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Abstract 

Introduction: Adolescent depression has been brought to the forefront of pediatric mental 

healthcare in recent years due to the COVID-19 pandemic. With an increased burden brought 

upon this age group, healthcare providers must adequately screen for depression. The standard of 

care is that all adolescents are screened for depression annually. To improve this screening 

process, the ideal place to start is in pediatric primary care. 

Methods: Adolescents at the project site complete a Patient Health Questionnaire-9 (PHQ-9) 

depression screening during annual well visits allowing symptoms of depression at other times 

throughout the year to go undetected. The project intervention included implementing PHQ-9 

depression screenings at all visits, both well and sick, for patients ages 12 to 18 to capture 

additional positive screenings. 

Results: For patients ages 12 to 18, a total of 261 clinic visits occurred during the project’s 

implementation phase. Well visits accounted for 158 while the remaining 103 were sick visits. 

Positive depression screenings were noted for 24 adolescents, 11 at well visits and 13 at sick 

visits. Therefore, the rates of positive depression screenings at sick visits were considerably 

higher than those obtained at well visits. 

Discussion: Once the implementation of additional depression screenings occurred, data were 

analyzed to determine the clinical significance of continuing PHQ-9 screenings at all adolescent 

clinic visits. Based on statistical analysis, more frequent adolescent depression screenings prove 

to be beneficial in identifying patients experiencing depression.  

Conclusions: The project intervention was proven to be successful as PHQ-9 screenings 

administered at sick visits yielded additional positive depression screenings for patients that may 

have otherwise gone undetected. By implementing more frequent depression screenings, patients 
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at risk for depression may be identified earlier and receive appropriate treatment. Subsequently, 

receiving earlier intervention and treatment for depression will in turn improve long-term patient 

outcomes.  

Keywords: adolescent depression, depression screening, pediatric primary care, PHQ-9   
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Improving Adolescent Depression Screening in Pediatric Primary Care 

Adolescent depression has become a trending topic among the pediatric healthcare 

community in recent years. This ongoing dialogue has significantly intensified since the onset of 

the COVID-19 pandemic. According to the Centers for Disease Control and Prevention (CDC), 

approximately one in every five children in the United States (U.S.) has been diagnosed with a 

mental health disorder (Centers for Disease Control and Prevention, 2023). Following the onset 

of the COVID-19 pandemic, the American Academy of Child and Adolescent Psychiatry 

(AACAP), American Academy of Pediatrics (AAP), and Children’s Hospital Association (CHA) 

collectively declared a national state of emergency in children’s mental health (AACAP, 2021). 

This declaration stated that pediatric patients were being faced with monumental hardships 

which resulted in increasing rates of depression, anxiety, and suicidality. In turn, the healthcare 

system has been unable to sustain such increasing demands. Many pediatric patients 

experiencing symptoms of depression are being undiagnosed and, therefore, untreated. Not only 

can this lead to negative patient outcomes, but it also leads to lengthy wait times to see mental 

health specialists, emergency rooms inundated with patients needing emergent psychiatric care, 

and prolonged boarding times while awaiting inpatient psychiatric treatment.  

Background 

Almost eight million children and adolescents carry at least one mental health diagnosis, 

and half of these patients are not being treated by a mental health professional (Whitney & 

Peterson, 2019). However, these numbers do not account for the patients with depressive 

symptoms that may go undiagnosed. Davis and Leon (2022) discuss that major depressive 

disorder has become widespread among adolescents in the U.S. This has certainly been 

exacerbated by the COVID-19 pandemic. During the first year following the onset of the 
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pandemic, psychiatric admissions drastically increased for adolescents (Ibeziako et al., 2022). In 

addition, the CDC reports that emergency room visits for adolescent girls seeking care for 

suicidal ideation or attempts increased by 51% from 2019 to 2021 (Yard et al., 2021). This 

speaks to the substantial surge in adolescent depression that has occurred in recent years. Not 

only are such statistics being noted on a national level, but on a local level as well. In 2021, a 

survey of high school students conducted by the Florida Department of Health revealed that 

39.3% of students felt sad or hopeless, 17.7% had seriously considered suicide, 13.8% had a 

plan, and 8.9% had attempted suicide (Florida Department of Health, 2023).  

The American Academy of Pediatrics (2018) recommends annual depression screenings 

for adolescents ages 12 and over. Despite this recommendation, adolescents with depressive 

symptoms are often unrecognized for several reasons. Sekhar et al. (2019) explains that as many 

as 60% of adolescents do not routinely attend annual primary care visits. When a depression 

diagnosis is missed and interventions and/or treatments are not implemented within a reasonable 

time, patients may face life-long consequences. If left untreated, adolescents with depression 

may have numerous absences from school, increased high school dropout and unemployment 

rates, and early pregnancy/parenthood (Clayborne et al., 2019). Therefore, increasing the 

frequency of depression screenings for adolescents in the pediatric primary care clinic should be 

greatly beneficial.  

Problem Statement 

The rates of adolescent depression have tremendously increased since the COVID-19 

pandemic began. To ensure adolescents at risk for depression are appropriately identified and 

treated, adequate screening for depression must be implemented in pediatric primary care. By 

implementing depression screenings for all adolescent clinic visits, patients at risk for depression 
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may be easily identified allowing for earlier diagnosis and treatment thus improving patient 

outcomes.  

Organizational “Gap” Analysis of Project Site  

 Prior to this project’s implementation, the project clinical site was compliant with the 

AAP’s recommendation for annual depression screenings for adolescents. Patient Health 

Questionnaire-9 (PHQ-9) assessments are sent electronically to patients ages 12 to 18 prior to 

annual well visits. However, certain scenarios occur when patients do not complete the 

assessment due to technical difficulties, personal preference, or financial circumstances causing 

inconsistencies in routine depression screenings. Another area of concern noted was screenings 

being completed prior to clinic visits. This allowed parents to complete depression screenings 

without the provider’s knowledge leading to inaccurate results and misinterpretation of the 

patient’s current mental health status. Furthermore, the lack of standardization in how providers 

managed patients with a positive depression screening was concerning. Actions ranged from 

discussing the screening results, providing mental health resources, or referral to a psychiatric 

provider.  

With high compliance rates for recommended annual adolescent depression screenings, 

the project site was an ideal location to incorporate the intervention of implementing PHQ-9 

assessments for all adolescent visits. Furthermore, the clinic strives to keep all patients up to date 

on annual well visits which minimized any biased data in the project for patients who had not 

previously completed annual depression screenings. Another factor that supported the project site 

as an ideal location for implementation was most visits are scheduled for 30 minutes and very 

few are scheduled for only 15 minutes. Without adequate time to review PHQ-9 assessments 

with the patient, implementation of this intervention could have been problematic. While current 



   9 

recommendations for adolescent depression screenings were being met, the aim of the project 

was to exceed this recommendation to determine if additional screenings would be beneficial and 

if long-term practice change was warranted.  

Review of the Literature 

 COVID-19 has made a substantial impact on pediatric mental health. Consequently, 

many recent journal articles and research studies have focused on adolescent depression 

screening. To gain a more comprehensive understanding of the subject, a literature search was 

conducted to identify the existing research. Databases utilized included PubMed, CINAHL 

(Cumulative Index to Nursing and Allied Health Literature), and MEDLINE with the most 

common medical subject heading (MeSH) terms for the search noted to be “depression,” 

“depression screening,” “adolescent,” “primary health care,” “health screening methods,” and 

“pediatric.” Search results were filtered by full-text articles published within the past five years. 

The PubMed search yielded 81 articles while the CINAHL and MEDLINE searches generated 

70 and 317, respectively. These results were then narrowed to include the most relevant studies 

to this project.    

 Several of the studies reviewed focus on quality improvement for depression screening in 

the pediatric primary care setting. One example is a quality improvement (QI) initiative 

conducted in a group of 17 pediatric primary care clinics in Vermont that aimed to improve 

compliance with adolescent depression screening and implementation of an initial plan of care 

for patients with positive screenings (Harder et al., 2019). The measurement tool utilized for this 

study was the PHQ-9 (see Appendix A). During the implementation phase of the QI initiative, 

educational sessions were offered to healthcare providers and multidisciplinary teams were 

created that met monthly to discuss and review data. Results showed vast improvement in seven 
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months with an average percentage of adolescent depression screenings increasing from 34% to 

97% overall. Initial care plans for patients with positive screenings also showed significant 

improvement from less than 80% to 100%. These favorable results prove the monumental role 

that education and collaboration play in facilitating practice change.  

 Another quality improvement study reviewed was conducted by Dalal et al. (2023). Like 

the previous study, the setting was in a group of pediatric primary care clinics in the northeastern 

part of the country. The QI initiative’s goal was to track patients at risk for depression who were 

managed in the pediatric primary care clinic or required referral to a mental health specialist. 

This study only took place over a three-month period and first utilized the parent-report Patient 

Symptom Checklist-17 (PSC-17) or patient-report Youth Pediatric Symptoms Checklist-17 (Y 

PSC-17). If PSC-17 scores were positive, the patient would then complete a PHQ-9. While this is 

considered to be an acceptable screening tool for adolescent depression, the Y PSC-17 was only 

utilized for patients who were at least 16 years of age, and the PSC-17 was utilized for patients 

under the age of 16. Of the 891 adolescents screened for depression, 80 had positive scores on 

the PSC-17 or Y PSC-17 requiring the PHQ-9 to be administered. Approximately half of these 

patients had documented lifestyle modifications in their electronic medical record which is 

regarded as a first-line intervention for adolescents at risk for depression. While more than 70% 

of these patients were ultimately referred to a mental health specialist, the data showed around 

30% were managed successfully in the pediatric primary care setting.  

Kenny et al. (2021) examined how adolescent depression can be managed in the pediatric 

primary care setting. The study was retrospective and reviewed data from a nine-month period 

for 2,107 patients between the ages of 11 and 18 who had PHQ-9 depression screenings 

completed. During that time, 277 patients were noted to have positive depression screenings. Of 
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those patients with positive screenings, 173 were seen for follow up after intervention with 

additional PHQ-9 screenings completed. The average score improved by a total of 6.40. These 

results indicated that pediatric primary care is the ideal setting to begin screening and 

intervention for adolescent depression. In addition to improving PHQ-9 scores, the researchers 

identified demographic trends for patients with positive depression screenings. For example, 

59.2% of patients with positive screenings were female, 56% were Latino, and 88% had public 

insurance. While the demographics may vary based on geographic location, this information may 

be beneficial to review when analyzing the project data.  

The final article reviewed specifically addresses the powerful impact primary care nurse 

practitioners (NPs) can make in the depression screening process for adolescents. Davis and 

Leon (2022) discuss how primary care NPs are in an excellent position to initiate mental health 

promotion due to the close provider-patient relationships that are frequently formed. In addition, 

the authors state that adolescents may be more upfront with the provider about mental health 

concerns without parents or guardians present. This thought is also reinforced by a strong 

provider-patient relationship. The article supports annual depression screenings utilizing the 

PHQ-9 for adolescents and even suggests that primary care NPs consider “opportunistic” 

screenings as many adolescents often miss annual well visits. The fundamental purpose of this 

journal article is to empower primary care NPs to confidently screen adolescents for depression 

and act as a patient advocate for their overall mental health.  

When comparing literature, a few parallels can be drawn between existing research. The 

PHQ-9 is the most commonly used measurement tool for adolescent depression screening. 

Several research studies reviewed noted that provider education was beneficial in improving the 

rates of adolescent depression screenings completed. Furthermore, much of the current literature 
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examines successful opportunities for managing mild depression in the pediatric primary care 

setting.  

 Throughout the literature review, one clear discrepancy noted was the screening process 

for adolescent depression in pediatric primary care is inconsistent. Many pediatric primary care 

providers do not routinely screen for depression in adolescents on an annual basis. Even when 

current AAP recommendations of annual depression screenings are being met, the screening 

tools may vary from clinic to clinic. In addition, the age group for which specific screening tools 

are used also varies causing tremendous discrepancies in depression screening scores. There is 

also a significant gap in the literature regarding adolescent depression screening beyond these 

annual recommendations. Due to these inconsistencies, frequent omission of annual well visits 

for adolescents, and continuously rising rates of adolescent depression, pediatric primary care 

providers must work diligently to screen patients when possible to ensure depression symptoms 

are not overlooked. Therefore, this project focused on conducting more frequent depression 

screenings for adolescents to determine if a change in clinical practice is needed to address this 

mental health crisis.  

Evidence-based Practice: Verification of Chosen Option 

  The PICOT question for this project is as follows: For adolescents ages 12 to 18 in the 

pediatric primary care setting, will implementing more frequent depression screenings compared 

to only annual depression screenings capture additional positive screenings over a three-month 

time period? As previously stated, the current AAP recommendations are that annual depression 

screenings are completed for adolescents (AAP, 2018). While these stated recommendations do 

not endorse one specific depression screening tool, the PHQ-9 is utilized at this project practice 

site for adolescents ages 12 to 18 at annual well visits based on evidence-based practice 
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guidelines. Thus, the PHQ-9 was the screening tool used for additional depression screenings as 

adolescents present for sick or other non-routine clinic visits.  

Theoretical Framework or Evidence-based Practice Model 

  A theoretical framework is often used to direct the plan of a DNP project (Moran et al., 

2020). Change Theory is one of the most commonly used theoretical frameworks for applying 

clinical practice change (Ellis, 2023). While Lewin, Drucker, and Kotter each provide a slightly 

different take on Change Theory, Kotter’s interpretation best fits the implementation of this 

project. Throughout the planning phase of this project, Kotter’s Change Theory was utilized as 

the foundation (see Appendix B). Kotter describes an eight-step process for change called “the 

big opportunity” (Butts & Rich, 2022). Creating a sense of urgency is the first step which was 

done by reviewing statistics on adolescent depression with the healthcare providers and other 

office staff to communicate the need for change. By presenting the current evidence such as 

increasing psychiatric emergency room visits and alarming rates of adolescent suicide attempts, 

the significance of the problem was evident thus creating a sense of urgency. Step two is to build 

a guiding coalition which involves obtaining buy-in from the project site’s leadership. This was 

accomplished by meeting with the office manager and physician separately to discuss the project 

in detail. The third step is to form a strategic vision and initiative. This was executed by 

providing a draft of the project plan to the office staff with stated goals and key roles each staff 

member would play in the project. Step four is to enlist the volunteers which occurred 

effortlessly once the first three steps had been completed. The fifth step is to enable action by 

removing barriers. Potential barriers that were identified included staff resistance to change, 

compliance, insurance reimbursement for more frequent depression screenings, and parental 

completion of screenings. Step six is to generate short-term wins. During the project, the 
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importance of monitoring compliance frequently was key to ensure adherence to the practice 

change. Short-term goals at specific intervals during the project helped to facilitate participation 

by the office staff and healthcare providers. Step seven is to sustain acceleration. As the data for 

this project was collected and analyzed, the objective was to identify additional adolescents at 

risk for depression through the implementation of more frequent depression screenings. The 

supporting evidence was key to sustaining the change. Finally, the eighth step is to institute the 

change. Once the project implementation was completed and the data analysis indicated a need 

for more frequent depression screenings, the practice change was permanently instituted. By 

utilizing this step-by-step plan, the implementation of this project was a more seamless process 

than it would have been otherwise. 

Goals, Objectives, and Expected Outcomes 

 The project’s overall goal was to capture additional positive depression screenings for 

adolescents in the pediatric primary care clinic. To reach this goal, many individual objectives 

were met along the way. As previously stated, PHQ-9 depression screenings were already being 

obtained at adolescent annual well visits. During the project’s implementation phase, screenings 

were also administered at all sick visits for adolescents over a three-month period. One 

measurable objective of the project was that PHQ-9 screenings be completed at greater than 90% 

of all adolescent visits during this time. 

The project was expected to yield additional positive PHQ-9 depression screenings. This 

screening is considered positive if the score is five or greater (AACAP, 2010). Each PHQ-9 

completed during the project was reviewed and filtered by positive and negative scores. The 

positive screenings were further filtered by those obtained at annual well visits versus those 

obtained at sick visits. Obtaining positive screenings at sick visits was one of the expected 
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outcomes of the project. This data was then evaluated to determine if the percentage of positive 

screenings obtained at sick visits was statistically significant in comparison to those obtained at 

annual well visits. As depression screenings had not been implemented at sick visits formerly, 

specific goals could not be set prior to the practice change. Other expected outcomes for the 

project were the identification of at-risk adolescents, early detection of depressive symptoms, 

and early diagnosis and treatment of depression.  

Setting Facilitators and Barriers 

The setting facilitators included one pediatrician and four pediatric nurse practitioners 

that practice in the pediatric primary care office. Each healthcare provider rendering care to 

adolescents were responsible for reviewing PHQ-9 depression screenings for their own patient 

visits during the implementation of this project. Potential barriers with the office staff included 

compliance with a change in practice or limited time to review and discuss PHQ-9 results during 

sick visits. For the patients, other barriers to participation included parental completion of PHQ-9 

questionnaires or refusal to complete depression screenings.  

Methods (Plan) 

The project plan included conducting depression screenings during all adolescent clinic 

visits over a three-month time period by utilizing the PHQ-9 screening tool. Positive screenings 

with a cumulative score of five or greater were then extracted from the data and filtered into 

subgroups of well and sick visits. Patients with a previous diagnosis of depression were excluded 

from the data. If the percentage of positive depression screenings obtained at sick visits was 

higher than the percentage obtained at well visits, the project intervention of completing more 

frequent depression screenings would be considered statistically significant and a permanent 

practice change would be warranted. 
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Project Design 

 This DNP project utilized a convenience sample for the practice intervention. While 

adolescent depression screenings were already being conducted at annual well visits, the practice 

intervention also implemented these screenings at sick visits as well. The screening tool used 

was the PHQ-9 Modified for Teens which yields a quantitative score, thus categorizing the 

screening results as negative or positive. Additional quantitative data was used to calculate the 

percentages of positive PHQ-9 screenings obtained at both well and sick visits to determine if the 

practice intervention was effective. A chi-square test was used to establish the significance of 

these results. 

Project Site and Population   

 The project was completed in a private pediatric primary care clinic in southwest Florida. 

The clinic employs one physician and four pediatric nurse practitioners in addition to nursing and 

clerical staff. The previous process for adolescent depression screening entailed a PHQ-9 

questionnaire as part of the online check-in process which is completed during annual well visits. 

As this is done prior to the visit, the results are automatically uploaded into the patient’s 

electronic medical record (EMR) and available for a healthcare provider to review before the 

visit. While this existing process was already in place for depression screenings at annual 

adolescent well visits, the process was replicated for any subsequent sick visits. Therefore, all 

healthcare providers were responsible for reviewing the PHQ-9 scores and addressing positive 

screens as necessary with their patients. To avoid any disturbance in the clinic’s workflow, all 

patients between the ages of 12 and 18 were included in additional depression screenings. 

However, as the data was retrospectively reviewed, any patients with a pre-existing diagnosis of 

depression were excluded as the project was specifically looking to identify new patients with 
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depressive symptoms or diagnosis of depression.  

Measurement Instruments 

 The primary measurement tool used for this project was the PHQ-9 Modified for Teens. 

This tool is a nine-question survey that is widely used among pediatricians to screen adolescents 

at risk for depression and suicide (AACAP, 2010). Questions are answered based on a Likert 

Scale that includes not at all = 0, several days = 1, more than half the days = 2, or nearly every 

day = 3. The cumulative score is then categorized as no or minimal depression, mild depression, 

moderate depression, moderately severe depression, or severe depression. The PHQ-9 surveys 

were administered at each adolescent clinic visit over a three-month period during the project. 

Not only were PHQ-9 scores collected, but other data were noted including patient 

demographics, past medical history, type of clinic visit, and presenting symptoms for sick visits. 

Data was then retrospectively reviewed on a weekly basis during the implementation phase of 

the project and analyzed once data collection was complete. 

Data Collection Procedures  

 The project plan was divided into phases including pre-intervention, intervention, and 

post-intervention. The pre-intervention phase encompassed preparing the office staff and 

healthcare providers for upcoming clinical practice changes and their roles in this process. The 

intervention phase included implementing PHQ-9 depression screenings for adolescent sick 

visits and well visits during the project. Finally, the post-intervention phase was the most 

comprehensive step of the project where the data were analyzed. Retrospective chart reviews 

were performed to collect all PHQ-9 screening scores for both sick and well visits in addition to 

patient age, race, gender, type of clinic visit, and presenting symptoms for sick visits.  

To ensure data security, PHQ-9 surveys were uploaded directly into the patient’s EMR 
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after being completed online. The clinic’s EMR system is an encrypted site that is password 

protected, ensuring Health Insurance Portability and Accountability Act (HIPPA) compliance. 

Only authorized clinic personnel are granted access to the EMR. Once retrospective chart 

reviews were completed, patient confidentiality was maintained as data were deidentified. This 

information was securely stored in an online database that was only accessible to the research 

team.  

Prior to the project’s implementation, approval was obtained from the university's 

institutional review board (IRB). As previously stated, the project included implementing a 

change to current clinical practice. Adolescent depression screenings were part of the annual 

routine care for all patients ages 12 to 18. Therefore, completing these screenings more 

frequently did not pose any additional risks to patients. Due to no risk of harm to patients, a 

waiver of consent was utilized.  

Data Analysis 

 The most valuable method of determining whether quality improvement practice change 

is effective is through the measurement of data (Costa et al., 2020). Once the measurement 

process was completed, data were then analyzed. For this project, the proposed clinical question 

asked if additional positive depression screenings were captured at adolescent sick visits. Thus, 

once the positive depression screenings had been filtered into subgroups of sick visits and well 

visits, the percentage of positive screenings obtained at each type of visit was calculated. Using 

this data, a chi-square test was then utilized to determine if the results were clinically significant 

indicating a need for practice change. If the data had confirmed that additional positive 

depression screenings were obtained by increasing the frequency of administering PHQ-9 

questionnaires but the chi-square test did not show clinical significance, the data would have 



   19 

been further analyzed to discover trends in patient demographics or presenting symptoms to 

identify patients at high risk for depression.  

Cost-Benefit Analysis/Budget 

 The clinical site for this project utilizes patient intake software via text message to 

patients to complete online check-in and any additional forms/surveys that should be completed 

prior to their upcoming visit. This includes PHQ-9 depression screenings for the appropriate 

patients. Once the screening has been completed, an electronic copy of the results is uploaded 

into the EMR. With this technology and procedures already in place, no costs to the project site 

were associated with increasing the frequency of PHQ-9 depression screenings. 

The planned intervention occurred at existing clinic visits which only consumed 

approximately three to five minutes of added time for the provider to review and discuss 

screening results during office visits. A small fee is billed for any behavioral/emotional 

assessment rendered at any visit including the PHQ-9 depression screening. According to the 

clinic’s billing department, this charge may be billed up to four times for each visit regardless of 

the visit type. Therefore, this posed no barrier to implementing more frequent PHQ-9 depression 

screenings. The charge covers time spent for healthcare providers to review and interpret the 

results of the assessment. There was no additional compensation for provider participation in the 

project. Canady (2024) explains that mental health conditions account for 47% of pediatric 

healthcare expenditures and the costs of healthcare associated with pediatric depression is 

approximately $6000 higher than the average adult patient. Therefore, the benefits of a practice 

change could be overall cost-saving to the healthcare system.  

Timeline 

 During the planning phase, the office staff and healthcare providers at the clinical site 
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were initially informed about the project and planned intervention during a staff meeting. Once 

IRB approval was obtained for the implementation of the project, data collection began almost 

immediately. Data were collected over a three-month period and reviewed by the project lead on 

a weekly basis. Ongoing data review throughout the data collection process allowed for timely 

statistical analysis upon completion of the planned intervention. Project findings were then 

available for review within four weeks. Statistical analysis was completed in four additional 

weeks. A table of this timeline can be found in Appendix C.  

Ethical Considerations/Protection of Human Subjects 

 Prior to the implementation of this project, The University of Alabama Institutional 

Review Board approval was obtained. While there was no IRB for the clinical site, the practice 

provides a Notice of Privacy Practices to all patients during the patient registration process that 

states:  

This office may use and disclose your health information to researchers for research. Your 

health information may be disclosed for research without your authorization if the 

authorization requirement has been waived or revised by a committee charged with making 

sure the disclosure will not pose a great risk to your privacy or that steps are being taken 

to protect your health information, to researchers to prepare for research under certain 

conditions, and to researchers who have signed an agreement promising to protect the 

information. Health information regarding deceased individuals can be released without 

authorization under certain circumstances. (Weiss Pediatric Care, 2017) 

This is also available on the clinic’s website for patient or parental review at any time. Thus, by 

agreeing to be a patient at the project site, consent to have health information disclosed for the 

purpose of research was assumed. Furthermore, this change in current clinical practice did not 
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require consent for participation and was reported as a waiver of consent.  

The risk of participating in this project did not increase in comparison to only completing 

the AAP’s standard of care recommendations of annual depression screenings. The project’s 

intervention was simply to increase the frequency of the current practice that posed no increased 

risk to patients. Therefore, there were minimal ethical considerations involved with the project. 

One point to consider was additional out-of-pocket costs incurred by those patients who are 

uninsured. The fee for this service is $7.00 which was charged to patients who do not have health 

insurance coverage. To mitigate this issue, patients had the right to refuse depression screenings 

at any time.  

 Throughout the duration of this project, all participating patients were protected by the 

Health Insurance Portability and Accountability Act of 1996. All data collected as part of this 

project were confidential as patient identifiers were excluded. Each patient was assigned a 

reference number during the data collection phase. An electronic copy of the list of participants 

was securely stored on the UA Box accessible only by the research team. Specific protected 

health information was necessary to include as this information was relevant to identify trends in 

demographics such as age, gender, or race for patients at high risk for depression. However, any 

other patient identifiers were removed from the data and stored securely on the UA Box.  

Results 

During the data collection period, a total of 273 adolescent clinic visits were recorded. 

After the exclusion criteria was applied, 261 visits remained for review which included 158 well 

visits and 103 sick visits. Within this group of visits, 24 positive depression screenings were 

noted (11 well visits; 13 sick visits) (see Table 1). The overall completion rate for PHQ-9 

depression screenings was 90.8% (n=237). Of the total visits, 135 were adolescent males while 
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the remaining 126 visits were adolescent females. In addition to gender, race was also recorded 

with Caucasians accounting for the majority of visits (see Figure 1). Data for the specific ages 

included in the project was examined including the number of PHQ-9 depression screenings 

completed, not completed, positive, and negative for each age (see Table 2). A Pearson Chi-

Square test was completed to compare the rates of positive depression screenings between well 

visits and sick visits. This statistical analysis indicated that the project’s intervention of 

conducting more frequent depression screenings for adolescents was clinically significant (p= 

<0.001).  

Interpretation/Discussion 

In review, the PICOT question for this project was: For adolescents ages 12 to 18 in the 

pediatric primary care setting, will implementing more frequent depression screenings compared 

to only annual depression screenings capture additional positive screenings over a three-month 

period? After data were collected and analyzed, the answer to this question was undeniably yes. 

The overall goal of this project was to determine if administering more frequent depression 

screenings to adolescents would identify additional patients at risk for depression. During the 

three-month data collection period, 13 positive depression screenings were captured at sick visits 

for adolescents who would have otherwise not been screened without the project intervention. In 

comparison to sick visits, only 11 positive depression screenings were captured at annual well 

visits confirming that conducting more frequent screenings did, in fact, yield additional positive 

depression screenings.  

Not only did the project intervention produce an increased number of positive PHQ-9 

depression screenings from adolescent sick visits, but the data also indicated that the rate of 

positive screenings completed at sick visits was even higher than those completed at well visits. 
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With 11 positive depression screenings at 158 well visits and 13 positive screenings at 103 sick 

visits, the percentage of positive depression screenings at sick visits was 12.6% compared to only 

7% at well visits. Considering this information, one can conclude that completing PHQ-9 

depression screenings at sick visits is even more effective than annual well visits.  

A subsequent objective for the project was to identify adolescents at risk for depression 

early by administering PHQ-9 depression screenings more frequently. When analyzing the data 

for positive PHQ-9 screenings noted at sick visits, the time frame from the previous screenings 

and scores were noted. Time frames from the last screening ranged from less than six months to 

12 months. Two positive screenings were noted less than six months from a previously negative 

PHQ-9 with an additional two found within nine months. The remainder of positive screenings 

from adolescent sick visits were approximately 12 months from their most recent negative PHQ-

9 or completed the screening for the first time. For those positive screenings noted in less than 12 

months, these specific patients were identified as at risk for depression earlier than anticipated 

without the project intervention. Such data further supports that performing more frequent 

depression screenings is beneficial and attests to the volatility of adolescent mental health. 

In addition to age, other demographics were noted during the data collection process 

including race (see Table 2). As previously stated, the majority of screenings were completed by 

Caucasian adolescents. This remained consistent with the positive depression screenings with 21 

noted to be Caucasian, one mixed race, and two who declined to answer. While no specific 

correlation can be made based on this data, one important detail to consider is that no newly 

positive depression screenings were noted for any Asians, Blacks, Hispanics, Native Americans, 

or Pacific Islanders.  

 Another notable trend discovered during the data analysis was the number of depression 
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screenings that were not completed. Of the total number of adolescent visits during data 

collection, 9.2% did not complete depression screenings (see Table 1). When this data is 

examined closely, three times as many screenings were not completed at sick visits with a 

completion rate of only 82.5% versus 96.2% at well visits. The significant discrepancy in this 

data is most likely due to instituting a new process for patients to complete depression screenings 

at sick visits. However, this data additionally supports the effectiveness of the project 

intervention to perform more frequent adolescent depression screenings.  

 While no previous research could be found that studied the effectiveness of instituting 

more frequent depression screenings for adolescents, the findings of this project are noteworthy. 

Despite a relatively small sample size with minimal racial diversity, the data strongly supports 

the project’s hypothesis which suggests more frequent adolescent depression screenings will 

yield additional positive screens and identify at risk patients earlier than if only performed 

annually. Based on the project’s positive results, the clinical site concluded that continuing 

depression screenings at adolescent sick visits was greatly beneficial to patients and chose to 

continue with this change in clinical practice.  

 Sustainability for the project intervention of more frequent depression screenings will 

require minimal resources. The process put into place for this project will continue and no 

additional financial resources will be needed. As the practice change proceeds, the completion 

rate for depression screenings at sick visits is likely to improve. Additionally, the providers 

within the clinical site will become accustomed to incorporating this change into daily practice. 

In the future, additional opportunities to expand on this project will be possible. Interventions to 

consider implementing in pediatric primary care may range from providing adolescent-specific 

coping strategy handouts to pharmaceutical treatment of depression. Moving forward, the 



   25 

clinical site may continue utilizing the eight steps of Kotter’s Change Theory. Now that these 

steps have been completed over the duration of the project, some steps may need to be repeated 

to create a seamless transition. Ellis (2023) describes how change is ongoing in healthcare. Such 

ongoing transformation utilizing Kotter’s Change Theory will benefit the organization as 

progress continues to be made with adolescent depression screening.  

Conclusion 

Since the onset of the COVID-19 pandemic, pediatric healthcare providers across the 

country have seen a tremendous rise in adolescent depression rates as well as suicidality, 

psychiatric emergency room visits, and psychiatric-related hospital admissions. Considering this 

alarming evidence, a change in practice is essential to prohibit adolescent depression from 

progressing to such a level of intensity and prevent unnecessary morbidity and mortality. The 

project intervention to increase the frequency of adolescent depression screenings in pediatric 

primary care is the first step towards this much needed change. With early detection and 

treatment of adolescent depression, improved patient outcomes should soon follow. Prevention is 

key in leading the change. Completing a brief three-to-five-minute questionnaire at their next 

office visit could potentially be lifesaving for some adolescents. Through the identification of 

patients who are at risk or are currently experiencing depression, providing appropriate resources 

or interventions will positively impact their mental health and overall wellbeing long term.  
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Table 1 

 

Retrospective Chart Review Data 

 Total PHQ-9 

Screenings 

Negative PHQ-9 

Screenings 

Positive PHQ-9 

Screenings 

PHQ-9 

Screenings 

Not Completed 

Total 

Visits 

261 213 24 24 

Well 

Visits 

158 141 11 6 

Sick 

Visits 

103 72 13 18 
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Table 2 

 

Chart Review Data by Age 

Age Total 

Visits 

Negative PHQ-9 

Screenings 

Positive PHQ-9 

Screenings 

PHQ-9 Screenings 

Not Done 

Total 

% 

12 49 42 7 0 18.8% 

13 45 37 4 4 17.2% 

14 46 37 4 5 17.6% 

15 43 36 1 6 16.5% 

16 39 31 4 4 14.9% 

17 28 20 3 5 10.7% 

18 11 10 1 0 4.2% 

 
 

  



   32 

Figure 1 
 

 
  

Patient Race for Adolescent Visits

Caucasion Declined Hispanic Asian

Mixed Race Black Pacific Islander Native American
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Appendix A 
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Appendix B 
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Appendix C 
 
 

Project Timeline 
 

Date Activity 

April 10, 2024 Presented project at staff meeting 

April, 2024 Obtained IRB approval 

April 17, 2024 Contacted patient intake software company to set up 

automated PHQ-9 surveys for adolescent sick visits 

 May 1,2024 Began data collection (review data weekly) 

July 31, 2024 Ended data collection 

August 30, 2024 Data available for review 

September 26, 2024 Statistical analysis completed 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


