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ABSTRACT  

Purpose: The purpose of this DNP quality improvement project was to expand hospice/palliative 

care nursing knowledge and screening for depression in patients with a life-limiting illness. 

Background: Data shows that untreated depressive disorders are as high as 25% in patients 

receiving hospice and palliative care services. 

Methods: The subjects were registered nurses (RN) providing care to hospice/palliative care 

patients with a life-limiting illness at a local hospice care center. The Adult Learning Theory 

(ALT) Andragogy informed the methods and development of this project. The project utilized a 

one-group pre-test/post-test design with an evidence based educational intervention on the topic 

of depression screening followed by a recommendation to utilize the patient health 

questionnaire-9 (PHQ-9) in the clinical care setting. The design is descriptive and utilizes a pre- 

and post-assessment process offered before and after a targeted education session for RNs on 

depression and depression screening. Results and recommendations were presented to both the 

administrators at Casa de la Luz (CDLL) as well as the participant RNs and any interested CDLL 

team members. 

Results: The pre- and post-survey evaluated differences in RN’s knowledge about depression, 

familiarity with screening tools, and their inclination to implement depression screenings or use 

depression screening tools in their future practice at CDLL. The findings from the pre- and post-

surveys indicate the CDLL RNs: appreciated the knowledge gained on depression and depression 

screening specific to the hospice/palliative care setting, were open to the use of the PHQ-9 as a 

screening tool for depression at CDLL and the majority were agreeable to implementing a 

screening tool used for depression at CDLL. 
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Conclusions: With the prevalence of underdiagnosed and undertreated depression in patients 

receiving hospice/palliative care services, the education of RNs is imperative to providing 

patients with highest quality health care and optimal quality of life. Increasing knowledge and 

awareness among RNs about depression and depression screening processes can serve as the 

motivation for implementing change and promotes opportunities to enhance the comprehensive 

(physical and psychological) care of patients. 
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INTRODUCTION 

Life-limiting illness is defined as a term used to describe an incurable condition that will 

shorten a person's life, though they may continue to live active lives for many years. Depressive 

disorders are prevalent among individuals with life-limiting illness (Noorani & Montagnini, 

2007). Individuals with life-limiting illness typically have an option to receive hospice or 

palliative care services. It’s important for hospice/palliative care healthcare teams to be aware of 

not only symptoms and prevalence of depression but, also the screening options for depression. 

Depression rates among adults with a life-limiting illness are estimated to range between 5-25%, 

yet these disorders are often underdiagnosed and undertreated (Noorani & Montagnini, 2007; 

Rosenstein, 2011). There appears to be a misunderstanding among providers about the 

differentiation between an appropriate grief response to dying and a treatable psychiatric 

depressive disorder (Rosenstein, 2011). The stress of a life-limiting illness can generate the onset 

of a clinical depressive episode (Lloyd-Williams, Payne, Reeve, & Dona, 2014). Patients with 

co-occurring life-limiting illness and untreated depression may experience worsening of their 

pre-existing symptoms such as an increase in chronic pain and an overall decrease in quality of 

life (Grotmol et al., 2017; Chan, Kwan, Chi, & Chong, 2017). Patients with life-limiting illness 

present unique challenges for healthcare teams as these patients suffer both physically and 

psychologically and require innovative and effective approaches to address their unique needs 

(Huey et al., 2018; Little, Dionne, & Eaton, 2005; Widera & Block, 2012)  

This doctor of nursing practice (DNP) quality improvement (QI) project will outline the 

process by which registered nurses (RN), central and consistently present members of hospice 

and palliative care settings, are educated on depression experienced by those with life-limiting 
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conditions. In addition, the RNs will be introduced and educated on the use of a structured and 

evidence based depression screening tool (PHQ-9) for use with patients receiving care in the 

hospice/palliative care setting. 

Background Knowledge 

Depression is known to affect many patients with a life-limiting illness. Often providers 

concentrate on the terminal diagnosis and the relief of symptoms such as pain and discomfort, 

and the depressive disorder gets overlooked (Knopf & Head, 2012; Bache & Bolton, 2005). 

According to Knopf and Head (2012), depression contributes to considerable distress in these 

patients and can become a complicated comorbidity that has the potential to worsen other 

existing medical and psychological conditions, making the need for depression screening in this 

population imperative. Research shows that untreated depressive disorders are as high as 25% in 

patients receiving hospice and palliative care services (Widera & Block, 2012). According to 

Huey et al. (2018), research shows that by the time the depressive symptoms are acknowledged, 

the patient is closer to the end of life and often does not have enough time to implement an 

effective treatment for their depressive symptoms. Untreated depression can hasten a patients 

desire to die, create barriers to further treatment such as proper pain management, and may 

disrupt quality time with family and friends at the end of life (Huey et al., 2018; Widera & 

Block, 2012).  

The focus of this quality improvement project is to first educate RNs (because of their 

central and consistently present role in hospice/palliative care) on the symptoms of depression 

among individuals with life-limiting illness in hospice/palliative care settings. Secondly, the RNs 
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in this project received an introduction to an evidence based depression screening tool (PHQ-9) 

and learned how to implement the screening tool.  

In this specific hospice and palliative care setting, a single item from the Edmonton 

Symptom Assessment System tool is currently used at the point of admission and every four 

weeks to screen for depressive symptoms. The Edmonton screening tool was not originally 

designed to screen for depression. The Edmonton screening tool assesses for multiple symptoms 

to measure the overall symptom burden of depression. The one item from the Edmonton 

screening tool utilized by the RNs at this southern Arizona location, is a single self-rated 

question requiring the patient to rate their depression on a 0 to 10 point scale (0 meaning no 

depression and 10 for worst possible depression). The project director for this doctor of nursing 

practice (DNP) quality improvement (QI) project has recognized the opportunity to improve the 

quality of depression screening at this site and will be recommending the use of a standardized 

depression screening tool (PHQ-9) at this setting.  

The patient health questionnaire-9 (PHQ-9) is a standardized and evidenced based 

screening tool indicated for accurate assessment of clinical depression. This assessment tool has 

nine questions addressing depressive symptoms and each item is scored on a scale of 0-3. Users 

rate the severity of the depression utilizing the scoring system, a cumulative score of 10 or 

greater is indicative of depression. Having a numerical depression score to compare monthly not 

only provides a quality indicator to track depressive symptoms but greatly improves the capacity 

for early recognition and careful tracking of depressive symptoms (Grotmol et al., 2017).  

When depression screens are in use in healthcare settings, the depression score is either 

recorded in the medical record and sought out by the medical provider or there is a follow up 
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process or mechanism established to ensure assessment scores are brought to the attention of the 

medical provider. At this local setting in southern Arizona, the depression screens are completed 

by a nurse upon admission, once monthly, and each score is recorded in the medical record. 

Currently, there is no mechanism to alert a medical provider when a depression screening is 

positive. The existing system relies on the provider to remember to check on the depression 

screening results, seek out the assessment scores in the medical record, and then initiate 

treatment for depression if indicated. The problem with a process of this type, where a provider 

is expected to look for an assessment score, is that acute or positive scores of depression may be 

overlooked or a delay in intervention may occur if a provider isn’t prioritizing the assessment 

scores as part of their regular rounding. Opportunities for treatment and positive health outcomes 

for each hospice/palliative care patient are jeopardized when a positive depression screening is 

missed or overlooked by a medical provider. Quality and comprehensive (physical & 

psychological) care and treatment planning for patients in hospice/palliative care settings 

requires an efficient assessment and follow up process by direct patient care providers (RNs & 

physicians).  

Literature indicates standardized assessment tools to screen for depression are typically 

not utilized in hospice/palliative care settings, thereby increasing the likelihood of untreated 

depression among patients in hospice/palliative care settings (Grotmol et al., 2017; Lie et al., 

2015). This QI project recognizes the central role of the RN in the hospice/palliative care setting. 

Because RNs are in greatest direct care roles with patients, the RNs are the focus of this QI 

project. The goal of this QI project is to first educate the RNs on the recognition of depressive 

symptoms in patients with a life limiting illness and second, orient them through an educational 
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session on the use of an evidence based screening assessment for depression. A long-term goal of 

this QI project is to influence the administrators, RNs, and clinical providers at this local setting 

to implement an evidence based standardized depression screening tool (PHQ-9) as part of the 

end of life care protocol.  

Significance 

As mentioned in the previous section, the process for depression screening in the 

hospice/palliative care setting requires improvement as many hospice/palliative care settings still 

do not have a standard depression screening process in place for their patients, nor do they 

readily prioritize the treatment and stabilization of depressive symptoms in patients with a life-

limiting illness. Because of the lack of regular screening and treatment of depression in the 

hospice/palliative care setting, the quality of care is not as comprehensive as it could be and the 

comfort level (both psychological & physical) of the terminally ill patient has not been 

optimized. The goal to improve care at this local hospice/palliative care setting through 

educating the registered nurses on depression while introducing them to an evidenced based 

depression screening tool has benefits for the patient and family and ultimately contributes to 

enhancement of the quality of care provided by the hospice/palliative care team. The 

development of standard processes for depression screening in the hospice/palliative care setting 

offers a significant contribution for the advancement of nursing and medical care to patients with 

a life-limiting illness. This QI project has the potential to greatly improve the identification and 

treatment of depression among patients with a life-limiting illness at this local setting and may 

set a precedent for similar settings to follow.  
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In addition, the discipline of nursing, because of their consistent presence in the 

hospice/palliative care setting, has an opportunity to be a leader in enhancing care protocols in 

the hospice/palliative care settings. Education of the hospice/palliative care nurse will not only 

inform the nurse on developing their assessment skillset to recognize and screen for depression 

among their patients but, it will also equip them with strategies for monitoring and tracking the 

assessment findings to promote comprehensive care of the patient. This QI project is focused on 

offering education to hospice/palliative care RNs because of their roles as patient caregivers and 

advocates, and because they are key players in communicating patient needs to not only the 

medical providers, but to the entire multidisciplinary team as well as the patient’s family.  

A responsibility of advanced practice registered nurses (APRNs) is to help evaluate and 

implement best evidence to improve patient outcomes. APRNs and other health providers utilize 

interdisciplinary collaboration to address practice gaps with a goal to develop unique solutions to 

complex problems. APRNs are in a unique position and are academically prepared to apply a 

quality improvement intervention while contributing to the developing body of knowledge in the 

discipline of nursing. This DNP QI project will be led and implemented by an APRN, a DNP 

student, as part of the completion requirements for a DNP degree. 

Local Problem 

Once employed as a nurse supervisor at Casa de la Luz (CDLL), a local company 

providing hospice/palliative care services in southern Arizona, this author identified that there 

were patients experiencing depressive symptoms that were not being identified or treated 

appropriately. There appeared to be a gap in the process to identify existing depressive 

symptoms in patients and this resulted in patients not receiving treatment for existing depression. 
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The goal at CDLL is to allow the patient to remain in their own home setting during the 

last months of their life. They provide care and support to the patient whether that be in a private 

home, nursing home, or assisted living facility. A plan of care is developed for the individual and 

adjustments are made as the patient’s health changes. The care team includes medical providers, 

nursing, social workers, chaplains, home health aides, nutritionists and volunteers. All 

medications, equipment and supplies pertaining to the hospice diagnosis and hospice plan of care 

are provided by the hospice/palliative care service. The social services team is available to assist 

the patient and their loved ones with the emotional and spiritual aspects of living with a life-

limiting illness and the process of death and dying. A counselor is available to provide grief 

support to the family. Other individuals can be brought in to provide special services like speech 

and physical therapy when appropriate. Bereavement care, which includes counseling for family 

members for at least one year following the patient’s death, is offered. 

CDLL is accredited by The Joint Commission. Although CDLL is nationally accredited, 

the accrediting agency does not mandate a standardized depression screening of their patients. 

CDLL does not use a standardized assessment tool to thoroughly assess patients for depressive 

symptoms leaving patients vulnerable to having an unrecognized and untreated depression. 

Current literature indicates that the lack of standardized screening and the under treatment of 

depression in the hospice/palliative care setting is a legitimate concern that requires immediate 

attention (Rao, Ferris, & Irwin, 2011). According to King, Heisel, and Lyness (2006) as many as 

25% of patients facing end-of-life issues in this setting suffer from clinically significant 

depressive symptoms. 
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Current literature indicates that depression rates among adults in the United States (U.S.) 

continues to rise. An estimated 7.1% of U.S. adults experienced at least one episode of major 

depression in 2016 (National Institutes of Mental Health [NIMH], 2017). About one in six 

Americans experience at least one depressive episode in their lifetime. People with a life-limiting 

illness are more likely to experience depression (NIMH, 2017). Individuals who are experiencing 

depression have an increased risk for suicidal ideation and suicide attempts (Kaur, 2014). 

According to the NIMH, Arizona ranks 17th, with 1,271 suicides in 2016 making the suicide rate 

17 per 100,000 and depression 3,391.9 per 100,000 (NIMH, 2017). Tucson, a city in southern 

Arizona where this project will be conducted, has 17 hospice and palliative care centers 

providing in-home and inpatient services. According to the most recent census, Tucson’s 

population is estimated to be 994,000 (“Tucson, Arizona Population 2020,” 2019). 

As mentioned, the selected implementation site for this DNP QI project does have a 

marginal screening process for depression in their hospice/palliative care setting. After 

communicating with the CDLL administrator, she expressed interest in the implementation of a 

DNP QI project that would focus on offering education for RNs on the symptoms of depression, 

the depression screening processes, and the use of depression screening tools in the 

hospice/palliative care settings (A. Poore, personal communication, August 12, 2019). An 

outcome of this DNP QI project is to offer recommendations on ways CDLL may strengthen 

their depression screening processes with the anticipated outcome that this DNP project may 

influence the use of a depression screening tool at CDLL as well as serve as a catalyst that will 

encourage providers to identify and treat depression among CDLL patients. The combined risk 

factors of having a life-limiting illness and living in a state that has a high prevalence of 
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depression indicates that the implementation of this DNP QI project is both timely and of 

extreme importance. 

There are no current studies on the prevalence of depression among hospice and 

palliative care patients in southern Arizona. There is no known education or training guidelines, 

nor is there a standardized tool for the screening of depression in hospice/palliative care settings. 

The lack of standardized depression screening options in the hospice/palliative care setting is the 

central emphasis and reason for conducting this QI project. 

The primary goal in this DNP QI project is to educate the nursing staff on depression in 

patients with a life-limiting illness and provide an educational session on how to assess for 

symptoms of depression using the PHQ-9. The PHQ-9 screening tool is a depression screening 

tool that will be recommended to the team at this local setting. According to Liu and Wang 

(2015), the PHQ-9 has nine questions addressing depressive symptoms. The benefits of the tool 

are it is short, easy to administer, can be administered by RNs, is easy to score, and is a valid 

instrument. These factors make the PHQ-9 an ideal selection for this QI project. 

Nurse education and training has been shown to increase provider and nurse confidence 

and self-efficacy as they provide care for patients (Liu & Wang, 2015). Improved ability to 

diagnose and treat depression at this local setting has the potential to improve the emotional state 

and quality of life for patients in this local palliative/hospice care setting. Educating RN staff on 

depression and its impact on the quality of life will increase their ability to better assess for 

depression and therefore, promote improved communication of patient care needs between RNs 

and the treating providers (nurse practitioners & physicians). An additional benefit to educating 
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the nursing staff is standardization in depression screening, thereby enhancing the quality of care 

they deliver. 

Purpose and PICO Question 

The purpose of this DNP quality improvement project is to expand RNs knowledge by 

offering targeted education on depressive symptoms among patients with life-limiting illness and 

to introduce the RNs to an evidence based depression screening processes using the PHQ-9. This 

project will also inform the RNs at the local setting about how untreated depression in patients 

with a life-limiting illness may cause unwarranted suffering and challenges for patients.  

The study question guiding this DNP project is: Will an educational intervention for RNs 

expand their knowledge of depressive symptoms and influence their willingness to utilize an 

evidenced based screening tool among patients with life limiting illness in a hospice/palliative 

setting? 

Project Aims 

The primary project aim is to increase nursing knowledge of depression among the 

hospice/palliative care RNs and to introduce RNs to an evidence based depression screening tool, 

the PHQ-9. Next, the secondary aim is to understand if RNs may be more inclined to implement 

depression screening in this local hospice/palliative care setting after receiving an educational 

session on the importance of recognizing depressive symptoms as well as the practice benefits 

and positive patient outcomes associated with utilizing an evidence based depression screening 

tool when working with patients with life limiting illness. At the conclusion of the DNP QI 

project, the CDLL administration and clinical team will have the opportunity to decide on 

whether they will implement recommendations from this QI project in their care setting.  
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Stakeholders 

Stakeholders in healthcare systems are defined as those involved in or affected by a 

course of action (Porter-O’Grady & Malloch, 2018). Stakeholders are crucial to a quality 

improvement project’s success. Key stakeholders for this project are the owners, medical 

director, administrator, providers, nursing educator, nursing staff, patients, and families at Casa 

de la Luz in Tucson, Arizona.  

Theoretical Framework 

A theoretical framework has been selected for this DNP QI project. A full explanation of 

the selected theoretical framework is described below. The informed use of theory can reinforce 

quality improvement projects and facilitate the evaluation of their effectiveness (Davidoff, 

Dixon-Woods, Leviton, & Michie, 2015). 

The framework selected to guide this DNP project is an adult learning theory by Knowles 

(1984). The adult learning theory (ALT) andragogy was developed by Malcom Knowles, an 

American educator (Knowles, 1984). Knowles’ theory emphasizes four principles of andragogy. 

According to Knowles, andragogy is the art and science of adult learning (Knowles, 1984). 

Knowles’ (1984) four principles of andragogy that are applied to adult learning are:  

1. Adults need to be involved in the planning and evaluation of their instruction 

2. Experience and mistakes provide the basis for learning activities 

3. Adults are most interested in learning subjects that have immediate relevance and 

impact to their job or personal life 

4. Adult learning is problem centered rather than content oriented (Knowles, 1984, p. 

142). 
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The ALT is an ideal theoretical framework to utilize for this educational intervention at Casa de 

la Luz. The RNs are all adult learners, and they most certainly need to be involved in the 

discussion and design of any nursing duties and responsibilities. A trial implementation of a 

depression screening tool offers a perfect opportunity to “experience mistakes” as outlined by the 

ALT, which creates a foundation for learning, devising solutions, and finally the collaborative 

implementation of a plan designed to address the problem. The topics of depression and 

depression screening for patients with a life-limiting illness has direct relevance to the RNs who 

provide care in this hospice/palliative care setting, therefore it’s extremely important to include 

the RNs as key stakeholders and participants in this QI project. ALT indicates that adult learning 

favors problem centered learning opportunities. A unique aspect of this QI project is that it will 

also provide an evidence based recommendation to address the identified problem. These are the 

reasons this ALT framework is ideal for the implementation of this QI project at Casa de la Luz. 

Concepts and Definitions 

Presented next is a list of concepts and definitions that are relevant to this QI project:  

Hospice 

Hospice is a program designed to provide palliative care and emotional support to the 

terminally ill in a home or homelike setting so that quality of life is maintained, and family 

members may be active participants in care (Yennurajalingam & Bruera, 2011, p. 252).  

Palliative Care 

Palliative care is medical and related care provided to a patient with a serious, life-

threatening, or terminal illness that is not intended to provide curative treatment but rather to 
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manage symptoms, relieve pain and discomfort, improve quality of life, and meet the 

emotional, social, and spiritual needs of the patient (MacLeod & Van den Block, 2019, p. 377). 

Life-limiting Illness 

Life-limiting illness is a term used to describe an incurable condition that will shorten a 

person's life, though they may continue to live active lives for many years (MacLeod & Van den 

Block, 2019, p. 362). 

Depression 

Those who suffer from depression experience persistent feelings of sadness and 

hopelessness and lose interest in activities they once enjoyed. Symptoms of depression might 

include sadness, changes in appetite, changes in weight, irritability, isolation, decreased interest 

loneliness and hopelessness. See the DSM-5 for detailed criteria for a diagnosis of various forms 

of clinical depression (American Psychiatric Association [APA], 2013). 

Screen 

A preliminary procedure, such as a test or examination, to detect the most characteristic 

sign or signs of a disorder that may require further investigation (Rollant & Ennis, 2001, p. 127). 

Literature Review 

To gain a better understanding of how depression impacts adult patients who receive 

hospice or palliative care services, a literature search was conducted using PubMed and 

Cumulative Index of Nursing and Allied Health Literature (CINAHL). The following keywords 

were used: “depression,” “terminal illness,” “dying,” “palliative care,” “hospice,” and “end of 

life.” Inclusion criteria for articles were: published within the last 10 years, published in the 

English language, and studies conducted on human species in the U.S. or internationally. There 
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were few studies conducted and published in the U.S. that met inclusion criteria for this literature 

review; therefore, the search was expanded to include international studies conducted outside of 

the U.S., published in the English language and relevant to this project. These searches yielded 

47 results. The articles selected each offered insights on the identification, screening and/or 

treatment of depression at the end of life. The 10 articles selected are presented in Appendix G. 

Articles were selected if they had relevance or significant insights to the key terms listed above 

(depression, terminal illness, dying, palliative care, hospice, end of life).  

Synthesis of Evidence 

A synthesis of the relevant literature was conducted and is presented in the following 

sections. The first section describes prevalent themes found in the literature followed by 

strengths and limitations across the literature. The first theme identified in the literature review 

revealed that treatment of depression among hospice patients resulted in better health outcomes. 

Fisher et al. (2014) and Lloyd-Williams et al. (2018) explored depression among patients 

receiving hospice/palliative care and noted an increase in mortality in those experiencing 

depression. Palliative care patients whose depression was diagnosed and treated appeared to have 

a longer survival then those who were not treated (Lloyd-Williams et al., 2018).  

A second theme in the literature review was the complex clinical manifestations of co-

occurring depression and life-limiting illness. Fisher et al. (2014) reported the impact of 

depression on palliative care patients and emphasized depression reduced immune function, 

increased the number of physical symptoms, and had a resultant increase in mortality. A close 

correlation and co-occurrence exists between pain and depression (Chan, Kwan, Chi, & Chong, 

2014; Lie et al., 2015). These studies found that physical pain is also closely related to 
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psychosocial distress (Chan, Kwan, Chi, & Chong, 2014), while depression was associated with 

increased pain, and poorer than expected physical conditions (Lie et al., 2015). Moreover, 

untreated depression magnifies and causes pain management to be more difficult to manage 

(Noorani & Montagnini, 2007).  

A third finding in the literature is that depression is often overlooked and undiagnosed in 

patients receiving care in the hospice/palliative care setting (Huey et al., 2018; Grotmol et al., 

2017; Lie et al., 2015). A possible reason that depression goes largely unnoticed is that end of 

life patients experience multiple losses, loneliness, and are often older adults, and their providers 

assume that the depression is natural and does not require treatment. Patients with life limiting 

illness are often older adults so the physical and psychological effects of aging are again 

assumed natural and normal, making it difficult for practitioners to distinguish between actual 

depressive symptoms, the normal aging process, and/or the normal transition through end of life 

processes (Lloyd-Williams et al., 2018). 

The final theme discovered in the literature was the confirmation that a standardized 

protocol to clinically diagnose depression in hospice/palliative care settings has yet to be 

established (Huey et al., 2018).One tool that is sometimes used to screen for depression in 

various clinical settings, including palliative care and hospice, is the patient health questionnaire 

9 (PHQ-9). The Institute for Clinical Systems Improvement recommends the PHQ-9 for routine 

screening of depression for adults in primary care (Trangle et al., 2016). According to Huey et al. 

(2018), using the standardized DSM-5 criteria (APA, 2013) in hospice/palliative care settings 

may increase false positives due to the somatic and physical symptoms such as decreased 

appetite, sleep disturbance, and fatigue due to the underlying terminal illness. Moreover, Lie et 
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al. (2015) suggest a tool that has a scoring method not excluding somatic symptoms for effective 

assessment outcomes in patients with life-limiting illness who may be at high risk for developing 

symptoms of depression. 

Strengths 

Many of the articles reviewed were conducted outside the US and shared consistencies in 

their findings. The phenomenon of depression at end of life is not unique to the U.S. and is 

consistently undertreated in all areas of the world, further confirming the need for a quality 

improvement project that promotes improved depression screening processes. The literature 

provides diverse insights and points of view on the prevalence of untreated depression and the 

impact on quality of life in patients receiving hospice/palliative care services. The articles also 

confirm the lack of depression screening in hospice/palliative care settings.  

Weaknesses, Gaps and Limitations 

One major weakness is the lack of American, Asian and European articles that were 

relevant to the topic of the treatment of depression in terminally ill patients receiving palliative 

or hospice care. The majority of the available literature on hospice/palliative care patients was on 

patients with a diagnosis of cancer. Current evidence supports the use of depression screening, 

yet there are still barriers to practice implementation, especially in settings such as 

hospice/palliative care which is care designed to promote physical, psychosocial, spiritual care 

and comfort of the patient. There was no specific literature that discussed education available to 

providers who treat depression in terminally ill patients in hospice/palliative care settings. The 

US Preventive Service Task Force (USPSTF) recommends screening for depression in the 

general adult population ensuring the ability to diagnosis, treat and offer follow-up care however, 
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the guidelines lack recommendations on specific screening tools and on screening intervals 

(Thase, 2016). 

Summary of Literature 

This literature review reveals several significant factors: those who experience depression 

also are more likely to experience increased pain and suffering; depression screening tools are 

non-existent in palliative care settings for terminally ill patients; and, physical health outcomes 

are improved in terminally ill patients in palliative care who receive treatment for their 

depression. This literature review reveals the importance of differentiating between symptoms 

associated with end of life and symptoms of major depressive disorder in hospice/palliative care 

patients. The findings in the literature review and synthesis support the hypothesis of this DNP 

QI project that under diagnosis and lack of treatment of depression in patients in 

hospice/palliative settings can lead to a decreased quality-of-life, an increase in physical 

symptoms, and hasten premature death (Appendix G). 

METHODS 

Design  

The adult learning theory (ALT) andragogy informed the methods and development of 

this DNP QI project (Langley et al., 2009). This project utilized a one-group pre-test/post-test 

design with an evidence based educational intervention on the topic of depression and depression 

screening followed by an introduction to and the recommendation to utilize the PHQ-9 in the 

clinical care setting. This pre- and post-assessment design creates an opportunity to measure 

changes after an intervention has been implemented (Polit & Beck, 2017).  
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Study Design and Methodology 

This was a doctor of nursing practice (DNP) quality improvement (QI) project. The 

design is descriptive and utilizes a pre- and post-assessment process offered before and after a 

targeted education session for RNs on depression and depression screening. The pre and post 

survey will evaluate differences in registered nurse knowledge on depression, familiarity with 

screening tools, and their inclination to implement depression screenings or use depression 

screening tools in their future practice at CDLL. The step-by-step methodology for this QI 

project is presented next.  

Setting 

The setting of the study is a local hospice and palliative care company in Tucson, 

Arizona. Casa de la Luz (CDLL) provides palliative services for 25 patients and home-based 

hospice services to approximately 350 patients per month. Approximately 6,000 patients are 

served per year including both at home and inpatient services. There are three inpatient units 

with a total capacity of 26. Casa de la Luz employs three physicians, three advanced practice 

nurses, 45 registered nurses, five licensed practical nurses, 20 certified nursing assistants, seven 

chaplains, 10 social workers, a music therapist, and an art therapist. Casa de la Luz Hospice, 

LLC, is locally owned and was formed November of 1998 with the intention of providing 

superior hospice care to the Tucson community. They built a team of individuals who were 

committed to guiding patients and their loved ones through the end of life journey with 

knowledge, compassion, and the highest ethical standards. Casa de la Luz provides services to 

over 300 square miles covering Tucson, Arizona and its outlying communities.  
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Participants 

A convenience sample of approximately 15 (n=15) RNs from CDLL were recruited to 

participate in this QI project. The inclusion criteria for these RNs included: adult RNs at least 18 

years of age or older who work at CDLL full-time providing care to hospice/palliative care 

patients in either the inpatient and/or home based settings; and each nurse must have had an 

active registered nursing (RN) license. At the time of project implementation, CDLL had 45 RNs 

who were invited to participate in the project. The target goal number of RN participants invited 

to participate in the educational intervention in this QI project was 15 (n=15). Demographic 

information obtained on each project participant included: years of practice as a registered nurse, 

number of years practicing as a hospice nurse, and gender. The reasoning for collection of these 

demographic data are simply to offer descriptions of the participant population and demographic 

factors will not be analyzed or applied in analysis of the pre and post survey comparisons. 

Intervention 

The intervention for this DNP QI project was to offer an educational presentation 

delivered in a PowerPoint presentation that focused on depressive symptom recognition, the 

unique features of depression among patients with life limiting illness who receive 

hospice/palliative care, and an introduction to the use of an evidenced based depression 

screening tool (PHQ-9). The presentation took place at CDLL via web-based Zoom presentation 

(web based technology was utilized due to the 2020 COVID-19 restrictions) (Appendix E). 

There was a pre- and post-survey which took approximately five minutes each to complete 

(Appendix C & D). The presentation was shared with participants remotely via PowerPoint using 

the Zoom web-based platform and lasted approximately 10 minutes. Initially, breakfast was to be 
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provided to each participant along with a $5 Starbucks gift card for those who submit a pre- and 

post-survey. Breakfast was canceled due to the recommendations for widespread physical 

distancing recommended across the globe as a result of the COVID-19 pandemic. The Starbucks 

gift cards were delivered to the CDLL nursing supervisor for distribution.  

Data Collection 

Before any data collection took place, Institutional Review Board (IRB) approval was 

obtained from the University of Arizona (Appendix B). Local site approval was documented and 

informed consent from each participant was obtained (Appendix A). Each survey contained a 

written clause at the top of the survey that reads “Your completion of this survey implies consent 

to participate in this anonymous quality improvement project.” Each survey assessed three 

demographic areas including gender, number of years practicing as a registered nurse and years 

practicing as a hospice nurse. All information was de-identified and participant responses were 

analyzed and presented in a collective format in the form of matched pre- and post-comparisons. 

Responses to the closed ended questions (one on each pre- & post-survey) were categorized and 

reported. Descriptive approaches were utilized to report the demographic characteristics of the 

project participants and the pre and post comparisons. 

This QI project assessed pre- and post-intervention knowledge of depression, familiarity 

with screening tools for depression, and impressions among hospice and palliative care RNs on 

the use and implementation of an evidenced based depression screening tool in hospice and 

palliative care settings. There were five questions on the pre-survey and six questions on the 

post-survey. The pre- and post-surveys used Likert type scales measuring baseline knowledge on 

depression, self-rated competence in screening for depression, self-rated competence in 
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administration of the PHQ-9 and self-rating of both clinical expertise in depression assessment 

and self-rated willingness to implement the PHQ-9. There was one closed ended question on 

both the pre- and post-surveys which queries on the frequency of depression screening (pre-

survey) patterns and how often they anticipate they will screen for depression in the future (post-

survey). Again, a pre- and post-survey was used to assess RNs knowledge on depression, what 

they found to be most significant in the presentation, their familiarity with the use of depression 

screening tools, their inclination to use a depression screening tool in the hospice/palliative care 

setting and their impressions of future practice patterns specific to the care of patients with a life-

limiting illness with depression in the hospice/palliative care setting. Pre- and post-surveys are 

presented in Appendix C and D. 

Data Analysis 

The pre- and post-surveys were distributed to the participants by the CDLL nurse 

educator via an email attachment prior to the scheduled web-based zoom presentation (Appendix 

E). The completed surveys were then scanned and emailed back to the CDLL educator who then 

scanned and emailed the pre- and post-surveys to the DNP QI project director, who then tallied 

and compared. All information collected was de-identified and numbered to protect the privacy 

of each participant. All survey responses were sent electronically to the QI project leader and 

then stored in a locked file, password protected electronic computer database. All copies of 

survey data were kept in a locked desk at the project leader’s home office. The only people who 

had access to view the de-identified survey and demographic data were the project leader and her 

DNP committee chair. All electronic transfer of de-identified data was password protected, 
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encrypted, and stored in password protected computer data files with access authorized for only 

the project leader and her DNP project chair. 

Descriptive statistics were used to present demographic characteristics of the participants 

in this QI project. The pre- and post-surveys were analyzed, tallied, and compared using raw 

percentage scores to assess pre- and post-differences in knowledge on depression and familiarity 

with use of the PHQ9. The responses to the two closed ended question (one question on the pre-

and one question on the post-survey) were tallied and reported. Upon completion of data analysis 

and comparison of the pre- and post-survey responses, the results were compiled, and an 

executive summary was created for the purpose of sharing the results with the CDLL 

administrators and RN participants.  

Dissemination of Results 

Upon completion of data analysis, an executive summary with the project results and 

recommendations was presented to the both the administrators at CDLL as well as the participant 

RNs and any interested CDLL team members. Results from this QI project may also be 

published at a future time to ensure dissemination of recommendations on the importance of 

utilizing an evidenced based depression screening tool when caring for patients with life limiting 

illness in the hospice/palliative care setting.  

Ethical Considerations 

Approval for this quality improvement project was attained from the University of 

Arizona College of Nursing Department. Institutional Review Board (IRB) indemnity was 

obtained affirming the project does not require oversight by the University of Arizona. The 

necessary IRB forms and documents are attached (Appendix B). An email with site approval 
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from the administrator at CDLL is attached (Appendix A) indicating that CDLL agrees and 

supports the implementation of this QI project at CDLL in the Spring of 2020. 

This project did not involve working with a vulnerable population. Patient health 

information (PHI) or medical records were not used. Participants’ contributed to this QI project 

on a volunteer basis and the participants remained anonymous. Full disclosure of the project and 

information to partake without coercion was implemented to warrant respect of persons (Polit & 

Beck, 2017). All components of the pre-test survey, the educational intervention, and the post-

test survey were completed remotely with the use of email communication and the educational 

session was delivered via a web based Zoom session during the pre-scheduled date and time. 

Participants had the option of withdrawing from QI project participation at any time without 

penalty. The pre- and post-surveys offered a clause in the beginning of the survey, indicating that 

completion of the surveys implied informed consent to participate in this quality improvement 

project. 

RESULTS 

Design  

The adult learning theory (ALT) andragogy was used to inform the methods and 

development of this DNP QI project. This project utilized a one-group pre-test/post-test design 

with an evidence based educational intervention on the topic of depression screening followed by 

a recommendation to utilize the PHQ-9 in the clinical care setting.  

Study Design and Methodology 

This doctor of nursing practice quality improvement project utilized a descriptive design. 

Pre- and post-surveys were offered to RN participants before and after a targeted education 
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session on depression, depression screening and the use of depression screening tools. The pre- 

and post-survey evaluated differences in RNs knowledge on depression, familiarity with 

screening tools, and their inclination to implement depression screenings or use depression 

screening tools in their future practice at CDLL. Details of the results of the QI project are 

presented next.  

Setting 

The QI project was conducted and delivered remotely to a local hospice and palliative 

care company in Tucson, Arizona on March 25, 2020. 

Participants 

A convenience sample of 11 (N=11) RNs were recruited from CDLL to participate in this 

QI project. Before the COVID-19 restrictions were implemented, the CDLL RNs were invited to 

participate in this QI project both verbally and face-to-face at staff meetings by the CDLL nurse 

educator. The inclusion criteria for RN participants included: adult RNs at least 18 years of age 

or older who work at CDLL full-time providing care to hospice/palliative care patients in either 

the inpatient and/or home based settings; and each nurse must have an active registered nursing 

(RN) license. Of the 45 RNs employed at CDLL at the time of the project, 15 were invited to 

participate and 11 (N=11) consenting and eligible registered nurses participated. The following 

demographic information was collected solely for descriptive purposes and is depicted in Table 

1. Two participants were male (N=2, 18%), while eight were female (N=8, 72%) and, one did 

not disclose their gender (N=1, 0.9%). One participant had practiced 0-5 years as an RN (N=1, 

0.9%), six had between 6-10 years of practice as an RN (N=6, 54%) and four had greater than 10 

years of practice as an RN (N=4, 36%). Nine participants had 0-5 years of practice in 
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hospice/palliative care (N=9, 82%), two had 6-10 years of practice (N=2, 18%). The 

demographics of this participant sample indicate there is mostly a female registered nurse cohort 

at CDLL and the majority of the RNS had greater than five years work experience in a 

hospice/palliative care setting. 

TABLE 1. Participant demographics. 

Gender Participants (N=11) 
Males Female Didn’t Answer 

18% (N=2) 72% (N=8) 10% (N=1) 

Years of Practice as RN 
0-5 years 6-10 years >10 years 

10% (N=1) 54% (N=6) 36% (N=4) 

Years of Practice in Hospice/Palliative Care 
0-5 years 6-10 years >10 years 

81% (N=9) 18% (N=2) 0% (N=0) 

Intervention 

An educational presentation (Appendix E) delivered remotely via a Zoom webinar was 

shared in a Power Point presentation with the CDLL RNs. The educational session focused on 

informing the RNs about depressive symptom recognition, the unique features of depression 

among patients with life limiting illness who receive hospice/palliative care, and an introduction 

to the use of an evidenced based depression screening tool (PHQ-9), see the Power Point 

presentation in Appendix E. The 11 RNs participated from independent remote locations through 

a Zoom webinar. A global public health pandemic restricted gathering of groups larger than 10 

therefore the PowerPoint presentation was delivered to participants via a remote webinar. An 

innovative solution to the public health emergency was the decision to deliver this educational 

session using free and easily accessible computer based webinar technology. The presentation, 

shared via PowerPoint, lasted 10 minutes. The participants who engaged in the webinar consisted 

of only the 11 CDLL RNs, each met the inclusion criteria, and each offered informed consent for 

participation. 
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Data Collection 

Before the implementation of this QI project, IRB approval was obtained (2003460163) 

from the University of Arizona (Appendix B). Local site approval was obtained (Appendix A). 

Completion of the pre- and post-surveys (Appendix C & D) implied informed consent by each 

CDLL nurse for participation in this QI project. Each survey assessed three demographic areas 

including gender, number of years practicing as a registered nurse and years practicing as a 

hospice nurse. Each survey was numbered and pre- and post-surveys were matched. There was 

no identifying information on the surveys. The nurse educator assisted the QI project director in 

distributing and collecting the matched de-identified (pre- and post-) surveys from participants 

via email, scanned them and emailed them in a password protected and encrypted email system 

to the QI project director. The 11 participants participated via Zoom and despite the changes in 

the mode of delivery for this educational session (Appendix E), the process went very smoothly 

and participation in the QI project was considered a success by the QI project director as well as 

this group of RNs. The RNs participated from a variety of locations including their cars and 

homes. All de-identified participant responses were analyzed and presented in a collective format 

via matched pre and post comparisons. The single closed ended questions on the pre- and post-

surveys were also were analyzed, tallied, and reported.  

This QI project assessed pre- and post-intervention knowledge of depression, familiarity 

with screening tools for depression, and impressions among hospice and palliative care RNs on 

the use and implementation of an evidenced based depression screening tool in hospice and 

palliative care settings. There were five questions on the pre-survey and six questions on the 

post-survey. The pre- and post-surveys are Likert type scales measuring baseline knowledge on 
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depression, self-rated competence in screening for depression, self-rated competence in 

administration of the PHQ-9 and self-rating of both clinical expertise in depression assessment 

and self-rated willingness to implement the PHQ-9. There was one question on both the pre- and 

post-surveys which queried on the frequency of present depression screening (pre-survey) 

patterns and how often they anticipate they will screen for depression in the future (post-survey). 

Pre- and post-surveys are presented in Appendix C and D. 

Data Analysis 

Presented next are tables of the pre- and post-surveys (Tables 2-6). The findings from the 

pre- and post-surveys indicate CDLL RNs: appreciated the knowledge gained on depression and 

depression screening specific to the hospice/palliative care setting, most were open to the use of 

the PHQ-9 as a screening tool for depression at CDLL and the majority (90%) were agreeable to 

implement a screening tool used for depression at CDLL.  

Item number one in the pre-survey asked participants to self-rate their baseline 

knowledge of depression. Measures of self-rated RN baseline knowledge on depression 

screening was assessed in the pre-survey and is presented in Table 2. The RNs indicated their 

baseline knowledge was adequate and self-rated in the pre-survey by indicating 63% of them in 

felt “somewhat” knowledgeable while 36% of them indicated they felt “completely 

knowledgeable” about depression even before attending the educational session.  

TABLE 2. Self-rate baseline knowledge on depression. 

N=11 I don’t know 
Not 

knowledgeable 

Minimally 

knowledgeable 

Somewhat 

knowledgeable 

Completely 

knowledgeable 

Pre-test 0/11= 0% 0/11= 0% 0/11= 0% 7/11=63% 4/11=36% 

Post-test 0/11= 0% 0/11= 0% 1/11= .09% 7/11= 63% 3/11= 27% 
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Item number two on the pre- and post-surveys asked participants to self-rate their nursing 

competence in screening for depression. The RNs indicated their competence in screening for 

depression in the pre-survey by indicating 45 % of them felt “minimally competent” while 45% 

of them indicated they felt “somewhat competent” before attending the educational session. In 

the post-survey 63% felt “somewhat competent” and 36% of them felt “completely competent” 

after the educational session, indicating an improvement in their competence in screening for 

depression. 

TABLE 3. Self-rate your nursing competence in screening for depression. 

N=11 I don’t know Not competent 
Minimally 

competent 

Somewhat 

competent 

Completely 

competent 

Pre-test 0/11= 0% 0/11= 0% 5/11= 45% 5/11= 45% 0/11= 0% 

Post-test 0/11= 0% 0/11= 0% 0/11= 0% 7/11= 63% 4/11= 36% 

Item number three on the pre-survey was a closed-ended question and asked how often 

the nurses screen for depression at CDLL. Item number three on the post-survey was also a 

closed-ended question and asked how often nurses would now screen for depression at CDLL, 

after having received the educational intervention. The results on the pre-survey, open-ended 

question indicate the majority of the CDLL RNs screen for depression once every 14 days. The 

results on the closed ended question on the post-survey indicated that participants would screen 

for depression “more often” and “more frequently,” indicating the RN’s were more inclined to 

screen for depression after receiving an educational session on depression and after being 

introduced to a screening tool (PHQ-9).  

Table 4 highlights the results of item number four on the pre-survey. Item number four 

evaluated the participant comfort level in administering a screening tool such as the PHQ-9. 
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Table 4 indicates that in the pre-survey the majority of participants (45%) did not feel 

comfortable using a depression screening tool before the educational session. In addition, it was 

great to see that 100% of the 11 RN participants had increased self-reported comfort levels in 

administering a screening tool with 63% indicating they felt “completely comfortable” and 36% 

indicating they were “somewhat comfortable” administering the PHQ-9 to screen for depression 

at CDLL after participating in the educational session (Table 4).  

TABLE 4. Self-rate your comfort in administering the depression screening (PHQ-9). 

N=11 I don’t know 
Not 

comfortable 

Minimally 

comfortable 

Somewhat 

comfortable 

Completely 

comfortable 

Pre-test 2/11= 18% 5/11= 45% 2/11= 18% 2/11= 18% 0/11= 0% 

Post-test 0/11= 0% 0/11= 0% 0/11= 0% 4/11= 36% 7/11= 63% 

Tables 5 and 6 present the results for the remaining items of the pre and post surveys. 

These remaining items assessed self-rated clinical expertise in assessing for depression in the pre 

and post survey and item number six, was only offered in the post survey and assessed 

willingness to implement a screening tool at CDLL. In the pre-survey, participants indicated they 

had “moderate expertise” when only 27% of them self-rated. In the post-survey, the RN 

participants indicated greater expertise by a result of 90% of the participants indicating they now 

felt they possessed “moderate expertise” levels in assessing for depression. 90% of the CDLL 

participants indicated they were now willing to implement a screening tool for depression at 

CDLL. Overall, this QI project implemented at CDLL validated the RNs did expand their 

knowledge on depression, depression screening and validates the RN participant willingness to 

implement a screening tool such as the PHQ-9 to screen for depression in the hospice/palliative 

care setting.  
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TABLE 5. Self-rate your clinical expertise assessing for depression in patients with a life-

limiting illness. 

N=11 I don’t know No expertise Minimal expertise Moderate expertise Total expertise 

Pre-test 0/11= 0% 0/11= 0% 7/11= 63% 3/11= 27% 0/11= 0% 

Post-test 0/11= 0% 0/11= 0% 1/11= .09% 10/11= 90% 0/11= 0% 

TABLE 6. Self-rate your willingness to implement the PHQ-9. 

N=11 

Self-rate your 

willingness to 

implement the 

PHQ-9 

I don’t 

know 

Not interested 

in implementing 

Minimally 

interested in 

implementing 

Moderately 

interested in 

implementing 

Completely 

interested in 

implementing 

0/11= 0% 0/11= 0% 0/11= 0% 1/11= .09% 10/11= 90% 

Dissemination of Results 

A written executive summary with the project results and recommendations were 

presented to both the administrators at CDLL as well as the participant RNs and any interested 

CDLL team members. The CDLL site administrators were happy with the results of this QI 

project and invited the project director to meet in person with the CDLL administration to review 

the executive summary and share her recommendations once the COVID-19 restrictions are 

lifted. The recommendations offered to the CDLL RNs was to begin to utilize their new clinical 

skillset to screen for depression using the PHQ-9 when a patient is exhibiting symptoms of 

depression, when a patient appears depressed, shows symptoms of depression such as, sadness, 

emptiness, irritability, decreased interest, poor concentration, decreased energy, hopelessness, 

irritability, decreased or increased appetite, feelings of guilt and/or isolation which last at least 

two weeks or more and significantly effects an individual’s capacity to function. RNs were 

encouraged to document the results of the PHQ-9 and were advised to develop a mechanism at 

CDLL to ensure the patient’s provider was alerted when findings were positive for depression in 

CDLL patients. RNs were also encouraged to develop a new documentation system in the 
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patient’s medical record or a flagging system to ensure the provider has the opportunity to easily 

access the depression screening results. Results from this QI project may be published at a future 

time to ensure dissemination on the confirmation of the importance of educating RNs on 

depression and depression screening skills and the use of an evidenced based screening tool 

when caring for patients with life limiting illness in the hospice/palliative care setting  

DISCUSSION 

Embarking on this new role as an advanced practiced registered nurse (APRN) brought 

great insight to the impact one can make by providing educational interventions to the nursing 

profession. This project is an excellent exemplar of the Knowles Adult Learning Theory and 

reinforces that adult learners are most interested in learning subjects that have immediate 

relevance and impact to their job or personal life, and most importantly have a positive impact on 

improved patient outcomes. After the educational session the RNs were inclined to implement 

the use of the PHQ-9 and showed a greater interest in screening more frequently for depression. 

The RNs at CDLL were very responsive to the educational session, they were engaged and even 

participated via a web-based zoom session. I believe the RNs were engaged because this was not 

only an important topic of interest that was relevant to their practice but, it was also a brief , 

informative, and easily accessible learning format. The outcome of this QI project has several 

benefits to the patient, the RNs, and the CDLL setting as previously mentioned. This QI project 

was empowering to the RN participants as it helped expand their knowledge base on depression 

and depression screening, equipped them with greater and improved nursing skills and ultimately 

translates to improved patient care delivery. A sudden challenge that emerged in midst of this 

project was the Global Coronavirus COVID-19 pandemic which resulted in the mandatory 
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restrictions placed on the public. The restrictions resulted in the decision to offer the education 

portion of this QI project via a zoom web-based learning platform. Having used Zoom 

throughout my DNP education made the implementation of a virtual Zoom webinar a seamless 

transition. This project is an exemplar of the innovative use of Zoom for RN education. The 

recorded Zoom educational session will be made available to the CDLL team for future use by 

CDLL team members. I thoroughly enjoyed this project and believe that it will provide insight 

and benefit to CDLL team and will definitely enhance the quality of RN and overall care 

delivered at CDLL. 

Implications for Nursing  

This project will impact nursing knowledge on depression and depression screening 

among patients in hospice/palliative care settings who are experiencing a life-limiting illness. It 

will also encourage the use of a standardized evidence-based depression screening tool, the 

PHQ-9. This QI project has the potential to impact nursing practice by influencing hospice and 

palliative care settings to implement standardized depression screenings as a mechanism to 

improve patient care and outcomes. Offering targeted education to practicing RNs will positively 

impact the quality of the nursing care delivered to patients. Introducing the PHQ-9 equips the 

RNs with the ability to utilize an evidenced based screening tool and may influence their 

advocacy for the importance of depression screening and treatment for patients in a 

hospice/palliative care setting. Dissemination of published results and recommendations of this 

QI project will contribute to nursing education, science, knowledge development, and future 

practice. 
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Conclusion 

With the prevalence of underdiagnosed and undertreated depression in patients receiving 

hospice/palliative care services, the education of RNs is imperative to providing patients in the 

hospice or palliative care setting with highest levels of health care quality as well as an optimal 

quality of life. Increasing knowledge and awareness among RNs about depression and 

depression screening processes when working with patients with a life-limiting illness can 

improve the comprehensive (physical & psychological) care of patients. This QI project 

enhanced nursing knowledge and if changes are implemented at CDLL as recommended, the 

quality of care and treatment of patients experiencing depression in the hospice/palliative care 

setting will be enhanced. The executive summary was provided to the CDLL administrative staff 

and was made available to the RN participants. It is now up to the CDLL healthcare delivery 

team as to whether they will implement the suggested depression screening tool recommended 

through this DNP QI project.  

OTHER INFORMATION 

Projected Budget 

There was an expense of $230 for the completion of this DNP QI project. All costs 

associated with the project were covered by the project leader (Appendix F). 
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APPENDIX B: 
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APPENDIX C: 

PARTICIPANT PRE-SURVEY 
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Participant Pre-Survey 

Completion of this survey implies your consent to participate in this quality improvement project. 

Your responses will remain private and all surveys will be de-identified before analysis to ensure 

the privacy and confidentiality of your responses.  

How many years have you practiced as a registered nurse? 

 

How many years have you practiced as a hospice/palliative care nurse?  

 

Please circle your gender:  

 

Male  Female  

 

1. Self-rate your baseline knowledge on depression. 

I don’t know 
Not 

knowledgeable 
Minimally 

knowledgeable 

Somewhat 

knowledgeable 

Completely 

knowledgeable 

     

 

2. Self-rate your nursing competence in screening for depression. 

I don’t know Not competent 
Minimally 

competent 
Somewhat 

competent 

Completely 

competent 

     

 

3. How often do you screen for depression in your patients at CDLL? 

 

 

4. Self-rate your comfort in administering the depression screening, the Patient Health 

Questionnaire (PHQ9). 

I don’t know Not comfortable 
Minimally 

comfortable 
Somewhat 

comfortable 

Completely 

comfortable 

     

 

5. Self-rate your clinical expertise assessing for depression in patients with a life-limiting 

illness? 

I don’t know No expertise 
Minimal 

expertise 
Moderate 

expertise 
Total expertise 
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APPENDIX D: 

PARTICIPANT POST-SURVEY 
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Participant Post-Survey 

Completion of this survey implies your consent to participate in this quality improvement project. 

Your responses will remain private and all surveys will be de-identified before analysis to ensure 

the privacy and confidentiality of your responses.  

1. Self-rate your baseline knowledge on depression. 

I don’t know 
Not 

knowledgeable 
Minimally 

knowledgeable 

Somewhat 

knowledgeable 

Completely 

knowledgeable 

     

 

2. Self-rate your nursing competence in screening for depression. 

I don’t know Not competent 
Minimally 

competent 
Somewhat 

competent 

Completely 

competent 

     

 

3. How often will you screen for depression among CDLL patients with life-limiting conditions? 

 

 

4. Self-rate your comfort in administering the depression screening, the Patient Health 

Questionnaire (PHQ9). 

I don’t know Not comfortable 
Minimally 

comfortable 
Somewhat 

comfortable 

Completely 

comfortable 

     

 

5. Self-rate your clinical expertise assessing for depression in patients with a life-limiting 

illness? 

I don’t know No expertise 
Minimal 

expertise 
Moderate 

expertise 
Total expertise 

     

 

6. Self-rate your willingness to implement the Patient Health Questionnaire-9 (PHQ-9)? 

I don’t know 
Not interested in 

implementing 

Minimally 

interested in 

implementing  

Moderately 

interested in 

implementing 

Completely 

interested in 

implementing 
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APPENDIX E: 

EDUCATIONAL INTERVENTION 
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APPENDIX F: 

PROJECTED BUDGET 

 



 

 
59 

Expense Items Requested Amount 

Travel $0.00 

Operations  

  

Materials and Supplies (Snacks, Paper) $100.00 

Printing/Marketing (Fliers) $5.00 

Participant Payments/incentives $125.00 

Other $0.00 

Total $230.00 
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APPENDIX G: 

SYNTHESIS OF EVIDENCE TABLE 
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