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ABSTRACT
Purpose: The GAD-7 is an effective, validated tool that screens adults for generalized anxiety
disorder, allowing for timely diagnosis, treatment initiation, and behavioral health referral. A
quality improvement project was designed to educate primary care providers at an integrated,
community health clinic on the indication, use, and interpretation of the GAD-7.
Background: Generalized anxiety disorder is a common condition that can have widely
detrimental effects. Consistent use of the GAD-7 in primary care settings can mitigate anxietyrelated dysfunction, reducing tertiary care interventions, lowering spending, and improving
patient outcomes. The GAD-7 facilitates measurement-based care, which optimizes diagnostic
speed and accuracy, and facilitates high-quality care. The clinic implemented the GAD-7 as a
standard of primary care to address gaps in anxiety assessment and integrative care practices.
Methods: Twenty primary care providers were recruited through convenience sampling and
educated during an in-service, evidence-based presentation. The participants completed pre- and
post-intervention surveys that assessed existing and subsequent GAD-7 knowledge and use.
Descriptive statistics were used to analyze and interpret the survey data.
Results: Post-intervention, most participants reported that the GAD-7 would improve their
ability to assess patients for anxiety and identify those who require further treatment. All
participants reported that the GAD-7 would improve their ability to identify patients for
behavioral health referral.
Conclusions: The education presentation effectively improved GAD-7 knowledge and
perception among the primary care providers. Increased provider knowledge enables successful
GAD-7 implementation as part of routine, measurement-based care at the clinic. Continued
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GAD-7 use will improve outcomes for patients and the clinic, reducing a significant gap in
integrative care delivery.
Keywords: measurement-based care, generalized anxiety disorder, GAD-7
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INTRODUCTION
Generalized anxiety disorder (GAD) is a common condition that can have significant,
detrimental effects on patients, communities, and society. GAD often causes serious disruption
and impairment in social and functional settings, which leads to frequent healthcare resource
consumption, eliciting high costs for families, employers, and overall healthcare spending. A
screening tool designed to help primary care providers (PCP) identify GAD is essential for
timely diagnosis, which is essential to improve patient outcomes, strengthen integrative care, and
reduce treatment costs.
Background Knowledge and Significance
GAD is characterized by excessive anxiety and worry that is difficult to control and often
accompanied by physical symptoms such as irritability, poor concentration, sleep disturbance,
and restlessness (American Psychiatric Association [APA], 2013). GAD is one of the most
pervasive mental health disorders in the United States (US). The annual prevalence rate for
adults is 6.8% or 3.1 million people, yet only about 43.2% of those affected receive treatment
(Anxiety and Depression Association of America, 2018). GAD can occur at any point in the
lifespan, with varying symptom severity, and is often co-occurring with depression and other
anxiety disorders (APA, 2013). The co-occurrence of anxiety with physical conditions is
common, often leading to situations of polypharmacy and multi-morbidity that are
overwhelmingly complex (Kennedy et al., 2016). The presence of anxiety disorder can increase
all-cause mortality in the geriatric population (Chang et al., 2017). For patients with physical
disorders, comorbid anxiety disorders can be particularly detrimental because they can impede
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the patients’ functionality and ability to follow or adhere to treatment and/or behavioral changes
required by the condition; this is especially true in geriatric patients (Kennedy et al., 2016).
GAD can be considered a chronic condition, as both lifetime recurrence and symptom
persistence are common occurrences. Substantial impairment of individuals’ wellbeing,
satisfaction with family relationships, and satisfaction with life overall are strongly correlated
with GAD (Edmund & Sheppard, 2018; Weisberg, 2009). If undertreated or untreated, GAD
symptoms can lead to social or employment dysfunction and the development of physical
comorbidities. A cross-sectional, global study utilizing data from the World Health Organization
found that people who experienced at least a 12-month duration of GAD reported an inability to
perform their usual role on an average of 41.2 days per year, and 50.6% of respondents reported
severe functional impairment due to GAD (Ruscio et al., 2017). GAD has been identified as an
individual risk factor for both suicidal ideation and action, demonstrating the significance and
severity of the disorder (Weisberg, 2009).
People with GAD utilize healthcare resources and costly emergency department (ED)
visits at a disproportionately high rate. The negative impact of anxiety on morbidity from cooccurring conditions also increases GAD healthcare costs, with an annual median medical cost
for patients with GAD estimated at $2375 versus $1448 for those without GAD (Kehoe, 2017).
Such copious resource consumption strains the entire health care system, with annual health care
spending for anxiety disorders estimated at $42.3 billion (Dark et al., 2017).
The high costs of GAD can be reduced with timely diagnosis and appropriate care within
the integrated health care system. The GAD-7 is a validated instrument that can effectively
screen adults for GAD, allowing for timely diagnosis, treatment initiation, and behavioral health
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(BH) referral (Appendix D). Derived directly from the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) criteria, the GAD-7 is a seven-item questionnaire that
healthcare professionals can utilize quickly and easily either in-person or over the phone
(Edmund & Sheppard, 2018; Moreno et al., 2019; Wild et al., 2014). With robust levels of
sensitivity (89%) and specificity (82%), the GAD-7 demonstrates equally strong validity for
identifying possible cases and evaluating the severity of anxiety and generalized anxiety in the
general population and primary care settings (Moreno et al., 2019). Comorbid psychiatric
conditions like GAD lead to exacerbated medical outcomes, functional impairments, increased
healthcare resource utilization, and unnecessary suffering for patients and families (Seritan et al.,
2018). Despite the growth of integrative healthcare practices, PCPs will remain the first to
encounter the signs of existing or emerging anxiety disorders that will lead to excess morbidity
and mortality, especially if left untreated (Kennedy et al., 2016). Consistent use of the GAD-7 at
annual primary care visits will relieve and prevent GAD-induced dysfunction, thus reducing
tertiary care interventions, lowering spending, and improving patient outcomes.
Implementing routine screening with the GAD-7 can also mitigate other less prevalent
burdens of GAD. By utilizing measurement-based care (MBC) and the GAD-7, the role of
treatment and assessment initiation is transferred to the provider and away from the patient, who
may not voice concerns about symptoms. Leaving the initiation of mental health care solely to
patients is problematic given the high social stigma associated with mental health issues, as well
as patients’ lack of knowledge about symptoms and available care (Ahmad et al., 2016). PCPs
addressing anxiety disorders through standardized, routine screening relieves the burden of
treatment initiation from patients and reduces related stigma. Educational interventions are an
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effective way to increase PCPs’ knowledge and confidence in assessing mental health conditions
such as GAD, which decreases the perceived stigma of providers and patients (Knaack et al.,
2017).
Local Problem
While the approximate prevalence and incidence rates of GAD in Pima County, Arizona
may be inferred from national and regional data, specific information about GAD and mental
health disorders in the area is simultaneously sparse and vague. In 2015, Pima County’s
Community Health Needs Assessment (CHNA) identified “anxiety and depression” as a top
health priority, citing that 22.7% of adult respondents were told they have depression, while 33.4
% reported that they rarely, sometimes, or never get the emotional support that is needed
(Healthy Pima, 2020). The 2018 CHNA identified the population of mental health care provider
ratio as 600:1 for Pima County, a significant increase from the 2015 CHNA which reported an
833:1 ratio (Pima County Health Department [PCHD], 2021; Healthy Pima, 2020). Both the
2015 and 2018 Pima County CHNAs fail to differentiate depression from anxiety, and lump all
mental health issues together, thereby limiting the data’s utility. Similarly, in the 2019 Arizona
State Health Assessment, mental health was discussed as a general term, and only the incidence
of depression diagnosis was specified (Arizona Department of Health Services {AzDHS], 2019).
The paucity of disorder distinction, data reporting, and data integration implies that mental
health, and specifically GAD, is inadequately understood and addressed in Pima County and
Arizona as a whole. This significant gap correlates to other mental health and physical health
disparities but also reinforces the need for MBC utilization in EB quality improvement efforts;
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by facilitating data collection and utilization, such gaps can be filled at the local and national
level.
At four integrated community clinics in Pima County, Arizona, the behavioral health
(BH) leadership team expressed interest in improving interdisciplinary care coordination and
health outcomes for all adult patients. The team has been exploring the use of algorithms and
screening tools to meet such internal goals as well as align with the organizational goals at the
national level. As one of the clinic’s BH providers, this writer identified standardized GAD
assessment as a significant gap in the clinic’s care delivery model. GAD incidence and symptom
persistence are higher for individuals with lower educational levels and family income than those
not employed outside the home (Ruscio et al., 2017). This description applies to much of the
clinic system’s patient population, making GAD screening assessment critical to quality care
delivery.
Integration of the GAD-7 into annual PCP appointments was endorsed by the BH team,
who noted that although the instrument was already embedded in the electronic health record
(EHR), consistent anxiety screening did not occur. Thus, referrals to BH services for GAD
treatment are rare, causing more patients to seek emergency or crisis services. This lack of
integrative care coordination can lead to comorbid physical and mental disorders, poor health
outcomes, and increased tertiary interventions. The team agreed that routine GAD-7 use would
create a standardized practice that would make it easier for medical team members to assess
anxiety and initiate treatment services. The absence of hard data clearly reinforces the presence
of the issue; the agency does not currently run any EHR analyses regarding GAD prevalence or
treatment rate or BH referral rate. There is no available budgetary data. All internal evidence was

16

collected through firsthand knowledge of organizational policy, operations, and soft data
collection.
The clinic has a “lean-build” startup model and is looking for cost-effective, efficient,
and meaningful improvements. The standardization of care and strategic use of the clinic’s
current resources will create a more efficient, more effective patient care delivery system. By
utilizing a screening tool that seamlessly links to the EHR, significant improvements in
individual, population, and health can be made.
Intended Improvement
Project Purpose
Without coordination, consistency, and standardization, the efficacy of health care
screenings is severely limited. Accurate and timely screening for GAD is essential for all adults,
as the disparities between the annual and lifetime prevalence rates with treatment rates suggest
that millions of people with GAD are unrecognized and suffering. A screening instrument
designed to help PCPs assess GAD symptoms is necessary to address this gap in care. Even
though most primary care practices use electronic health records (EHRs), the majority of these
tools are not tailored to the specific tasks or needs of BH clinicians, reducing the viability and
impact of integrative care practices (Jetelin et al., 2018). Measurement-based care (MBC) seeks
to optimize the speed and accuracy of diagnosis, facilitating high-quality care with the least
amount of patient and economic burden (Harding et al., 2011). MBC is both transdiagnostic and
transtheoretical; it can be incorporated into routine care regardless of the patient population,
treatment type, treatment philosophy, and educational preparation of the provider (Fortney et al.,
2017).
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When incorporated into usual care, MBC can lead to improved functioning and quality of
life outcomes, encouraging patients’ active involvement in the treatment process (Scott & Lewis,
2015). Detection of GAD is a chief correlate of treatment adequacy, thus mandating increased
investment in specific GAD screening and diagnosis by PCPs (Roberge et al., 2015). The vast
majority of people with GAD initially seek care in the primary care setting, which makes routine
GAD-7 utilization a logical component of an annual wellness exam.
By utilizing an MBC instrument such as the GAD-7, healthcare organizations can
improve care delivery, positively impacting patients and reducing tertiary care spending. Without
MBC practices, healthcare organizations cannot easily evaluate the quality improvement
initiative’s effectiveness or demonstrate to payers that their treatments are effective (Fortney et
al., 2017). Integrating MBC with clear measures and benchmarks into clinical practice would
mainstream BH into the rest of medicine and likely improve reimbursement for services
(Harding et al., 2011). Reducing healthcare spending in one area allows for the redistribution of
resources, improving the health of more than the initial target population.
Project Question
Will an educational intervention improve primary care providers’ knowledge and comfort
level related to the use of the GAD-7 screening tool in an integrated healthcare system?
Project Objectives
The purpose of this quality improvement (QI) project was to increase the knowledge of
PCPs who intend to use standardized anxiety assessment in their primary care clinical practice
using a validated, evidence-based instrument. Using the GAD-7 to screen patients at their annual
wellness exam, the clinic will implement a new MBC standard of care, ensuring all patients
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receive appropriate anxiety assessment. A short presentation conducted live via Zoom was
created and recorded to provide initial education to PCPs at the clinic and foster greater
sustainability and knowledge retention than a typical in-person education.
Objective 1:

During a PCP meeting, conduct an education session regarding the importance
of MBC and quality assessment of anxiety, with a demonstration of the GAD7 assessment tool already embedded in the EHR.

Objective 2:

Both prior to and following the education session, assess the PCPs’
knowledge and comfort level regarding the GAD-7 by utilizing pre- and postintervention surveys.
Theoretical Framework

The development of this quality improvement (QI) project is guided by the chronic care
model (CCM), which supports an evidence-based (EB), systematic, and inclusive approach to
integrative mental health care delivery. The CCM was developed by the MacColl Institute for
Healthcare Innovation in partnership with the Robert Wood Johnson Foundation (RWJF) and
first published in 1998 (Improving Chronic Illness Care, 2020). As a QI strategy, the CCM was
designed to better the health of chronically ill patients, especially low-income populations, by
helping health systems transform their delivery models into efficient, effective, and integrated
practices (ICIC, 2020).
The CCM characterizes high-quality health care as the productive interactions between
practiced, integrated clinical teams and informed, actuated patients (Kadu & Stolee, 2015). The
essential elements of the CCM include cultural competence, system-wide decision support,
effective use of technology and clinical data, health promotion, care coordination, community
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resource utilization, and enabling patient self-management (Davy et al., 2015). These
components seek organizational change at the systems level, with clinical tools, guidelines, and
an EHR system that enables data sharing and integrative collaboration throughout the
organization (Kadu & Stolee, 2015).
Key elements of MBC are at the core of the CCM, ensuring the use of evidence-based
practice (EBP) throughout QI implementation processes (Appendix F). This comprehensive
approach is suitable for improving the coordination of care in community clinics, and
interventions grounded in CCM theory are universally applicable to this population as well.
Additionally, EB frameworks can facilitate the understanding of the intricacy of factors that
influence how and why practice improvement implementation either succeeds or fails in
healthcare (Gifford et al., 2017). Although GAD may not always be a chronic condition,
addressing it as such can have a significant, positive impact; CCM models are effective for
multiple mental health conditions across multiple care venues (Bauer et al., 2019). High-quality
treatment of GAD in the geriatric population entails careful coordination, often within the
context of other medical conditions, which necessitates a comprehensive treatment model,
making the CCM a logical framework for GAD-7 implementation within an integrated
healthcare clinic system (Appendix F).
Literature Synthesis
Evidence Search
A literature search was conducted to identify and evaluate evidence of GAD prevalence,
MBC utilization in mental healthcare, the use of the GAD-7 tool in adult populations in primary
care settings and associated patient outcomes. The evidence search utilized the databases of
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CINAHL, PubMed, PsychInfo, and PsycArticles. For all databases, the inclusion criteria were
limited to publication within the last 10 years, publication in an academic journal, confirmed
peer-review status, the use of the GAD-7 for assessment, and an “all adult” patient population of
study. The same Boolean phrases and keywords were used in each database search to ensure
empirical consistency. Various search terms regarding the GAD-7 were used, including “GAD7,” “generalized anxiety disorder screening,” “generalized anxiety disorder,” “GAD- 7
screening,” and “GAD-7 screening tool.” The keywords and Boolean phrases used for MBC
included “measurement-based care” and “mental health,” along with variations of “behavioral
health.” The initial search across each database did not have any exclusion criteria.
The initial CINHAL search returned 223 studies and was then refined to “GAD-7 AND
primary care,” which returned 53 results. Adding “screening” to the Boolean phrase yielded 20
documents, which were then reviewed individually. Several returns were eliminated because
they were either duplicate publications or reviews of studies, and three were eliminated due to
lack of online access. Ultimately, six studies were retained for utilization from this search.
PubMed was similarly searched with the initial keyword “GAD-&” yielding 8,877
documents. The publication criteria were changed to 2015 and later, and the population age
range was narrowed to 45 years and older to refine the search. Additional Boolean phrases were
added to narrow the search results, with the final phrase of “GAD-7 AND primary care AND
screening AND annual AND outcome AND generalized anxiety disorder” yielding twenty-six
documents. These studies were then individually reviewed for fit and merit, with nine studies
retained for in-depth assessment.
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Both the PsycArticles and PsycInfo databases were searched using the same
methodology. Ultimately, these searches yielded four and eleven articles, respectively. Due to
the specificity of the search terms, especially the “GAD-7 screening tool” search phrase, multiple
relevant articles were quickly found without having to further adjust the search terms. Most of
the articles were published within the last five years and included the geriatric adults within the
research population. The overall theme for the retained research articles centers upon the validity
and reliability of the GAD-7 for assessing generalized anxiety across the lifespan; most of the
articles focused on efficacy within a primary care setting.
Comprehensive Appraisal of Evidence
The 12 diverse studies retained for this evidence appraisal demonstrate the prevalence of
GAD and the validity of the GAD-7 in various practice settings. The main findings and outcomes
from the majority of studies found that the GAD-7 is a widely validated assessment tool that can
be used to effectively and reliably screen for anxiety symptoms in adults across a variety of
settings, including primary care (Appendix H).
Sensitivity and Utility
Several studies evaluated threshold scores for the GAD-7 to determine the sensitivity of
the GAD-7 for detecting symptoms of anxiety (Appendix H). Vasiliadis et al. (2015) found
results indicating that the threshold score for the GAD-7 for detecting any presence of anxiety
was ‘5,’ with significant sensitivity and specificity scores. Qu and Sheng (2015) studied
threshold scores for the GAD-7 and found that a score for ‘4’ indicated mild anxiety, ‘9’ was
moderate, and ‘12’ was severe anxiety; all scores had significant sensitivity and specificity
scores. Wild et al. (2014) studied the validity of the GAD-7 in persons aged 58 to 82 and

22

determined that the general threshold scores should be lowered to ‘5’ for the geriatric population.
Moreno et al. (2019) compared the sensitivity and validity of a single and two-factor GAD-7
versions, finding that the universally accepted threshold score of 10 was valid for both.
Alharthy et al. (2017) concluded that the GAD-7 is a reliable screening tool for anxiety,
finding that 52% of the patients screened positive for anxiety symptoms, and the screening tool
was able to differentiate between mild (20.7%), moderate (23.7%), and severe (7.6%) symptoms.
Makulowich (2019) found similar results in that the GAD-7 is a reliable screening instrument
and able to differentiate between patients with no anxiety symptoms, sub-clinical symptoms, and
anxiety symptoms. The cross-sectional study conducted by Budikayanti et al. (2019) validated
the efficacy of the GAD-7 in primary care settings and with patient populations with comorbid
illness.
Generalizability
Notably, many of the studies originated outside of the US, which demonstrates the utility
of the GAD-7 in diverse populations. Moreno et al. (2019) examined both the factorial structure
of the GAD-7 and invariance across various sociodemographic variables and over time in a
Spanish sample of patients with GAD in a multicenter primary care context. Makulowich (2019)
validated the GAD-7 in a predominantly Latinx population in a small, integrated community
clinic. Chang et al. (2019) conducted a retrospective cohort study using data from Taiwan’s
universal health program. Another cohort study evaluated the validity of the GAD-7 in a geriatric
population in Germany (Wild et al., 2014). Similarly, Kujanpää et al. (2016) completed a crosssectional cohort study in Finland to compare the utilization of healthcare services by people
diagnosed with GAD. Budikayanti et al. (2019) validated an Indonesian version of the GAD-7 in
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primary care settings. The consistency and significance of the common findings underscore each
study’s relevance to the current QI project of implementing the GAD-7 for routine anxiety
screening (Appendix H).
Improved Care Delivery
Jetelina et al. (2018) found that the use of the GAD-7 by PCPs was increased when
embedded in the EHR and that patients’ perceptions of improved integrative care delivery and
provider communication increased as well. Seratin et al. (2018) addressed gaps in BH care
delivery by embedding BH care measures including the GAD-7 within the primary care settings
in six community clinics and found that this model had clinically significant improvement in the
reduction of patients’ symptom burden and improved wellbeing. Both studies demonstrate the
efficacy of both MBC and the GAD-7 as both an independent intervention and an outcome
measurement.
Gaps and Limitations
Although several studies examined the use of the GAD-7 within primary care centers or
with elderly populations, gaps in the literature remain (Appendix H). The GAD-7 and its many
reiterations have been widely validated in many settings, but very few studies focus on the
utilization of the GAD-7 as a screening tool for anxiety in geriatric populations and
subpopulations. The GAD-7 needs more study as a tool in specific sub-populations. In their
systematic review, Herr et al. (2014) noted that most studies did not confirm the diagnosis of
GAD in the sample groups, leading to possible verification bias.
The most glaring gap in the appraised evidence is that none of the studies address the link
between GAD-7 utilization and treatment outcomes. The study by Kujanpää et al. (2016) found
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that individuals who screened positive for anxiety symptoms with the GAD-7 utilized more total
health care (112%) services and more behavioral health services (775%). However, this crosssectional study was not specific to the geriatric population and only counted the frequency of
subsequent healthcare visits by individuals self-reporting a diagnosis of GAD (Kujanpää et al.,
2016). Chang et al. (2016) compared the mortality and comorbidity rates of individuals with
GAD but did not connect treatment type or non-death outcomes to patient diagnosis and
screening. The absence of important patient outcomes is a significant gap in the analysis of
diagnostic tests like the GAD-7 (Herr et al., 2014).
Despite the collective and individual relevance of the studies, all studies have possible
limitations. For example, the Makulowich (2019) study utilized a small sample size with only 50
participants, potentially weakening the significance of the results. Most of the other studies had
subject participant populations ranging from the hundreds to the thousands (Appendix H).
Another limitation of the Makulowich (2019) study is that many potential participants declined
to partake in the study, and the author’s discussion did not differentiate or identify the
demographics of individuals who participated and those who declined. Limitations for the
Vasiliadis et al. (2015) study restricting assessment to an outpatient setting and expanding
assessment to all types of anxiety symptoms, not just generalized anxiety, for which the GAD-7
was designed. A major limitation of the Kujanpää et al. (2016) study is that all the data was selfreported, which could lead to recall bias. The study by Alharthy et al. (2017) is primarily limited
by the homogeneity of the participants, which weakens comparability and relevance. The Qu and
Sheng (2015) study also only considered individuals in an outpatient setting and did not assess
individuals with a known anxiety disorder diagnosis.
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Herr et al. (2014) conducted a systematic review evaluating the accuracy of screening
instruments, including the GAD-7, in diagnosing GAD for adults over the age of 18. While this
work is significant in its findings that the GAD-7 is the most sensitive and reliable tool to
identify potential GAD cases, the exclusion of studies from non-English speaking sources and
countries is a significant weakness (Herr et al., 2014). Additionally, studies assessing for
comorbid anxiety disorders were excluded (Herr et al., 2014).
METHODS
Project Design
This QI project was designed to increase the knowledge of PCPs prior to the
implementation of the GAD-7 screening tool into routine, standardized care for all patients at the
clinic. Embedded in the existing EHR, the GAD-7 will be incorporated into the PCPs’ workflow,
ensuring that all patients are screened for GAD on an annual basis, at a minimum. By utilizing
EHR software already in use by the clinic, implementation costs and resource utilization are kept
low, in alignment with the clinic’s lean-startup operation model. This writer identified the gap in
existing GAD care and petitioned the clinic administration to include the GAD-7 in the patients’
annual assessment packets. The administration agreed to implement GAD-7 and support the
development of a QI project aimed at educating the PCPs about its use and significance.
Although this broad QI process was initiated through this writer’s clinical role, the QI project
and education intervention were developed through the writer’s role as a Doctor of Nursing
Practice (DNP) student. The clinical role and expertise informed and strengthened the project
design, while the student role provided the opportunity to create and deliver the educational
intervention, a function that is beyond the clinical role’s parameters.
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Model for Implementation
The Kitson framework is a suitable EBP model to guide the application of CCMgrounded interventions within the clinic (Appendix F). Kitson’s model centers upon the
relationship between three key elements: the EBP, the context in which change will occur, and
the facilitation method used to initiate the change (Melnyk & Fineout-Overholt, 2005). All three
elements (context, evidence, and facilitation) contribute to the overall success of implementation
(Melnyk & Fineout-Overholt, 2005). Kitson’s model places emphasis on the organization and
not the individual, although the implementation of a comprehensive, systematic change demands
strong organizational input and support at all levels. As an integrated, community clinic the
context of the site is high; primary and BH care providers are located within the same facility
and the EHR is capable of detailed data extraction. Facilitation is high within the clinic, as the
clear and cohesive organizational structure allows for the rapid and thorough dissemination of
information. The evidence is strong, as the gathered research shows that GAD-7 is an effective
screening tool for GAD and that improved screening leads to improved patient outcomes and
reduced healthcare spending. As each element of Kitson’s model robustly present, the clinic is
very likely to have a successful implementation of the GAD-7 as part of routine wellness
screening for all patients.
Setting and Stakeholders
The QI project setting is a group of four community-based, integrative healthcare clinics
in a large metropolitan area in the Southwest. These clinics are owned and operated by a national
healthcare insurance agent, making them part of a for-profit corporation, the clinics are
contracted to serve Medicare Advantage Plan patients, and the patient population is generally

27

geriatric. In accordance with the plan, all patients are seen at least annually for a wellness visit, at
which time the PCPs conduct routine health assessments. Standardized EBP screening for
anxiety disorders was not mandated at such visits. Referral to the BH providers for assessment or
treatment can be initiated by a PCP or other specialty provider or directly by the patient. The
clinic does not track the incidence or prevalence of anxiety disorders or BH referrals, so there is
no available baseline data on the rate of anxiety-related diagnosis, screening, or referral.
Key stakeholders include the patients, who will benefit directly from improved healthcare
screening and delivery, leading to improved individual outcomes in health, wellbeing, and social
functioning. The PCPs benefit from this QI project because they gain expertise about a concise,
easy EBP tool that enriches their healthcare practice and has minimal impact on their workflow.
As stakeholders, the BH providers will benefit from efficient, effective, and timely screenings
and referrals that will help initiate GAD or related treatment sooner and enable better
longitudinal symptom tracking for their clients. Both the clinic and larger parent company
benefit from the mid to long-term outcomes of improved utilization and reduced spending on
tertiary interventions. The project was designed to maximize the positive impact for all
stakeholders while minimizing direct and indirect costs at the individual, clinic, and system
levels. Using pre-existing resources and internal clinical expertise, this project was able to add
significant value to all stakeholders with minimal resource consumption.
Planning the Intervention
Within the evolving demands of the value-driven healthcare system, the need for
sustainable EBP improvement is clear. By focusing on the GAD-7 as a diagnostic and
assessment tool, this project’s initiative is aligned with the principles of early-engagement care
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delivery. As emerging technologies advance the ability to detect and intervene before symptoms
manifest or distress, the point of intervention can be much earlier for many health issues, and
thus early-engagement is emerging as the reality of healthcare delivery (Porter-O’Grady &
Malloch, 2018). The use of the GAD-7 screening tool to routinely assess patients aligns with the
emerging early-engagement care model by identifying when and where intervention is needed
more quickly than the current practice enables.
Intervention Process
Complete understanding of EBP is essential to the active engagement of both staff and
patients, which propels the success of the practice change. Prior to the GAD-7 launch, an onsite
education session was conducted to provide the clinic’s PCPs with EBP training on the
indication, use, and interpretation of the GAD-7 screening instrument. Due to COVID-19
restrictions, the education session was conducted via Zoom during the routine, weekly PCP team
meeting time so that disruptions to the providers’ workflow were minimized. The presentation
was recorded and provided to the clinic to utilize in further training efforts as appropriate, which
increases the sustainability of the project. The presentation was developed by this writer, an
experienced psychiatric mental health nurse practitioner (PMHNP) working at the clinic site;
thus, the materials utilized both clinical and practical expertise, as the content was tailored to the
clinic system, its patient population, and existing workflow.
During the education session, the PCPs were asked to respond to pre- and post-test
surveys created by this writer to measure their baseline knowledge of the GAD-7, anxiety
disorders, and treatment (Appendix D). Additional information collected via survey addressed
the participants’ practice experience, perception of anxiety prevalence, and willingness to utilize
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the EBP screening tool in their daily practice (Appendix D). These online surveys were created
in Qualtrics, which enables direct distribution with an emailed link. Prior to the education
intervention, the writer emailed the survey links to the PCPs’ clinical manager, who then emailed
the survey links directly to the participants at the appropriate time, copying the writer to ensure
this step was completed.
The GAD-7 education session took place during the regularly scheduled PCP meeting
after the routine business concluded. Prior to the session, attendees were reminded that
participation was voluntary and that no personal information would be collected; informed
consent was delivered verbally prior to pre-survey distribution. Participants had up to 10 minutes
to complete the first survey, after which the educational session commenced. Written informed
consent and disclosures were included with the pre-test survey. Participants were allotted up to
10 minutes to complete the pre-test survey before the education presentation began. The
education session consisted of an approximately 10-minute PowerPoint presentation followed by
a demonstration of the GAD-7 tool in the EHR and concluded with a 10-to-15-minute discussion
session (Appendix E). Participants were then asked to complete the post-test survey, which was
allotted a 10-minute completion time. After this period, the PCPs were thanked for their
participation and the meeting ended. All participants had another 10 minutes of time before their
clinical schedule resumed; this schedule was intended to prevent workflow concerns and rushed
survey responses. Following the education intervention, the survey data was collected, analyzed,
and interpreted (Appendix D).
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Participants and Recruitment
The clinic’s 20 PCPs were the participants in the QI intervention and were recruited
through convenience sampling. Potential participants were notified via email by this writer one
week prior to the education program about the upcoming project intervention and that
participation would have no effect on their employment status. Participation in the GAD-7
education training and survey completion was completely voluntary, and the clinic
administration fully supported the intervention by providing the PCPs with designated time for
active participation. The GAD-7 will soon become a required part of practice for all clinicians as
part of the clinic’s alignment with the Centers for Medicare and Medicaid’s recommendations
for outcomes metric utilization.
Consent and Ethical Considerations
Consent
Prior to the start of the education presentation, oral informed consent and disclosures of
risk were provided to all participants. During the presentation, the participants were asked to
complete the pre- and post-test questionnaires using an encrypted survey created in Qualtrics. A
risk disclosure form prefaced the survey questions within the tool, and participants
acknowledged their consent by completing the survey. Qualtrics does not collect personal
identifiers and provides secure and blinded participant responses. With the use of anonymous
surveys and encrypted data storage, there was no need for personal information protection or deidentification measures. Prior to implementation, this project proposal was approved by the
Institutional Review Board (IRB) at the University of Arizona to ensure ethical competency
(Appendix A).
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Ethical Considerations
The core principles of ethical research were intentionally integrated into the project
design. The principle of justice, which ensures fair and equal treatment at the individual and
societal level, was central to the project’s objective of educating PCPs about the GAD-7 so that
they can effectively use the tool to improve patient care delivery and better serving the needs of
all patients at the clinic. Respect for persons was incorporated in the project through the
anonymity of the data collection, which prevented the participants from potential harm related to
possible disclosures of lesser knowledge of the GAD-7 and anxiety treatment. The project was
designed to embody the principle of beneficence, which seeks to minimize potential for harm and
maximizes potential benefits. By providing robust EBP education to the PCPs on the GAD-7
screening tool, the potential for improved detection of anxiety and earlier treatment interventions
was expanded, and the benefits for the participants and the clinic’s patients were bolstered.
Additionally, the project design minimized risks for the participants by providing dedicated time
in accordance with the routine workflow in order to preclude the addition of any burdens on the
PCPs’ workloads.
Data Collection
The raw data from the survey results were automatically collected by the online survey
tool immediately after the session. This data did not include any identifying information and is
stored on an encrypted file on a secure personal computer. Qualtrics automatically collects the
survey answers and data, facilitating data analysis. The clinic administration denied the writer’s
request to conduct a chart audit both before and after the education session; thus, there is no
available data on the rates of both GAD-7 use and GAD diagnosis and referral. This issue
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undermines the principles of MBC and inherently limited the scope of data analysis conducted
through the QI project.
Data Analysis
Descriptive statistics were used to analyze and interpret the data collected from the
surveys. By comparing the pre- and post-test surveys, the efficacy of the education presentation
was examined, along with any possible change in the providers’ confidence in GAD assessment
or GAD-7 utilization. The participants’ pooled responses were compared to analyze the impact
of the educational intervention on the providers’ confidence in the GAD-7. The correlation
between the providers’ years of experience with their reported GAD confidence was also
explored. Data outcomes are presented in the form of bar graphs and breakdown bars to facilitate
visual interpretation and dissemination while emphasizing the importance of MBC.
RESULTS
Participants and Demographics
The clinic’s 20 PCPs were all present at the education session, either in person or via
Zoom teleconference. The professional backgrounds of the PCPs included nurse practitioners,
doctors of osteopathic (DO) medicine, medical physicians, and physician assistants. Additional
clinic staff observed the presentation but did not participate in the survey completion. Of the 20
PCPs, 12 (60 %) reported practicing for five or more years in a primary care setting. Three
participants (15%) reported less than one year of clinical practice experience. No other
demographic information was collected from the participants.
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Sample and Associated Weaknesses
Of the 20 initial participants, only 19 responded to all the pre-test survey questions.
Twelve participants completed the post-test survey. There was no apparent cause of the 37%
participant attrition rate either in concurrent observation or subsequent data analysis. With such a
high attrition rate, the resulting data is subject to attrition bias, which can be assumed to have a
measurable effect on the data and outcome (Bankhead, Aronson, & Nunan, 2017).
Notably, of the 20 pre-survey respondents, eight PCPs completed the pre-test survey after
the education session. With 40% of the participants failing to follow the project’s procedures, the
resulting data is skewed, which subsequently impacted the analysis, interpretation, and MBC
findings. The interpretation of this phenomenon can manifest in several ways: participants’
negligence, apathy, or confusion; poorly written or communication project information; or
unknown factors. Compounded with the attrition bias, this occurrence diminished the capacity
for objective evaluation of the education intervention.
Outcomes
Among the most experienced PCPs, those who reported five or more years of clinical
practice, over 41% felt either Somewhat or Very Comfortable with using the GAD-7 in their
practice. Comparatively, all the PCPs who reported one year or less of clinical experience rated
their comfort level as Somewhat Comfortable or greater (Figure 1). Viewed broadly, the data
shows an inverse relationship between the PCPs’ level of comfort with the GAD-7 and their
years of experience (Figure 1).
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Figure 1
PCPs’ Comfort with GAD-7 Use According to Years of Experience

Note. The percentage of PCPs who reported feeling either Somewhat or Very Comfortable with the GAD-7 steadily
declined as the experience level of the groups increased.

When the PCPs’ comfort level is compared to their previous use of the GAD-7 in clinical
practice, the data shows that increased comfort was largely congruent to GAD-7 utilization
(Figure 2). Due to the limits of the data, it is indeterminable as to whether the increased comfort
level precedes the use of the GAD-7, or instead is the result of previous clinical use. All of the
participants who reported feeling Very Comfortable also reported prior GAD-7 use; however,
51% of respondents who reported feeling Somewhat Uncomfortable also reported prior use,
making interpretation difficult (Figure 2). The frequency of GAD-7 use was not assessed in the
pre-test survey; this question could have provided more insight into this phenomenon.
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Figure 2
PCPs’ Comfort with GAD-7 Use According to Prior GAD-7 Use

Note. A “yes” response indicated any amount of GAD-7 use.

For this QI project, one of most important measurements was the level of the PCPs’
GAD-7 knowledge. Prior to the education session intervention, 40% of the PCPs rated their
knowledge as Somewhat Knowledgeable or better; following the GAD-7 education session, all
the responding PCPs rated themselves as Somewhat Knowledgeable or better (Figure 3).
Although participant attrition may have affected this outcome, overall, this supports the efficacy
of the GAD-7 education intervention in improving PCPs’ knowledge.
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Figure 3
Changes in PCPs’ GAD-7 Knowledge

Note. Prior to the GAD-7 education session, only 40% of PCPs described their overall GAD-7 knowledge as
Somewhat Knowledgeable or Very Knowledgeable. Following the presentation, 100% of the participants described
their GAD-7 knowledge as Somewhat Knowledgeable or Very Knowledgeable.

The post-test survey data shows that, overall, the participating PCPs believed that using
the GAD-7 would improve their ability to both assess patients for anxiety symptoms and
recognize patients who need further treatment or BH referral. All the participants reported that
the GAD-7 would improve their ability to identify patients for BH referral. Notably, only 83% of
participants (10) reported that they felt confident that the GAD-7 would improve their ability to
assess patients for anxiety. The remaining two (17%) PCPs who selected “Unsure” for this
question both rated their knowledge level as Somewhat Knowledgeable and identified patients’
dishonesty or manipulation as a GAD-7 barrier. The relationship between PCP knowledge and
confidence in the GAD-7 as an assessment tool is demonstrated in Figure 4 and may indicate that
improved general GAD-7 knowledge improves providers’ confidence in its validity and utility.
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Figure 4
GAD-7 Knowledge and Associated Confidence in GAD-7 as an Assessment Tool

Note. The x-axis indicates the respondents’ level of GAD-7 and GAD knowledge after the education session; all
participants selected either Very or Somewhat Knowledgeable.

Perceived Barriers
In the post-test survey, question six asked the participants to describe potential barriers to
GAD-7 use in their clinical practice (Appendix D). In the range of 12 written answers, four
responses cited that a patient’s lack of honesty and/or manipulating behavior was a major barrier
to effective GAD-7 use. Another response described the provider’s inexperience with the GAD7, while two others cited the possibility of dementia in the patient making the screening
ineffectual. Three of the 12 respondents reported no perceived barriers to routine GAD-7
utilization at the clinic.
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Perceived Benefits
The post-test survey question seven asked the participants to describe potential benefits to
GAD-7 use in their clinical practice (Appendix D). All the respondents expressed general
sentiment that routing GAD-7 use would help in the early detection and treatment of GAD
among the clinic’s patient population. The universally positive response to this question implies
that the educational intervention was successful in demonstrating the importance and efficacy of
the GAD-7. One participant noted that the primary benefit GAD-7 use is “tracking treatment
efficacy,” a tenet of MBC. This statement reflects the lack of MBC-based current practices at the
clinic and connects directly to the project’s purpose.
DISCUSSION
Summary
The purpose of this QI project was to increase the knowledge of PCPs who will use the
GAD-7 screening tool as part of the clinic’s new standard of care. The GAD-7 is a widely
validated, evidence-based instrument that can facilitate MBC and improve healthcare delivery.
Disparities between GAD prevalence and treatment rates indicate that many with GAD are
undiagnosed and untreated. Using the GAD-7 to screen all patients for anxiety symptoms during
their PCP visits will identify more undertreated individuals and help close the gap in care.
The project intervention was a GAD-7 education session that was specifically designed
for the clinic’s EHR and operational practices. The presentation was delivered to the clinic’s
PCPs with minimal workflow disruption and fostered interdisciplinary and interprofessional
collaboration: essentials for high-quality integrative care. Anonymous, online surveys were used
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both before and after the education presentation to assess the participants’ knowledge,
experience with, and attitude towards the GAD-7.
Correlation to Theoretical Framework
The project was designed in accordance with the CCM theoretical framework and
Kitson’s framework for EBP implementation. Both frameworks place emphasis on coordinated,
systematic changes that draw active involvement from all organizational levels. The CCM
advocates for effective collaboration and knowledge integration; this project focused on
interdisciplinary education about the GAD-7 and its use as a screening tool in effective
integrative practice.
In the clinic’s primarily geriatric population, the treatment of GAD is often in the setting
of medical and mental comorbidities. This increased level of complexity necessitates careful
coordination and interdisciplinary collaboration for optimal GAD screening and treatment. The
CCM is comprehensive QI model that generates systemic organizational change and utilizes
clinical tools like the GAD-7, EBP guidelines, and technology to boost MBC, data sharing, and
integrative collaboration throughout the organization. In accordance with the CCM, this project
utilized technology to disseminate EBP knowledge of anxiety and the GAD-7 to the providers
who directly care for patients and can enact immediate improvements in care quality at the
individual and collective level.
Interpretations
This QI project’s high attrition rate and participant compliance issues may be either a
corollary of or indicative of the well-known challenge of enacting meaningful change in the
healthcare organizations. The consequences of pre-existing and anticipated strains on providers’
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workflow processes, time, and overall workload often inhibit or undermine quality improvement
efforts, whether at the micro or macro level. It is possible that both conscious and unconscious
concerns about the GAD-7’s impact on workflow influenced the PCPs’ participation, resulting in
a form of performance bias. Similarly, the PCPs may have been influenced by their own previous
experience with EHR-embedded screenings or practice changes, or from their preconceived
notions of anxiety disorders, the GAD-7, or feelings about interprofessional education delivery.
All these retrospective interpretations are plausible both singularly and collectively; however,
their true relevance is in guiding the refinement and sustainability of the QI process.
One post-test response stated that the largest benefit of the education session itself was
learning that the cut-off score of ‘7’ for the geriatric population is the current EBP
recommendation, which reaffirms both the general value of the intervention along with the
importance of EBP education and care practices. Arguably, the robust validity and utility of the
GAD-7 mitigate the inconclusive data outcomes of this project, which affirms its implementation
and continued use in the clinic system.
The data collectively demonstrates the efficacy of the educational presentation in
improving GAD-7 user knowledge and comfort among the participants. Although shortcomings
in the survey questions and recorded responses limited the quantity and interpretation of data
yielded from the intervention, the positive impact of the education session and overall project are
evident (Figure 3). The final component of education presentation was time for questions which
provided a unique opportunity for direct and open communication between BH and PCP
providers and led to a larger discussion among providers regarding anxiety assessment,
treatment, psychopharmacology, and integrative practices at the clinic. The intervention was also

41

an interprofessional education session; it facilitated interprofessional collaboration and
ultimately enhanced the cohesiveness of the integrative care practices for anxiety.
Practice Implications
Despite several shortcomings, the data analysis provided limited but locally applicable
information. The positive impact of the educational intervention demonstrates that quality, EBPbased education is an essential component of QI related practice changes. The outcomes show
that the clinic should continue to utilize dynamic education sessions to deliver EBP and
rationales that support planned practice changes. Increased knowledge often improves the rate of
adoption of and adherence to practice changes, creates common goals, and fosters shared
governance. For the clinic, the education session facilitated interprofessional knowledge
exchanges among nurse practitioners, physicians, and physician assistants, collaboration that is
not always prioritized in a clinical setting. By enabling healthcare providers of diverse
professional backgrounds to develop and lead clinical education efforts, the clinic empowers its
members to share their expertise. This improves the diversity of collective clinical knowledge,
which strengthens organizational culture and advances the quality of healthcare delivery.
Limitations
This project had limitations from both internal and external sources. First, the lack of
hard data was a significant external limitation that restricted the initial application of MBC
principles. Another limitation is the possibility of internal bias, specifically familiarity bias or the
Hawthorne effect, where participants behave differently because they know that they are being
observed (Spencer & Mathani, 2017). The project participants may have skewed their answers to
a more positive response knowing that the project was implemented by their colleague. Finally,
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another source of potential internal limitation was the survey format. Some questions written in a
manner that was broad and slightly vague; rephrasing these questions could capture more
nuanced information. Additionally, refining the survey format to coordinate each participants’
pre- and post-test surveys would enable stronger correlational data analysis. To avoid discordant
survey completion, as occurred when many participants completed the pre-test survey after the
presentation, additional restrictions on survey availability could be implemented using Qualtrics
design tools
Strengths
This QI project had several strengths. First, EBP was the key focus of the project
throughout its development and implementation. The breadth and depth of EBP detailed in the
background and literature synthesis sections showcase the strong evidentiary support for the
project’s purpose. Weaving strong EBP throughout the project bolstered its immediate impact
and overall value. Noticeably, the evidentiary support of the project’s concept was so substantial
that when it was proposed to the clinic, the administrators went ahead and mandated the sitewide
adoption of the GAD-7 as standard of care for all patients. On significant factor that strengthened
the evidentiary support was that the project was developed by a clinic employee who had
intimate and invaluable knowledge of the clinic’s culture, workflow, EHR, and needs. The
project’s focus on MBC is an example of the benefits of the embedded project lead;
understanding the clinic’s need to comply with CMS standards, the focus on MBC with GAD-7
use was a prudent project component.
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DNP Essentials Addressed
Perhaps the greatest strength of this project is its strong connection to the DNP Essentials
that are fundamental to DNP practice and are interwoven throughout the doctorate program.
DNP Essential I: Scientific Underpinnings for Practice, states that nursing practice at the
doctoral level is steeped in scientific knowledge (American Association of Colleges of Nursing
[AACN], 2006). This project meets this essential through the development of an EBP-based
education program that directly impacted clinical practice at the host site. As a QI project
implemented in an integrated community clinic system, this project also aligns with DNP
Essential II: Organizational and Systems Leadership for Quality Improvement and Systems
Thinking, which states that DNP graduates must know how to work within an organizational
system and develop leadership skills to address to issue within the system with the goal of
improving healthcare outcomes (AACN, 2006). This project provides an EBP education program
to an organization that operates as an integrated healthcare system about an assessment tool that
will improve patient outcomes. DNP Essential III: Clinical Scholarship and Analytical Methods
for Evidence-Based Practice, states DNP provider utilize a variety of scholarly activities and
research to promote EBP (AACN, 2006). In utilizing a highly researched assessment tool (GAD7), this project sought to promote evidence-based and integrative practices through scholarly
means and educate PCPs about the use of the GAD-7 to create a practice based in EBP and
MBC.
This project also encompassed DNP Essential IV: Information Systems/Technology and
Patient Care Technology for the Improvement and Transformation of Health Care, which states
that understanding and utilizing healthcare technology is vital working within a healthcare
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system (AACN, 2006). The project used technology to deliver the education program, and the
program discusses how the PCPs will utilize their current EHR system to capture the GAD-7
data for each patient.
DNP Essential VI: Interprofessional Collaboration for Improving Patient and Population
Health Outcomes, discusses the importance of DNP providers working with all types of
healthcare workers and other collaterals to deliver and improve healthcare outcomes for our
patients (AACN, 2006). The project is steeped in collaboration as a PMHNP is providing an
education program about a behavioral health assessment tool that can be utilized by PCPs in their
primary care setting. Further, DNP Essential VII: Clinical Prevention and Population Health for
Improving the Nation’s Health, states that clinical prevention or health promotion is key to
improving patient’s health, and this prevention which is intertwined with an understanding of
population health is crucial to advancing healthcare (AACN, 2006). The QI project is imbued
with this essential by focusing on a specific population and providing education about an
assessment tool that will lead to risk reduction in anxiety symptoms for patients.
Finally, this project also addressed DNP Essential VIII: Advance Nursing Practice, which
asserts that DNP-prepared practitioners should display a refined state of advanced nursing skills
that can be applied across a variety of settings and systems (AACN, 2006). The project
employed an educator who is an advanced practice registered nurse (APRN) who provided an
education program about using an assessment tool to other APRNs in order for the participating
PCPs to provide an advanced level of nursing care.
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Recommendations
This QI project generated several recommendations for the clinic system. In accordance
with the project outcomes and the synthesized literary evidence, the clinic should continue to use
the GAD-7 as part of standardized care for all patients at each primary care visit. The clinic
should utilize existing EHR tools to generate reports regarding GAD-7 use and related outcome
measures such as BH referral rates, diagnosis rates for GAD-7 and other anxiety disorders, and
treatment outcomes. These MBC reports should be shared directly and routinely with the
providers to inform them of the progress of the quality improvement change at the organizational
and individual levels. Longitudinal GAD-7 tracking reports should be shared with patients as
part of their individual treatment plan.
The GAD-7 data reports should be used to inform organizational decision-making and
future quality improvement initiatives. Using the GAD-7 initiative as a paradigm for MBC
quality improvement, similar EHR-embedded screening tools and data analysis should be
implemented to address other medical and psychiatric conditions. This expansion of standardized
MBC healthcare delivery would positively impact patient outcomes and organizational
efficiency.
Finally, the clinic should continue to use the recorded education presentation for initial
and continuing education regarding anxiety assessment, treatment, and GAD-7 utilization for
clinical care providers of all professional backgrounds. This project’s outcomes demonstrate the
efficacy of the presentation in improving PCPs’ knowledge and familiarity with the GAD-7
screening tool. This education approach should be replicated for other similar QI initiatives, as it
is minimally disruptive, utilizes pre-existing resources, and draws from the knowledge of the
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organization’s own clinical experts. This method facilitates interdisciplinary education and
communication, which can improve integrative care practices and organizational culture.
Conclusions
The presented evidence clearly shows that anxiety is a widely prevalent and often chronic
disorder that has substantial effects upon the individual, the healthcare system, and society. As
one of the most cost-consequential conditions in the nation, the efficient and effective
management of anxiety must be the universal standard of care, with consistent and timely
assessment at the foundation. The GAD-7 is a highly reliable and effective screening tool that
can be utilized easily in multiple settings and with multiple populations. Thus, the GAD-7 is an
ideal tool for use with adult and geriatric populations in primary care settings. With
comprehensive, systematic screenings and the meaningful collection and utilization of patient
data, significant improvements in the quality of care can be made, improving patient outcomes,
and reducing organizational spending. The comprehensive burden of GAD can be substantial for
both individuals and communities; is it undeniably detrimental to the healthcare system. Without
standardized screenings, the physical and mental burden of GAD rises for patients, and the
financial encumbrance increases for the patients, the clinic, and the system’s payors.
This QI project sought to improve PCPs’ knowledge and familiarity of anxiety disorders,
assessment, treatment, and use of the GAD-7 screening instrument. At an integrative, outpatient
clinical system, the participating PCPs were asked to complete surveys both before and after the
presentation of a brief education session. The surveys assessed the participants’ clinical
experience, anxiety disorder and GAD-7 knowledge, and GAD-7 utilization. The data outcomes
showed an overall improvement in the participants’ GAD-7 knowledge and attitudes towards
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routine GAD-7 clinical use. The education session successfully increased PCPs’ overall GAD-7
knowledge which will increase the success of the GAD-7 implementation at the clinic as part of
routine patient care. By enhancing the PCPs’ GAD-7 clinical knowledge, the project helped
address a significant gap in integrative and MBC care. Continued use of the GAD-7 as part of the
clinic’s care delivery model will improve outcomes for individual patients and the clinic system
as a whole.
Plan for Sustainability
Sustainability was a central consideration of this QI project design. By utilizing the
components clinic’s existing EHR, the intervention requires no additional resources for
maintenance. By recording the GAD-7 presentation, the educational component of the
intervention is easily shared and re-watched, facilitating future educational reinforcement or
trainings. By applying MBC principles to a critical aspect of clinical practice by using a
validated tool with clear outcome measurements within its EHR, the clinic is well-positioned to
easily track, analyze, and utilize data that can be used to inform decision making at the individual
and organizational level. Such data can provide a clear understanding of the value of GAD-7 use
within the system, which would likely reinforce the continued use of the GAD-7 as component
of standard care delivery.
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APPENDIX B:
CONSENT DOCUMENT (RISK DISCLOSURE CONTENT FOR SURVEYS)
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Risk Disclosure Content for Surveys
GAD-7 Education at Caremore Health
Voluntary Disclosure Consent
Instruction: Please read carefully
The purpose of this quality improvement project is to evaluate the impact on participant
knowledge and self-efficacy following an educational training on the indication, use, and
significance of the GAD-7 assessment tool. The goal is to improve the confidence and
preparedness of Caremore staff to utilize the GAD-7 in clinical practice.
If you choose to participate in this project, you will be asked to:
1. Participate in a brief educational training on the GAD-7, which includes a presentation
and discussion.
2. Take a pre- and post-survey about your knowledge and comfort level regarding the use of
the GAD-7 in routine clinical practice.
It will take approximately 2-10 minutes to complete each of the pre- and post-surveys.
Responses to both surveys are completely anonymous. Other than knowledge gained from the
educational program, you will receive no immediate benefit from your participation. There are
no anticipated risks associated with participation in this project.
If you choose to participate in this project, please note that participation is completely voluntary,
and each participant has the right to refuse without penalty. You may withdraw from the project
at any time. You may choose to attend only the didactic training and skip the survey completion.
When completing the surveys, you may skip any question that you choose not to answer.
For questions or concerns regarding this quality improvement project, you may contact:
Brett Curran, MSN, MA, PMHNP-BC
University of Arizona DNP Student
Phone: 205-529-1782
Email: bcurran@email.arizona.edu
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Hello Caremore Clinicians,
Hopefully, this email finds you all healthy and well. As Caremore prepares to incorporate
the GAD-7 Anxiety assessment tool into the annual patient screening package, I am working to
ensure that all primary care clinicians feel comfortable using the GAD-7 in routine patient care. I
am Brett Curran, a Psychiatric Mental Health Nurse Practitioner here at Caremore, and next
week during the clinical team meeting I will provide an optional education session regarding the
use of the GAD-7. This presentation is part of a quality improvement project that I am
conducting through the Doctor of Nursing Practice program at the University of Arizona. The
project seeks to assess Caremore clinicians’ baseline knowledge of the GAD-7, anxiety
disorders, and treatment. Project participation includes the completion of brief, anonymous
surveys both before and after the education session. This email contains a link to the pre- and
posttest surveys, which can each be completed online in roughly 2-5 minutes. Additional
information collected via survey will address the participants’ practice experience, perception of
anxiety prevalence, and willingness to utilize the GAD-7 in daily practice.
Attendance at the education session is not mandatory and disclosure about the project is
listed below and is also available via attachment to this email. Participation in every phase of the
project is completely voluntary; you may attend the education session but decline to complete
either or both surveys. If you decline or cannot attend the education session, a recording of the
presentation will be available for review. If you have any questions or concerns about the
project, the GAD-7, anxiety, or other behavioral health issues, please do not hesitate to contact
me directly. Thank you for your time and consideration.
Best,
Brett Curran, MSN, MA, PMHNP-BC
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Content for the Survey Link Emails to Participants
Pre-test Survey Link
Hello Caremore Clinicians,
Thank you for considering participation in Brett Curran’s quality improvement project.
As a reminder, this project seeks to assess Caremore clinicians’ baseline knowledge and attitudes
towards the GAD-7, anxiety disorders, and treatment. Prior to the educational presentation,
please complete the following brief survey. It should take approximately 2-10 minutes to
complete this online, anonymous survey. After the presentation, you will be asked to complete a
similar posttest survey. Your time and participation are valued and appreciated.
Thank you,
Brett Curran, MSN, MA, PMHNP-BC
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Posttest Survey Link
Hello Caremore Clinicians,
Thank you for your ongoing participation in the GAD-7 quality improvement project. As
a reminder, this project seeks to assess Caremore clinicians’ baseline knowledge and attitudes
towards the GAD-7, anxiety disorders, and treatment. Now that you have viewed the educational
presentation, please complete the following posttest survey. It should take approximately 2-10
minutes to complete this online, anonymous survey. After the survey is completed, your
participation in the project q complete. I truly appreciate your participation and attention in
completing this project. As your colleague, I am happy to serve as a resource for any questions
regarding any aspect of the project, of the GAD-7 instrument, or anxiety disorders; please reach
out to me at any time. I sincerely thank you for your participation.
Best,
Brett Curran, MSN, MA, PMHNP-BC
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APPENDIX D:
EVALUATION INSTRUMENTS (PRE-SURVEY GAD-7 EDUCATION ONLINE SURVEY /
GAD-7 QUESTIONNAIRE)
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Content for the Pre-Survey GAD-7 Education Online Survey
1.

How long have you been a practicing medical provider?
a. 0-1 years
b. 1-3 years
c. 3-5 years
d. 5+ years

2.

How long have you worked in Primary Care?
a. 0-1 years
b. 1-3 years
c. 3-5 years
d. 5+ years

3.

Have you ever used a GAD-7 in your primary care practice?
a. Yes
b. No

4.

How many patients in your primary care setting present with anxiety per day?
a. 0-1
b. 2-3
c. 3-4
d. 5+

5.

How comfortable are you with using the GAD-7 in a primary care setting?
a. Very comfortable
b. Somewhat comfortable
c. Neither comfortable nor uncomfortable
d. Somewhat uncomfortable
e. Very uncomfortable

6.

How knowledgeable do you think you are about the overall use, interpretation, and
medical/behavioral health treatment recommendations based on the GAD-7 assessment?
a. Very knowledgeable
b. Somewhat knowledgeable
c. Neither knowledgeable nor unknowledgeable
d. Somewhat unknowledgeable
e. Very unknowledgeable
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Content for the Post-Survey GAD-7 Education Online Survey
1.

How comfortable are you with using the GAD-7 in a primary care setting?
a. Very comfortable
b. Somewhat comfortable
c. Neither comfortable nor uncomfortable
d. Somewhat uncomfortable
e. Very uncomfortable

2.

How knowledgeable do you think you are about the overall use, interpretation, and
medical/behavioral health treatment recommendations based on the GAD-7 assessment?
a. Very knowledgeable
b. Somewhat knowledgeable
c. Neither knowledgeable nor unknowledgeable
d. Somewhat unknowledgeable
e. Very unknowledgeable

3.

Do you feel confident that using the GAD-7 will improve your ability to assess anxiety in
a primary care setting?
a. Yes
b. No

4.

Do you feel confident that using the GAD-7 will improve your ability to identify patients
for referral to behavioral health services?
a. Yes
b. No

5.

Do you feel confident that using the GAD-7 will improve your ability to identify patients
for medical treatment in a primary care setting?
a. Yes
b. No

6. What are the perceived barriers you foresee about using the GAD-7?
______________________________________________________________________________
______________________________________________________________________________
7. What are the perceived benefits you foresee about using the GAD-7?
______________________________________________________________________________
______________________________________________________________________________
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GAD-7 Questionnaire

(Spitzer et al., 2006).
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APPENDIX E:
PARTICIPANT MATERIAL (PCP EDUCATIONAL PRESENTATION SLIDESHOW)

62

PCP Educational Presentation Slideshow
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APPENDIX F:
ADAPTED CHRONIC CARE MODEL / PROJECT LOGIC MODEL / KITSON’S
FRAMEWORK OF EBP
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Kitson’s Framework of EBP

(Kitson et al., 1998)
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APPENDIX G:
LITERATURE REVIEW GRID
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Pub. Year; Author’s
Last Name

Title of Publication

Type of Study

Main Outcomes of Findings

Support for and or
Link to Project

Alharthy, Alrajeh,
Almutairi, & Alhajri
(2017)

Assessment of Anxiety
Level of Emergency
Health‑care Workers by
Generalized Anxiety
Disorder‑7 Tool

Cross sectional
study design

The results of this study indicated
that 48% of the subjects were
observed without an anxiety
disorder. However, moderate to mild
degrees of anxiety disorder was
identified among 20.7% and 23.7%
of the subjects, respectively. Severe
anxiety disorder was found among
7.6% of the respondents.

This research shows that
the GAD-7 is an
appropriate screening tool
to assess anxiety in
adults.

Budikayanti, Larasari,
Malik, Syeban,
Indrawati, & Octaviana,
(2019)

Screening of
Generalized Anxiety
Disorder in Patients
with Epilepsy: Using a
Valid and Reliable
Indonesian Version of
Generalized Anxiety
Disorder-7 (GAD-7).

Cross sectional
study

GAD-7 has been found to be a valid
anxiety screening for individuals
with epilepsy. This study looked to
find a valid and reliable Indonesian
version of the GAD-7 for those with
epilepsy.

GAD-7 is an appropriate
anxiety screening tool
that could be
incorporated into the
primary care setting. This
study shows that it is an
effective screening tool
even for patients with
specific illnesses.

Coexisting geriatric
anxiety and depressive
disorders may increase
the risk of ischemic
heart disease
mortality—a nationwide

Longitudinal Cohort
Study

Chang, Lee, Chen, Chen,
Yang, & Chen (2017)

Findings indicate the Indonesian
version of the GAD-7 was valid and
reliable screening tool for individuals
with epilepsy. The study also found
that sociodemographic and clinical
characteristics had no significant
association with presence of GAD.
Coexisting anxiety and depressive
symptoms can increase the mortality
risk of geriatric patients.

Anxiety symptoms can
impact the mortality risk
of geriatric patients;
therefore it is important
to assess for anxiety

69
Pub. Year; Author’s
Last Name

Title of Publication

Type of Study

Main Outcomes of Findings

longitudinal cohort
study.
Herr, Williams,
Benjamin, & McDuffie
(2014)

Support for and or
Link to Project
symptoms on a regular
basis.

Does this patient have
generalized anxiety or
panic disorder? The
rational clinical
examination systematic
review.

Systematic Review

Jetelina, Woodson,
Gunn, Muller, Clark,
DeVoe,
Balasubramanian, &
Cohen (2018)

Evaluation of an
electronic health record
(EHR) tool for
integrated behavioral
health in primary care.

Convergent mixed
methods proof-ofconcept study

Implementation of behavioral health
screenings (PHQ-9 and GAD-7) in a
primary care setting improved the
process of care for patients.

Implementing the GAD-7
as a regular screening
assessment in a primary
care setting will improve
the patients’ overall
health care.

Kujanpaa, Jokelainen,
Auvinen, & Timonen
(2016)

Generalized anxiety
disorder symptoms and
utilization of health care

Cross sectional
study of 1966 birth
cohort in primary
care setting

Findings indicate that those who
tested positive for GAD had 112%
more total health care visits, 74%
more total physician visits, 115%
more visits to health centers, 133%
more health center provider visits,
160% more visits to secondary care,
and 775% more mental health care
visits than those who tested negative.

Research shows that
individuals screened with
the GAD-7 and test
positive utilize more
medical and behavioral
health services.

services. A crosssectional study from the
‘‘Northern Finland 1966
Birth
Cohort’’

Out of various anxiety screening
tools the GAD-7 was found to be the
best performing assessment tool for
generalized anxiety symptoms.
The GAD-7 has good performance
characteristics that support use in a
primary care setting.

GAD-7 is an appropriate
anxiety screening tool
that could be
incorporated into the
primary care setting and
help assess anxiety
symptoms.
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Pub. Year; Author’s
Last Name

Title of Publication

Type of Study

Main Outcomes of Findings

Support for and or
Link to Project

People with GAD symptoms utilize
health care services more than other
people.
Makulowich (2019)

Identification of Patients
with Anxiety Symptoms
in an Integrated
Community Care Clinic
among a Predominately
Latino Patient
Population

Case control study

GAD-7 was found to be a significant
screening tool that could differentiate
between subclinical anxiety and
anxiety disorders.

Moreno, MuñozNavarro, Adrián
Medrano, GonzálezBlanch, Ruiz-Rodríguez,
Limonero, Moretti,
Cano-Vindel, &
Morianaa (2018)

Factorial invariance of a
computerized version of
the GAD-7 across
various demographic
groups and over time in
primary care patients.

Cohort study

The GAD-7 was found to be both
reliable and valid for anxiety
symptom screening and for
monitoring response for treatment.

GAD-7 is an appropriate
anxiety screening tool
that could be
incorporated into the
primary care setting and
help assess anxiety
symptoms.

Qu & Sheng (2015)

Diagnostic test of
screening generalized
anxiety disorders in
general hospital
psychological
department with GAD7.

Case control study

GAD-7 was compared to the MiniInternational Neuropsychiatric
Interview (MINI) the gold standard
for diagnosing generalized anxiety.

This research shows that
the GAD-7 is an
appropriate screening tool
to assess anxiety in an
outpatient setting.

GAD-7 would be a useful screening
tool for assessing anxiety disorder in
an integrated setting that sees
Hispanic patients.

Findings indicate that the GAD-7 is a
reliable and valid screening tool that
can be utilized to assess generalized
anxiety in an outpatient setting.

GAD-7 is an appropriate
anxiety screening tool
that could be
incorporated into the
primary care setting and
help assess anxiety
symptoms.
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Pub. Year; Author’s
Last Name

Title of Publication

Type of Study

Main Outcomes of Findings

Support for and or
Link to Project

Seritan, Haller, Linde,
Orgera, Fisher, Iosif,
Jackson-Triche, &
Bourgeois (2018)

The Psychiatric
Assessment and Brief
Intervention program:
partnering with primary
care providers.

Cohort Study

Using the GAD-7 as part of a brief
psychiatric intervention program
improved access to mental health
treatment for primary care patients.

Demonstrates the efficacy
of the GAD-7 as both an
independent intervention
and an outcome
measurement; part of
measurement-based care.

Vasiliadis, Chudzinski,
Gontijo-Guerra, &
Préville (2015)

Screening instruments
for a population of older
adults: The 10-item
Kessler Psychological
Distress Scale (K10)
and the 7-item
Generalized Anxiety
Disorder Scale (GAD-7)

Cross sectional
survey on a sample
of adults 65 and
older across settings
primary care
settings

K10 screening was able to
significantly discriminate between
cases and non-cases when screening
for depression in older adult
population of primary care service
users

Research shows that the
GAD-7 is an effective
screening tool for
assessing anxiety in the
geriatric population in a
primary care setting.

Assessing generalized
anxiety disorder in
elderly people using the
GAD-7 and GAD-2
scales: Results of a
validation study.

Criterion
standard/cohort
study

Wild, Eckl, Herzog,
Niehoff, Lechner,
Maatouk, Schellberg,
Brenner, Müller, &
Löwe (2014)

GAD-7 screening was able to
significantly discriminate between
cases and non-cases when screening
for anxiety in older adult population
of primary care service users
The GAD-7 and GAD-2 were found
to be valid assessment tools for
assessing anxiety symptoms for
geriatric patients in a generalized
setting.

GAD-7 is an appropriate
anxiety screening tool for
geriatric populations that
could be incorporated
into the primary care
setting and help assess
anxiety symptoms.

72

REFERENCES
Alharthy, N., Alrajeh, O. A., Almutairi, M., & Alhajri, A. (2017). Assessment of anxiety level of
emergency health-care workers by generalized anxiety disorder-7 tool. International
Journal of Applied and Basic Medical Research, 7(3), 150-154.
Ahmad, F., Shakya, Y., Ginsburg, L., Lou, W., Ng, P. T., Rashid, M., Ferrari, M., Ledwos, C., &
McKenzie, K. (2016). Burden of common mental disorders in a community health centre
sample. Canadian Family Physician Medecin de Famille Canadien, 62(12), e758–e766.
American Association of Colleges of Nursing. (2006). DNP essentials. AACN. Retrieved from
https://www.aacnnursing.org/Portals/42/Publications/DNPEssentials.pdf
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders
(5th ed.). https://doi.org/10.1176/appi.books.9780890425596
Anxiety and Depression Association of America (ADAA). (2018). Understanding GAD - and the
symptoms. https://adaa.org/understanding-anxiety/generalized-anxiety-disorder-gad
Arizona Department of Health Services. (2019, April). 2019 Arizona State Health Assessment.
https://www.azdhs.gov/documents/operations/managing-excellence/2019-state-healthassessment.pdf
Bankhead, C., Aronson, J. K., & Nunan, D. (2017). Attrition bias. In Catalogue of bias. Sackett
Catalogue of Bias Collaboration. https://catalogofbias.org/biases/attrition-bias/
Bauer, M., Miller, C., Kim, B., Lew, R., Stolzmann, K., Sullivan, J., Riendeau, R., Pitcock, J.,
Williamson, A., Connolly, S., Elwy, A. R., & Weaver, K. (2019). Effectiveness of
implementing a collaborative chronic care model for clinician teams on patient outcomes
and health status in mental health. JAMA Network Open, 2(3).
doi:10.1001/jamanetworkopen.2019.0230
Chang, W. H., Lee, I. H., Chen, W. T., Chen, P. S., Yang, Y. K., & Chen, K. C. (2017).
Coexisting geriatric anxiety and depressive disorders may increase the risk of ischemic
heart disease mortality—a nationwide longitudinal cohort study. International Journal of
Geriatric Psychiatry, 32(12), E25-E33.
Dark, T., Flynn, H., Rust, G., Kinsell, H., & Harman, J. (2017). Epidemiology of emergency
department visits for anxiety in the United States: 2009–2011. Psychiatric Services, 68,
238-244. doi:10.1176/appi.ps.201600148
Davy, C., Bleasel, J., Liu, H., Tchan, M., Ponniah, S., & Brown, A. (2015). Effectiveness of
chronic care models: opportunities for improving healthcare practice and health
outcomes: A systematic review. BMC Health Services Research, 15(194).
https://doi.org/10.1186/s12913-015-0854-8

73

Edmund, S. & Sheppard, K. (2018). The challenge of generalized anxiety disorder in primary
care. The Nurse Practitioner, 43(4), 14-18. doi:10.1097/01.NPR.0000531075.19182.0b
Fortney, J. C., Unützer, J., Wrenn, G., Pyne, J. M., Smith, G. R., Schoenbaum, M., & Harbin, H.
T. (2017). A tipping point for measurement-based care. Psychiatric Services, 68(2), 179188. https://doi-org.ezproxy4.library.arizona.edu/10.1176/appi.ps.201500439
Gifford, W., Graham, I.D., Ehrhart, M.G., Davies, B.L., & Aarons, G.A. (2017). Ottawa model
of implementation leadership and implementation leadership scale: mapping concepts for
developing and evaluating theory-based leadership interventions. Journal of Healthcare
Leadership, 2017(9), 15-23. doi:https://doi.org/10.2147/JHL.S125558
Harding, K. J. K., Rush, A. J., Arbuckle, M., Trivedi, M. H., & Pincus, H. A. (2011).
Measurement-based care in psychiatric practice: A policy framework for implementation.
The Journal of Clinical Psychiatry, 72(8), 1136-1143. https://doiorg.ezproxy1.library.arizona.edu/10.4088/JCP.10r06282whi
Healthy Pima. (2020, December 21). 2015 Community health needs assessment.
https://static1.squarespace.com/static/5a21a88bcd39c3ec782756ed/t/5d0d297d0ff3ce000
1fc3769/1561143681095/2015+chna.pdf
Herr, N. R., Williams, J. W., Benjamin, S., & McDuffie, J. (2014). Does this patient have
generalized anxiety or panic disorder? The rational clinical examination systematic
review. JAMA, 312(1), 78-84. doi:10.1001/jama.2014.5950
Improving Chronic Illness Care. (2020). The chronic care model.
http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2
Jetelina, K. K., Woodson, T. T., Gunn, R., Muller, B., Clark, K. D., DeVoe, J. E.,
Balasubramanian, B. A., & Cohen, D. J. (2018). Evaluation of an electronic health record
(EHR) tool for integrated behavioral health in primary care. Journal of the American
Board of Family Medicine, 31(5), 712-723.
https://doi.org/10.3122/jabfm.2018.05.180041
Kadu, M. & Stolee, P. (2015). Facilitators and barriers of implementing the chronic care model
in primary care: A systematic review. BMC Family Practice, 16(12).
https://doi.org/10.1186/s12875-014-0219-0
Kehoe, W. (2017). Generalized anxiety disorder. In S. Melton & C. Gregory (Eds.), ACSAP 2017
Book 2, Neurologic/Psychiatric Care (7-27). ACCP.
Kennedy, G. J., Castro, J., Chang, M., Chauhan-James, J., & Fishman, M. (2016). Psychiatric
and medical comorbidity in the primary care geriatric patient—an update. Current
Psychiatry Reports, 18(62). https://doi-org.ezproxy1.library.arizona.edu/10.1007/s11920016-0700-7

74

Kitson, A., Harvey, G., & McCormack, B. (1998). Enabling the implementation of evidencebased practice: A conceptual framework. BMJ Quality & Safety,7, 149-158.
Knaak, S., Mantler, E., & Szeto, A. (2017). Mental illness-related stigma in healthcare: Barriers
to access and care and evidence-based solutions. Healthcare Management Forum, 30(2),
111-116. https://doi.org/10.1177/0840470416679413
Kujanpää, T., Jokelainen, J., Auvinen, J., & Timonen, M. (2016). Generalised anxiety disorder
symptoms and utilisation of health care services: A cross-sectional study from the
"Northern Finland 1966 Birth Cohort." Scandinavian Journal of Primary Health Care,
34(2), 151-158. doi:10.3109/02813432.2016.1160631
Makulowich, A. A. (2019). Identification of patients with anxiety symptoms in an integrated
community care clinic among a predominately Latino patient population. Dissertation
Abstracts International: Section B: The Sciences and Engineering, 80(1-B) (E).
Melnyk, K. & Fineout-Overholt, E. (2005). Evidence-based practice in nursing & healthcare.
Lippincott Williams & Wilkins.
Moreno, E., Muñoz-Navarro, R., Adrián Medrano, L., González-Blanch, C., Ruiz-Rodríguez, P.,
Limonero, J. T., Moretti, L. S., Cano-Vindel, A., & Morianaa, J. A. (2018). Factorial
invariance of a computerized version of the GAD-7 across various demographic groups
and over time in primary care patients. Journal of Affective Disorders, 252, 114-121.
National Center for Chronic Disease Prevention and Health Promotion, Division for Heart
Disease and Stroke Prevention. (2017, April 25). Evaluation guide: Writing SMART
objectives. Centers for Disease Control and Prevention.
https://www.cdc.gov/dhdsp/docs/smart_objectives.pdf
Pima County Health Department. (2021). 2018 Community health needs assessment.
https://static1.squarespace.com/static/5a21a88bcd39c3ec782756ed/t/5d0d2076e19a0b000
14486b4/1561141373832/CHNA+Book+2018+FINAL.PDF
Porter-O’Grady, T. & Malloch, K. (2018). Quantum leadership: Creating sustainable value in
health care (5th ed.). Jones & Bartlett Learning.
Qu, S. & Sheng, L. (2015). Diagnostic test of screening generalized anxiety disorders in general
hospital psychological department with GAD-7. Chinese Mental Health Journal, 29(12),
939-944.
Roberge, P., Normand-Lauzière, F., Raymond, I., Luc, M., Tanguay-Bernard, M.-M., Duhoux,
A., Bocti, C., & Fournier, L. (2015). Generalized anxiety disorder in primary care: mental
health services use and treatment adequacy. BMC Family Practice, 16, 146.
doi:10.1186/s12875-015-0358-y

75

Ruscio, A. M., Hallion, L. S., Lim, C. C., Aguilar-Gaxiola, S., Al-Hamzawi, A., Alonso, J.,
Andrade, L. H., Borges, G., Bromet, E. J., Bunting, B., Caldas de Almeida, J. M.,
Demyttenaere, K., Florescu, S., de Girolamo, G., Gureje, O., Haro, J. M., He, Y., Hinkov,
H., Hu, C., … Scott, K. M. (2017). Cross-sectional comparison of the epidemiology of
DSM-5 generalized anxiety disorder across the globe. JAMA Psychiatry, 74(5), 465-475.
Spencer, E. A. & Mahtani, K. (2017). Hawthorne bias. In Catalogue of bias. Sackett Catalogue
of Bias Collaboration. https://catalogofbias.org/biases/hawthorne-effect/
Seritan A.L., Haller E., Linde, P., Orgera, S., Fisher, W., Iosif, A., Jackson-Triche, M., &
Bourgeois, J. (2018). The psychiatric assessment and brief intervention program:
Partnering with primary care providers. Primary Care Companion for CNS Disorders,
20(1).17m02221. https://doi.org/10.4088/PCC.17m02221
Scott, K. & Lewis, C. C. (2015). Using measurement-based care to enhance any treatment.
Cognitive and Behavioral Practice, 22(1), 49-59. https://doiorg.ezproxy4.library.arizona.edu/10.1016/j.cbpra.2014.01.010
Spitzer, R. L., Kroenke, K., Williams, J. B., & Lowe, B. (2006). A brief measure for assessing
generalized anxiety disorder. Archives of Internal Medicine, 166(10), 1092-1097.
doi:10.1001/archinte.166.10.1092
VISN 2 Center for Integrated Healthcare (CIH). (2020). GAD-7 for anxiety. Department of
Veteran Affairs. https://www.mirecc.va.gov/cihvisn2/Documents/Clinical/GAD_with_Info_Sheet.pdf
Weisberg, R. B. (2009). Overview of generalized anxiety disorder: Epidemiology, presentation,
and course. The Journal of Clinical Psychiatry, 70(2), 4-9.
Wild, B., Eckl, A., Herzog, W., Niehoff, D., Lechner, S., Maatouk, I., Schellberg, D., Brenner,
H., Müller, H., & Löwe, B. (2014). Assessing generalized anxiety disorder in elderly
people using the GAD-7 and GAD-2 scales: Results of a validation study. The American
Journal of Geriatric Psychiatry, 22(10), 1029-1038.

