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ABSTRACT 

Background: Depression is highly prevalent in primary care settings and depressed patients 

of all ages are seen by their Primary Care Provider (PCP) for treatment (Datto et al., 2003).  

In order to adequately treat depression, PCPs must follow the clinical guidelines for follow-

up.  

Purpose: The purpose of this project was to implement a standardized follow-up plan for 

patients aged 12 and older with a positive screen for depression using the Patient Health 

Questionnaire (PHQ-9) screening tool.  

Methods: The setting was a rural clinic in Broken Bow, Nebraska.  The sample included 89 

patients seen between September 1 -November 30, 2020 who met the criteria of a PHQ-9 

score of 5 or greater compared with 47 patients seen between September 1 -November 30, 

2019. Quantitative data was analyzed using descriptive statistics, frequency and means and 

compared between before and after implementation of this quality improvement project.  

Results: In 2019, 11.3 % of patients reported depression. That more than doubled to 25.6 % 

in 2020.  Of the depressed patients in 2019, 36.2% had mild depression, while the number 

almost doubled to 60.7% in 2020. The 2020 PHQ-9 results were reviewed from most severe 

down to mild depression.  Of the 35 patients with the highest severity, 89% had at least one 

measure completed representing an adequate follow-up plan.  Referral rates improved from 

12.8% in 2019 to 14.6% in 2020.  Medication was the most common treatment in both years 

with 57.4% in 2019 and 27% in 2020.  Completed follow-ups improved from 45.5% in 2019 

to 73% in 2020; with 1 nurse phone call follow-up and one CSSR-S completed.  

Conclusion: It is unknow the affects from the 2020 pandemic.  However, and increase in 

mild depression shows a need to know how to treat sub-threshold depression. The use of the 

template as a guide led to improvement on all measures. However, some measures were 

used only sparingly and use may be improved with increased acceptance of the guide. 
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BACKGROUND  

Depression is highly prevalent in primary care settings and depressed patients of all 

ages are seen by their Primary Care Provider (PCP) for treatment, instead of a mental health 

provider (Datto et al., 2003).  Recognition and screening of depression has improved in the 

recent years, but appropriate treatment and follow-up still do not follow treatment guidelines 

(Jones et al., 2006).  Jones et al. (2006) report 46-51% of patient with depression are detected 

in primary care settings, but only half of those receive any treatment and even fewer receive 

treatment according to recommended guidelines.  The American Psychiatric Association 

(APA, 2019) recommends regular follow-up because it provides patient support and 

education, facilitates dosage adjustments and promotes an alliance between patients and 

their providers.  Building rapport with patients will increase their compliance and aid in 

them getting better results from their treatment plan.  Follow-up care is an important part to 

the overall outcome of the patient’s depression.  Research has found that only 1/3 of patients 

achieve remission with the 1st treatment option (Jibson, n.d.).  Therefore, it is essential to 

follow-up with patients as to whether the treatment plan is working.  Almost half of treated 

patients discontinue antidepressant therapy within the first month of treatment (Jones et al., 

2006). Often times, patients experience adverse effects from the medications or no 

improvement of symptoms and decide to stop treatment without contacting their prescriber.   

Central Nebraska Medical Clinic (CNMC) in Broken Bow, Nebraska is a privately 

owned family practice clinic that lies in the heart of rural Nebraska.  CNMC is governed by 

an Accountable Care Organization (ACO) that requires them to report on several different 

quality measures.  One of which is the screening for clinical depression and providing a 

follow-up plan.  The leaders at CNMC reported that they were falling short on this quality 

measure and wanted help improving their workflows for creating a follow-up plan of care.   

In the rural area of Broken Bow there is a need for mental health services and 

counseling. Within the community there is a small number of counselors, one that 

specializes in children and adolescents and a few that focus on adults.  Regardless if anyone 

is able to use counseling services, the counselors still cannot prescribe medications.  This 

means the primary source of help is solely from the patient’s PCP.  Sadock et al. (2017) 

report approximately 75 % of patients seen in primary care settings are in need of behavioral 

health services but many PCP’s lack the confidence to treat these psychological problems 

like depression.  It becomes increasingly imperative PCP’s collaborate with a behavior 

health service to help treat the patient.  Collaboration is especially warranted if the PCP feels 

like they are not able to help the patient improve. 

This is important to the rural community because depression impacts the family.  

Some of the ways it impacts the family is if the patient is unable to care for loved ones.  

Often leaving children or adolescents to fend for themselves. Or the patient has a loss in 

employment resulting in socioeconomic hardship. This then creates poor living conditions 

for the entire family.  The data shows that for every 1-point increase in PHQ-9 score, patients 

experienced an additional mean productivity loss of 1.65% (ICSI, 2013). Even minor levels 

of depression symptoms were associated with decrements in work function with $17 billion 

in lost work productivity annually (Beck, 2011; ICSI, 2013; Pignone et al., 2013).  Mental 

disorders, including depression, anxiety disorders, and substance use disorders are 

associated with increased medical care and employer costs, and lead to premature mortality.   

As reported by World Health Organization (WHO, 2020) depression is also linked 

to decreases in physical health, obesity and cardiovascular disease. The U.S. Preventive 

Services Task Force (USPSTF, 2016) estimates that 5 to 9 percent of Americans have a 

major depressive disorder that leads to high health care utilization and $43 billion annually 

in total and indirect costs. It is important PCP’s know how to adequately treat depression 
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and how to follow the clinical guidelines for follow-up.  This will improve the patient’s 

clinical symptoms and subsequent ripple effect it has on those around the patient and rising 

costs of care. 

 

OBJECTIVE  

The purpose of this project is to implement a standardized follow-up plan for all 

patients, age 12 and older, that have a positive screen for depression with the Patient Health 

Questionnaire (PHQ-9) screening tool. The evaluation of this project will be measured by 

the following outcomes: 1) occurrence rate in the number of referrals to therapy between pre 

and post intervention 2) occurrence rate in the number of scheduled follow-up visits and/or 

nurse phone calls between pre and post intervention 3) number of completed follow-up visits 

and/or nurse phone calls between pre and post intervention. 

The specific aims/interventions are: (a) Implement a Suicide Risk Assessment Tool: 

Columbia Suicide Severity Rating Scale (C-SSRS) (b) Compile of list of behavior health 

service references within the area for referrals (c) Implement a depression follow-up plan 

inside the providers note which links physician orders to the behavior health service referrals 

and follow-up options (d) Implement a nurse follow-up phone call template and (e) Educate 

staff on new documentation tools.  

 

METHODS  

Sample: 

This quality improvement project used a convenience sampling method to determine 

the subjects.  Initial inclusion criteria were patients age 12 and older; scoring five or greater 

on the PHQ-9.  Exclusion criteria was patients younger than 12 years of age or patients that 

score less than five on the PHQ-9.  Of the initial population, any patients who scored equal 

to or greater than 10 on the PHQ-9 were further assessed for adequate treatment and follow 

up plan.  

A pre implementation sample was collected from September 1st- November 30th, 

2019 on patients screening positive with a score equal to or greater than five on their PHQ-

9 tool.  All patients that present to CNMC are screened with the PHQ-2 tool first (see 

Appendix C). Then those that score a three or greater are then given the PHQ-9 tool.    The 

electronic medical record (EMR) was used to initially collect the patients that were screened 

using the PHQ-9 tool.  Manual review of the charts was used to determine which patients 

screened positive.  This number of patients became the pre implementation sample.   

 For the post implementation sample, data was collected from September 1st- 

November 30th, 2020 on patients who screened positive with a score equal to or greater than 

five on their PHQ-9 assessment.  After the implementation of triggers into the providers 

documentation, some of the data was able to be assessed without manual review by pulling 

a report with the built-in data points.  However, for completeness, a manual review of post 

implementation charts was completed to correctly capture data enter by providers not 

utilizing the documentation tools.   

 The overall 2019 sample size of 416 patients screened, resulted in 47 patients being 

positive with a PHQ-9 of 5 or greater.  Of those 47 patients, 31 had a PHQ-9 of 10 or greater 

showing Moderate-Severe Depression.  For the 2020 sample, 348 patients were screened, 

resulting in 89 patients being positive with a PHQ-9 of 5 or greater.  Of those 89 patients, 

53 had a PHQ-9 of 10 or greater showing Moderate-Severe depression.   

  

 

 

http://thejnp.org/


Journal Of Nursing Practice 
http://thejnp.org 

ISSN: 2614-3488 (print); 2614-3496 (online)   Vol.5 No.1. October 2021. Page.22-35 

 

25 

 

Setting 

 The setting took place in a rural medical clinic located in Broken Bow Nebraska.  

CNMC is a privately owned for-profit clinic that has four Physicians, four Physician 

Assistants and one Nurse Practitioner providing service to patients.  According to Melham 

Medical Center (2019), the community hospital in Broken Bow, there is a town population 

of 3,522, yet the clinic services patients in surrounding communities estimating a population 

of 8,000 patients as determined by a community needs assessment.  Of these patients the 

2010 census data culturally categorized Broken Bow residents as 95.7% white, 2.8% 

Hispanic or Latino, 0.7% African American, 0.7% Native American, 0.1% Asian.  Median 

household income $43,068 with a median age of 36.6 years old (Census Reporter, 2018). 

Broken Bow is a city within Custer County that belongs to the Loup Basin Public Health 

District.  A Loup Basin Public Health District survey in 2015 showed within their nine 

county district, that 13.7% of Custer County respondents reported they have been told they 

have depression (Melham Medical Center, 2019).   

 Within the clinic the providers all document using their EMR called Practice 

Partners.  Three of the four physicians have scribes that follow them into the room to help 

them document their notes.  All other providers do their own documentation on the patients’ 

medical record.  Each provider has an assigned “primary care nurse” that may be a 

Registered Nurse or Licensed Professional Nurse that makes follow-up phone calls for the 

provider.  Provider’s also have assistants such as a Medical Assistant, Medication Aide or 

Certified Nursing Assistant that help room their patients during the visit.  “Primary care 

nurses” or the term “nurse” is used for the licensed individual that puts in orders, or makes 

the follow up phone calls.  Occasionally nurses have to float to cover absences, but they are 

still responsible for following through with tasks given to them by their provider.  In this 

case, the providers put in orders requesting the primary care nurse to place a follow up phone 

call to a patient. The orders flow from the provider or the scribe completing the 

documentation and is received by the scheduling desk.  The scheduling desk then messaged 

the primary care nurse to add it to his or her schedule. 

   

Recruitment 

 There was no recruitment necessary for this quality improvement project.  Sampling 

was completed through historical chart review.   

 

Data Collection 

The PHQ-9 is the depression scoring tool that was used.  It is a nine question, 

questionnaire that asks how often the patient has “been bother by any of the following in the 

last 2 weeks” (ICSI, 2013).  Scores range from 0-Not at all, 1-Several days, 2-More than 

half the days, 3-Nearly every day (ICSI, 2013).  A patient scoring a total of 0-4 points has 

no depression, 5-9 points has mild depression, 10-14 points has moderate depression, 15-20 

has moderately severe depression, and 21-27 points has severe depression (ICSI, 2013).  The 

PHQ-9 screening tool has shown to have a 95% sensitivity and 88.3% specificity (Patten et 

al., 2015).  The PHQ-9 has been validated for measuring depression severity and is a tool 

for both detecting and monitoring depression in primary care settings (ICSI, 2013; Kroenke, 

2010; Wittkampf, 2007).  The data is collected using a paper tool that is given to the patients 

and the score is entered by the primary care nurse after the paper is completed by the patient.  

Often it is left with the patient to fill out while waiting for the provider to enter the room.  

With the help of the Medical Records Department, key triggers within the providers 

documentation were built.  First, two categories called “existing mediation” and “changes 

or newly adjust medication” was added into the template to capture medication usage.  
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Second, the follow-up visits and/or follow-up phone calls that are ordered by the provider 

was an item built that could capture whether the provider selected a qualifying trigger for an 

adequate follow up plan.  Next, within the template an order for referral was built to capture 

whether the patient was referred to a therapist for further evaluation and treatment. The pre 

implementation data was collected manually by individual chart review with each of the 

areas being assessed.  

For the post implementation data, reports were pulled on all patients scoring positive 

on their PHQ-9 and who had data elements built from the implementation build selected.  

Due to an inconsistency in the usage of the depression template, patients scoring five or 

greater were still manually reviewed to assess for medication usage, referral rates to 

counseling and scheduled follow-ups with their completion rates.  

In addition to the items captured above, simple descriptive statistics: average age and 

sex, with no identifying properties were collected.  The information was tabulated in excel, 

using a passcode protected computer and was not copied to a USB or any files shared.   

 

Intervention 

There were five specific aims/interventions implemented in the summer of 2020.  

First is the implementation of a Suicide Risk Assessment Tool.  The leadership team agreed 

that the Columbia Suicide Severity Rating Scale (C-SSRS) was an adequate tool to further 

assess a patient that is potentially suicidal.  The C-SSRS is consistent with what patients 

would receive if cared for at Melham Medical Center, in the affiliated hospital as an 

inpatient. For this study we implemented the C-SSRS if the patient answered positive to 

question number nine on the PHQ-9.  The C-SSRS then was filled out face to face by the 

provider asking the patients details about their plan.  This tool asks the patients about 

whether he or she has a plan and how serious they are in acting their plan out.  The reason 

this is an important intervention is because the PHQ-9 tool assesses for severe depression 

but it does not provide the proper questions to determine the suicide risk.  Following up with 

a suicide risk assessment is an invention that the CMS quality measure requests as an 

available option in the management of depression.  The use of this tool was built as a 

checkable option inside the providers depression template.   

 To help support the referral of patients to a behavioral health services a list of 

available counselors in the area was provided to the team at CNMC.  The providers had 

reported in years past they did not have good options to give to the patient in regards to 

behavioral health counselors and therapists.  This compilation was used by providers when 

explaining the area options to the patient.  

In an effort to standardize follow-ups at CNMC, the next intervention was to work 

with the Medical Records department to build connections inside the providers note template 

that linked to an order, which scheduled the patient for a follow-up and/or referrals.  The 

links allowed for provider autonomy in choosing the necessary timeframe for each patient.  

There was a link for one week and two-week follow-up phone calls to be conducted by the 

provider’s primary nurse.  In addition, face to face follow-up links were built for two-week, 

three-week, one month and six weeks.  In the literature in a multivariate analysis, three or 

more follow-up visits in the first 12 weeks of treatment was associated with twofold 

increased odds for the receipt of an adequate duration of antidepressant therapy (Jones et al., 

2006).  Once the patient becomes stable on their pharmacotherapy the visits may decrease 

to every 3-12 months (ICSI, 2013).  

 To help support the nurses in making the follow-up phone calls as ordered by the 

provider, nurse follow-up phone call templates were built.  These guided the nurse through 

important questions to ask the patient.  The questions included: a reassessment of the PHQ-
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9 tool, review of a list of side effect of newly prescribed pharmacotherapy, a question as to 

whether the patient has been taking the medication as directed and a question regarding any 

thoughts of suicide.  Due to the black box warning of many SSRI’s causing an increase in 

suicidal ideation, the last question was for safety and monitoring.   

 The last intervention used to support all the documentation tools was education 

provided to the providers, scribes, scheduling desk and all primary care nurses.  This 

education was held on August 25th at 5:00 pm and again on August 26th at 7:00 am.  As well 

as, follow-up luncheon was completed on September 2nd at 1:00 pm for any staff members 

that had not attended the original two meetings.  This education was largely attended and 

provided positive feedback from staff. It was deemed a desirable quality improvement 

project for the patients they see in clinic. 

 

Ethical Considerations 

With this quality improvement project, none of the interventions directly involved a 

patient.  The project focused on standardizing documentation and follow-up processes.  

Therefore, on August 6th, 2020 the Institutional Review Board (IRB) approval was waved 

due to it being a quality improvement project.    As for the human data, all data retrieved 

from the EMR was deidentified and kept in a passcode protected excel file.  There was no 

ability to identify a patient and no financial reward for implementing these interventions.  

 

RESULTS  

In 2019, 47 patients reported a positive score of five or greater on their PHQ-9 

assessment.  This was 11.3% of the initial sample population (47 out of 416 screened), 

showing depression.  Of those 47 patients, 31 had a PHQ-9 of 10 or greater showing 

Moderate-Severe Depression.  Twenty-three of the patients were male and 24 of the patient’s 

female, with an average age of 41 years old.  

 For the 2020 sample, 89 patients reported a PHQ-9 of five or greater.  At 25.6% (89 

out of 348 screened) of patients reporting depression, this was double the number of reports 

of depression than in 2019.  Of those 89 patients, 35 had a PHQ-9 of 10 or greater showing 

Moderate-Severe depression.  There were 29 males and 60 females whose average age was 

56 years old.    

 
Figure 2. Percent of patients screened reporting depression comparing 2019 to 2020 data. 
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Figure 3. Number of males vs. females in each reporting period and the average age of the 

participants reviewed.  

 

 Of the PHQ-9 scores in 2019 there was 36% (n=17) mild, 25.5% (n=12) moderate, 

25.5% (n=12) moderate to severe and 13% (n=6) severe.  Of those reporting mild depression 

the largest percent at 35.3% (n=6) was in the age range of 20–39-year old’s.  In that same 

age range of 20–39-year old’s, they were the top reporting group reporting severe depression 

as well (n=3).  

In 2020 there is a large increase in the percentage of reported mild depression.  This 

jumped from 36% (n=17) in 2019 to 61% (n=54) of the positive PHQ-9’s in 2020.  Of these 

mild scores 46.3% (n=25) were 65 years old and greater.  The age ranges from 20-39 and 

40-64 tied at 37.5% (n=3) in the severe category    
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Figure 4. Percent of 2019 Participants rating 
their PHQ-9 mild, moderate, moderate-severe 
and severe.  
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Figure 5. Each category of 2019 PHQ-9 data broken 
down by age range, showing the percent of each age 
per category.   
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Figure 8. Number of 2019 patients receiving different types of treatment.  
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Figure 6. Percent of 2020 Participants rating their 
PHQ-9 mild, moderate, moderate-severe and 
severe.   
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Figure 7. Each category of 2020 PHQ-9 data broken 
down by age range, showing the percent of each age 
per category.  
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Figure 9. Number of 2020 patients receiving different types of treatment. 

Referral rates improved from 12.8% (n=6) in 2019 to 14.6% (n=13) in 2020.  Existing 

medications and new or adjusted medications combined was the most common treatment in 

both years with 57.4% (n=31) in 2019 and 27% (n=24) in 2020. Poluzzi et al., (2013, pp 

2095) states “cooperation between primary care and psychiatrists could decrease 

antidepressant prescription for cases of sub-threshold or mild depression”. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 10. Percent of follow-ups in 2019 & 2020 that were recommend and of those, the 

percentage that was completed.  
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 Although the number of patients did not change with only 11 patients scheduled for 

a follow in both years (23% = 11/47 in 2019 and 12%= 11/89 in 2020).  Of those in 2020, a 

great percentage did follow through with completing their follow-up appointment.  

Completed follow-ups improved from 45.5% (n=5/11) in 2019 to 73% (n= 8/11) in 2020. 

Two other pieces of the depression template used was one nurse phone call follow-up 

ordered and completed in 2020 and one C-SSRS was completed on a patient with a severe 

PHQ-9 rating of 27. 

 

DISCUSSION  

In this quality improvement project several interventions were completed such as the 

implementation of the C-SSRS suicide tool, compiling a list of behavioral health services 

within the area, implementing a follow-up plan template within the EMR that linked referrals 

to behavior health services and to schedule follow-ups, implemented a nurse follow-up 

phone call template and education for all staff regarding the new documentation tools.  These 

interventions were implemented to help standardize the follow-up plan for individuals with 

depression and create higher quality care.  We did find that the overall implementation of 

the project did improve patient outcomes in referrals to counselors and completed follow-

up visits.   

The outcomes of seeing a decrease in the percentage of medications used and the 

increase in referrals to counseling is consistent with the literature, as Poluzzi et al., (2013) 

does report counseling can be more beneficial for patients with sub-threshold or mild 

depression.  In the increase in mild depression seen in 2020 it is unsure if it is related to an 

increased awareness of depression opening the door to more conversations with providers 

or if it is the affects of the 2020 COVID-19 pandemic causing many older adults to be fearful 

of social interaction leading to isolation and depression.   

Regardless the cause we know that the increased educational awareness for providers 

shows positive outcomes for setting patients up with an adequate follow-up plan (ICSI, 

2013; Kroenke, 2010). Setting a patient up with an adequate follow-up plan can lead to 

increased compliance of medication regimen and utilization of counseling services that prior 

to a visit with the provider would have been over looked (APA, 2019; Franx et al., 2014; 

ICSI, 2013; O’Donnell et al., 2013).   Together the combination of CBT and medications 

will be much more effective than with medications alone (ICIS, 2013; Jones et al., 2006; 

Mullins et al., 2006).  As providers we must continue to advocate for counseling services as 

this is found to be the most beneficial in reframing negative behaviors and thoughts (Vries 

et al., 2015).    

 

Limitations 

 Some of the limitations of this study include the sample size of patients where the 

built-in depression template was used, was a small number (n=11/35).  Some providers still 

provided an adequate follow-up plan manually within the body of their treatment note.  Since 

some providers did not utilize the new templates in the EMR, the data had to be manually 

reviewed.  In review it was found that providers still cared for patients appropriately, just 

without sole use of the new templates.   

 Another limitation out of the control of the researcher, is the setting being a rural 

area with limited access to behavioral health services.  Even with a list of available options 

in the area, there is still not more than four counselors that come to Broken Bow and only 

on certain days of the week.  There were other options listed outside of the community for 

those that prefer not to see a counseling service in town for fear of a stigma being attached 
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to them for needing behavioral health services.  This limitation concurs with the literature 

about mental health barriers within rural areas.  

 

Future Implications 

 For patients with sub-threshold or mild depression rating from 5-9 on the PHQ-9, it 

is believed that even though a score of this value is not necessary to treat with medication, 

it is still important to treat.  Providers seeing patients that report mild depression should be 

equipped to coach the patients on positive coping strategies and increasing the awareness of 

when to seek help if the depression continues to grow.  In this project of the patients that 

increased in 2020 a majority of these patients were only rating a 5-9 on the PHQ-9 but 

undoubtably that still means the patient is suffering from depression.  It would be interesting 

to see if the trend changes in 2021 as life begins to open back up due to COVID-19 

vaccinations and many of those suffering from isolation can begin to enjoy life a little more.   

Future steps for this project include continual up keep of the counselor referral list 

and education to providers on the importance of discussing treatment plans for all degrees 

of depression.  Educating providers on the importance of assessing and treating depression 

will open the door to more in-depth questions about depression.  

As for the template usage by providers, this is another area for improvement that 

would be recommended if the study was repeated.  More education and follow-up with 

individual providers could improve the awareness and usage of the built-in EMR templates.   

 

CONCLUSION 

In summary, this quality improvement project aimed at improving many of the 

documentation tools within the clinic’s EMR for patients with depression.  This standardized 

approach to creating an adequate follow-up plan did show positive patient outcomes with 

the increase in referral rates to counseling, increase in follow-up visits completed and the 

usage of the provider and nurse template to complete documentation during patient visits.   

 The sustainability of this project is in great need for our patient population that 

continues to have reports of depression.  The referral list has been shared electronically with 

the clinic manager and providers, so edits can be made as new behavioral health services 

come into the community.  It is expected the ACO that the clinic reports their quality 

measures to, will continue to keep this measure in focus.  If the clinic would change their 

EMR, the templates themselves may have to be rebuilt if found necessary.  However, greater 

emphasis is needed on provider awareness of adequate treatment for depression to help 

foster a proper follow-up plan.  
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