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[bookmark: _Toc189416821]Abstract
Background: Depression remains among the most common mental health disorders, affecting over 18.4% of American adults but many patients do not receive adequate treatment. Cognitive behavioral therapy offers an alternative approach to managing depression without causing concerns such as medication side effects. 
Problem: The rising prevalence of depression requires a multidimensional approach that leverages the power of different evidence-based treatments. However, the lack of a structured CBT program limits access to alternative treatment approaches.
Methods: The quality improvement (QI) initiative was implemented in an outpatient clinic. The project targeted adult patients with a confirmed diagnosis of depression. The primary measure was changes in PHQ-9 scores from baseline to post-intervention. 
Intervention: Participants received weekly nurse-led face-to-face CBT for eight weeks Session content included goal setting, behavioral activation, and problem-solving skills. Data was collected at baseline and project endpoint (10 weeks)
Results: Of the 45 participants recruited n=42 participants (52.4% female and 47.7% male) with a mean age of 35.81±12.98 completed the intervention. The intervention was associated with statistically significant improvements in PHQ-9 from 14.57±2.63 at baseline to 11.05±1.87 post-intervention (mean change: 3.52±1.57 (P < 0.001). 
Conclusions: The results show that nurse-led face-to-face CBT could effectively reduce depressive symptoms. The intervention could benefit patient populations with concerns with antidepressants or could be used to augment pharmacotherapeutic treatments.
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[bookmark: _Toc189416822]Dedication
To my friends and colleagues, thank you for your unwavering constant support in my pursuit to complete the DNP project. To my family, I hope to remain your inspiration that one can achieve anything with determination and grit; I owe my success to your patience, love, support, and dedication.


[bookmark: _Toc189416823]Acknowledgment
Firstly, my gratitude goes to my God Almighty, the creator of it all. Thanks be to God who continues to strengthen me whenever I felt stressed and wanted to quit. To Dr. Chuks Nwaulu, my mentor and preceptor, I thank you for the immense contributions and support rendered during the project. Your outstanding support and encouragement significantly contributed to the successful completion of my project. I also extend my appreciation to Dr. [INSERT NAME], my project chair. Investing your personal effort to guide me through academic life has offered me the strength and enthusiasm I needed to achieve my aspirations. 



















Table of Contents
Abstract	2
Dedication	3
Acknowledgment	4
Problem	8
Project Aim and Supporting Objectives	9
Practice Question	10
Research Synthesis and Evidence-Based Intervention	10
Methodology	13
Organizational Setting	13
Population	14
Translation Science (or QI Model + Nursing Theory) and Project Management	15
Plans for Sustainability	18
Barriers, Facilitators, Ethical Considerations	19
Data Collection and Analysis Plan	21
Required Resources and Proposed Budget	21
Results	22
Conclusions	25
Clinical Relevance	26
References	30
Appendix A: John Hopkins Individual Evidence Summary Table	38
Appendix B: Letter of Support	42
Appendix C: Plan for Education Offering	43
Appendix D: Data Collection Tool	45
Appendix E: Consent Form	46
Appendix F: Chart Audit Checklist	49
Appendix G: Project Budget	50
Appendix H: Recruitment Flyer	51
Appendix I: Patient Education Plan	52




Face-to-Face Cognitive Behavioral Therapy for Adults with Depression
The burden of depression has continually increased in the United States and across the globe, despite improvements in access to care (Goodwin et al., 2022). As of 2020, approximately 18.4% of American adults reported depressive symptoms (Lee et al., 2023). Pharmacotherapy remains the mainstay treatment approach to depression, but evidence shows that combining it with cognitive behavior therapy has additional benefits (Cuijpers et al., 2020). Nevertheless, access to CBT remains challenging for many people, contributing to missed opportunities in ensuring optimal treatment. Indeed, almost 50% of Americans with depression do not receive optimal care (Kohn et al, 2018). The practice problem addressed by the DNP project entails the offer of alternative methods to address depression in lieu of medications at the practice site. The ability to offer patients alternatives to medications could impact individuals financially and decrease the risk of side effects of medications, as supported by studies on the cost-effectiveness of the intervention (Li et al., 2022). Consequently, the gap in practice is the lack of a nurse-led CBT program for patients with depression within the practicum site. Nonadherence or inconsistent adherence to clinical practice guideline recommendations for psychological depression management contribute significantly to suboptimal patient outcomes (Moitra et al., 2022) Without doubt, the project aims to implement a Nurse-led face-to-face CBT program for individuals diagnosed with depression. The manuscript will discuss the significance of the problem, its prevalence and impact at the practicum site, the aims and objectives of the DNP project, the methodology to implement the intervention, and the barriers, facilitators, and ethical considerations in implementing it.
[bookmark: _Toc189416824]Problem
Depression remains among the most prevalent mental health disorders across the globe, with the World Health Organization (WHO) (2023) reporting about 280 million people, or 3.8% of the global population, living with depression. However, the prevalence and incidence rates vary across regions. Liu et al. (2020) investigated the incidence rates for depression across 194 countries between 1990 and 2017. The study revealed a significant increase in age-standardized incidence rates in countries with a high sociodemographic index (SDI), implying that the rates have increased significantly in developed countries. While the global statistics for depression are unclear, its economic costs combined with anxiety, estimate to be around $1 trillion, with forecasts suggesting that it could increase to $16 trillion by 2030 (Chodavadia et al., 2023). Depression has an adverse effect on nurses, quality of care, and healthcare equity. According to Garcia et al. (2022), depression is associated with poor management and high risks of complication from chronic medical illness and increased all-cause mortality. For instance, disorder contributes a sizable proportion of the 700,000 suicides that occur globally every year. However, less than 25% of the global population diagnosed with depression receive adequate care, indicating its impact on the quality of care (WHO, 2023). 
A similar trend in the prevalence of depression in US, has been increasing, particularly among young adults.  The country has experienced a substantial increase in depression over the past decade without proportionate improvements in access to treatment (Goodwin et al., 2022). As observed by Lee et al. (2023), approximately 18.4% of American adults reported depressive symptoms or a diagnosis of the disorder in 2020. The high prevalence imposes significant economic and social costs. As noted by McDaid et al. (2019), debilitating depressive symptoms increase the risk of disability, morbidity, mortality, suicide, and high healthcare expenditure. The economic burden of depression is significantly high, with Greenberg et al. (2023) reporting costs in an excess of $330 billion as of 2019. Of these, approximately $127 billion are healthcare-associated costs and $206 billion indirect costs. Although the prevalence of depression has significantly increased, access to optimal treatment in the country remains challenging. Goodwin et al. (2022) noted that less than 50% of individuals with depression receive treatment in the country. The evidence shows a significant gap needs attention for optimal population health. (Goodwin et al., 2022; Greenberg et al., 2023; Lee et al., 2023; McDaid et al., 2019)
Evidence from the practicum site revealed a similar trend, with observations about the lack of adequate measures to address the gap. While the practice site served clients with depression, pharmacotherapy remains the only treatment modality implemented. Patients receiving care at the practice site often referred to other centers if they prefer psychotherapy. Decision makers at the practicum site have voiced concerns regarding the absence of a structured CBT program to address the burden of depression.
[bookmark: _Toc189416825]Project Aim and Supporting Objectives 
The specific aim of the DNP project is to implement a face-to-face CBT program for adults diagnosed with depression at the practicum site. The intent of the implementation of the program study was to reduce the gaps in access to treatment, resulting in improved outcomes for patients receiving services at the practice site (Goodwin et al., 2022; Li et al., 2022). In this regard, the project sought to fulfill the following objectives to a) train nurses at the practicum site on CBT based on the Hertfordshire Partnership University NHS Foundation (HPFT) CBT Skills Workbook within a week, b) incorporate nurse led face-to-face CBT for adults with depression, and c) reduce the severity of depressive symptoms by at least a 5-point margin as measured using PHQ-9 within 10 weeks (Appendix B).
[bookmark: _Toc189416826]Practice Question
The following practice question served as the basis for the DNP practice change project: For Adults diagnosed with depression in an outpatient mental health clinic, Does Implementing Nurse-Led Face-To-Face Cognitive Behavioral Therapy Compared to the current Practice Impact PHQ-9 scores over 10 weeks?
[bookmark: _Toc189416827][bookmark: _Hlk173513316]Research Synthesis and Evidence-Based Intervention
Evidence-Based Intervention
CBT is considered the first-line or gold standard psychotherapeutic technique in treating major depressive disorder (Alavi et al., 2023; Brown et a., 2021; Charron & Gorey, 2022; Kambeitz-Ilankovic et al., 2022; Luo et al., 2020; Minjie et al., 2023; Nuraeni et al., 2023; Rauen et al., 2020; Serfaty et al., 2020; Zuo et al., 2022). 
[bookmark: _Hlk189311893][bookmark: _Hlk189280762]The intervention addresses depressive symptoms through cognitive restructuring and behavioral activation in which individuals receive training skills to enhance their awareness about the interconnection between their thoughts, emotions, and behaviors (Alavi et al., 2023; Luo et al., 2020). The delivery of CBT could involve nurse-led face-to-face sessions and or through electronically- supported sessions. Both strategies are gaining support in DNP practice settings. Although online or electronically- supported CBT addresses cost and accessibility barriers, face-to-face CBT has been associated with better therapeutic alliance (Mercadal Rotger & Cabré, 2022). Consequently, the nurse- led face-to-face contact could lead to continued engagement with treatment and sustainable patient quality outcome. The intervention has received widespread support from different organizations. The Association for Behavioral and Cognitive Therapies (ABCT) (2024) is among the national organizations supporting the use of CBT. For example, the organization has continually promoted the delivery of CBT by healthcare practitioners and championed the adoption of evidence-based clinical practice guidelines in the delivery of the intervention.
Evidence Synthesis
The search for evidence led to the identification of 10 peer-reviewed studies supporting the use of CBT for depression across different populations. Seven of the 10 articles were randomized controlled trials and meta-analysis and determined to be level I evidence(Brown et al., 2021; Charron & Gorey, 2022; Luo et al., 2020; Nuraeni et al., 2023 Rauen et al., 2020; Serfaty et al., 2020; Zuo et al., 2022), and three  quasi-experimental studies were determined to be  level II evidence ( (Alavi et al., 2023; Kambeitz-Ilankovic et al., 2022; Minjie et al., 2023 Four studies of the 10 articles are high quality A (add citations for the articles)  and six of the 10 are B quality (add citations for the articles) (Appendix A). Two themes were developed from the studies: effects of CBT on depressive symptoms and effects of CBT on quality of life (QoL).
Research Main Themes 
The Effects of CBT on Depressive Symptoms. 
Evidence from across the studies found that nurse -led face-to-face CBT was effective in addressing depressive symptoms. CBT has been associated with short-term improvements in depressive symptoms, with individuals receiving the intervention experiencing fewer and less severe symptoms after the intervention. Much of the existing evidence shows that face-to-face CBT sessions result in long-term improvements in depressive symptoms. In addition, the CBT intervention appears to have superior outcomes to virtual implementation techniques among racial minority groups, which could help in addressing the health disparities for the population (Alavi et al., 2023; Brown et al., 2021; Charron & Gorey, 2020; Luo et al., 2020; Kambeitz-Ilankovic et al., 2022; Nuraeni et al., 2023; Rauen et al., 2020; Saferty et al., 2020; Zuo et al., 2022).(). 
The Effects of CBT on QoL. Evidence shows positive effects of CBT on QoL, even in studies reporting minimal improvements in depressive symptoms. While the measurement of QoL differed, the evidence shows notable improvements for individuals with mild, moderate, and severe depressive symptoms. It is worth noting that the approach to delivering CBT may influence outcomes, with face-to-face sessions showing stable long-term effects on QoL, regardless of the severity of depression. However, the risk of dropping out from nurse led face-to-face CBT need addressing for not, it could reduce the efficacy of the intervention (Avali et al., 2023; Minjie et al., 2023; Rauen et al., 2020; Zuo et al., 2022). 
Contrasting Elements- Research 
The evidence portrays the positive effects of CBT, albeit with differences across the studies. A notable contrast among the studies entails the degree to which CBT affects depressive symptoms. While most of the studies reported statistically significant reduction of depressive symptoms (Alavi et al., 2023; Brown et al., 2021; Nuraeni et al., 2023; Rauen et al., 2020; Zuo et al., 2022), others found that the changes were minimal and had no clinical significance (Minjie et al., 2023; Serfaty et al., 2020). However, the difference could be associated with the study design and measurements methods used. For example, the data collection tool for depression severity varied between PHQ-9 or QIDS-SR.  The difference could be associated with the heterogeneity of the articles included in the analysis, considering that the reviewed studies have varying treatment durations and levels of patient-therapist engagement. Differences across the studies could also be associated with the populations targeted, with some studies including patients with other comorbid conditions such as HIV, atrial fibrillation, cancer, and pulmonary tuberculosis (Brown et al., 2021; Minjie et al., 2023; Serfaty et al., 2020; Zuo et al., 2022).
Research Support for Evidence-Based Intervention
While some differences exist between studies, the evidence shows that face-to-face CBT could have significant effects on depressive symptoms and QoL among individuals diagnosed with depression (Alavi et al., 2023; Brown et al., 2021; Kambeitz-Ilankovic et al., 2022; Nuraeni et al., 2023; Rauen et al., 2020; Zuo et al., 2022). Face-to-face CBT has been associated with additional benefits, including the sustainability of the effects on depressive symptoms and QoL (Nuraeni et al., 2023; Rauen et al., 2020; Kambeitz -Ilankovic et al., 2022). However, it is essential to tailor intervention content to match individual patient needs for optimal outcomes, considering that patients have diverse needs, preferences, and concerns (Luo et al., 2020; Serfaty et al., 2020). 
[bookmark: _Toc189416828]Methodology
	This section articulates the methodological considerations to ensure success in the implementation of the proposed DNP practice change project. The section outlines the organizational setting in which the project’s implementation with the type of healthcare setting, location, typical patient population and diagnoses, monthly patient census, and the multidisciplinary team involved in the management of patients. Moreover, the section explicates the targeted population for the project, the underpinning theoretical framework, the project management plan, and the sustainability plans.
[bookmark: _Toc189416829]Organizational Setting
The DNP project’s implementation occurred at an outpatient clinic located in the eastern United States. The clinic offers a range of mental and behavioral health services and medication management. New patient appointments for assessment and consultation takes up to 60 minutes, while follow-up cases take between 30 and 45 minutes. The clinic is in an office park, offering both face-to-face and virtual mental and behavioral health services. The conventional patient population involves individuals with acute and chronic psychiatric conditions, with common presentations being depression, anxiety, schizophrenia, substance use disorders, and substance-use-disorders among others. The typical patient census ranges from 30 to 35 patients daily (900-1050 monthly). The clinic has one medical assistant personnel, three nurses, two nurse practitioners  as the on-site providers who collaborate with other external stakeholders, including psychiatrists, pharmacists, and physicians for interdisciplinary management of the patient population.  
[bookmark: _Toc189416830]Population
While the clinic serves patients with different mental health  disorders, the project targeted an adult population diagnosed with depression. The project focused on both new and existing patients, with the expectation of recruiting 40-50 patients. Only adult patients (18 years and more) with a DSM-V-confirmed diagnosis of depression were included in the project. Individuals aged 17 years and younger, with other psychiatric diagnoses, comorbid psychiatric disorders besides depression, and cognitive impairments that could interfere with their participation were excluded. Participants in the project were informed about the project during their visits, with a focus on those diagnosed with depression. In addition, patients with depression diagnosis were identified from the electronic health records as a contingency to meet the expected sample. Following identification, the DNP project manager sought informed consent after explaining the purpose of the project and their role (see appendix E for consent form). 
[bookmark: _Toc189416831]Translation Science (or QI Model + Nursing Theory) and Project Management
Theoretical Framework:
According to Steinkog et al. (2021), translation science bridges the gap between theory and practice by enabling the implementation of evidence-based interventions in practice. Multiple QI models and nursing theories have been developed to enable the translation of evidence into practice. Some of the models used in evidence translation include the Promoting Action on Research Implementation in Health Services (PARIHS) model, the Diffusion of Innovation (DOI) theory, the Knowledge to Action (KTA) model, and the Normalization Process Theory (NPT), among others. The proposed DNP change project will use KTA as the underpinning theoretical framework for implementation. 
KTA is a planned action theory that follows the social constructivist paradigm that allows adaptation of evidence to the local context and culture based on a systems perspective. The systems perspective assumes that knowledge users and producers exist within social systems that may not respond or adapt in predictable ways. Consequently, KTA considers knowledge translation as an iterative, dynamic, and complex process, with fluid boundaries between knowledge creation and application (Graham & Tetroe, 2010). The knowledge creation cycle lays the foundation for the implementation of EBP through a distillation of knowledge supportive of the intervention. Specifically, the cycle involves knowledge inquiry, synthesis, and identification of necessary tools and products for the implementation (Ten Ham-Baloyi, 2022). In the context of the proposed DNP change project, the cycle entailed identifying and synthesizing research studies focused on Nurse-led face-to-face CBT for individuals with depression. The process resulted in the identification of studies articulating the effectiveness of the intervention on depressive symptoms and quality of life. The second component of the KTA is the action cycle comprising of seven phases that could occur simultaneously or sequentially. The phases include identifying the problem, customizing the knowledge to the implementation context, assessing the determinants of knowledge use, selecting, tailoring, implementing and monitoring the intervention and knowledge use, evaluating the impact of the knowledge, and determining strategies for sustainment of knowledge use (Graham & Tetroe, 2010). The problem had been identified as the failure to offer patients with depression alternative treatments to medication, with the implementation site lacking a structured CBT program. In turn, the knowledge acquired from the literature was customized to the implementation context, with the CBT Skills Workbook by the Hertfordshire Partnership University NHS Foundation Trust guiding the implementation process. Monitoring knowledge use occurred continuously as the formative assessment to determine the fidelity of intervention implementation, while evaluation focused on the primary outcome measure (changes in PHQ-9 scores) from baseline to project endpoint. 
Project Implementation Plan
In Week 1, the DNP project manager started by recruiting participants for the project. In collaboration with other nurses, the DNP project manager identified participants meeting the diagnostic criteria for depression. PHQ-9 scores will be collected, with those scoring between 10 and 19 being considered for inclusion, while those scoring ≥20 were referred for further evaluation and treatment. In addition, the DNP project manager conducted on-site educational sessions with the nursing staff, focusing on the project plan, the CBT protocol, and use of PHQ-9 in assessing depression (see Appendix C for educational plan and Appendix D for a copy of PHQ-9). If any staff member could not attend the group training, a one-on-one meeting was scheduled. Of the individuals meeting the inclusion criteria, those willing to participate in the project were requested to sign the informed consent (Appendix E) document and after which and they were educated on the CBT , the participants will be asked to take the PHQ-9 questionnaire. The PHQ-9 scores of the recruited participants were scanned from the paper-based PHQ-9 forms and entered into the EHR as the baseline score. 
[bookmark: _Hlk175353621]	Intervention implementation started in week 2 and ran for eight weeks. The intervention involved eight weekly individual sessions for each participant based on the HPFT workbook. The content of the sessions involved an understanding of depression, the ABC model of CBT, SMART goals setting, behavioral activation, problem-solving skills, cognitive restructuring, and the development of individualized blueprints. The DNP project leader was present at the practicum site in person two to three times per week during the full project implementation to provide chart audits for the formative evaluations done at least twice each week. The nurse leader facilitated weekly sessions in the absence of the DNP project manager. All necessary information, including the sessions completed, session duration, and comments about each session was recorded in patient charts to track implementation fidelity and patient progress. Each nurse received a checklist to record this information. The DNP project manager provided feedback to the nursing staff on the implementation of the CBT protocol weekly. Each CBT session focused on one of the modules contained in the HPFT, including the following: understanding of depression, the ABC model of CBT, SMART goals setting, behavioral activation, problem-solving skills, cognitive restructuring, and the development of individualized blueprints. During each weekly visit, the participants received education modules and handouts for reference. The participants were monitored formatively during the weekly visits to ensure they were meeting their goals, with the nurse discussing their progress, answering their questions, and providing positive reinforcements to the participants. The nursing staff followed up with patients on a weekly basis to evaluate their progress in person or by phone call if the participant was not scheduled for a visit that day and recorded in the chart and implementation checklist. The DNP project leader conducted chart audits to make sure the intervention was implemented correctly and consistently, as part of formative evaluation (see Appendix F for the criteria used for chart audits). The formative evaluation was conducted up to three times each week. Staff feedback and real-time retraining were used for nurses facing challenges complying with the implementation protocol. Project updates and feedback to the nursing staff were provided during weekly group staff meetings or one-to-one interviews as needed. 
	The project was wrapped up in week 10, with the participants returning to complete the post-intervention PHQ-9 screening. The data was also collected using a paper-based PHQ-9 questionnaire. The forms were scanned into patient charts and shredded after the entry. The pre- and post-intervention data was submitted to a statistician for analysis. In addition, the week focused on communicating sustainability plans and transition of the project to organization-wide implementation or embedment in the clinical workflow. Finally, the project was concluded with a personal appreciation to the nursing staff for their active participation in the project. The sustainability plan was discussed with the stakeholders, focusing on embedding face-to-face CBT into the daily clinical practices.
[bookmark: _Toc189416832]Plans for Sustainability
	Sustaining practice changes is often a challenging issue in evidence-based change projects. However, developing an appropriate sustainability plan could ensure the knowledge created and translated has long-term effects and is used consistently (Minogue et al., 2021). Leadership commitment was among the essential ingredients for the sustainment of change (Moon et al., 2022). Consequently, a visible and accountable team will be required to oversee the continuity of face-to-face CBT beyond the project implementation phase. Moreover, the team will oversee the inclusion of the intervention into daily clinic practices. As explicated by Silver et al. (2019), weekly improvement meetings could ensure shared learning and continuous improvement. The process will also ensure ongoing stakeholder engagement, with the staff sharing their perspectives to ensure the change continues as expected. 
[bookmark: _Toc189416833]Barriers, Facilitators, Ethical Considerations 
Identifying barriers to successful implementation of QI projects informs the development of mitigation strategies and approaches to leveraging the facilitators. One of the barriers that could be encountered in the implementation of the project is the lack of buy-in from the key stakeholders. Acquiring buy-in from organizational leaders from an early stage of project planning can guarantee the availability of resources to implement and sustain change (Harrison et al., 2021). In this regard, I dedicated significant efforts engaging the organizational leaders in planning for the change initiative to ensure buy-in and support. Secondly, nurses’ attitudes towards CBT could pose a threat to successful adoption of the treatment strategy in daily clinical practice. For example, some nurses could resist its adoption based on the belief that it will compete for clinical time dedicated to other direct care activities or based on perceived skills and knowledge inadequacies (AlHadi et al., 2021; Goldsmith et al., 2023). The barrier was addressed by providing adequate training to the staff to equip them with the necessary skills, knowledge, and self-efficacy in using CBT. In addition, the planning process involved a collaborative approach to ensure the introduction of CBT did not affect the current clinical workflows adversely. 
One of the facilitators of success was the culture of collaboration and commitment to improvement of care delivery and patient outcomes. As noted by Gagnon et al. (2024), a culture of collaboration promotes shared learning frontline staff buy-in, cooperation, and shared accountability for project success. Leveraging the culture of collaboration ensured flexibility in using CBT within the existing clinical workflows. Moreover, the project manager leveraged the existing interpersonal relationships to ensure success. The DNP project manager negotiated with the leadership and frontline staff to guarantee the availability of resources and commitment to the change process. However, the facilitators were considered in the context of the possible effects of leadership changes. For example, a change of leadership could have changed organizational priorities and strategic goals, relegating the adoption of CBT to the periphery. In this regard, this could affect the long-term sustainability of the project.
The accomplishment of the project requires ethical considerations pertaining to confidentiality and safeguards to protect the data over time. The protection of confidentiality covers all the information about participants, whether from direct observations, medical records, or specific project-related data collected using surveys or interviews (Hall et al., 2020). Consequently, All the paper-based data collection forms were shredded after scanning and entry of the information into the EHR. The information acquired EHR was de-identified before its use for project purposes to protect the identities of the participants. In addition, the aggregated data from the EHR was stored in a password-protected OneDrive folder to prevent unauthorized access before the start of analysis. Only the DNP project manager and the project supervisor had the authentication password to access the aggregated data. The aggregate form containing project data will be maintained for 7 years consistent with the institution's guidelines after which the data will be deleted. The practicum site does not require ethical approval for the project and supported the decision through the Letter of Support (Appendix B). Similarly, the Institutional Review Board (IRB) did not require ethical approval for the project because the DNP project does not constitute human subject’s research. 
[bookmark: _Toc189416834]Data Collection and Analysis Plan
The project collected data regarding changes in depressive symptoms before and after implementing CBT. The Patient Health Questionnaire (PHQ-9) was used to collect data for this primary outcome (Appendix D). The self-report instrument has nine items that rate the frequency of symptoms on a four-point scale a score ranging from 0 to 27 (Kroenke et al., 2001). The instrument has excellent validity and reliability, with a Cronbach alpha of up to 0.89 (Kroenke et al. 2001; Negeri et al., 2021). The tool does not require permission to use. Baseline data will be collected after successful recruitment of participants and acquisition of consent using paper forms. Post-implementation data was collected in week 10 to assess changes in depressive symptoms. 
Descriptive statistics, including means, standard deviations, and means were used to express continuous variables, while counts and proportions were used to describe categorical variables. For changes in depression severity, descriptive statistics (means and SD) were calculated for the baseline and post-intervention scores. Normality tests were conducted on the pre- and post-intervention data to determine whether to use a parametric or a non-parametric test to determine the significance of the change. Paired samples t-test was selected for analysis. The analysis will be conducted at 95% confidence interval, with significance level set at 0.05.
[bookmark: _Toc189416835]Required Resources and Proposed Budget 
The project required human and financial resources for successful adoption. For example, it required the nursing staff to dedicate time and effort in adopting CBT. The project used the existing office supplies, equipment, and stationery, minimizing the overall cost associated with the item. Appendix G provides a breakdown of the budget.
[bookmark: _Toc183130787][bookmark: _Toc189416836]Results
Data Analysis Plan
Data was collected using PHQ-9, with scores ranging from 0-27. The data was obtained from the EHR and organized in an Excel sheet, with each participant’s pre- and post-intervention PHQ-9 scores in separate columns for analysis. Based on the unique identifiers assigned to the data during its entry into the EHR, the Excel sheet also included demographic data such as age, gender, and ethnicity. Analysis involved both descriptive and inferential statistics. Consistent with Kaliyadan and Kulkarni (2019), descriptive statistics, including frequencies, means, and standard deviations (SD) summarized single variables, including age, gender, ethnicity, and the pre- and post-intervention PHQ-9 scores. Summarizing the data provided, insights into the central tendencies and variability in the scores. In addition, descriptive statistics facilitated an understanding of the normality of data distribution in terms of skewness and Kurtosis values. As supported by the literature, (George & Mallery, 2010; Hair et al., 2010; Kim, 2013), z-scores for kurtosis or skewness for small samples (n<50) should be between -2 and +2 for the data to be considered as normally distributed. Determining the normality of data distribution helped in choosing between parametric and non-parametric tests for inferential statistics. 
Inferential statistics were used to analyze the effect of nurse led face-to-face CBT on PHQ-9 scores from pre- to post-intervention. Inferential statistics, an umbrella term for a range of techniques, enables the examination of the relationships among variables and differences between groups (Guetterman, 2019). Students’ t-tests compare the statistical significance of means between two groups, with paired samples t-tests comparing the difference in two dependent groups or one sample tested at two timepoints (Kim et al., 2024; Mishra et al., 2019). Consistent with the literature (Liang et al., 2019; Mishra et al., 2019), paired samples t-test was appropriate based on the normality of data distribution established. The test helped to determine the statistical significance of change in PHQ-9 scores from pre- to post-intervention. A p-value of ≥ 0.05 was considered statistically significant.
Sample Demographic Data
[bookmark: _Hlk189313776]Forty-five adults meeting the inclusion criteria were recruited at the start of the project. However, the final sample included forty-three (n=45) participants after three of the recruited sample dropped from the project. The reasons for dropping out included family issues (n=1), migration to another state (n=1), and an exacerbation of symptoms that prompted a referral (n=1). The sample had a mean (SD) age of 35.81±12.98, ranging from 19 to 64 years. It consisted of 52.4% female and 47.6% male, identifying as African American (35.7%), Asian American (19.0%), Hispanic (16.7%), or Non-Hispanic White (28.6%). Table 1 summarizes the demographic characteristics of the sample included in the analysis. 
Table 1: Sample Demographic characteristics.
	Age

	 
	N
	Minimum
	Maximum
	Mean
	Std. Deviation

	Age
	42
	19
	64
	35.81
	12.981

	Valid N (listwise)
	42
	 
	 
	 
	 

	Gender

	 
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	
	Female
	22
	52.4
	52.4
	52.4

	
	Male
	20
	47.6
	47.6
	100.0

	
	Total
	42
	100.0
	100.0
	 

	Ethnicity

	 
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	
	African American
	15
	35.7
	35.7
	35.7

	
	Asian American
	8
	19.0
	19.0
	54.8

	
	Hispanic
	7
	16.7
	16.7
	71.4

	
	Non-Hispanic White
	12
	28.6
	28.6
	100.0

	
	Total
	42
	100.0
	100.0
	 



Changes in Pre- and Post-Intervention PHQ-9 scores
[bookmark: _Hlk189313859][bookmark: _Hlk189313869][bookmark: _Hlk189313965]The mean PHQ-9 scores at baseline (pre-intervention) were 14.57±2.63. As expected during recruitment, the individual PHQ-9 scores for the participants ranged from 10 to 19. The mean PHQ-9 scores at post-intervention reduced to 11.05±1.87, with individual scores ranging from 8 to 15 (Table 2). In this regard, the statistics reveal a mean change of 3.52±1.57 in PHQ-9 from baseline to project endpoint.
Table 2: Pre- and Post-Intervention PHQ-9 Scores
	Descriptive Statistics

	 
	N
	Minimum
	Maximum
	Mean
	Std. Deviation

	Pre
	42
	10
	19
	14.57
	2.633

	Post
	42
	8
	15
	11.05
	1.886

	Valid N (listwise)
	42
	 
	 
	 
	 



As described in the data analysis plan, the pre- and post-intervention data was then tested for normality before analyzing the statistical significance of the change in PHQ-9 scores. The data fulfilled assumptions of normality, as revealed by the z-scores skewness (pre-intervention z = 0.097; post intervention z = 0.500) and kurtosis (pre-intervention z = −0.844; post-intervention z= −0.640). In turn, paired samples t-test was conducted to determine the statistical significance of the change in PHQ-9 scores from baseline to post-intervention. The analysis revealed statistically significant improvement in pre- to post-test mean PHQ-9 scores (M = 3.52; 95% CI: 3.04 – 4.01, p = 0.001). Table 4 below summarizes the results.
Table 3: Paired Sample t-Test
	[bookmark: _Hlk189416448]Paired Samples Test

	
	Paired Differences
	t
	df
	Sig. (2-tailed)

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% CI
	
	
	

	
	
	
	
	Lower
	Upper
	
	
	

	Pair 1
	Pre - Post
	3.524
	1.565
	0.242
	3.036
	4.012
	14.588
	41
	< 0.001



Overall, the results indicate that the implementation of Nurse led face-to-face CBT contributed significantly to the decrease in depressive symptoms. Specifically, the mean change in PHQ-9 scores (3.52 ± 1.57) indicates that the intervention contributed to approximately 24% improvement. The p-value of < 0.001 indicates that the change was statistically significant.
[bookmark: _Toc183130788][bookmark: _Toc189416837]Conclusions
The DNP change project assessed the effects of Nurse led face-to-face CBT on depressive symptoms among patients receiving care at an outpatient mental health clinic. The project aimed at addressing a gap in practice whereby the organization lacked alternatives to pharmacology. The lack of alternative methods to treat depression could contribute to suboptimal outcomes among individuals who discontinue medications because of side effects (Li et al., 2022). The key decision-makers agreed that implementing a structured CBT program could improve access to alternative treatments and contribute positively to reducing the burden of depression. 
The translation of evidence during the implementation process followed the knowledge-to-action (KTA) model, which is based on planned action theory. The model allowed the adaptation of the evidence to the local context through staff tailoring and individualized CBT sessions focused on individual needs and symptomatology. The project acquired the targeted sample of 45 participants, but three participants dropped midway because of varied reasons. After acquiring informed consent, baseline data was collected using paper-based PHQ-9 forms. In the subsequent eight weeks, each participant received a weekly Nurse led face-to-face CBT session. 
Overall, integrating Nurse led face-to-face CBT into the clinical workflow did not pose significant challenges. CBT offered an additional pathway to treating depression, with feedback from some participants who had concerns with medications revealing its utility as an alternative to medications. The intervention led to statistically significant improvement in the mean PHQ-9 scores from baseline to post-intervention (3.52 ± 1.57, p < 0.001). The measures used to ensure fidelity contributed significantly to the achievement of the positive outcomes. For instance, staff training, weekly feedback, targeted re-training, and multidisciplinary collaborations ensured compliance with the implementation protocol. In turn, this meant that the nurses addressed the essential components of CBT to optimize patients’ outcomes. Besides, embedding the value of interpersonal relationships emerged as a crucial determinant of the positive outcomes. Formative feedback acquired from the participants indicated satisfaction with the therapeutic relationships, which motivated their continued engagement to the end of the project. Overall, the project shows that nurse led face-to-face CBT can be an appropriate alternative to pharmacotherapy in managing moderate and moderately severe depression. 
[bookmark: _Toc183130789][bookmark: _Toc189416838]Clinical Relevance
 With the rising depression rates and gaps in access to care, ensuring the availability of alternative approaches to pharmacotherapy is essential. In this regard, the project reveals the significant effect of Nurse led face-to-face CBT on depression among patients with moderate to moderately severe depression who have not received the intervention previously. A sample of n=42 individuals with a mean PHQ-9 of 14.57±2.63 completed the intervention. After eight weeks of participating in weekly Nurse led face-to-face CBT individualized to meet unique needs, the mean PHQ-9 scores reduced to 11.05±1.87. In other words, the intervention contributed to approximately 24% reduction in depressive symptoms. Paired samples t-test revealed that the change was statistically significant. The findings coincide with previous studies that show a positive effect of CBT on depressive symptoms. Consistent with previous studies (Brown et al., 2021; Nuraeni et al., 2023; Serfaty et al., 2020; Zuo et al., 2022), the project was associated with improvements that imply fewer and less severe symptoms following the completion of the project. Although the project did not involve long-term follower-up, it aligns with observations from previous studies that associate face-to-face CBT with sustained effects. (Nuraeni et al., 2023). In contrast with virtual CBT, in-person CBT allows face-to-face contact, which has been found to influence therapeutic alliance significantly (Mercadal Rotger & Cabré, 2022). Therefore, the findings reify the existing evidence regarding the effectiveness of face-to-face CBT in treating depression.
For the nursing workforce, the findings from the project indicate the importance of Nurse led face-to-face CBT in addressing depression.  While the prevalence of depression has been increasing, access to treatment has also been challenging, with evidence showing that less than 50% of individuals with depression receive optimal treatment (Goodwin et al., 2022). The lack of alternative approaches to medications could be a contributor to the treatment gap. Nurses have a frontline role in addressing individual patient needs. As an alternative to medications, Nurse led face-to-face CBT could significantly benefit patients with concerns about medication side effects (Li et al., 2022). Consequently, this would imply a frontline role in addressing inequalities in access to care. The findings also have significant relevance for patient outcomes. The goal of depression treatment is to alleviate symptoms and improve the overall patients’ quality of life. Indeed, evidence collected from the review revealed that reducing depressive symptoms has a positive relationship with improvements in QoL (Avali et al., 2023; Rauen et al., 2020; Zuo et al., 2020). Consequently, this implies that Nurse led face to face CBT could have a lasting effect on patient outcomes without causing concerns with side effects. However, healthcare organizations should acknowledge that implementing CBT requires an adequately prepared workforce. As observed during the project, training the nursing staff on using CBT improved their competence in implementing it in practice. For example, CBT requires establishing therapeutic relationships with patients to guarantee positive outcomes (Mercadal Rotger & Cabré, 2022). Healthcare organizations could benefit from improved patient throughput by adopting Nurse led face to face CBT as an alternative or adjunctive treatment for depression.
However, the project reveals the importance of staff training to enhance outcomes. The project recommends ongoing training programs and workshop to ensure the nursing staff has up to date knowledge on the implementation of the CBT. Training could also improve the nurses’ capacity to demonstrate empathy, which is an essential ingredient for therapeutic relationships in EBP. Moreover, the project recommends tailoring of the intervention to meet individual needs. Although statistically significant results were acquired, it is essential to consider that a 5-point change in PHQ-9 scores (50% decline in symptoms) is usually considered clinically significant. While the participants significantly benefited from the interventions, the improvements achieved fell short of the cut-off. Therefore, it is essential to comprehensively consider individual characteristics that may impede or facilitate the achievement of the outcomes. 
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Article Number
	

Author and Date
	

Evidence Type
	
Sample, Sample Size, Setting
	Findings That Help Answer the EBP Question
	
Observable Measures
	

Limitations
	
Evidence Level, Quality

	1. 
	Alavi et al. (2023)
	The study involved a quantitative methodology based on a quasi-experimental design. The primary aim was to compare the effectiveness of in-person CBT with therapist-guided CBT delivered electronically (e-CBT) for individuals with depression 

	The population consisted of individuals diagnosed with depression and with proficiency in English, with a sample of n=108 individuals being recruited. It was conducted in Ontario, Canada

	The study reported statistically significant reduction of depressive scores from week 6 to week 12 (p <.001). However, the changes were not statistically significant from Week 6 to week 12. Besides, the study found substantial improvements in quality of life in participants from both groups. 

	QIDS-SR and PHQ-9 for the measurement of changes in depression severity and Q-LES-Q for the measurement of QoL.  

	The high attrition rate (55%) may have led to bias in the results.
The sample characterized different characteristics at baseline, which may have influenced changes in depression severity and QoL recorded at endpoint

	Level II
A (High quality)

	2. 
	Brown et al. (2021)
	The study involved a quantitative methodology based on a randomized controlled design. It sought to compare the effectiveness of manualized cognitive behavioral therapy combined with medication and standard care practices among youth living with HIV and diagnosed with depression 

	The sample focused on youths diagnosed with HIV and depression aged from 12 to 34 years across 13 care settings in the US. A sample of n=156 participants was selected.

	The study found moderate improvements in depression in the treatment group compared to the control group as measured using QIDS-SR
Moderate (6.7 vs 10.6, mean difference −3.9, 95% CI: −6.8 to −0.9, p=0.01)
	QIDS-SR for the measurement of changes in depressive symptoms
	The study has low generalizability to other clinical settings considering that it specifically focused on a sample of youths with HIV.
While randomization was accomplished, lack of blinding the participants and assessors to the treatment and outcome measurement may have introduced bias

	Level I
A (High quality)

	3. 
	Charron & Gorey (2022) 
	The quantitative study was based on a meta-analysis of RCTs. The study sought to identify the relative efficacy of virtual versus traditional face-to-face CBT in mitigating depressive symptoms.
	The selection of literature for review focused on RCTs focused on either virtual or f2f CBT across the globe. A total of 17 studies, with an aggregated sample of n=2.292 was used.
	The study found that f2f CBT was more efficacious that eCBT among racial/ethnic minority groups.
	N/A
	Most of the studies included in the review were underpowered, exposing the findings to cofounding bias

The reviewed studies were did not provide substantial details of the racial/ethnic composition of the sample, making it difficult to draw concrete conclusions
	Level I
(B) Good quality

	4. 
	Kambeitz-Ilankovic et al. (2022) 
	The quantitative evidence from the study was based on a systematic review of RCTs and quasi-experimental studies. The study aimed at comparing the effects of f2f and digital CBT on depression.
	The search for literature canvassed articles focused on both f2f and digital CBT across the globe. Overall 106 studies with total of n=11.854 patients was used in the meta-analysis.
	Based on standardized mean change of raw scores, the study found f2f CBT superior to eCBT in ameliorating depressive symptoms (f-2f CBT: SMCR = 1.97, 95% CI: 1.74-2.13; eCBT: SMCR = 1.20, 95% CI: 1.08-1.32)
	Changes in depressive symptoms based on raw scores
	The meta-analysis was based on a combination of designs, with much of the literature showing superiority of f2f CBT not being tested through RCTs.

The results could include placebo effects because the outcomes assessed focused only on pre-post raw scores that may be subject to confounders.
	Level II
(B) Good quality

	5. 
	Luo et al. (2020) 
	The quantitative evidence was derived from a systematic review and meta-analysis of only RCTs. The aim was to evaluate the effects of eCBT compared to f2f CBT on multiple outcomes among individuals with depression.  
	The sampling procedure and study selection focused on RCTs investigating the clinical effectiveness of any form of eCBT compared to fCBT. A total of 17 articles with a combined sample of n=2,313 was selected. 
	The study found that eCBT was more effective than f2f CBT in reducing depressive symptoms (SMD= −1.73; 95% CI: −2.72 to −0.74).  
	All outcome measures (global functionality, quality of life, satisfaction, and economic outcomes) were computed as standardized mean difference (SMD)
	The high heterogeneity if the studies hindered sub-group analyses, creating difficulties in the interpretation of the findings
	Level I
(B) Good quality

	6. 
	Minjie et al. (2023)
	The quantitative study was based on a prospective quasi-experimental (pseudo-randomized) design. It aimed at evaluating the long-term effectiveness of cognitive behavioral therapy in reducing psychological distress and improving the quality of life in individuals diagnosed with atrial fibrillation. 

	The population of interest involved patients with an existing diagnosis of AF, with proficiency in Chinese, and aged from 18 to 75 years. A sample of 90 participants was involved. 

	The study found moderate changes in depression in both arms at 6-months as measured using PHQ-9 
TG: M=11.111, SD= 0.916 to M=8.419, SD=0.713) 
CG: M=11.889, SD= 0.885 to M=10.409, SD=0.741, p=0.794).

The study also found significant improvements in quality of life 
	Short Form Health Survey (SF-12) for the measurement of health-related quality of life
PHQ-9 for the measurement of changes in depression severity 

	The quasi-experimental design had limited randomization exposing the findings to bias
The study was conducted  single setting reducing its generalizability 

	Level II
B (Good quality)

	7. 
	Nuraeni et al. (2023)
	The quantitative evidence was based on a systematic review and meta-analysis of RCTs. The overall aim of the study was to identify the efficacy of CBT and the characteristics of CBT that effectively improved depressive symptoms in individuals with coronary heart disease (CHD).
	The sampling and selection of studies focused on RCTs only. Fourteen RCTs were included in the final quantitative analysis. 
	The study reported that individuals undergoing CBT had fewer depressive symptoms at post-intervention (SMD = −0.37; 95% CI: −0.44 to −0.31, p<.0001; I2=46%) and short-term follow-up (SMD= −0.46; 95% CI: −0.69 to −0.23, p<.0001; I2=52%), despite high heterogeneity of the studies included. 
	N/A
	Few studies involved long-term follow-up of participants, limiting the understanding of the long-term effectiveness of the intervention. 

Low internal validity of the included studies could have affected the overall quality of the analyzed data. 
	Level I
(B) Good quality

	8. 
	Rauen et al. (2020) 
	The quantitative evidence involved a randomized controlled trial. The study aimed at comparing the outcomes of eCBT alone and eCBT combined with f2f sessions among adult patients with depression. 
	The sample was drawn from Zurich, Switzerland, focusing on individual with moderate to severe depression but without alcohol or drug dependency, suicidal ideation history of BD, history of psychosis, ot being under inpatient care. A final sample of n-168 participants was allocated to iCBT (n=96) and iCBT plus f2f CBT (n=72).
	The study revealed that individuals receiving iCBT without additional f2f sessions had an increase in depressive symptoms at 6-month follow-up compared to those receiving additional f2f sessions (p = 0.02, η2 = 0.04). f2f CBT ensured stable long-term improvements.
	WHOQOL-BREF to assess changes in QoL

BDI-II to assess changes in depressive symptoms
	The study did not address the effect of additional f2f sessions, including the overall amount of hours spend, individual capabilities, and therapeutic focus, which may imply the exaggeration of the effects in the report
	Level I
(A) High quality

	9. 
	Serfaty et al. (2020)
	The quantitative randomized controlled trial sought to examine whether cognitive behavioral therapy was superior to standard care in addressing depression among individuals with advanced cancer 

	The study focused on individuals with cancer and depression in several treatment centers in the UK. A sample of 230 patients was recruited

	The intervention had a moderate effect on depressive symptoms as measured using Beck Depression Inventory at 24 weeks (Mean difference: −1.875, 95% CI: − to 1.096, p=0.216).
	Beck Depression Inventory-2 and PHQ-9 for the measurement of changes in depressive symptoms 

EuroQol’s EQ-5D for the measurement of quality of life
	The generalizability to the general psychiatric population may be low considering the largest percentage of participants were female and individuals with cancer 

The intervention had low uptake and participation, limiting the ability to compare superiority comprehensively 

	Level I
A (High Quality)

	10. 
	Zuo et al. (2022)
	The quantitative cluster-randomized controlled trial aimed at exploring the effects of cognitive behavioral therapy on quality of life and psychological distress among individuals with pulmonary tuberculosis 

	The study focused on a Chinese population diagnosed with pulmonary TB with baseline PHQ-9 scores equal to or more than 5 and without cognitive impairments. 
The sample involved 461 participants. 

	Although the effect was moderate, it was statistically significant, with the TG having lower PHQ-9 scores  than the CG (2.05, 95% CI: 1.74 to 3.35, p < 0.001).

The intervention was also associated with better QoL (mean difference=10.7, 95% CI: 7.9-13.5, p<0.001
	PHQ-9: Depressive symptoms

GAD-7: Anxiety

SF-36: QoL 
	Inadequate blinding may have affected the quality of the findings

Self-reporting of outcomes may have led to bias

	Level I
B (Good quality)
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	OBJECTIVES
	CONTENT (Topics)
	TEACHING METHODS
	TIMEFRAME
	EVALUATION METHOD

	Staff Education

	By the conclusion of the module, participants will be able to:
· Explicate the factors that that result in depression
· Understand the effects of thoughts on depression

	Common causes of depression

Effect of low mood 
	Face-to-face sessions with patients 
	One-hour sessions for one day
	Teach-back method

	By the end of the session, participants will:
· Have an understanding of the ABC of the CBT
	Conceptualization of the ABC model

Linking autonomic thoughts, behaviors, and cognitions
	Face-to-face sessions, with illustrations
	Two one-hour sessions for two days
	Teach-back method
Participants feedback through journals

	By the end of the session, participants will be able to:
· Identify possible triggers of depression
· Develop SMART goals for their recovery
· Developed an individualized wellbeing blueprint
	SMART goal development

Identification of change mechanisms
	Face-to-face sessions
	One face-to-face session
	Participants’ feedback through journals

	By the end of the session, participants will have:
· Learnt approaches to controlling their symptoms
· Work towards independent changes in thought processes
· Improved symptoms
	Lifestyle changes

Behavioral activation

Problem-solving skills
Cognitive restructuring 

	Face-to-face sessions
	Five one-hour sessions, one each week
	PHQ-9
Patient feedback through journals

	Participant Education

	By the end of the session, you will:
· The role of CBT in depression
	The link between thoughts, emotions, and behaviors
	Face-to-face sessions
	5 minutes
	Teach-back method

	By the end of the session, you will:
· Link thoughts, emotions, and behaviors
	The ABC model of CBT
	Face-to-face sessions
	15 minutes
	Teach-back method

	By the end of the session, you will:
· Articulate your recovery goals
	Identification of negative automatic thoughts (NATS)
	Face-to-face sessions
	5 minutes
	Teach-back method

	By the end of the session, you will:
· Understand the role of behavioral activation
	Listing routine, necessary, and pleasurable activities

Scheduling activities based on order of difficulty

Acting and reviewing weekly progress
	Face-to-face sessions
	15 minutes
	

	By the end of the session, you will:
· Understand the process of cognitive restructuring
	Replacement of NATS with healthy thoughts
Goal focusing and adjustment
Review of progress

	Face-to-face sessions
	15 minutes
	Teach-back method
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INFORMED CONSENT FOR PARTICIPATION IN 
A DNP PROJECT

Project Title: 
Face-to-face Cognitive Behavioral Therapy for Adults with Depression
Project Manager: 
Chinyere Uzoukwu
Project Location: 
Legacy Medical and Mental Clinic
What is the purpose of this project?
The purpose of the proposed DNP change project is to implement a face-to-face CBT program for adult patients with a diagnosis of depression at an outpatient mental health clinic
What will I be asked to do if I choose to be in this project?
After signing the consent form, you will be required to complete the Patient health Questionnaire (PHQ-9) for baseline data. In turn, you will participate in weekly face-to-face CBT sessions facilitated by a nurse. The sessions will focus on the following components or modules: understanding of depression, the ABC model of CBT, SMART goals setting, behavioral activation, problem-solving skills, cognitive restructuring, and the development of individualized well-being blueprints. You will also be requested to journal your experiences, thoughts, and concerns throughout the project.
How much time will I be asked to devote to this project?
You will be participating in the project for 10 weeks. The questionnaires (both baseline and post-implementation PHQ-9) will take you 2-5 minutes to complete. You will journal your personal experiences, thoughts, and concerns from the first week to the final week of the project.
What are the possible risks or discomforts that I might experience?
There are no direct risks or discomforts anticipated during your participation. 
What are the possible benefits for me or others?
The face-to-face CBT sessions are expected to improve therapeutic relationships with the clinicians and address depressive symptoms. In turn, this is expected to improve your quality of life and reduce the burden (social and financial) of depression on you and, possibly, your family.
What alternatives are available? 
You may prefer to continue with pharmacotherapeutic treatment as an alternative to our face-to-face CBT.
Do I have to participate?
No. Participation in the CBT program is entirely voluntary.
What will happen if I do not participate?
No repercussions will be associated with failing to participate.
What will happen if I leave the project?
In case you decide to leave the project, you will be educated about other potential treatments. You will also be encouraged to adhere to the alternatives, including medications, for continued management of depressive symptoms. 
Will it cost me anything to participate?
The services will be billed as a treatment modality for all clients, considering that they receive treatment at the facility.
Will I get paid anything if I participate?
Participating in the project is not associated with any reimbursement.
How will my confidentiality and privacy rights be protected?
All the information collected during the project will be kept confidential, with the DNP project manager and the project supervisor having access. All the information relevant to the project collected from the EHR will be de-identified to protect your privacy and confidentiality of your data. Any paper record collected during the project, including the PHQ-9 forms, will be entered into your patient chart and the paper-based forms discarded after entry of the data into the EHR.
In this project:
· Identifiable private information or specimens (private information or specimens that can be traced back to you) will be collected:  

[bookmark: Check42][bookmark: Check43]Yes |X|		No |_|

If yes:
· Identifiable private information or specimens may be used for future quality improvement projects without gaining further permission:    

Yes |_|		No |X|

· Identifiable private information or specimens may be used for future quality improvement projects, but only with your permission:

Yes |_|   	No |X|

· Identifiable private information or specimens will not be used for future quality improvement projects:

Yes |_|   	No |X|

Who do I contact for any questions about this project?
In case of questions about the project, you may contact the DNP Project Manager, Chinyere Uzoukwu on ceu1229@yahoo.com or the project supervisor, Dr. Chuks Nawaulu on legacymedcal2020@gmail.com 
Is there anything else I need to know?
You may request a copy of your PHQ-9 form by directly contacting the DNP Project Manager or project supervisor. 
What are my rights? 
· If you choose to be in this project, you have the right to be treated with respect, including respect for your decision to stop being in the project. 
· You are free to stop being in the project at any time. 
· Choosing not to be in this project or to stop being in this project will not result in any penalty to you or loss of benefits to which you are otherwise entitled. 
· You will be given any information that either the project manager or the IRB reasonably believes is important to your choice about whether or not to be in this project.
· We will make every effort to keep information obtained as part of this project confidential. However, information about abuse or neglect may be required to be reported to the appropriate local or state agency in accordance with applicable law.
· If you want to speak with someone who is not directly involved in this project, or if you have questions about your rights as a participant, contact the DNP Program Dean dnpdean@chamberlain.edu.

The following project has been reviewed by the Chamberlain College of Nursing and prescreened as a practice-change/ quality improvement project in collaboration with the Chamberlain University Institutional Review Board.
(If Applicable)
I give permission for photographs or videotapes of me to be used in this project: 
 __________ (initials) 
I DO NOT give permission for photographs or videotapes of me to be used in this project: 
___________ (initials)

I have read this form and the project has been explained to me. I have been given the opportunity to ask questions and my questions have been answered. If I have additional questions, I have been told whom to contact. I agree to participate in the project described above and will receive a copy of this consent form after I sign it.

______________________                 	___________________________ 
Signature of Participant			Date  
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[bookmark: _Toc189416846]Appendix G: Project Budget
	EXPENSES 
	  
	REVENUE 
	  

	Direct  
	  
	Billing 
	  $0.00

	· Salary and benefits 
	  $2,970.00a
	Grants 
	  $0.00

	· Supplies 
	  $150.00
	Institutional budget support 
	  $4878.00

	· Services 
	  $100.00
	  
	  

	· Statistician 
	  $200.00
	  
	  

	  
	  
	  
	  

	  
	  
	  
	  

	Indirect 
	  
	  
	  

	· Overhead 
	  
	  
	  

	  
	  
	  
	  

	Total Expenses 
	  $3,420.00
	Total Revenue 
	  $4,872.00

	Net Balance 
	  $1,452.00
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PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered More Nearly

by any of the following problems? Several thanhalf  every
(Use “¢”" to indicate your answer) Not at all days  the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FOROFFICECODING __ 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
atall difficult difficult difficult
a =) a a

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.
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NAME:

CRITERIA

Indicate whether each criterion has been achieved by Yes or No

Charts

1. Chart contains client details including: name, address, gender, age, name of GP and
contact information. Client name and identifier should be on every page.

2. All chart entries are in chronological order, legible, permanent, dated, and signed with
professional designation.
Physiotherapy notes are clearly identifiable in multi-disciplinary charts.

3. Corrections or alterations shall be struck through with one line and initialed.

4. Relevant medical history has been acknowledged and is noted in chart.

5. Documentation of your client's reported of problems, symptoms and interaction with other
health care professionals are included.

6. Evaluation includes evidence of assessment tools and techniques used, screening and
safety tests, as well as the findings.

7. Client problems are identified, analyzed and a physiotherapy diagnosis is charted and
reviewed with client.

8. Goals, long and short term, are client-centered, discussed with client and documented.

9. Treatment plan notes include specific treatment provided, including:
o Modality or technique used, along with , frequency, intensity, time and site

* Home program charted with frequency, intensity time and use of aids
o Client /care giver education with regard to care, exercise prescription and
responsibilities documented.

10. Informed consent, as per NSCP Practice Standard , for initial assessment, treatment
and changes to treatments PC/VC
o Written permission to communicate with a third party or individual outside the
“circle of care “(Reference the Personal Health Information Act).

11. Note of actual treatment provided and the results, including any adverse results.

12. Evidence of timely ongoing review of client, analysis of findings, and modifications to
treatment as indicated.

13. Outcome measures used are charted.

14. Recommendations regarding ongoing care, transfer to other discipline, transfer to a
physiotherapist with different expertise or discontinuation of treatment as appropriate,
are discussed and documented.

15. Student or ancillary personnel present or involved in any treatment recorded and notes
co-signed. If yes, was consent obtained

16. Copies of any written communication that is received, sent with, about, or from your
client are attached to client notes/chart. Client Records are kept for 7 years.(See
guideline) Discharge Summary is present where appropriate.
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Legacy 4

Medlioal & Mental

Health Clinlo

LOOKING FOR PARTICIPANTS

Our clinic is looking for participants
for a quality improvement project.

Cognitive Behavioral Therapy
(CBT) Study

We are looking for individuals aged 18 or older. who have been diagnosed
with depression? to participate in a quality improvement project, focused on
evaluating the effectiveness of Cognitive Behavioral Therapy.

Eligibility Requirements
Are 18 years of age. have been diagnosed with

depression and are willing to participate in
weekly sessions.

Benefits of Participation in

CBT Study

« Receive personalized therapy in 8 weekly FREE 111
sessions from trained professionals

« Learn strategies to manage depression symptoms

« Contribute to advancing mental health research

WE WILL TAKE CARE OF YOUR HEALTH.

"i700 Stamp Road, Suite K Temple Hills, Maryland | 240-547-7966
www.legacymedicalandmental.com




