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ABSTRACT
Depression is the leading cause of disability in the United States for individuals aged 15 to 44
(Anxiety and Depression Association of America, 2023). The purpose of this evidence-based
practice (EBP) project was to increase early identification of depression through implementation
of universal depression screening, and to implement management strategies to decrease
symptoms of depression. A two-tiered approach to universal depression screening was utilized
through use of the PHQ-2 and PHQ-9 screening tools. Ten young adult patients, between the
ages of 18 to 25, from a university student health center clinic in Northwest Indiana participated
in this project. Participants underwent an 8-week intervention consisting of management
strategies that included some or all the following based on a provider and patient shared
decision-making process: lifestyle modification education and associated referrals, use of digital
cognitive behavioral therapy (dCBT), referral to counseling services, and/or pharmacotherapy if
indicated. Participants were contacted at 2, 4, and 8 weeks from baseline to obtain PHQ-9
scores and assess adherence to interventions. A paired t test was utilized to compare the mean
baseline PHQ-9 scores to mean 8-week PHQ-9 scores. A significant decrease from baseline to
eight weeks was found (t(9)=8.10, p <0.001). These findings suggest that use of intervention
strategies outlined as best practice in this EBP project contributed to a statistically significant
reduction in depression symptoms. Fisher’s exact test was also used to analyze the proportion
of newly identified patients with depression symptomology before and after implementation of
universal depression screening. There was statistical evidence of a difference between the two
periods of time (%1)=16.53, p<0.001). The relative risk was found to be 2.5, meaning that
patients within the implementation period ran 2.5 times the risk of depression symptoms being
detected as patients before implementation. Future research should be conducted to identify
barriers to implementing psychological interventions in young adult populations, and evaluation

of their effectiveness in comparison to pharmacological interventions alone. Future development



of depression screening tools that are specific to a young adult patient population should also
be investigated.
Keywords: Depression, cognitive behavioral therapy, counseling, lifestyle modification,

pharmacotherapy, screening, young adult, university student






CHAPTER 1
INTRODUCTION
Background

Depression is one of the most prevalent mental health conditions in the United States and
is the leading cause of disability worldwide (Anxiety and Depression Association of America,
2023). There are varying types of depressive disorders, the most common being major
depressive disorder or major depression. Within the United States, major depression affects
more than 8%, or 21 million American adults each year (Mental Health America, n.d.). Mental
Health America (n.d.) describes depression as a mental health condition that causes patients to
lose pleasure from daily life, can worsen other chronic conditions, and can lead to suicide. The
adverse effects associated with depression account for more than $210 billion in health care
costs annually within the United States (Maurer et al., 2018).

It is recognized that the factors that lead to the development of depression are multiple,
complex, variable, and span both biopsychosocial and lifestyle factors (Malhi et al., 2020).
Causes for depression include biological causes such as neurotransmitter imbalances,
medication side effects, cognitive changes, genetic origins, trauma, life circumstances, and drug
and alcohol misuse (Mental Health America, n.d.; National Alliance on Mental lliness, 2017).
There are also various medical conditions that are associated with depression, mimics of
depression, or co-existing conditions. Associated neurologic conditions include epilepsy, multiple
sclerosis, Alzheimer disease, Parkinson’s disease, cerebrovascular disease, and traumatic brain
injury (Maurer et al., 2018). Other associated conditions can include cardiomyopathy, heart
failure, hypothyroidism, diabetes mellitus, vitamin deficiencies, and parathyroid disorders (Maurer
et al., 2018). University students in particular may be exposed to additional risk factors that can

also trigger episodes of depression. Factors can include a family history of depression, peer



relationship difficulties, sexual assault, sexual identity adjustment difficulties, drug and alcohol
use, and stressful personal life events (Mayo Clinic Health System, 2023).

Screening for depression is significant for early recognition, diagnosis, and management
(Maurer et al., 2018). There is a lack of evidence to recommend one screening instrument over
another; however, the Patient Health Questionnaire-2 (PHQ-2) and Patient Health
Questionnaire-9 (PHQ-9) are most widely utilized (Maurer et al., 2018). When screening is
positive for depression, the diagnosis should be confirmed with the Diagnostic and Statistical
Manual of Mental Disorders-5 (DSM-V) criteria. DSM-V defines major depressive disorder as the
presence of a depressed mood or loss of interest or pleasure in an individual’s normally
enjoyable activities which occurs along with at least four additional diagnostic criteria or
symptoms for at least two weeks and causes clinically significant distress or impairment in social,
occupational, other significant areas of function (Qassem et al., 2023). Additional symptoms can
include poor concentration, feelings of excessive guilt or low self-worth, hopelessness for the
future, thoughts of dying or suicide, disrupted sleep, changes in appetite or weight, and feeling
tired or low in energy (World Health Organization, 2023). A depressive episode can be
categorized as mild, moderate, or severe depending on the number and severity of symptoms,
as well as the impact on an individual’s daily life and functioning (World Health Organization,
2023).

In clinical practice, depression presents most often in primary care settings, first emerging
from mid-adolescence and through to the fourth and fifth decade of life (Malhi et al., 2020). A
significant number of individuals will experience their first episode of depression in the second
decade of life, before the age of twenty (Malhi et al., 2020). For this reason, general practitioners
in primary care settings play an integral role in the identification and treatment of depression.

Data Supporting Need for the Project

Global, National, Regional, and State Data



An estimated 3.8% of the global population experience depression, including 5% of adults
(World Health Organization, 2023). Depression is also known to be approximately 50% more
common in women than in men. According to the Anxiety and Depression Association of
America (2023), approximately 75% of individuals with mental health disorders remain untreated
in developing countries, and this lack of treatment at many times may lead to suicide. Globally,
700,000 individuals die due to suicide every year (World Health Organization, 2023). Specifically,
suicide is the fourth leading cause of death in the 15- to 29-year-old age range (World Health
Organization, 2023). Before 2020, mental health disorders were the leading cause of global
health-related burden, with depressive and anxiety disorders being leading contributors. The
emergence of the COVID-19 pandemic created an environment where many determinants of
poor mental health were exacerbated. It is estimated that the locations that were significantly
affected by the pandemic, as measured with decreased human mobility and daily SARS-CoV-2
infection rate, had the greatest increases in prevalence of major depressive disorder and anxiety
disorders (Santomauro et al., 2021). It has been estimated that an additional 53.2 million cases
of major depressive disorder, an increase of 27.6%, due to the COVID-19 pandemic occurred
globally. In addition, major depressive disorder caused 49.4 million disability-adjusted life-years
in the year 2020, which represents the number of years of healthy life lost to either mortality or
disability (Santomauro et al., 2021).

Depression affects an estimated 8% of individuals within the United States and accounts
for approximately more than $210 billion in health care related costs annually (Maurer et al.,
2018). In the year 2020, it was estimated that 14.8 million U.S adults ages 18 or older and
adolescents 12 to 17 years of age had at least one major depressive episode accompanied with
severe impairment in the past year (Anxiety and Depression Association of America, 2023).
Major depressive disorder is also the leading cause of disability in the United Sates for ages 15
to 44 (Anxiety and Depression Association of America, 2023). In relation to the COVID-19

pandemic, mental health concerns have increased within the United States as well. Many adults



in the United States reported symptoms of anxiety and/or depression, with approximately four in
ten adults reporting symptoms in early 2021 and declined to approximately three in ten adults as
the pandemic progressed (Kaiser Family Foundation, 2023).

To specifically highlight depression in the college-aged population, depression has been
observed to be prevalent amount college students within the United States; however, it remains
underrecognized and undertreated. Prior to the COVID-19 pandemic, the American College
Health Assaociation (ACHA) conducted a national survey and discovered that 45.1% of students
reported feeling depressed, whereas only 20% of students reported being diagnosed with or
treated for depression (American College Health Association, 2019). Two years into the
pandemic, it was noted that mental iliness increased, with 86.73% of young adults reporting
moderate to severe depression (Bever & Maks, 2023).

Similar to the rest of the United States, the incidence of depression in Indiana has
increased since the COVID-19 pandemic. From February 1 to 13, 2023, 32.9% of Indiana adult
residents reported symptoms of anxiety and/or depressive disorder, compared to 32.3% of adults
nationally (Kaiser Family Foundation, 2023). Indiana is ranked 43" in regard to access to mental
health care (Mental Health America, 2023), and 25.4% of Indiana residents reported unmet
needs related to anxiety and/or depressive disorder compared to 28.2% nationally (Kaiser Family
Foundation, 2023). Unmet needs are defined as an individual having a perceived or
recommended need for mental health services, but not receiving care (Kaiser Family Foundation,
2023). Regarding the college-aged population, in the year 2021, 38.7% of surveyed Indiana
college students indicated that they had experienced a period of significant sadness and/or
hopelessness which lasted for two or more weeks (Indiana Youth Institute, 2022). Due to the
outlined data, it is imperative to ensure that patients are receiving adequate screening and

management for depression to improve patient outcomes.



Clinical Agency Data

The clinical site for this EBP project was a university student health center located in
Northwest Indiana. The director and assistant director of the student health center, both of whom
also practice as family nurse practitioners (FNPs) at the clinic, determined that there was a need
to enhance screening for depression for university clinic patients. According to the director of the
student health center, screening for anxiety and depression was only done on a patient
complaint-based basis either prior to or during the patient visit. A standard universal screening
for all patients with appointments at the clinic was not practiced (K. Eshenaur, personal
communication, May 31, 2023). In addition, although the PHQ-9 was employed for screening of
depression at the clinical site, the PHQ-2 was not utilized as an initial depression screening tool
to indicate the need for further screening with the PHQ-9. The clinic also did not have
implementation of a digital cognitive behavioral therapy self-guided program. Education on
lifestyle modification was routinely discussed with the patient through conversations; however,
educational material was not provided to the patient. Regarding campus resource education
provided to patients, referrals to the university’s campus recreation and well-being office had not
been utilized for further student support (K. Eshenaur, personal communication, July 14, 2023).

The university campus where the clinical site for this EBP project is located also conducts
a community well-being survey each year, and one of the focuses includes mental health
concerns. One of the questions provided states if within the last year the individual had received
psychological or mental health services. Of the 853 respondents on this question, 30.83% stated
that they had received mental health services, either in-person or via telehealth (K. Eshenaur,
personal communication, July 14, 2023). This finding also indicated that the need for mental
health services is of importance, and that the early identification of mental health concerns
should be of focus within the university.

The clinical site chosen has three providers, including one physician and two family nurse

practitioners. The two nurse practitioners (NPs) agreed to be primary stakeholders in the project.



Additional stakeholders at the clinical site that were identified for the project included one
medical assistant and one front office staff member. Due to referrals that would be initiated due
to the project, additional stakeholders included the university’s campus resources that are
available to all students. These additional stakeholders included the university counseling center
staff, the Assistant Director for Prevention and Wellness Education from the university’s campus
recreation and well-being office, and the student health center’s registered dietician.
Purpose of the Evidence-Based Practice Project

Purpose Statement and PICOT Question

The purpose of this EBP project was to increase early identification and management of
depression in a university student health center setting. This was accomplished through
implementation of universal depression screening, with use of PHQ-2 and PHQ-9 depression
screening tools. Implementation also included appropriate follow-up for further evaluation and
management of depression symptoms utilizing evidence-based interventions and best practice
recommendations. Specifically, this project was implemented to address the following PICOT
guestion: in adults, over the age of 18, does implementation of universal depression screening,
compared to no universal depression screening, improve the identification of patients with
depression symptomology; and for those who screen positive for depression symptomology,
does follow-up for further evaluation and management interventions as decided upon in a shared
decision-making model between the patient and provider that can include some or all of the
following: lifestyle modification and associated referrals, referral to counseling services, use of
digital cognitive behavioral therapy, and/or pharmacotherapy if indicated improve patient's PHQ-
9 scores over an 8-week period in a university student health center setting?
EBP Project Description

This EBP project focused on implementing universal depression screening and
depression management interventions to improve PHQ-9 scores. Participants were recruited in

the university student health center clinic during scheduled visits. The PHQ-2 and PHQ-9 were



the measurement tools utilized for screening and aided in diagnosis of depression. The PHQ-2
was provided as a component of all patients’ digital intake forms. If the PHQ-2 score was 3 or
greater, this triggered the need to administer the PHQ-9 screening tool. The PHQ-9 results were
then scored, evaluated, and discussed with the patient by the providers. According to NICE
(2022), if the PHQ-9 score is less than 16, this is indicated as less severe depression, while a
PHQ-9 score of 16 or greater indicates more severe depression. The project leader and
providers offered patients who screened positive on PHQ-2, and then subsequently completed
PHQ-9, to schedule a follow-up appointment for further evaluation of depression symptoms. For
patients that declined follow-up evaluation, they were provided with a depression information
brochure and student health center contact information for reference if they decided to follow-up
at a later time. For patients that accepted a follow-up evaluation, at the follow-up visit the
provider evaluated the patient for depression and then the patient was provided with evidence-
based practice management interventions. The patients were also invited to participate in the
EBP project. Description of the project, timeframe, interventions, and education were to be
provided to the patients at this time.

Depression management interventions were decided upon in a shared decision-making
model between the patient and provider and included a combination of some or all of the
following: education on lifestyle modifications and associated campus service referrals, use of
cognitive behavioral therapy through a computer and smartphone-based application, referral to
university campus counseling services, and/or pharmacotherapy if indicated. Education was
provided by the providers and project leader to participants verbally and through educational
pamphlets and handouts. Educational handouts included information on the digital cognitive
behavioral therapy program, lifestyle modifications, and pharmacotherapy if prescribed. The
providers within the clinic prescribed pharmacotherapy, specifically second-generation
antidepressants, based on provider clinical judgement and patient preferences. Providers also

provided referrals if indicated to the university’s counseling services, registered dietician, and to



the university’s campus recreation and well-being wellness office for further aid with lifestyle
modifications.

The project leader followed the participants’ response to management of depression
symptoms over the course of eight weeks. The project leader contacted the patients via phone
call to repeat PHQ-9 administration and inquire on adherence to interventions. The PHQ-9
scores were examined following the end of the implementation phase through use of a paired t-
test of mean PHQ-9 scores. The frequency or rate of patients newly identified with depression

symptomology with implementation of a universal depression screening was also assessed.



CHAPTER 2
EBP MODEL AND REVIEW OF LITERATURE
Evidence-based Practice Model

The 2017 lowa Model of Evidence-Based Practice to Promote Excellence in Healthcare,
formerly known as the lowa Model, was chosen to guide implementation of this EBP project
(Buckwalter et al., 2017; Melnyk & Fineout-Overholt, 2023). The model was developed by a team
of nurses from the University of lowa Hospital and faculty from the University of lowa College of
Nursing in 1994 and has undergone revisions over time since its creation (Duff et al., 2020). The
most recent review and revision of the model occurred in 2017 (Duff et al., 2020). The revised
lowa Model consists of a multiphase change process with feedback loops that provides guidance
for clinicians in making decisions regarding clinical and administrative practices that affect
healthcare outcomes (Melnyk & Fineout-Overholt, 2023).
Overview of EBP Model

The revised lowa Model includes seven steps and three feedback loops that guide
clinicians through the EBP process (Buckwalter et al., 2017). The process begins by encouraging
nurses and other clinicians to identify opportunities for improvement in healthcare practice. The
model defines the opportunities for improvement as triggers. A trigger is identified when
clinicians question current practice or recognize an area in need of improvement due to newly
disseminated evidence (Melnyk & Fineout-Overholt, 2023). The identification of a trigger also
allows for the first opportunity to identify stakeholders that will have expertise and access to
resources and support for a practice change (Melnyk & Fineout-Overholt, 2023). The revised
lowa model added a new step which urges the user to state their purpose or question. When a
trigger is identified, the user should define a clearly stated objective that determines the leader of

the team and specifies clear boundaries. The essential components of the purpose statement
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should include the clinical problem, patient population, setting, intervention, comparison, and
preferred outcome in a PICOT format (Melnyk & Fineout-Overholt, 2023).

When the purpose statement has been established, the revised lowa model utilizes a
feedback loop to determine if the topic in question is a priority to the organization. Once there is
a commitment to addressing a specific topic, the next step in the model is to form a team. A team
is formed to design, implement, and evaluate the practice change (Melnyk & Fineout-Overholt,
2023). A team consists of stakeholders that may include nursing staff, unit managers, advanced
practice registered nurses (APRNS), interprofessional colleagues, and organizational leadership
(Melnyk & Fineout-Overholt, 2023).

After a team is formed, they assemble, appraise, and synthesize a body of evidence by
conducting a systematic review of literature and collecting the highest levels of evidence to
support the practice change. The second feedback loop is presented at this step and the team
determines if sufficient evidence is available (Melnyk & Fineout-Overholt, 2023). Once the team
determines that there is sufficient evidence to support a practice change, they can begin to
design and pilot the practice change in the clinical setting (Melnyk & Fineout-Overholt, 2023)

Once the pilot change is designed, the team then implements a pilot change. A pilot
change aids determining outcomes in a controlled environment with a homogenous group of
patients in order to identify issues before the practice change is implemented on a larger scale
(Melnyk & Fineout-Overholt, 2023). Following the pilot, a third feedback loop is utilized to review
the results of the pilot and determine if the practice change is appropriate beyond the pilot stage.
If the results do not support a change, then revising the design of the pilot may be necessary
(Melnyk & Fineout-Overholt, 2023). If the pilot results are positive, the practice change may be
expanded to cover a larger proportion of the organization in question (Melnyk & Fineout-
Overholt, 2023). When a positive outcome is reached, essential personnel should be engaged to
sustain the practice change. The model suggests integration of the practice change into daily

care provided by the organization (Melnyk & Fineout-Overholt, 2023). Sustainability of the new
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change is promoted by local champions, leadership support, educational programs, and
continuous monitoring of outcomes (Melnyk & Fineout-Overholt, 2023). The final step of the lowa
model is dissemination of results. This step is accomplished through sharing of project reports
both within and outside of the organization through presentations and publications (Melnyk &
Fineout-Overholt, 2023).

The revised lowa model was chosen to guide this EBP project because it creates a
streamlined approach to addressing practice change. Within the university student health clinic
setting in which this EBP project took place, previous standards were questioned regarding
depression screening and management. It was observed that the standard of care at the clinic
had consisted of only screening patients for depression when they presented for a mental-health
related complaint. Because the clinic was not expanding depression screening for all patients as
recommended, it was questioned if providers may not be addressing all patients with depressive
symptomology and therefore not adequately treating patients with depression. This led to the
guestion if a universal screening standard would capture more patients with depressive
symptoms and in doing so lead to earlier intervention and management. An intervention to
support universal screening of depression and an intervention for the management of depression
symptoms was supported by key stakeholders at the clinical site, and the need for practice
change was supported by clinical guidelines and current evidence. The team formed included the
following: the project leader, two nurse practitioners (NPs), and one medical assistant. Due to the
smaller size of the clinic in which the project was conducted, this model was considered
appropriate for this project.

Literature Search
Sources Examined for Relevant Evidence

A Research Services librarian assisted with an extensive and exhaustive literature search

to determine the best practices for screening and managing depression in young adults in a

university student health clinic setting. Databases searched included Joanna Briggs Institute
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EBP Database (JBI), Turning Research Into Practice (TRIP), Cochrane Library, Cumulative
Index to Nursing and Allied Health (CINAHL), MEDLINE with Full Text (via EBSCO), Psychinfo,
and U.S. Preventative Services Task Force (USPSTF). The resulting references found in the
databases were carefully examined by the project leader to ensure appropriate evidence was
chosen to support the EBP project.

Exclusion criteria were developed and utilized for evidence identified from all databases.
Exclusion criteria included evidence that did not include an intervention that supported the
PICOT question, literature that described interventions that could not be conducted in a primary
care setting, literature that focused on depression in conjunction with other comorbidities, and
literature that focused on pediatric patients, adolescent patients, older adult patients, pregnant
patients, and post-partum patients. Any sources that were duplicated within the searched
databases were manually excluded by the project leader. Only studies that had been completed
were included for review as the results determine applicability to practice. Inclusion criteria
included studies conducted in primary care settings and student health clinic settings, studies
that included young adults typically considered to be between the ages of 18 to 25 years, studies
that focused on university or college students, and studies that focused on the topics of
depression, depression symptoms and major depressive disorder. After a thorough review of
eligible pieces of literature, 17 pieces of evidence were selected for inclusion to support this EBP
project and address the PICOT question.

The first database searched was JBI. The search included “depression” as the keyword.
The search was limited to the following: a “title” limiter for the keyword, a publication year
between 2018 and 2023 and publication types which included best practice information sheets,
evidence summaries, recommended practices, and systematic reviews. Of the 209 results, 3
pieces of evidence were chosen for inclusion to support the EBP project after careful review,
screening, and application of exclusion criteria. A similar search was conducted through the

Cochrane Library by searching “depression” as the keyword. Limiters included use of a record
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title limiter, publication between January 2018 and July 2023, and limiting publication type to
reviews. The search yielded 40 results; however, the project leader did not include any pieces of
evidence from this database after exclusion criteria were applied. The TRIP database was
utilized to search for clinical practice guidelines (CPGs). The search in TRIP included “title:
depression AND treat* OR manage* OR screen* OR “best practice” OR interven* OR diagnos™”.
The search was limited to five years and CPGs only. The search within TRIP yielded 27 results,
of which six relevant results were chosen for inclusion. The USPSTF database was also
explored to search for CPGs and recommended practices. The search included “depress* as a
keyword. The limiters included the following: a published status, a mental health conditions and
substance abuse category, an adult age group, and a counseling, preventative medication, and
screening focus. The search yielded 8 results, and one was selected for use in support of the
EBP project.

Because databases such as CINAHL, MEDLINE, and Psychlnfo have an abundance of
evidence available, the search terms were expanded to include additional keywords and subject
headings. For the CINAHL database, the search included the following keywords: (MM
“Depression”) AND (MM “Students, College”) AND manage* OR treat* OR screen* OR “best
practice” OR interven* OR diagnos*. The search was limited to the English language, scholarly
(peer reviewed) journals, and a five-year limiter (2018 to 2023). The search yielded 143 results
and 2 pieces of evidence were selected. The MEDLINE search included the following keywords:
(MM “Depression”) OR (MM “Depressive Disorder, Major’) AND manage* OR treat* OR screen*
OR “best practice” OR interven* OR diagnos* AND “college student® OR “university student*”.
The search was limited to the English language, scholarly (peer reviewed) journals, a five-year
limiter (2018 to 2023), and a young adult age range between 19 to 24 years of age. The search
yielded 211 results, and one piece of evidence was included after exclusion criteria were applied.
The final database searched was Psychinfo. The search included the following: (MM “Major

Depression”) AND (MM “College Students”) AND manage* OR treat* OR screen* OR “best
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practice” OR interven* OR diagnos*. The search was limited to the English language, scholarly
(peer reviewed) journals, and a five-year limiter (2018 to 2023). The search generated 224
results with only one piece of evidence meeting inclusion criteria.

Following the application of inclusion and exclusion criteria to the selected literature, five
more pieces of evidence were chosen through citation chasing. A PRISMA flow diagram, as
seen in Figure 2.1, was created to depict references that were identified, examined, and included

in this project.



Figure 2.1

Identification

Records identified (n= 882):
TRIP (n = 27)

JBI (n = 209)

CINAHL (n=146)

Cochrane Library (n =40)
Medline with Full Text (n = 211)
Psychinfo (n= 231)

USPSTF (n=8)

Citation Chasing (n =8)

Hand Searched (n= 2)

Records removed before screening:
Duplicate records removed (n = 26)
Irrelevant records removed (n =444)

\4

Screening

Records screened (n= 412):
TRIP (n =5)

JBI (n =114)

CINAHL (n =90)

Cochrane Library (n =1)
Medline with Full Text (n =73)
Psychinfo (n =118)

USPSTF (n =1)

Citation Chasing (n = 8)

Hand Searched (n =2)

Records excluded after reviewing
abstract (n = 372)

I

Reports sought for retrieval:

Reports not retrieved: (n = 0)

(n =40)
!

Reports assessed for eligibility:

Included

(n =40)
!

Reports excluded:
Repeated Information (n =1)
Not applicable (n = 22)

Studies included in review.
(n=17)

Levels of Evidence

determination of evidence to be included and to determine which pieces of evidence are

Melnyk and Fineout-Overholt’s (2023) Hierarchy of Evidence was utilized to aid in the
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considered reliable in addressing the clinical question. The hierarchy of evidence ranks evidence

from Level | evidence to Level VIl evidence, with Level | evidence being the strongest evidence
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and Level VII being the weakest evidence attainable. For this EBP project, there were 17 total
pieces of evidence utilized for the literature review and determination of best practice. Level |,
Level I, and Level VI evidence were chosen to support the PICOT question: (a) six clinical
practice guidelines (APA, 2019; Malhi et al., 2021; Malhi et al., 2020; NICE, 2022; Qaseem et al.,
2023; USPSTF, 2023), (b) three evidence summaries (Aginga, 2022; Slade, 2021a; Slade,
2021b), (c) one combined systematic review and meta-analysis (Karyotaki et al., 2021), (d) one
MA (Andrews et al., 2018), (e) three randomized control trials (Lobner et al., 2018; McCloud et
al., 2020), (f) two quality improvement studies (Bever & Maks, 2023; Slabaugh et al., 2018), and
(g) one quasi-experimental study (Yates et al., 2020). The author, database, and level of
evidence of each source are illustrated in Table 2.1.

Analysis and Appraisal of Relevant Evidence

After determining the level of each piece of evidence, an evidence appraisal was
conducted. The evidence appraisal tools utilized for this EBP project were the Appraisal of
Guidelines for Research & Evaluation Il (AGREE II), the quality ranking system of the Johns
Hopkins model, and applicable Melnyk and Fineout-Overholt Rapid Critical Appraisal Questions.
This combination of tools was necessary due to not all tools being applicable to all study types or
levels of evidence.

Six pieces of evidence were considered to be clinical practice guidelines; therefore, these
sources were appraised using the AGREE Il tool. The AGREE Il instrument was developed by a
group of international guideline developers and researchers with an objective of assessing the
guality of clinical practice guidelines (AGREE Next Steps Consortium, 2009). This tool was
chosen because it is a validated assessment tool, simple to follow, and it is also the only
appropriate tool for appraising clinical practice guidelines. Analysis and appraisal of nine pieces
of evidence selected were graded based upon the quality rating system of the Johns Hopkins
model for which approval to utilize the model was received (Appendix A). Within this rating

system, evidence is appraised utilizing a grading system and assigned a grade of A, B, or C. The
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possible assigned grades are in descending order with A being of high quality and C depicting
evidence that is of low quality with major flaws (Dang & Dearholt, 2017). The Johns Hopkins
model was selected for ease of use and a clear definition and rationale regarding assignments
for quality. Two pieces of evidence were appraised by utilizing the Melnyk and Fineout-Overholt
Rapid Critical Appraisal Questions for EBP QI Projects (Melnyk & Fineout-Overholt, 2019). This
appraisal tool was selected for ease of use, and it is also the only appropriate tool for the
appraisal of quality improvement studies.

When strictly placing attention to the level of evidence, some of the evidence selected for
this EBP project can be considered as lower levels of evidence as evaluated by the Melnyk and
Fineout-Overholt (2023) hierarchy of evidence. However, the appraisal process demonstrated
that the selected quality improvement project evidence and the quasi-experimental study were
relevant and applicable for the selected clinical setting and population. Table 2.1 serves as a
summary of the quality of evidence and the appraisal tools utilized. The evidence table with a

summary of findings can be found in Appendix B.

Table 2.1

Summary of Evidence

Author/yr Database(s) Level of Quality/Tool
Evidence/Type

Aginga (2022) JBI I/ES B/Johns Hopkins

Andrews et al. (2018) Citation Chased I/MA A/Johns Hopkins

APA (2019) TRIP l/ICPG High Level/AGREE II

Bever & Maks (2023) CINAHL VI/QI Consider Evidence

With Confidence/
Melynk & Fineout-
Overholt



Karyotaki et al. (2021)
Lobner et al. (2018)

Malhi et al. (2021)

Malhi et al. (2020)

McCloud et al. (2020)
McDermott & Dozois (2019)
NICE (2022)

Qaseem et al. (2023)

Slabaugh et al. (2018)

Slade (2021a)
Slade. (2021b)
USPSTF (2023)

Yates et al. (2020)

Citation Chased
Citation Chased
Citation Chased
Hand Searched
MEDLINE
Psychinfo

TRIP

TRIP

Citation Chased

JBI
JBI
USPSTF

CINAHL

I/ISR&MA
I/RCT
l/CPG
l/CPG
I/RCT
I/RCT
l/CPG
l/CPG

VIIQI

I/ES
I/ES
l/ICPG

VIIQE
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A/Johns Hopkins
A/Johns Hopkins
High Level/AGREE II
High Level/AGREE II
A/Johns Hopkins
A/Johns Hopkins
High Level/AGREE II
High Level/AGREE II
Consider Evidence
With Confidence/
Melynk & Finout-
Overholt

A/Johns Hopkins
B/Johns Hopkins
High Level/ AGREE I

B/Johns Hopkins

Note. CPG = clinical practice guideline, ES = evidence summary, MA = meta-analysis, SR=

systematic review, QE= quasi-experimental, QI = quality improvement, RCT = randomized

control trial

Construction of Evidence-based Practice

Synthesis of Critically Appraised Literature

To address the clinical question, 17 relevant and critically appraised pieces of evidence

were selected and synthesized into four themes. The four themes for the screening and

management of depression in a university student health center setting include: (a) standardized

depression screening, (b) psychological interventions including cognitive behavioral therapy

(CBT) and counseling, (c) lifestyle modifications, and (d) pharmacotherapy.
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Standardized Depression Screening

The USPSTF (2023) concludes with moderate certainty that screening for major
depressive disorder in adults has a moderate net benefit. Throughout the literature, various tools
were utilized for the purpose of depression screening. For the young adult and university student
patient population, the Patient Health Questionnaire-9 (PHQ-9) was commonly utilized, as most
evidence appraised for this EBP project utilized the questionnaire for screening (Bever & Maks,
2023; Lobner et al., 2018; NICE, 2022; Slabaugh et al., 2018; Yates et al., 2020). NICE (2022)
utilizes PHQ-9 scores to define two categories of depression, less severe and more severe, for
purposes of management and treatment recommendations. Less severe depression
encompasses subthreshold and mild depression and is noted as a score less than 16 (NICE,
2022). More severe depression is defined as a PHQ-9 score of 16 or greater and encompasses
moderate and severe depression (NICE, 2022).

According to the USPSTF (2023), there is minimal evidence regarding optimal timing or
screening intervals for depression screening. Due the absence of this evidence, a preferred
approach can include screening adults who have not been screened previously and utilizing
clinical judgment while considering risk factors, comorbid conditions, and life events to determine
if additional screening of patients at an increased risk is warranted (USPSTF, 2023).

Evidence has addressed that mental illness among college students can be
accomplished in college health clinics through evidence-based depression screening and referral
protocol development (Bever & Maks, 2023; Slabaugh et al., 2018). The literature has also
shown that mass or standardized screening, rather than complaint-based screening is preferred
due to typical low detection rates across campuses when utilizing standard practice (Bever &
Maks, 2023; Slabaugh et al., 2018). In a college student health clinic setting, it was identified that
the recommended screening tools include the Patient Health Questionnaire-2 (PHQ-2) and PHQ-
9, with the PHQ-2 administered initially for a nonmental health visit followed by the PHQ-9 if the

PHQ-2 is positive (Bever & Maks, 2023; Slabaugh et al., 2018). Protocols in this setting include
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adding PHQ-2 to a clinic’s intake forms. This process ensures that every student is screened for
depressive symptoms regardless of the intent of the appointment (Bever & Maks, 2023;
Slabaugh et al., 2018). The PHQ-2 includes the first two items of the PHQ-9 and inquires on the
frequency of which the patient has experienced little interest or pleasure in the past two weeks
and the degree to which the patient has felt down, depressed, or hopeless over the past two
weeks (Bever & Maks, 2023; Slabaugh et al., 2018).

The purpose of the PHQ-2 is not to establish a diagnosis of depression or to assess the
severity of depression, but rather to screen for the possibility of depression (Bever & Maks, 2023;
Slabaugh et al., 2018). Based on the evidence, patients who screen positive on the PHQ-2 is
noted by the score cut off point of 3 or greater (Bever & Maks, 2023; Slabaugh et al., 2018). If a
patient screens positive on the PHQ-2, they will then receive the PHQ-9, which addresses seven
additional topics, including sleep, energy, appetite, self-harm, and suicidal ideation (Bever &
Maks, 2023; Slabaugh et al., 2018). Once completed the PHQ-9 is scored and evaluated by the
primary care provider and results are discussed with the patient (Bever & Maks, 2023; Slabaugh
et al., 2018). In the literature, patients who score positive on the PHQ-9, depicted by a score of
10 or greater, receive referral back to the university clinic or to university counseling services
(Bever & Maks, 2023; Slabaugh et al., 2018). The diagnostic validity of the PHQ-9 demonstrates
a sensitivity of 88% and specificity of 88% for scores greater than 10 (Slabaugh et al., 2018).
Bever & Maks (2023), assert that this protocol method was successful at increasing depression
screening from an assumed 0% baseline to 98.03%. Results also suggested that this protocol
was successful at increasing depression management due to a referral increase from an
assumed 0% baseline to 93.33% (Bever & Maks, 2023).

It is noted in the literature that all positive screening results should lead to additional
assessments to confirm diagnosis, determine symptom severity, determine history of depression,
and identify any comorbid psychological issues (Malhi et al., 2020; Malhi et al., 2021; NICE,

2022; USPSTF, 2023). The major international systems utilized to diagnose depression are the
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Diagnostic and Statistical Manual of Mental Disorders, 5™ edition (DSM-V), and the International
Classification of Diseases, 11" revision (ICD-11) (Malhi et al., 2020; Malhi et al., 2021; NICE,
2022). The DSM-V defines major depressive disorder (MDD) as having at least two weeks of
mild to severe persistent feelings of sadness or a lack of interest in everyday activities (USPSTF,
2023). Depression can also present with irritability, poor concentration, and somatic complaints
such as difficulty sleeping, decreased energy, and changes in appetite (Malhi et al., 2020; Malhi
et al., 2021; NICE, 2022; USPSTF, 2023).

Psychological Interventions

Cognitive Behavioral Therapy (CBT)

CBT was found to be one of the most employed psychotherapy interventions for the
treatment and management of depression and depression symptoms in the literature. CBT
interventions focus on the patient’s dysfunctional thoughts that affect behavior and functioning. It
also aids patients in evaluating, challenging, and modifying their belief patterns to promote
behavioral change and improve functioning (Aginga, 2022). The aim is to reduce affective
symptoms (Aginga, 2022; McDermott & Dozois, 2019). Evidence suggests that CBT can be
considered as one of the first line treatment options for depression and can also be utilized in
combination with other treatments such as pharmacotherapy (Malhi et al., 2020; Malhi et al.,
2021; NICE, 2022; USPSTF, 2023; Qaseem et al., 2020; APA, 2019). There is no evidence that
CBT is more or less effective than other psychotherapies or pharmacotherapy; however,
combined treatment of CBT and pharmacotherapy is significantly more effective than
pharmacotherapy alone (Aginga, 2022).

CBT is versatile in that it can be implemented in various settings and through different
modes of delivery. Despite the effectiveness of CBT in primary care, barriers exist that limit its
use by primary care providers (Andrews et al., 2018). Although CBT has traditionally been
delivered through a face-to-face visit, primary care providers are not routinely trained to

implement face-to-face CBT. Time pressures and associated costs in the clinical setting also do



22

not allow for face-to-face CBT interventions to be executed (Andrews et al., 2018; Malhi et al.,
2021). The rapidly growing field of digital CBT (dCBT) aims to reduce these barriers. Digital CBT
can be accessed through a computer, tablet, or smartphone (Andrews et al., 2018; Karyotaki et
al., 2021; Malhi et al., 2020; Malhi et al., 2021; Slade 2021a). Many advantages exist with dCBT
including reduced costs and broader availability to patients (Malhi et al., 2020; Malhi et al., 2021;
Slade 2021a). Compared to face-to-face CBT, evidence suggests that dCBT is equally as
effective in reducing anxiety symptoms, depression symptoms, and quality of life (Andrews et al.,
2018). Another advantage of dCBT is that it can be conducted during a timeframe that a patient
finds most convenient and in any location the patient has access to an internet connection. The
meta-analysis conducted by Andrews et al., (2018), reviewed studies that focused on the
effectiveness of internet-delivered CBT (iCBT) and found a combined Hedges’ g for major
depression being 0.67 (Cl 0.51-0.81). The meta-analysis expressed that maintenance of
improvement of depression at follow-up was demonstrated with