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Abstract 

 

Depression seen in individuals with diabetes mellitus (DM) is associated with DM 

complications and increased healthcare costs. To mitigate these complications, the 

American Diabetes Association recommends that providers screen individuals with DM 

at least annually. However, routine depression screenings are not consistently performed 

for patients with type 2 diabetes (T2D). The purpose of this Doctor of Nursing Practice 

project was to implement a quality improvement (QI) project which focused on 

systematically screening adult patients with T2D in primary care for depression so that 

depressive symptoms could be identified, treated, and referred earlier. A retrospective 

chart review was conducted to explore the depression screening frequencies in the pre- 

and post-implementation periods. The Academic Center for Evidence-Based Practice Star 

Model was used to organize the implementation of the QI project. The Theory of Planned 

Behavior was used to assess the provider's willingness to adopt consistent depression 

screening practices which guided the implementation process. Patients who qualified 

were meant to be screened with the Beck Depression Inventory-2 tool during their annual 

wellness visit. The results revealed an increase in depression screenings for adult patients 

with T2D (n=41) from 15% to 61%. In addition, 30% of participants had positive 

depressive screening results compared to 0% in the pre-implementation group, and 14% 

were referred or began antidepressant treatment. These results suggest that the systematic 

utilization of a depression screening tool by providers in primary care does improve the 

frequency of depression screening and early identification of depression among 

individuals with T2D. 
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Project Overview 

 

Introduction 

 

Diabetes Mellitus (DM) is a chronic metabolic disease that affects over 34.2 

million Americans (American Diabetes Association, 2020). The American Diabetes 

Association (ADA) identified that psychosocial and emotional disorders are prevalent 

among people with DM (ADA, 2019). Approximately one in every four individuals with 

type 1 or type 2 DM have elevated depressive symptoms or depressive disorders (ADA, 

2019). Bădescu et al. (2016) suggest that in addition to biological and environmental 

factors which increase the risk of developing depression for individuals with DM, the 

psychological burden of managing DM increases the likelihood of developing depression 

as well. Several research studies contend that patients with DM are roughly two times 

more likely to develop depression (Bădescu et al., 2016; Joseph et al., 2018). With the 

increased likelihood of depression among individuals with DM, the ADA recommends 

routine depression screenings as part of standard DM management (ADA, 2019). 

With screening, the ADA recommends that providers screen individuals with DM 

at least annually, especially when they have a history of depression (ADA, 2019). 

Additionally, providers should screen individuals with DM for depression when they 

present with DM complications, demonstrate significant adverse changes in their overall 

health, or show depressive symptoms (ADA, 2019). Despite recommendations, literature 

shows variability in the actual frequency of depression screenings (Pfoh et al., 2015; 

Camacho et al., 2017). Due to inconsistent screenings, depression in the diabetic 

community often goes undiagnosed (Bădescu et al., 2016; Joseph et al., 2018; ADA, 
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2019). Depression among individuals with DM is associated with higher healthcare costs, 

inadequate DM management, poor glycemic control, and DM complications (Bădescu et 

al., 2016; Barnacle et al., 2016; Choi & Smaldone, 2018; Egede et al., 2016; Kearns et 

al., 2017; Lin et al., 2017). Due to inconsistent depression screening practices leading to 

delayed or undiagnosed depression in this population, there are opportunities to 

implement a systematic approach to ensure routine depression screenings occur (Bădescu 

et al., 2016). By utilizing a systematic depression screening process, patients can be 

identified for depression early and begin treatment to optimize their health and wellness. 

Primary care is one setting where there are opportunities for implementing routine 

depression screenings. According to Bajracharya et al. (2016), “primary care settings 

provide a unique opportunity for the development and implementation of an evidence- 

based change program to screen and treat those patients with diabetes for depression” (p. 

691). Utilizing evidence-based literature to support practice change, such as systematic 

depression screening, in a primary care setting can contribute to positive health outcomes 

(Bajracharya et al., 2016). Performing routine depression screenings utilizing a validated 

and reliable screening tool is an essential component in identifying depression among 

individuals with DM. Due to its validity, reliability, and readability, the BDI-2 screening 

tool is one of the most widely used tools to screen for depression in the diabetic 

population (Rauwerda et al., 2018; Petrak et al., 2015). Evidence-based literature 

conclusively supports the use of the Beck Depression Inventory-2 (BDI-2) when 

screening persons with DM for depression (Bădescu et al., 2016; Petrak et al., 2015; 

Rauwerda et al., 2018). 
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Problem Statement 

Depression seen in individuals with DM is linked to poor glycemic control, 

increased medication noncompliance, and decreased self-efficacy levels for managing 

DM (Choi & Smaldone, 2018; Lin et al; 2017). These issues lead to DM complications, 

increased healthcare expenditures, and overall poor health outcomes and a decreased 

quality of life (Bădescu et al., 2016; Barnacle et al., 2016; Egede et al., 2016; Kearns et 

al., 2017). Early diagnosis of depression in the diabetic community is a key component 

used to improve DM management and prevent DM complications (ADA, 2019). Despite 

recommendations from the ADA, routine depression screenings may not be consistently 

performed among individuals with type 2 DM (T2D). Therefore, the systematic 

utilization of the BDI-2 screening tool during annual wellness visits (AWVs) may be 

helpful in identifying depression earlier among this population, thereby potentially 

improving the individual’s DM management plan of care. 

Purpose of Project 

 

The purpose of this Doctor of Nursing Practice (DNP) project was to implement a 

quality improvement (QI) project which focused on systematically screening adult 

patients with T2D in primary care for depression so that depressive symptoms could be 

identified, treated, and referred earlier. The project achieved this goal by developing and 

implementing a process for the systematic screening of adults with T2D for depression 

using the BDI-2 screening tool. In this project, adults with T2D were screened for 

depression during their AWV. Key accomplishments the researcher achieved consisted of 

the successful implementation of a depression screening process, the identification of 

whether this practice change improved the identification of depression, and 
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recommendations for implementing process changes in a primary care setting through a 

post-implementation debrief with the provider. 

Clinical Question-PICO 

 

The topic of this DNP project was formulated based on the following question: In adults 

older than 18 years who do not have Medicare insurance, have type 2 diabetes and are 

being seen in a primary care clinic, does the systematic utilization of the Beck Depression 

Inventory-2 tool increase the number of patients identified with and treated for depression 

symptoms in comparison to current depression screening practices? 

Synthesis of Literature 

 

Search Strategies 

 

A literature review was conducted to select and grade current evidence examining the use 

of a systematic screening process for depression, appropriate depression screening tools 

for patients with diabetes, and the reliability and validity of the BDI-2 screening tool for 

patients with T2D when screening for depression. The Cumulative Index of Nursing and 

Allied Health Literature (CINAHL) Full-Text, Medical Literature Analysis and 

Retrieval System Online (MEDLINE) with Full Text databases were used to search for 

articles. Additionally, a hand search was conducted from the references in the articles 

found within these databases, which identified seven additional articles. These articles 

were found on Sage Journal and Pubmed.gov. In CINAHL and MEDLINE, keywords 

used to search for research studies were the following: depression, screening, and AWV. 

These keywords were joined together by the Boolean phrase “and.” Additional search 

terms included “depression screening protocol” and “depression screening program”. 

Research articles were limited to ones published no later than 2015. Including 
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publications identified during the hand search, the initial total of articles was 154. The 

articles specific to patients with type 1 diabetes, diabetes complications, postpartum 

depression, adolescents, children, or those written in a foreign language were excluded. 

After removing duplicate articles and articles which fell into the exclusion criteria, 60 

articles were screened by evaluating the abstracts and full-text content. Research studies 

primarily conducted in a hospital, acute care setting, or specialty clinic were excluded. 

Likewise, articles which were irrelevant to the topic or provided limited detail about the 

research design were excluded as well. The formal literature review and synthesis 

consisted of 11 articles (See Appendix A & B). 

Beck Depression Inventory-2 

 

The use of a validated and reliable screening tool to screen for depression in 

patients with DM is an essential component of proper DM management (Petrak et al., 

2015). Currently several depression screening tools exist in the diabetic population. 

However, the use of these tools in the diabetic population does not necessarily indicate 

that the tool is a reliable and valid tool for patients in this community. In a study 

conducted to examine and compare the appropriateness of the BDI-2 and Well-Being 

Index (WHO-5) screening tools in participants with diabetes, researchers found the BDI- 

2 screening tool to be suitable for this population (Rauwerda et al., 2018). While the 

researchers found that participants preferred to complete the WHO-5 screening tool in 

comparison to the BDI-2 screening tool because the WHO-5 screening tool had fewer 

questions, both had high response rates and were likely to be completed by the participant 

(Rauwerda et al., 2018). The PHQ-9 screening tool is another common depression 

screening tool used in patients with DM (Janssen et al., 2016). In a separate study when 
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evaluated for the psychometric properties of the PHQ-9 screening tool, researchers found 

that the internal consistency of the PHQ-9 screening tool was 0.87, which is lower than 

the internal consistency of the BDI-2 screening tool (Janssen et al., 2016; Jackson-Koku, 

2016). The BDI-2 screening tool is both commonly used and found to be suitable for the 

diabetic population (Bădescu et al., 2016; Rauwerda et al., 2018). It has a construct 

validity of 0.93 and an internal consistency of 0.91 (Jackson-Koku, 2016). Due to 

theevidence found in these articles, it was concluded that the use of the BDI-2 tool is 

appropriate when screening patients with DM for depression. Therefore, the BDI-2 

screening tool was used in this project to screen participants with T2D for depression. 

Depression Screening Frequency 

 

Several studies reviewed assessed the systematic process of screening participants 

for depression. Three research studies reviewed implemented depression screening on an 

annual basis (Henry et al., 2019; Hernández-Jiménez et al., 2019; Loeb et al., 2015). Henry 

et al. (2019) found that after implementing annual depression screenings, depression 

screenings increased from 29% to 64%, and of those screened, 20% screened positive for 

depression. Hernández-Jiménez et al (2019) reported that due to the diabetes program in 

place which included diabetes education and annual depression screenings, patients felt 

empowered to manage their chronic illness. Therefore, fewer patients were identified as 

depressed by the end of the program (Hernández-Jiménez et al., 2019). Loeb et al. (2015) 

identified that annual depression screenings and staff education increased depression 

screening documentation in the clinic’s electronic health record (EHR). Other articles such 

as Jin and Wu (2019) and Bajracharya et al. (2016) outline screening participants in 

intervals different from annually. For example, Jin and Wu (2019) screened participants 
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for depression during their initial visit and every three months. Due to the frequent 

depression screening, they concluded that participants at risk were identified earlier on for 

depression (Jin & Wu, 2019). Bajracharya et al. (2016) planned to screen participants at 

every visit. They found that 85% of their population was screened for depression, and of 

those screened, 24.6 % screened positive for depression (Bajracharya et al., 2016). 

Similar to the notion of annual depression screenings, four articles implemented 

depression screenings during the participant’s AWV (Camacho et al., 2017; Sundeen et 

al., 2020; Tao, 2017; Pfoh et al., 2015). Camacho et al. (2017), Sundeen et al. (2020), and 

Tao (2017) identified that participants who were screened during their AWV were more 

likely to be screened for depression than those who were not. Contrary to these studies, 

Pfoh et al. (2015) found that participants were more likely to be screened for depression 

at times other than their AWV. In this study, 15% of participants were screened for 

depression during non-AWVs versus the 10% of participants during their AWV (Pfoh et 

al., 2015). Although, there was some variability in depression screening practices, most 

studies support the notion that depression screening should occur at least annually and 

that AWVs is a suitable time to do so. 

Variations in Concept Definition of Population 

 

Throughout the review of literature, variations existed between concept definitions 

and populations. For instance, in three articles, the population of focus were specific to 

participants with T2D (Janssen et al., 2016; Rauwerda et al., 2018; Bajracharya et al., 

2016). However, in eight articles the population of focus consisted of adults older than 18 

years with a mixture of chronic illnesses including DM (Camacho et al., 2017; Henry et 

al., 2019; Loeb et al., 2015; Hernández-Jiménez et al., 2019; Jin & Wu, 2019; Pfoh et al., 



DEPRESSION SCREENING TOOL FOR TYPE 2 DIABETES PATIENTS                 8 

2015; Sundeen et al., 2020; Tao, 2017). In the studies where the population of focus was 

specific to participants with T2D, the length of time the participant was required to have 

been diagnosed with T2D was not specified. 

Additionally, the operational definition of depression varied depending on the 

depression screening tool used. Several studies used the PHQ-9 screening tool to screen 

patients for depression (Bajracharya et al., 2016; Janssen et al., 2016; Henry et al., 2019; 

Loeb et al., 2015; Jin & Wu, 2019; Pfoh et al., 2015; Sundeen et al., 2020; Tao, 2017). In 

these studies, participant screenings were positive for depressive symptoms if their total 

score was nine or greater. In the articles which utilized the BDI-2 screening tool, 

participant screenings were positive for depressive symptoms if the total score was 

greater than 14 (Petrak et al., 2015; Rauwerda et al., 2018). Finally, in other studies, the 

depression screening tool was not identified or the score threshold for positive depressive 

symptoms was not identified (Hernández-Jiménez et al., 2019; Camacho et al., 2017). 

Therefore, the literature review found that an operational definition of depression was not 

clearly identified or consistently utilized. Based on the findings from the literature 

analysis, this DNP project used the BDI-2 screening tool total score of 14 or greater to 

identify participants with a positive depressive symptom screening. 

Variations in Methods and Quality 

 

The majority of the research articles analyzed had a moderate to large sample size, 

identified an effect size, clearly described the methodology and procedure of the study, 

and provided fairly definitive conclusions. For instance, Henry et al. (2019), Hernández-

Jiménez et al. (2019), Jin and Wu (2019), Tao (2017), Pfoh et al. (2015), Camacho et al. 

(2017), and Janssen et al. (2016) each had studies that consisted of more than 1000 
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participants. Furthermore, all studies used a validated depression screening tool that had 

a high internal consistency. It is important for the researcher to use validated and reliable 

instruments to measure variables, because it helps the researcher know that the tool is 

measuring what it is intended to measure, thereby improving the quality of the study 

(Polit & Beck, 2017). Finally, all of the research studies were either random control trials 

or quasi-experiments. Therefore, all articles' strengths of evidence were level II or III 

articles with a quality level of A or B. Research studies within these categories indicate 

that the results and conclusions of the study are consistent with current literature and are 

well organized (Melnyk & Fineout-Overholt, 2015). Thus, these studies are considered 

rigorous and can be replicated by others. 

Literature Review Summary 

 

In conclusion, based on the literature review conducted, three key recommendations are 

suggested. First, the BDI-2 screening tool is an appropriate depression screening tool for 

patients with DM. The BDI-2 screening tool’s internal consistency and construct validity 

indicates that it is a valid and reliable instrument for depression screenings. Second, 

depression screenings should occur at least annually. Although there were some 

variations in the frequency of depression screenings, most of the articles supported 

annual depression screenings. Finally, the research studies suggest that it can be 

beneficial for depression screenings to take place during the patient’s AWV. Through this 

literature synthesis, the articles suggest that by implementing these key 

recommendations, patients can be diagnosed with depression earlier which may result in 

improved DM management. 
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Theoretical Framework and Evidence-Based Practice (EBP) Model 

To routinely screen adults with T2D for depression, healthcare providers must 

recognize the importance of routine depression screening within the diabetic population. 

In doing so, providers may be more willing to change their current depression screening 

practices. The theoretical framework and evidence-based practice (EBP) model used to 

guide the implementation of this DNP project in a primary care setting are the Theory of 

Planned Behavior (TPB) and the Academic Center for Evidence-Based Practice (ACE) 

Star Model. 

Theoretical Definitions 

 

The TPB is a theoretical framework that supports the notion that motivation and 

behavioral intent influence the ability and likelihood that a behavior will change 

(LaMorte, 2019). The TPB is comprised of six constructs that collectively influence a 

person’s ability to change a behavior (LaMorte, 2019). The constructs which make up the 

TPB theory are attitude, behavioral intent, subjective norms, social norms, perceived 

power, and perceived control. 

Attitude is defined as “the degree to which a person has a favorable or unfavorable 

evaluation of the behavior of interest” (LaMorte, 2019, p.1). Behavioral intention refers 

to the factors which encourage a specific behavior (LaMorte, 2019). Subjective norms 

refer to whether peers and other important figures approve of a specific behavior 

(LaMorte, 2019). Social norms are defined as those behaviors considered normal or 

standard (LaMorte, 2019). Perceived power refers to the presence of factors that can 

affect the influence of behavioral changes (LaMorte, 2019). Finally, perceived 
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control is related to whether the individual perceives they have the ability to control 

behavioral changes (LaMorte, 2019). 

The TPB was utilized in this DNP project because the provider’s attitude, 

behavioral intention, peers and social norms, and the perception of power and control all 

could potentially influence health promotion screening practices (Polit & Beck, 2017). In 

this DNP project, the application of the TPB’s constructs allowed the researcher to 

identify factors that affected the provider’s behavior towards current and proposed 

depression screening practices. With this knowledge, the researcher and provider were 

able to develop strategies that helped mitigate these factors so a systematic depression 

screening process could be successfully implemented. 

Based on the TPB constructs, the providers attitude was favorable towards 

implementing a systematic depression screening process and utilizing an EBP depression 

screening tool. The provider was also able to recognize the negative implications of 

depression in the diabetic community. The ability to recognize the importance of 

depression screening impacted the providers behavioral intent. However, several factors 

existed which influenced the provider’s current depression screening practices which 

consisted of screening patients for depression when they physically presented or reported 

depressive symptoms during a physical assessment using an outdated depression 

screening tool. To begin with, the primary care physician and psychoanalyst affiliated 

with the primary care clinic did not implement routine depression screenings for patients 

they saw. The primary care physician and psychoanalyst are subjective norms which 

influenced the providers behaviors. Due to the provider’s peers, the provider utilized a 
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depression screening practice which appeared convenient, practical and aligned with peer 

behaviors. Additionally, the provider was unaware of the ADA recommendation of 

providing routine depression screening for patients with diabetes. The ADA is a 

governing association which helps identify EBP standardized diabetes management 

(ADA, 2019). In this DNP project, the ADA is the social norm which influences the 

providers screening practices. In relation to perceived power, factors such as limited staff, 

time, and office supplies influenced the providers belief that changing depression 

screening practices were possible. Due to limited staff and the increased number of 

patients seen in the clinic, the provider’s workload was heavy. So, implementing routine 

depression screenings for patients with diabetes increased her workload further and 

decreased her ability to offer additional time to screen patients for depression. Moreover, 

since the facility was small, it had limited resources for office supplies like printing paper 

for making copies of the depression screening tool available. Lastly, within the provider’s 

perception of control was the belief that changing depression screening practices to align 

with the ADA recommendation and EBP literature was possible. In closing, with the 

TPB, factors and perceptions were identified which influenced the provider’s depression 

screening practice for patients with diabetes. Based on these factors and perceptions, 

strategies were created prior to and throughout the implementation process to identify, 

address and mitigate these issues. 

Operational Definitions 

 

The operational definition identified for this DNP project was depression. Using 

the BDI-2 screening tool, a positive screen for depressive symptoms for adults with T2D 
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is a score equal to or greater than 14 (Petrak et al., 2015). For the purpose of this project, 

the term systematic was defined as depression screenings which took place during the 

patient’s AWV (Camacho et al., 2017; Sundeen et al., 2020; Tao, 2017; Pfoh et al., 

2015). 

Evidence-Based Practice Model 

 

The Academic Center for Evidence-Based Practice (ACE) Star Model was used to 

facilitate the implementation of this quality improvement (QI) project in an organized 

manner. The ACE Star Model is comprised of five stages that systematically guide the 

integration of EBP into clinical practice (Melnyk & Fineout-Overholt, 2015). The five 

stages are discovery, evidence summary, translation, practice integration, and evaluation. 

In the discovery stage, scientific inquiry drives the researcher to review current literature 

to uncover new information about the topic of focus (Melnyk & Fineout-Overholt, 2015). 

In the second stage, evidence summary, the researcher synthesizes the literature to 

provide evidence that supports practice changes (Melnyk & Fineout-Overholt, 2015). 

During the translation stage, the researcher takes the EBP literature recommendations and 

translates the knowledge into clinical pathways, protocols, care standards, or algorithms 

that allow others to quickly identify best practices (Melnyk & Fineout-Overholt, 2015). 

The fourth stage, practice integration, involves changes to practice through formal and 

informal strategies (Melnyk & Fineout-Overholt, 2015). Finally, in the evaluation stage, 

the researcher evaluates the impact the EBP change has on outcomes (Melnyk & Fineout- 

Overholt, 2015). 
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The ACE Star Model was used in this QI project because it helped the researcher 

utilize a succinct and systematic format to examine, analyze, implement, and evaluate 

current EBP literature recommendations into the clinical setting. The ACE Star model 

suggested that the researcher identify a problem in the clinical setting which had clinical 

significance to the population of focus. Based on the problem identified, the researcher 

searched and analyzed current evidence-based literature and recommendations from 

governing associations to determine best practice for depression screening in the diabetic 

population. The literature review was then translated into depression screening guidelines 

which the primary care setting could implement. The ACE Star Model then required the 

researcher to examine factors which would affect the integration of the practice change 

and prevent sustainability. Here, the researcher assessed factors which influenced the 

provider’s depression screening practices utilizing the TPB. Finally, the researcher 

evaluated the implementation of the QI project by performing process evaluations and 

examining health outcomes. In conclusion, through the use of the ACE Star Model, this 

QI project was able to identify, implement, and evaluate a practice change related to 

improving the management of DM using a systematic depression screening process. 

Project Design 

Methodology 

 

This DNP project is a QI project based on current EBP literature. It utilized 

the TPB theoretical framework and the ACE Star model to guide the implementation 

process. The TPB theoretical framework was used to assess for the provider’s 

perceived ability to change depression screening practices, and the ACE Star model 

was used to organize the project’s implementation. 
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 The researcher used a retrospective chart review to examine depression screening 

frequencies during the pre and post implementation periods. Data was collected by 

performing a chart review which compared the frequency of depression screenings during 

the defined pre-implementation and post-implementation data collection periods. Before 

the QI project was initiated, Salisbury University’s (SU’s) Institutional Review Board 

(IRB) approval was received (See Appendix C). In addition, an IRB amendment was 

approved to include the involvement of the provider’s nurse practitioner (NP) students in 

the QI project (See Appendix D). 

Setting 

 

The collaborating facility associated with this project is a small primary care 

office in Maryland (See Appendix E). It is owned and managed by one NP. Additional 

staff members consist of one secretary and at times one to three NP students. The NP 

students are rotated throughout the year and are typically available in the clinic during the 

fall, winter and spring academic semesters. The collaborating facility treats patients with 

both acute and chronic illnesses. Each year, the provider sees roughly 1,500 patients older 

than 18 years of age. 

Participants 

 

Participants in this study were selected using convenience sampling as all  

patients                                     seen during specified time frames had the potential to be included. All patients 

with T2D who were scheduled for an AWV during the months of September 1, 2019 to 

December 31, 2019 when baseline data was collected and September 1, 2020 to 

December 31, 2020 when implementation data was collected, were potentially included as 

participants in the QI project. However, only patients who were English-speaking adults 
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older than 18 years with T2D were included in the project. In addition, adults with T2D 

who utilized Medicare were excluded from the study since annual depression screenings 

are a requirement for this population. Lastly, participants with an existing diagnosis of 

depression were excluded from the QI project as well since they already received 

depression screenings at least annually. 

Tool 

 

 The BDI-2 tool was approved for use in this DNP project (See Appendix F). It is 

commonly used to screen for depression in patients with DM (Bădescu et al., 2016). It is 

a 21- item multiple-choice, self-reporting depression screening tool which has copyright 

restrictions. Therefore, the tool itself cannot be included in this QI project paper. The 

BDI-2 screening tool has a construct validity of 0.93 and an internal consistency of 0.91 

(Jackson-Koku, 2016). Additionally, it has a sensitivity of 81% and a specificity of 92% 

(American Psychological Association, n.d.). This screening tool has a sixth-grade reading 

level and takes approximately ten minutes to complete (American Psychological 

Association, n.d.). The BDI-2 screening tool assesses for depressive symptoms like 

sadness, anhedonia, fatigue, and suicidal thoughts. Each of the 21 questions are rated 

between 0 and 3, and the maximum score an individual can obtain is 63. A total score 

between 0 and 13 indicates minimal depression symptoms, while an overall score of 14 

or higher is considered a positive screen and indicates that the patient likely has 

depression and requires additional follow-up. According to the BDI-2 tool, a total score 

from 14 to 19 indicates depressive symptoms that are mild. A person with a depression 

screening tool total score from 20 to 28 indicates moderate depressive symptoms, while a 

total score equal to or greater than 29 indicates the patient has symptoms of severe 
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depression. 

Interventions 

 

 The goal of this DNP project was to systematically screen adults with T2D for 

depression. All patients with T2D were meant to be screened for depression during their 

AWV using the BDI-2 screening tool to accomplish this goal. Key interventions used to 

implement this QI project consisted of developing a systematic depression screening 

process; providing staff with 30-minute educational sessions; meeting frequently with the 

clinic's staff to discuss barriers during the implementations process; displaying 

depression screening reminder messages through computer screensavers; posting "change 

of practice flyers" in the waiting room and staff office. 

The primary intervention used in this QI project was the implementation of a 

systematic process for screening patients with T2D for depression during their AWV. 

The standardized procedure began with the secretary printing a list of all of the patients 

scheduled for an appointment that day. The NP then reviewed the patients' list and 

identified those scheduled for an AWV who are diagnosed with T2D by reviewing each 

patient's electronic health record (EHR). Once the patient was identified, the NP 

highlighted the patient's name to signify that the patient needed to receive a BDI-2 

screening tool upon arrival. The patient completed the depression screening tool in the 

waiting area. If the patient felt uncomfortable completing the tool in a public area, the 

patient was offered the option to complete the tool in an empty examination room which 

provided some privacy. After the patient completed the tool, the secretary calculated the 

total score and scanned the tool into the patient's EHR. The completed BDI-2 screening 

tool was then reviewed by the NP or NP student with the patient to share the results and 
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to determine whether follow-up treatment was needed. To reinforce the education 

verbally provided to the patient, a standardized educational handout was meant to be 

provided to the patient while the NP or NP student reviewed the screening tool results 

(See Appendix G). 

Before the QI project was implemented, the researcher sought to obtain buy-in 

from the clinic's staff. To obtain buy-in, the researcher collaborated with the NP to 

understand the clinic's current depression screening process and workflows. Based on this 

information and the researcher's literature review, the researcher then held 30-minute 

sessions with the secretary, NP, and NP students, which discussed the importance of their 

role in the QI project and of screening patients with T2D for depression, as well as the 

differences between the former depression screening tool and new depression screening 

tool. The NP and NP students received additional information about interpreting results 

and reviewing the tool with the patient. Initially, NP students were not included in the QI 

project. So, they did not receive their QI project educational session until several weeks 

after the NP. This is because the researcher was unaware of their presence in the clinic 

when the NP and the researcher discussed the QI project. An addendum was submitted to 

SU's IRB, which then allowed NP students to participate in the project. Once approved, 

the NP students received the 30-minute educational session to gain their support, which 

consisted of the same information shared with the NP. Furthermore, to encourage and 

maintain buy-in from staff members, weekly meetings were held in the month of 

September. Bi-weekly meetings were held with staff members from October to 

December. The purpose of these meetings was to identify, discuss, and address any 

challenges or facilitating factors noted while implementing the QI project. During these 
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meetings, the NP, NP students, secretary, and researcher discussed the challenges noticed  

in the implementation process as well as developed strategies to overcome these issues. 

These methods, such as collaborating with the NP and holding QI project educational 

sessions and staff meetings, were instrumental in obtaining buy-in for this QI project. 

These interventions helped build rapport between the staff members and researcher and 

encouraged staff members to participate in the change process. 

Additional key interventions used to implement this QI project consisted of 

notifications and reminders to patients and staff members related to the change in 

depression screening practice for patients with T2D. Several weeks before the QI project 

was implemented, patients were sent an email informing them of the change in 

depression screening practice for patients with T2D. Staff members and patients were 

both reminded of this change in practice with flyers posted in the waiting room area and 

staff office (See Appendix H). These flyers included information about the change of 

practice, when it was scheduled to begin, and why the practice change occurred. A 

screensaver displayed on the NP and secretary's computers was developed to remind 

them to screen patients with T2D for depression. The screensaver showed the following 

message, "Please screen all patients with diabetes for depression during their annual 

physical". The notifications and reminders were important interventions used to 

implement this QI project because they informed and educated the patients about the 

change of practice. 

Data Collection Procedures 

 

The researcher was responsible for all data collected. Data collection began 

August 10, 2020 and ended January 1, 2021. The researcher collected data electronically 
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by reviewing the EHR for each participant. Baseline data consisted of the participants 

who met this project’s criteria and were seen between September 1, 2019 and December 

31, 2019. The post-implementation data was collected on patients who met this project’s 

criteria and were seen between September 1, 2020 to December 31, 2020. In the post- 

implementation period, participants were identified by the NP highlighting the names of 

the patients located on the daily patient schedule printed by the secretary. 

The demographic data collected for this DNP project consisted of the age and 

gender of the participants. Additional data collected consisted of whether the participant 

was screened for depression during their AWV, and whether the depression screening 

cumulative score indicated the patient likely had depression. Since one of the 

interventions of this DNP project consisted of introducing a new  depression screening 

tool to the clinic, two depression screening scores were collected. For baseline data 

purposes, a cumulative depression screening score equal to or greater than 17 indicated 

the participant likely had depression and needed further follow-up. While in the post 

implementation phase, a depression screening score of 14 or higher indicated the 

participant likely had depression and needed further follow-up. Baseline and post 

implementation data were documented in two separate spreadsheets individualized to 

their data and the tool being utilized (See Appendix I and Appendix J). 

To preserve the confidentiality and anonymity of the participants’ information, 

several interventions were implemented. First, the BDI-2 screening tools, baseline data 

spreadsheets, and post-implementation data spreadsheets did not contain patient-specific 

identifiers. Second, the daily patient schedule lists which did contain the participants’ 

names were located in a manilla envelope on the secretary’s desks which only the clinic’s 
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staff had access to. The daily patient schedule lists were shredded approximately every 

two weeks. Finally, all data collected was stored in a password encrypted file in SPSS 

and on the researcher’s laptop. 

Strength, Weakness, Opportunity, and Threat (SWOT) Analysis 

 

A strength, weakness, opportunity, and threat (SWOT) analysis was conducted 

before the QI project was implemented so that the researcher could understand factors 

that may have supported or hindered the DNP project from being successfully 

implemented in the collaborating agency (See Appendix K). The strengths of 

implementing a QI project in this collaborating facility consisted of the staff being 

supportive of QI projects and the facility having a moderate size diabetic population. In 

the collaborating facility, the NP encourages her NP students to participate in QI and 

EBP projects so they are better aware of and can implement current EBP into their 

everyday practice. Furthermore, the facility's staff demonstrated they were supportive of 

QI projects by their willingness to meet with the researcher throughout the 

implementation process to discuss barriers, facilitators, and methods to improve the QI 

project. Additionally, the diabetic population seeking care at the collaborating facility is a 

strength because this QI project focused on adults with T2D. By having a moderate 

sample size population available, the researcher gained further insight into this topic's 

clinical significance among people in the diabetic community. 

The weaknesses of implementing a QI project in the collaborating facility were 

that the collaborating facility had limited resources and EHR operating capabilities, and 

the facility lacked a standardized protocol for screening patients with T2D for depression. 

The collaborating facility is also small and can only see two patients at a time so 
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resources like staff and finances were limited. In addition, the EHR demonstrated it had 

restricted operating capabilities because the clinic’s medical record system did not allow 

the BDI-2 screening tool to be added. Bajracharya et al. (2016) reports that an electronic 

depression screening tool may help facilitate a standardized depression screening process 

because it could improve the clinic's staff workflow for documenting depression 

screenings. Also, an electronic depression screening tool may allow the clinic's staff to 

receive reminders when the patient is due to be screened for depression. Finally, the lack 

of a standardized depression screening protocol is a weakness because it becomes more 

challenging to design and establish a standardized process in the facility. 

             The threats of implementing a QI project in the collaborating facility were related  

to the timing the project took place in and the clinic's location. To begin with, the QI 

project took place during the COVID-19 pandemic. Due to the pandemic, the volume of 

patients who physically visited the clinic decreased in comparison to numbers pre- 

pandemic. In addition, the collaborating facility is located near several larger primary 

care clinics. So, patients may have sought treatment at one of the larger facilities instead 

of from this primary care practice. It is important to recognize these two threats because 

both could impact the sample size of the project. 

Lastly, the opportunities of implementing a QI project in the collaborating facility 

consisted of the provider potentially improving how T2D is managed and the provider 

improving the patient's understanding of how depression can affect T2D management. 

Literature studies showed that depression could negatively impact DM management 

(Bădescu et al., 2016; Choi & Smaldone, 2018; Egede et al., 2016; Lin et al., 2017). 

Therefore, identifying depression early in this population has led to better health 
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outcomes (Bădescu et al., 2016; Choi & Smaldone, 2018; Egede et al., 2016; Lin et al., 

2017). 

Timeline 

This DNP project was approved by the collaborating facility in November 2019. 

By June 9, 2020 an IRB application was submitted to SU’s IRB, and on July 31, 2020 the 

project was approved for an implementation period from August 1, 2020 through May 

31, 2021. During the months of August and September, the researcher met with the 

collaborating facility’s NP, NP students, and secretary to provide 30-minute educational 

sessions.  

Also, in the month of August, the researcher began to collect baseline data. From 

September to December, the researcher and collaborating facility’s staff implemented a 

systematic depression screening process for patients with T2D. The systematic 

depression screening process consisted of ongoing assessment and evaluation of the 

depression screening process along with data collection. During the months of 

September, October, and December, the researcher held routine meetings with the 

collaborating facility’s staff. In these meetings, the researcher and collaborating facility’s 

staff discussed the challenges observed while implementing this QI project. Initially, the 

researcher met with the facility’s staff weekly. This was conducted in order to obtain buy-

in from staff. After a month, the researcher moved to bi-weekly meetings with the 

collaborating facility’s staff in order to assess the implementation process with the 

collaborating facilities staff. On December 31, 2020, the QI project implementation 

phase concluded, and the data analysis phase began. The researcher conducted data 

analysis in January 2021. Afterwards, the researcher held a post-implementation debrief 
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with the collaborating facility’s staff to discuss the results of the QI project and strategies 

for sustainability. A concise timeline of project planning, events, and meetings can be 

found in Appendix L. 

Letters of Approval 

 

Approval was granted by both the collaborating agency and SU prior to the 

project’s implementation. Before approval was granted by SU, a presentation was 

provided to this DNP QI project’s faculty chair and program chair which outlined the 

goals and aim of this project. After multiple revisions, the final IRB application was 

approved July 31, 2020 and an addendum was approved September 9, 2020. 

Project Implementation 

After obtaining approval from SU’s IRB, the researcher was able to begin the 

implementation of this DNP QI project in the collaborating facility. On August 10, 2020, 

baseline data was collected over a two-week period on patients seen in the clinic from 

September 1, 2019 to December 31, 2019. During this period, flyers were posted 

throughout the waiting room area, and emails were sent to patients to notify potential 

participants of the upcoming practice change and identify the purpose of this QI project. 

On August 13, 2020 the researcher held 30-minute educational sessions with the NP and 

secretary to review the BDI-2 screening tool and discuss the importance of systematic 

depression screening practices. After an addendum made to the original IRB application 

was approved which incorporated NP students as part of the project, an additional 30- 

minute educational session was held to educate these students on the systematic process 

used in this project to screen patients with T2D for depression. This educational session 

was held on September 24, 2020. 
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The implementation of the systematic depression screening process using the 

BDI-2 screening tool began September 1, 2020. The researcher met with their DNP QI 

project faculty chair each month to discuss challenges and barriers associated with the 

project. Additionally, the researcher and faculty chair discussed how to perform ongoing 

process evaluations and how to implement a sustainable QI project. Moreover, the 

researcher met with the collaborating facility’s staff on September 1st, 10th, 17th and 24th 

to discuss challenges and barriers associated with implementing this QI project. During 

these meetings the researcher and staff members developed strategies which helped 

mitigate challenges  identified. Similar to the meetings held in September with the 

collaborating facility’s staff, in October to December, the researcher held bi-weekly 

meetings with the collaborating facilities staff members to discuss opportunities for 

improvement with the depression screening process. 

Due to the ongoing process evaluations, the researcher implemented strategies 

identified during these meetings to improve the QI procedure compliance for depression 

screening. To begin with, educational handouts were not consistently provided to 

patients, and the BDI-2 tools were not consistently reviewed with the patient. In order to 

improve compliance to the procedure outlined, the researcher began to paper clip the 

handout directly to the depression screening tool. The researcher and staff also identified 

that completed BDI-2 tools were not consistently scanned into the participant’s EHR, and 

the tool was not shredded within one week after being placed in the bin designated for 

shredding. To overcome these issues, the researcher counselled the staff on the QI 

procedure and collaborated with the secretary to designate one day each week to 

shredding the BDI-2 tools. Finally, due to staffing issues and high patient workloads, 
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participants were not consistently screened for depression. To reduce the workload, the 

researcher began to volunteer in the collaborating facility approximately twice per week 

during the month of October, November and December. 

Throughout the implementation of the QI project, the researcher reinforced with 

the collaborating facility’s staff members the importance of consistently screening 

patients with T2D for depression using the BDI-2 screening tool because of the health 

consequences associated. Furthermore, the researcher reminded staff that it was important 

to follow the systematic process outlined for this QI project because it allowed the 

researcher to perform process evaluations and reinforced the project’s rigor. The 

implementation period was concluded December 31, 2020. On January 26, 2021, the 

researcher met with the collaborating facility NP to review the results of the QI project 

and discuss the sustainability of this QI project. 

Barriers 

 

Several barriers existed during the implementation of this QI project which were 

related to the weaknesses of implementing this QI project in the collaborating facility. 

The barriers observed during the implementation process consisted of financial 

limitations and issues complying to the QI project procedures. In regard to financial 

constraints, the BDI-2 screening tool had to be purchased in order to use it since it had 

copyright privileges. Throughout the implementation process, the researcher purchased 

the tool. Although the BDI-2 screening tool had an associated cost, it was used in this QI 

project because of its validity and reliability, EBP recommendations, and provider 

preference. To facilitate sustainability related to the use of the BDI-2 tool in the 

depression screening process in the collaborating facility, the researcher reviewed the 
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benefits and financial implications of using the BDI-2 screening tool early with the NP. 

However, due to budget constraints, the NP ultimately decided to discontinue the use of 

the BDI-2 screening tool after the QI project ended. 

A lack of consistent compliance to the procedures outlined by the researcher was 

another barrier identified during the implementation period. This barrier is related to the 

facility’s weakness of limited resources identified during the SWOT analysis. In relation 

to limited resources, the collaborating facility had a limited number of staff members 

available to see patients. During the implementation process, there was an increased 

number of patients seen in the facility. This could have occurred due to patients missing 

appointments earlier in the year due to COVID-19. So, patients were trying to see their 

provider before the year ended. However, to comply with state regulations, the 

collaborating facility could only have a limited number of staff and patients in the facility 

at any given time. Therefore, only two staff members were available to see patients. 

Since there was an increase in patient volume and a decrease in staff available, the 

workload for the NP, NP students, and secretary increased which affected the time the 

staff members could dedicate to the systematic depression screening process. To 

overcome this barrier, the researcher volunteered approximately two times each week 

during the months of October to December. 

Moreover, compliance to the procedures outlined by the researcher was also 

related to the facility previously not having a protocol in place which screened adults 

with T2D for depression. Since the procedure outlined by the researcher was a new 

process for the collaborating facility’s staff members to follow, the staff members had to 

change their screening behaviors and practices in order to comply with the newly 
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designed systematic process. According to Straatmann et al. (2018), change in health 

organizations cannot exist without healthcare leaders assessing their staff’s willingness to   

change and addressing barriers which hinder change. Applying the TPB, the researcher 

identified that by addressing factors which prevented staff members from changing their 

depression screening practices and complying to the new procedure, staff members were 

more willing to accept the change in practice. For instance, depression screening tools 

were not consistently scanned into the participant's electronic health record (EHR) 

immediately after the participant completed the tool or shredded within one week as 

outlined in the approved IRB application and agreed upon in advance with the facility. To 

address this issue the researcher re-educated the facility’s staff about the QI procedure 

and the importance of maintaining patient privacy. Also, the researcher collaborated with 

the secretary to designate a specific day each week to shred BDI-2 tools. Another issue 

observed was that educational handouts were not consistently reviewed with the 

participant after the participant completed the tool. To overcome this issue, the researcher 

began to attach the educational handout directly to the BDI-2 screening tool for 

convenient access. It was important for the researcher to address these barriers and 

develop strategies that prevented staff members from deviating from the QI procedure 

identified because it could impact the project's quality and sustainability (Polit & Beck, 

2017). 

Facilitators 

 

Support from the collaborating facility’s staff members helped to facilitate the 

successful implementation of this QI project. It was also a key strength identified early on 

in the planning stage during the SWOT analysis. The NP demonstrated she supported the 
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QI project when she allowed the researcher to access the patient’s EHR. The ability for 

the researcher to access patient’s EHR was crucial in this QI project because it was the 

platform used to collect data from the pre- and post-implementations periods. 

Additionally, the clinic’s staff showed they supported this QI project because they 

willingly agreed to meet with the researcher often to discuss the challenges, barriers, and 

facilitating factors which impacted the QI project. In the first month of implementing this                              

QI project, the researcher met with the clinic’s staff weekly. However, during the 

remainder of the implementation period, the researcher met with the clinic’s staff bi- 

weekly. Since the clinic’s staff was supportive and engaged throughout the process, the 

researcher was able to maintain buy-in during the implementation period. 

Summative Evaluation of Implementation 

 

The evaluation of the implementation period was based on the post- 

implementation debrief held at the end of the QI project and an analysis of the data 

collected. During the post-implementation debrief, the researcher and clinic staff 

discussed what went well and did not go well during the implementation phase, possible 

considerations for the future, and the results of the QI project. From this de-brief, the 

researcher found that she was able to successfully translate EBP into the clinical setting 

and that the 30-minute educational sessions were helpful in educating staff about DM and 

the importance of recognizing depression early in this community. 

In order to translate EBP in the clinical setting, the researcher created depression 

screening guidelines after analyzing literature for EBP recommendations related to 

depression screening practices. The researcher found several articles that provided 

evidence that supported annual depression screenings and the use of the BDI-2 screening 
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tool for adult patients with T2D. Using the EBP ACE Star Model, the researcher 

evaluated the EBP literature recommendations and systematically analyzed, 

implemented, and evaluated the practice change into the clinical setting. During the de- 

brief, the clinic’s staff reported that the process translated from EBP literature had been                      

effective and it was feasible to continue implementing this process into their practice. 

Additionally, the NP expressed a desire to expand the systematic depression screening 

process to include all patients with chronic illnesses. 

During the post-implementation de-brief, the clinic’s staff discussed the 30- 

minute educational sessions. The goals of the educational sessions were to educate the 

staff about depression and diabetes and the QI project procedures as well as identify what 

their role was in the QI project. The 30-minute education sessions were deemed 

successful because 100% of the staff attended, and staff verbalized that the session helped 

to highlight the importance of depression screening in the diabetic community. 

With evaluating the overall success of this project, it was important to look at 

whether there was an increase in depression screenings performed and/or patients 

identified as experiencing depressive symptoms. In this regard, the implementation of 

this QI project was determined to be successful because the researcher found that after 

the systematic depression screening process was implemented there was an increase in 

the number of patients screened and identified as having depressive symptoms. Also of 

interest, is that anecdotally, the NP and NP students reported that the systematic 

screening process helped to identify patients with depression which would have been 

missed using the previous depression screening process since the patient did not 

physically or verbalize depressive symptoms.  
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Lastly, the implementation process was evaluated by whether patients 

experienced the risks associated with participating in the QI project. Participants in the QI                  

were at risk of experiencing emotional discomfort or embarrassment due to the nature of 

the questions within the BDI-2 screening tool and sensing a loss of privacy due to the 

location where the BDI-2 screening tool was completed. Approximately, two participants                      

reported they were uncomfortable completing the tool in the waiting area. To prevent any 

further emotional discomfort, embarrassment, or concerns with privacy, the secretary, as 

instructed in the educational session, directed the participants to an empty room to 

complete their depression screening tool. Although there were reports of some emotional 

discomfort, most participants did not share any concerns with completing the tool in the 

clinic’s waiting area. Since majority of the participants did not share experiencing the 

potential risks associated with the QI project, the implementation of the QI was deemed 

successful 

Analysis and Discussion of Findings 

Analysis 

 

Pre- and post-implementation data was collected through retrospective chart 

reviews. The demographic variables assessed were gender and age. Key variables 

collected which addressed the PICO question identified whether participants were 

screened for depression in the pre- and post-implementation periods and whether their 

BDI-2 tool was positive for depressive symptoms. Since an updated version of the BDI 

tool was used during the implementation period, positive depression screening scores 

differed in the pre- and post-implementation periods though both were indicative of the 

same level of depression. During the pre-implementation period, 20 participants met 
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eligibility requirements and were included in the QI project. The age of participants in the 

pre-implementation period ranged from 44 to 66 years with the average age of 

participants being 55 years. Of the total baseline population, 35% were male (n=7) while 

65% of the population were female (n=13). In the baseline population 15% were screened 

for depression (n=3) and none of the participants had a depression screening score which 

indicated they had mild to severe depressive symptoms. 

In the post-implementation period, a total of 21 participates met the eligibility 

requirements. Therefore, their data was included in the QI project. The age of 

participants  in the post-implementation period ranged from 38 years to 76 years with 

the average age of participants calculated at 57 years. Approximately 52.4 % of the 

participants were male (n=11) and 47.6% were female (n=10). During this period 

61.9 % participants were screened for depression (n=13). Of those screened, 30% 

were positive for depressive symptoms (n=4). Of those screened who were positive 

for depressive symptoms, 50 % were male (n=2) and 50% were female (n=2). 

Discussion 

 

It is important to compare group characteristics because it can help the researcher 

draw conclusions about the data and assess whether the sample is a representation of the 

population of focus (Polit & Beck, 2017). Overall, the pre- and post- implementation 

groups were similar in relation to the average age of the participant and the number of 

participants included in the QI project. However, the groups differed demographically in 

regard to the male to female ratio. In the pre-implementation group, there were more 

females than males (65% vs 35%). In the post-implementation group, there were more 

males than females (52.4% vs 47.6%). According to the ADA (2019), women are more 
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likely than men to develop DM and are two times more likely to develop depression. 

Bădescu et al. (2016) proposes that this may occur due to the biological makeup of 

females. 

In the post-implementation period of the QI project, the results are not consistent 

with current literature. This may have occurred due to the size of the sample. Since the 

sample size was small and few demographics were gathered, it is difficult to determine 

whether the results gathered can be generalized. 

This QI project explored the effects a systematic depression screening process had                             

on the number of patients screened for depression when compared to current depression 

screening practices. Similar to results found in Henry et al. (2019), Camacho et al. 

(2017), Sundeen et al. (2020), and Tao (2017), routine depression screenings, especially 

during an AWV increased the frequency patients were screened for depression. In this QI 

project’s pre-implementation group, 15% (n=3) of the participants were screened for 

depression (See Table 1). However, in the post-implementation group, 61.91% (n=13) of 

the participants were screened for depression (See Table 2). The results reveal that the 

systematic depression screening process did improve depression screening practices and 

increase the number of patients identified with depression. The utilization a systematic 

approach is essential in QI projects because it promotes uniformed quality of care 

(Finkelman, 2018). 

Consequently 38% (n=8) of participants were not screened in the post- 

implementation group. Although this is a significantly lower percentage compared to the 

85% (n=17) of participants in the pre-implementation group, the percentage gap 

prompted the researcher to explore the cause. The researcher found that participants were 
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more likely not to be screened in the beginning of the implementation period compared to 

the end of the implementation period. This may have occurred due to the increased 

workload the office staff experienced early on during the implementation process and the 

new depression screening process implemented. Finkelman (2018) proposes that staff 

members may be resistant to change when new processes are implemented in health 

organizations. 

In addition, the QI project’s results revealed that routine depression screenings 

increase the number of patients identified with depression early on. According to the 

ADA (2019), approximately 25% of patients with diabetes have depression. In this QI 

project, 30% (n=4) of the participants in the post-implementation group were positive for 

mild to severe depressive symptoms. However, none of the participants in the pre-

implementation group were positive for depressive symptoms. This result is similar to the 

initial depression screening results conducted by Hernández-Jiménez et al (2019) in 

which results were higher than the expected estimated population with depression. 

There were several limitations which impacts the ability for this QI project to be 

generalized. To begin with, the sample size was small. A small sample size prevents the 

data from being a true representation of the population of focus (Polit & Beck, 2017). 

Secondly, the interactions with the researcher via the educational session, weekly 

and bi- weekly meetings with staff, and the researcher’s presence volunteering in the 

facility during the implementation process needed to be taken into account when 

considering generalizability. The effects of the interaction between the researcher and the 

office staff are known as the Hawthorne effect. The Hawthorne effects suggests that 

regular interactions between the researcher and participants may cause the participants to 
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adjust their behavior to accommodate the QI project (Polit & Beck, 2017). 

Table 1 

 

Pre-Implementation Data: Depression Screening Frequencies 

 
 

Depression 

Screening 

Frequency Percent 

Not Screened 17 85.0 

Screened 3 15.0 

Total 20 100.0 

 

Table 2 

Post-Implementation Data: Depression Screening Frequencies 

 
 

Depression 

Screening 

Frequency Percent 

Not Screened 8 38.1 

Screened 13 61.9 

Total 21 100.0 

 

Figure 1 

Depression Screening Percentages 
 
 

Note: This graph depicts the percentage of participants screened for depression in both the pre and 

post implementation periods. The sample size in the pre-implementation period is 20 and the sample 

size in the post-implementation period is 21. 
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Figure 2 

Depressive Symptoms 

 
 

Note: This graph depicts the percentage of participants who were screened for depression 

and had a positive depression screening score. 

 

 

 

Recommendations 

Economic Considerations 

In order to implement this QI project, the BDI-2 screening tool was purchased. 

The BDI-2 screening tools cost approximately $50 for 25 tools. In order for the 

collaborating facility to continue to use the BDI-2 screening tool, the provider had to 

consider the additional expense the clinic would have to incur if continuing with the tool. 

When deciding on whether to continue to purchase the BDI-2 tool, the provider of the 

collaborating facility also took into account the potential economic and health benefits of 

using this tool for their patients. For instance, depression screenings are considered 

preventative services (Savoy & O' Gurek, 2016). Therefore, under the Affordable Care 

Act, both the Center for Medicare and Medicaid Services and private insurance 

companies are required to pay for routine depression screenings regardless of the 

screening tool used (Savoy & O' Gurek, 2016). This means that the provider would be 

reimbursed for future costs associated with the purchase of the screening tool. Another 
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benefit of using a validated depression screening tool is that if can help identify 

depression early on and improve the overall DM management. Despite the overall 

benefits of using the BDI-2 screening tool, the initial expense of the tool is the providers 

responsibility. So, if the provider was to continue to use the tool they must designate 

additional resources towards purchasing the tool. Since the collaborating facility had 

limited financial resources, the provider decided to discontinue its use after the QI project 

was completed. The NP will return to using the earlier version of the BDI tool until they 

can find a more affordable depression screening tool. 

DNP-Prepared APRN as a Leader 

A DNP-prepared advanced practice registered nurse (APRN) can serve as a leader 

in QI projects and complex organizational systems because of the knowledge obtained 

related to system leadership and interprofessional collaboration (Hammatt & Nies, 2015). 

System leadership and interprofessional collaboration each play an integral role in 

promoting positive healthcare reform. System leadership incorporates the understanding 

of practice management, policies, procedures, and QI interventions to support ongoing 

improvements in patient outcomes (AACN, 2006). Interprofessional collaboration in QI 

projects and complex organization systems enables health professionals to work in teams 

to achieve safe, efficient, and effective care (AACN, 2006). This DNP QI project has 

been instrumental in the developing the DNP student to serve as a leader in health 

organizations. This project's development allowed the DNP student to lead a QI project 

which included assessing and evaluating policies and procedures in place at the 

collaborating facility so that a feasible and sustainable systematic approach to screen 

patients with T2D for depression could be developed. Part of developing this sustainable 
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process required that the DNP student perform ongoing process evaluations to identify 

gaps in the implementation phase. By performing process evaluations and implementing 

improvements, a continuous QI approach was established (Finkelman, 2018). Moreover, 

the DNP project facilitated the use of inter-professional collaboration. In the QI project, 

the DNP student was able to effectively collaborate and communicate with an academic 

faculty member, a nurse practitioner, and ancillary staff members at the collaborating 

facility to strategically assess current screening practices and implement and translate EBP 

in the clinical setting through a new systematic screening process. 

DNP-Prepared APRN as an Innovator 

 

Similar to serving as leaders in complex organizational systems and QI projects, a 

DNP-prepared APRN can serve as an innovator. A DNP-prepared APRN is an innovator 

when they utilize EBP and implementation science to translate clinical pathways and 

guidelines into the clinical setting to improve the quality and delivery of healthcare 

(Burson et al., 2016). Burson et al. (2016), suggests that through the process of EBP 

implementation, new information about the quality of care and healthcare practice is 

created, which can improve patient outcomes, transform healthcare management, and add 

to nursing knowledge. This DNP QI project was influential in the development of the 

DNP student’s ability to serve as an innovator. During this QI project's planning stage, 

the DNP student examined literature to determine what was considered best practice for 

depression screening in the diabetic community. The DNP student found that the ADA 

(2019) recommended screening patients with T2D at least annually and when patients 

presented with diabetes complications, demonstrated adverse changes to their overall 

health, or showed depressive symptoms. The literature review also revealed a variety of 
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depression screening practices. The DNP student performed a literature analysis which 

helped identify that depression screening in the diabetic population should occur during 

AWVs. 

Process and Outcome Recommendations 

Overall, this QI project was successfully implemented. However, process and 

outcome recommendations were still considered in order to improve the feasibility, 

sustainability, and projected health outcomes of this and future QI projects. To improve 

the feasibility and sustainability of this QI project, the collaborating facility should utilize 

a depression screening tool which is free and readily accessible. Financial limitations 

were a major barrier for the facility. Although depression screenings can be reimbursed 

by insurance companies, the initial cost of purchasing the tool is the responsibility of the 

facility. So, by using a free depression screening tool the facility will not have to 

designate financial resources towards purchasing a screening tool. Also, a depression 

screening tool should be incorporated into the EHR. During the post-implementation de- 

brief, the NP students reported that having a paper depression screening tool disrupted 

their workflow when they were charting and created a paper trail. They identified that a 

depression screening tool which is included in the EHR may help improve access to 

depression screening tools, compliance to depression screenings, and help reduce the NP 

and office staff workload. This recommendation is conclusively supported by EBP 

literature (Bajracharya et al., 2016; Loeb et al., 2015; Hernández-Jiménez et al., 2019; 

Henry et al., 2019). Several articles were reviewed during the literature analysis which 

utilized this practice. These articles found that health providers were more likely to 

screen and document depression screening assessments when the tool was embedded in 
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an EHR (Bajracharya et al., 2016; Loeb et al., 2015; Hernández-Jiménez et al., 2019; 

Henry et al., 2019). 

In order to improve the process of this QI project or other QI projects similar to 

this topic, the researcher recommends spending more time in the planning phase 

understanding the workflow of the collaborating facility and engaging all stakeholders in 

the QI project early on. Several barriers impacted the clinic’s workflow, such as 

increased patient load, COVID-19, and decreased staff. All of these barriers impacted the 

depression screening process. Finkelman (2018) states that “understanding of workflow 

and impact on staffing is a critical component of improving work processes” (p.393). To 

improve the process, the researcher should have spent more time in the clinic 

understanding how it functions, the roles and responsibilities of staff members, and 

identifying potential barriers in the workflow that could impede the depression screening 

process. Simultaneously, the researcher should have engaged and collaborated with all of 

the office’s staff members early on to obtain buy-in. Buy-in is a crucial component of QI 

projects because when staff feel they are part of the change process, they are more likely 

to participate in the project (Finkelman, 2018). Furthermore, engaging and collaborating 

with office staff early on would help identify potential challenges specific to each staff 

member’s role. Therefore, the researcher should engage and collaborate with staff 

members earlier. 

In the future, to improve the management of DM in the collaborating facility, 

additional research could be conducted to assess biomarkers such as hemoglobin A1C or 

cholesterol levels in patients with T2D whose depression screening was positive for 

depressive symptoms. Literature contends that depression in the diabetic community is 
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linked to poor glycemic control and DM management (Bădescu et al., 2016; Barnacle et 

al., 2016; Egede et al., 2016; Kearns et al., 2017). Therefore, collecting additional 

information such as biomarkers could help to determine negative implications of 

depression in patients with T2D in the collaborating facility. 

Dissemination 

This QI project was formally presented to faculty members and peers at Salisbury 

University on April 16, 2021. The QI project was informally presented to the 

collaborating facility in January 2021. After the presentation was completed and the final 

DNP paper was approved by the faculty project chair, a digital manuscript was submitted 

to Salisbury University’s archive and ProQuest Dissertations and Theses. The researcher 

will also disseminate findings by submitting manuscripts to journals specific to DM 

management and the DNP profession. Additionally, the researcher will submit their 

abstract to local nursing and APRN associations so they can present at conferences. By 

the end of May 2022, the researcher hoped to share finding with others through at least 

two of the avenues listed above. 

Summary 

 

In conclusion, the ADA identified that a crucial element used to improve DM 

management int the diabetic population is the early identification of depression (ADA, 

2019). Thus, the ADA recommends routine depression screenings (2019). Despite 

recommendations, literature reveals that routine depression screenings may not be 

consistently performed among individuals with T2D (Bădescu et al., 2016). Therefore, a 

systematic depression screening process utilizing the BDI-2 screening tool was 

implemented based on EBP recommendations with the aim to increase screenings and 
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identify depressive symptoms earlier. To successfully implement a QI project in the 

primary care setting, the researcher utilized the TBP to identify factors that affected the 

provider’s behavior towards current and proposed depression screening practices. 

Moreover, the researcher used the ACE Star Model to help examine, analyze, implement, 

and evaluate current EBP literature recommendations into the clinical setting. Similar to 

current literature, the results revealed that depression screenings during AWV increases 

depression screening frequencies and the number of patients identified with depressive 

symptoms. 
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Appendix A: PRISMA Diagram 
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Appendix B. Table of Evidence 
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Appendix C. IRB Approval 
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Appendix D. IRB Amendment 
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Appendix E. Collaborating Facility Agreement 
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Appendix F. BDI-2 Tool Permission 
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Appendix G. Change of Practice Flyer 
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Appendix H. Educational Handout 
 

You have just completed the Beck Depression Inventory-II (BDI-II) tool. The BDI-II 

is a tool used to assess for the severity of depression and/or depressive symptoms. It 

IS a screening tool. It is NOT an instrument used to diagnose clinical depression. 

All results should be reviewed by a professional and follow-up treatment discussed for 

those who scored 14 or higher. 

 

Follow-up treatment may consist of the following: 

• Psychoanalysis referral 

• Medication management 

• Psychoanalysis referral and Medication management 

• Referral to other resources addressing symptoms (i.e. psychiatrist, support 

groups) 

 
 

You scored    

 

0-13=Minimal Depressive Symptoms 

14-19=Mild Depressive Symptoms 

20-28=Moderate Depressive Symptoms 

29-63=Severe Depressive Symptoms 
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Appendix I. Baseline Data Tool 
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Appendix J. Post-Implementation Period Data Tool 
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Appendix K. SWOT Analysis 

 

Strengths Weakness 

 

• NP encouraged quality 

improvement projects 

• NP willing to hold weekly then bi-

weekly meetings during 

implementation period 

• In the last year, 60 patients with 

T2D were treated in the clinic 

• Approximately 50% of patients 

with T2D in the clinic do not have 

Medicare 

• Limited resources (time and staff 

members) 

• No standard protocol for 

depression screenings for adults 

with T2D 

• EHR unable to alert provider when 

depression questionnaire is due 

• Budget constraints 

Opportunities 

• Improvement DM management for 

patients with T2D 

• Improve NP understanding of how 

depression affects T2D 

Threats 

• DNP project took place during a 

pandemic 

• Several larger primary clinics in 

surrounding area 

 

 

 



DEPRESSION SCREENING TOOL FOR TYPE 2 DIABETES PATIENTS                 71 

Appendix L Timeline 

 

Activity Time Frame 

Obtain letter from collaborating facility November 2019 

Approval of DNP topic December 2019 

Begin IRB application January 2020 

Submit IRB application June 9, 2020 

Obtain IRB Approval July 31, 2020 

Meet with collaborating facility to review 
and provide 30-minute educational 

session about project 

August 13,2020 

September 24, 2020 (NP students) 

Collect baseline data August 10, 2020 to August 2020 

Implement intervention September 1, 2020 to December31, 2020 

Weekly meetings with collaborating 

facility to discuss challenges, barriers, and 

overall progress of project 

September 1, 2020 

September 10, 2020 

September 17, 2020 
September 24, 2020 

Meet with project advisor to review how 
project is progressing 

September 2, 2020 

Submit IRB Amendment Form and obtain 
approval 

September 9, 2020 

Bi-weekly meetings with collaborating 

facility to discuss the progress of project 
October 2020 to December 2020 

Meet with project advisor to review how 

project is progressing 

October 9, 2020 

Meet with project advisor to review 

progress of project 

December 2020 

Data analysis January 2021 

Post-Debrief meeting with collaborating 
facility 

January 2021 

Submit paper to project chair February 7, 2021 

Select journals for abstract submission March 2021 

Present DNP project April 16, 2021 
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