on 

the CBDI. 107 

participants were 

interviewed with the 

MDD module of the 

SCID-I/P, from 

which 69 were also 

administered the 

CDI. A total of 117 

participants who took 

the CDI and were 

also interviewed with 

the SCID-I/P 

correlation between the 

total scores of the two 

instruments was high 

(0.785, P < 0.01). The 

areas under the 

Receiver Operating 

Characteristic (ROC) 

curve of the CBDI and 

the CDI were 0.94 and 

0.95, respectively, and 

were not significantly 

different. 

When administered by 

interviewers, the CBDI 

and the CDI have 

comparable 

effectiveness. 

 

Chen, S., Fang, Y., Chiu, H., Fan, H., Jin, 

T., & Conwell, Y. (2013). Validation of 

the nine-item Patient Health 

Questionnaire to screen for major 

depression in a Chinese primary care 

population. Asia-Pacific Psychiatry, 5(2), 

61-68. doi: 10.1111/appy.12063 

To examine the 

reliability and validity 

of the PHQ-9 for 

screening depression in 

Chinese primary care 

settings 

Randomized 

controlled 

study 

In 100 randomly 

selected primary care 

clinics (PCC) of 

Hangzhou City, we 

recruited 2,639 

patients (aged ≥ 18 

years) and applied 

the PHQ-9 to screen 

for depression. All 

the 300 subjects who 

were recruited in 

stage 1 and screened 

PHQ-9; SCID; 

HRSD 

The PHQ-9 performs 

well and has strong 

psychometric 

properties for screening 

of patients with 

depression in a Chinese 

primary care 

population. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

with the PHQ-9 were 

invited 2 weeks later 

to undergo the 

diagnostic interview 

with the Chinese 

version of Structured 

Clinical Interview for 

DSM-IV (SCID).  

 

Zhang, Y. L., Liang, W., Chen, Z. M., 

Zhang, H. M., Zhang, J. H., Weng, X. Q., 

Yang, S. C., Zhang, L., Shen, L. J., & 

Zhang, Y. L. (2013). Validity and 

reliability of Patient Health 

Questionnaire-9 and Patient Health 

Questionnaire-2 to screen for depression 

among college students in China. Asia-

Pacific Psychiatry, 5(4), 268-275. doi: 

10.1111/appy.12103 

To examine the validity 

and reliability of PHQ-

9 and PHQ-2 as 

screening tools in 

Chinese college 

students. 

Longitudinal 

and Mixed-

Method 

designs 

A total of 959 

participants was 

included in the 

analysis 
 

PHQ-9; PHQ-2 The PHQ-9 and the 

PHQ-2 are valid and 

reliable tools to screen 

depression in Chinese 

college students. For 

screening purposes, 

cutoff scores of 11 and 

3 are recommended for 

PHQ-9 and PHQ-2, 

respectively. 

 

Yeung, A., Fung, F., Yu, S. C., Vorono, 

S., Ly, M., Wu, S., & Fava, M. (2008). 

Validation of the Patient Health 

Questionnaire-9 for depression screening 

among Chinese Americans. 

Comprehensive Psychiatry, 49(2), 211-

217. Doi: 

To validate the Chinese 

Bilingual version of the 

Patient Health 

Questionnaire 

(CBPHQ-9) for 

screening for 

depression among 

Chinese Americans in 

primary care. 

 

Randomized 

controlled 

study 

A total of 150 

participants was 

given the CB-PHQ-9 

and were randomly 

selected for a 

telephone interview 

using the MDD 

module of the CB-

SCID-I/P.  

The Chinese 

Bilingual Patient 

Health 

Questionnaire-9 

(CB-PHQ-9); The 

Chinese-Bilingual 

Structured Clinical 

Interview for DSM-

IV, patient version 

(CB-SCID-I/P) 

The CB-PHQ-9 is a 

valid and useful 

instrument for 

depression screening in 

Chinese Americans in 

primary care. 

Chen, T. M., Huang, F. Y., Chang, C., & 

Chung, H. (2006). Using the PHQ-9 for 

To assess the clinical 

effectiveness of using 

Cross-

sectional 

A total of 3,417 

patients who 

PHQ-9 The PHQ-9 can be used 

to screen for depression 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

depression screening and treatment 

monitoring for Chinese Americans in 

primary care. Psychiatric Services, 57(7), 

976-981.  

the PHQ-9 as a 

standard clinical 

practice in a 

community health 

center that primarily 

serves immigrant, 

Chinese-American 

patients with limited 

English proficiency. 

presented for an 

initial or annual 

physical examination 

with their primary 

care providers were 

screened 

as well as guide 

depression treatment 

planning among 

Chinese Americans in 

primary care. Screening 

for major depression 

with the PHQ-9 in 

primary care settings 

should be considered 

for appropriate 

identification and 

treatment of depression 

for Chinese-American 

patients. 

 

Chung, H., Teresi, J., Guarnaccia, P., 

Meyers, B. S., Holmes, D., Bobrowitz, T., 

Eimicke, J. P., Ferran Jr., E. (2003). 

Depressive symptoms and psychiatric 

distress in low income Asian and Latino 

primary care patients: Prevalence and 

recognition. Community Mental Health 

Journal, 39(1), 33-46. 

To determine if those 

with depressive 

symptoms indicative of 

psychiatric distress, as 

measured by the CES-

D, will be significantly 

more likely to be 

recognized as 

psychiatrically 

distressed by primary 

care physicians 

Mixed 

Methods 

A total of 252 

participants: 

91 were Asian and 

133 were Latinos 

 

Kahn-Goldfarb 

MSQ; CESD 

  

Being Asian and/or 

having low 

acculturation levels 

may place the patient at 

risk for undetected 

psychiatric distress. 

The high prevalence of 

distress lends support 

to initiating improved 

methods for screening 

and detection of 

depression among low 

income and racially 

diverse primary care 

patients. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Kim, H. J., Park, E., Storr, C. L., Tran, 

K., & Juon, H. S. (2015). Depression 

among Asian-American adults in the 

community: Systematic review and meta-

analysis. PLoS ONE, 10(6). doi: 

10.1371/journal.pone.0127760 

To provide an 

overview of the 

literature on depression 

among AA and explore 

the possible disparities 

in depression 

prevalence estimates by 

methodological and 

demographic factors. 

Systematic 

review and 

meta-

analysis of 

qualitative 

studies 

A total of 58 studies 

were analyzed 

CESD; Geriatric 

Depression Scale 

The prevalence of 

depression evaluated 

via standardized 

clinical interviews 

ranged between 4.5% 

and 11.3%. Meta-

analyses discovered 

similar estimated 

prevalence rates of 

depression as screened 

by the CESD and the 

Geriatric Depression 

Scale. Estimates varied 

by Asian racial/ethnic 

group and other 

participant 

characteristics.  

Estimates of depression 

among Korean and 

Filipino-Americans 

were similar; however, 

the estimates were 

twice as high as those 

for Chinese-Americans. 

 

Baker, R., Camosso-Stefinovic, J., 

Gillies, C., Shaw, E. J., Cheater, F., 

Flottorp, S., Robertson, N., Wensing, M., 

Fiander, M., Eccles, M. P., Godycki-

Cwirko, M., van Lieshout, J., & Jäger, C. 

(2015). Tailored interventions to address 

determinants of practice. Cochrane 

To evaluate if 

personalized 

intervention tactics are 

effective in improving 

professional practice 

and healthcare 

outcomes. 

Systematic 

review 

A total of 32 studies 

compared an 

intervention tailored 

to address identified 

determinants of 

practice to no 

intervention or an 

Meta-regression 

analyses; odds 

ratios; intraclass 

correlation 

coefficient 

Personalized 

interventions may be 

effective, but the effect 

is inconsistent and 

tends to be small to 

moderate. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Database Systematic Reviews, 2010(4), 

CD005470. doi: 

10.1002/14651858.CD005470.pub3 

intervention(s) not 

tailored to the 

determinants 

 

Kroenke, K., Taylor-Vaisey, A., Dietrich, 

A. J., & Oxman, T. E. (2000). 

Interventions to improve provider 

diagnosis and treatment of mental 

disorders in primary care: A critical 

review of the literature. Psychosomatics, 

41, 39-52. 

To evaluate if 

interventions aimed at 

providers can improve 

the diagnosis, 

treatment, and clinical 

outcomes of depression 

in primary care and to 

discover the effects of 

the number and types 

of interventions, 

provider training status 

and specialty, type of 

psychiatric disorder, 

and study design. 

 

Systematic 

review 

A total of 48 studies 

were included 

Fisher’s exact test; 

descriptive statistics 

Interventions improved 

the primary care 

provider’s diagnosis 

and treatment of mental 

disorders in three-

fourths of the studies. 

These findings suggest 

that interventions can 

improve the patient 

care for mental 

disorders, and 

potentially clinical 

outcomes. 
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APPENDIX B: 

DISCLOSURE FORM 
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Dear Dr. ______ and Ms. _______ (LVN), 

Thank you for your interest in participating in my Doctorate of Nursing Practice quality 

improvement project. The purpose of this project is to promote practice change on the use and 

benefits of the 9-item Patient Health Questionnaire (PHQ-9) for depression screening in Asian 

Americans. The outcome of this project is the consistent use of the PHQ-9 in the TYD Executive 

Medical Clinic.  

As part of the project, this document serves as the formal disclosure form, which discusses the 

procedure and your responsibilities. There are no foreseeable risks for participating in this study. 

You, at any point in the project, may withdraw if you choose to no longer participate with no 

penalty or adverse impact on employment. However; if you decide to participate, you do not lose 

any legal rights as a participant.  

For Dr. ______, you will receive a pre-test (less than five minutes to complete), assessing your 

knowledge on depression screening tools; an educational training with PowerPoint 

(approximately 15 minutes), conducted by the student; a posttest (less than five minutes to 

complete), assessing your knowledge after the training; and then you will perform two role-play 

sessions (approximately 30 minutes total) with the student as your practice patient to reinforce 

the skill and receive a post-intervention survey (less than five minutes to complete) to address 

any barriers and the outcomes of the education and training.  

For Ms. _______ (LVN), you will also receive a pre-test (less than five minutes to complete), 

assessing your knowledge on depression screening tools; an educational training with 

PowerPoint (approximately 15 minutes), conducted by the student; a posttest (less than five 

minutes to complete), assessing your knowledge after the training; and a post-intervention survey 

(less than five minutes to complete) to address any barriers and the outcomes of the education. 

You are expected to ensure that Dr. ______ has the PHQ-9 depression screening tool available in 

the patient chart. The number of completed screenings and number of patients seen in the week 

will be tallied on an Excel sheet prepared and used by the student. The student will tally the 

numbers of completed screenings and patients seen. No identifiable information will be included. 

On the Excel sheet, only the dates and tally (hash) marks for each patient seen and each form 

completed will be entered. The Excel sheet will only be accessible by the student. 

If you have any questions, complaints, or concerns at any time, please do not hesitate to contact 

me. You may contact the student, Michelle Tan, at mctan@email.arizona.edu. 
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APPENDIX C: 

PROVIDER AND NURSE PRE- AND POST-TEST 
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PROVIDER AND NURSE PRE- AND POST-TEST 

 

1) Which of the following statements about depression is FALSE?  

a) It is a medical disorder. 

b) It is a weakness of character. 

c) It is a common psychiatric disorder 

d) It affects males and females 

 

2) Which of the following is FALSE? The symptoms of major depression include:  

a) Changes in sleep and appetite.  

b) Slow or agitated movements, speech or thinking.  

c) Lack of pleasure in previously favorite activities.  

d) Intense grief following the death of a loved one.  

 

3) Which of the following is NOT typical of patients suffering from depression? 

a) Negative thinking that may lead to suicidal ideation or behavior 

b) Mental fatigue and inability to solve complicated problems 

c) Forgetfulness 

d) Increased interest in activities  

 

4) Which of the following is NOT one of the top five most significant risk factors for 

depression?  

a) Sleep disturbance  

b) Being unmarried  

c) Disability  

d) Prior depression  

 

5) How often should a depression assessment be conducted?  

a) At each visit with a health care provider.  

b) Every five years, or whenever a major medical event occurs.  

c) At the initial visit with a health care provider, and then annually and/or after any major change 

occurs in his/her mood.  

d) As often as is financially possible.  

 

6) Which of the following is NOT true regarding depression in Asian Americans? 

a) Less probable to be diagnosed with a mental disorder 

b) Less probable to access and receive mental health treatment 

c) Lower rates of detection 

d) More complaints of psychological symptoms 

 

7) What is the purpose of screening for depression? 

a) To detect early on patients with depression 

b) To waste time 

c) To waste paper 
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d) To increase reimbursement 

 

6) Who may administer the depression screening tool? 

a) Anyone without prior training 

b) Only psychiatrists 

c) Trained healthcare professionals 

d) No one  
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APPENDIX D: 

EDUCATIONAL POWERPOINT 
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APPENDIX E: 

PROVIDER AND NURSE SURVEY 
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This survey pertains to the educational session you attended regarding depression screening. 

Please answer the following questions to the best of your ability. 

 

1. Did the educational program provide additional and current information regarding depression 

screening tools? 

Agree      Neither     Disagree 

2. Did the educational program provide additional and current information regarding depression 

screening programs?  

 Agree      Neither     Disagree 

3. Did you find the educational program to be beneficial? 

Agree      Neither     Disagree  

 

4. Did the educational program increase your awareness of current depression screening 

practices here?  

Agree      Neither     Disagree  

 

5. Did the information received from the educational program made you think about the way you 

practice? 

Agree      Neither     Disagree  

 

6. Did the information motivate you to screen patients for depression? 

Agree      Neither     Disagree  

 

7. Did you find the training sessions to be beneficial? 

Agree    Neither    Disagree   Not Applicable 

 

8. How often were you screening for depression during the past twelve months? 

Often      Occasional     Never 

 

9. What are barriers that are currently preventing you from screening for depression?  

 

 

 

 

 

10. Additional Comments: 
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APPENDIX F: 

ROLE PLAY SCRIPT 
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Scripted Role Play #1 

 

Background: A patient, Ms. Tan, is visiting you for a follow-up on tiredness. No medical history.  

 

Provider: So, Ms. Tan, I heard from my nurse about what happened the past few months, but I'd 

like to hear it directly from you in your own words. Can you describe to me how you have been 

feeling?  

 

Patient: Well, I feel tired all the time.  

 

Provider: When did it all start?  

 

Patient: I started feeling worse a few months ago. I don’t know when it really started, just feels 

like I’ve always felt this way.  

 

Provider: What happened?  

 

Patient: The thing is that for the past few months I have been feeling tired. I’m sleeping more 

often. My husband was really worried. I tried to go to bed and fall asleep, and I would just lay 

there.  

 

Provider: Did you have any other physical symptoms like pain?  

 

Patient: Yeah, I had a terrible headache back here in the nape of my neck and no appetite.  

 

Provider: You said, Ms. Tan, that you had been feeling bad for several days. What had you been 

feeling?  

 

Patient: At work, I couldn't concentrate at all. I was irritable with everyone and tired. I didn't 

have any appetite. Whenever I would eat it would make me nauseous. But the worst thing is that 

never felt rested after sleeping.  

 

Provider: Have you ever been diagnosed with depression or any other mental health disorders?  

 

Patient: No, of course not. I know I don’t have any mental issues.  

 

Provider: While you may not feel depressed, your symptoms may be the result of depression. 

Depression doesn’t mean you are at fault or something is wrong with you. Healthcare providers 

and researchers understand depression to be a chemical imbalance of the brain. Nothing to be 

ashamed of. Is it okay if I ask you to fill out a questionnaire to screen you for depression? This is 

all confidential it won’t be shared with anyone. It will help our discussion and help us manage 

your symptoms more effectively. [takes out the PHQ-9 tool]  

 

Patient: Okay… [provider passes the tool to the patient]  
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Provider: If you have any questions or need me to explain, please ask.  

 

Patient: [patient completes the form] I’m done.  

 

Provider: Okay, let me review the results with you. Based on your score, you do show mild 

major depression. I recommend psychotherapy and social support from family and/or friends. 

We will reevaluate how you are doing in three months and if there is no improvement in your 

symptoms, then we may consider adding an antidepressant medication.  

 

 

Scripted Role Play #2 

 

Background: A patient, Ms. Tan, is visiting you for a follow-up on depression. She last visited 

you three months ago and was positive for mild major depression. You referred her for 

psychotherapy.  

 

Provider: How are you doing, Ms. Tan? Have your symptoms improved from three months ago?  

 

Patient: Not great. I still feel tired all the time. No appetite. I’m starting to have a back and 

stomach pain. My husband is worrying even more. I haven’t told him or my family yet.  

 

Provider: Have you started your psychotherapy?  

 

Patient: No, well… I tried one appointment and I didn’t like it. I don’t think it’ll work. I don’t 

like talking about it.  

 

Provider: What happened?  

 

Patient: I don’t know. I don’t want to talk about it.  

 

Provider: How about we re-evaluate your depression then? See where you are at, okay?  

 

Patient: Okay… [provider passes the form to the patient] I’m done. [patient passes form back to 

provider]  

 

Provider: Let’s see. Based on your score, your depression is now moderately severe. Because it 

has worsened in the past three months and psychotherapy may not be the best option for you, I 

would like to place you on an antidepressant and see how you feel. It will take about two weeks 

for the medication to take effect and for you to notice a difference. In those two weeks, if you 

notice any suicidal thoughts or you start planning, call 911 right away. I want you to feel better 

and be safe.  
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Patient: I don’t understand how my tiredness, inability to sleep, and back and stomach pain are 

all related to depression.  

 

Provider: Well, our psychological problems express themselves through physical symptoms 

when not addressed or managed properly. You’ll continue having these symptoms with no relief 

unless if we treat the underlying cause, which is your depression.  

 

Patient: So, I need to treat my depression? What is my husband going to think? He will look 

down on me, and so will my entire family.  

 

Provider: Not necessarily. Depression is commonly misunderstood. You should bring him to one 

of your psychotherapy appointments or even to our follow-up appointments so that a provider 

may explain to him.  

 

Patient: Okay, I will bring him then… 
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APPENDIX G: 

CHART AUDIT TOOL 
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 05-

March 

06-

March 

07-

March 

08-

March 

09-

March 

Total 

# of patients seen       

# of completed screens       

% of completed screens       
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APPENDIX G: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD EXEMPTION 

LETTER 
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