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Abstract
Depression negatively impacts the American economy, and there is a shortage of
physicians to provide treatment. Nurse practitioners are viable alternatives to provide
high-quality treatment of depression. The project’s purpose was to describe nurse
practitioners’ attitudes toward nonpharmacological interventions to treat clinical
depression. Attitude theory provided the theoretical framework. The American
Psychiatric Association’s guidelines for treating major depression provided the
conceptual framework. The project used a quantitative nonexperimental descriptive
survey research design. A purposeful sample of 63 nurse practitioners was obtained from
members of the American Association of Nurse Practitioners. Data were collected
through an online survey that included questions about participant demographics,
attitudes about depression treatment modalities, and experience with individual and group
psychotherapy in the treatment of depression. Frequencies and percentages were
calculated for demographic information and information related to the use of individual
and group therapy. Means and standard deviations were calculated for each of the Likert
scale items. The findings showed that participants had more knowledge about
medications used to treat depression and individual therapy than they did about group
therapy. Findings showed that the participants believed that medication combined with
individual therapy was the most effective treatment for individuals diagnosed with
depression. Barriers to using group therapy were identified. These findings provided
information to nurse practitioners about preferred treatment modalities for depression and
the barriers to using group therapy to treat depression.
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Section 1: Nature of the Project
Introduction
Clinical depression, also referred to as major depressive disorder, is a severe
mental illness whose presentation includes dysfunctional emotions, maladaptive
behaviors, and poor cognition (Gelenberg et al., 2010). Individuals diagnosed with
clinical depression commonly complain of fatigue, sleep disturbances such as insomnia,
feelings of worthlessness or inappropriate guilt, loss of concentration or decisiveness, or
recurring thoughts of death or suicide (National Institute of Mental Health, 2011).
Clinical depression, a mood disorder, has been the third most common cause for
hospitalization of 18 to 44 year olds; as of 2013, approximately 6.7% (14.8 million)
American adults were diagnosed with clinical depression (Duckworth, 2013), which
resulted in a significant economic impact.
The literature showed that workers diagnosed with depression, even subclinical
levels of depression, caused significant losses in productivity that had a negative
economic impact (McTernan, Dollard, & LaMontagne, 2013). The findings were
consistent with Beck’s et al. (2011) large quantitative study that found an inverse
relationship between depression symptoms and work productivity in that higher
depression symptoms resulted in lower work productivity. Researchers (Beck et al., 2011;
Witters, Liu, & Agrawal, 2013) recommended that employers consider providing
treatment for all workers diagnosed with depression as a cost-effective way to lessen the
negative economic impact of depression.
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The purpose of providing treatment for individuals diagnosed with depression is
to help the individual function as before developing symptoms of depression. The
American Psychiatric Association provided guidelines for treating depression (Gelenberg
et al., 2010). Treatment modalities identified included “pharmacotherapy, depressionfocused psychotherapy, the combination of medications and psychotherapy, or somatic
therapies such as electroconvulsive therapy (ECT), transcranial magnetic stimulation
(TMS), or light therapy” (Gelenberg et al., 2010, p. 17). ECT, electrical stimulation to
specific parts of the brain, and TMS, magnetic stimulation specific parts of the brain,
were recommended for individuals with a severe major depressive disorder who have not
responded to pharmacotherapy and/or psychotherapy. Light therapy was recommended
for seasonal affective disorder, which is a mild form of depression. The guidelines (as
cited in Gelenberg et al., 2010) recommended pharmacotherapy for the initial treatment
of a severe major depressive disorder but indicated that depression-focused
psychotherapy might be the only treatment needed for milder types of depression.
Several types of psychotherapy were determined by the American Psychiatric
Association (as cited in Gelenberg et al., 2010) to be effective in treating individuals
diagnosed with depression. The psychotherapies included “cognitive-behavioral therapy
(CBT), interpersonal psychotherapy, psychodynamic therapy, and problem-solving
therapy” (Gelenberg et al., 2010, pp. 17-18). An in-depth discussion of psychotherapy
and the identified approaches is provided in Section 2. Each of the psychotherapy
approaches can be provided in individual or group sessions by health care providers
including psychiatrists, psychologists, social workers, and nurse practitioners.
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Nurse practitioners can be a valuable resource in providing high-quality
(Groh, 2013) and cost-effective (Bauer, 2010; Stanik-Hurt et al., 2013) primary care
services, which included treating individuals diagnosed with depression. Nurse
practitioners’ training allows them to perform routine medical examinations, make
diagnoses, order laboratory tests and procedures, prescribe medications and
treatments, and provide psychotherapy interventions to patients (Mannheim, 2012).
However, it is not known how nurse practitioners view their role in treating
depression or their perceptions about using nonpharmacological interventions to treat
depression.
Problem Statement
The problem addressed by this project was the lack of information about nurse
practitioners’ attitudes toward nonpharmacological interventions, including individual
and group therapy, in the treatment of clinical depression. Only one current study
(Bredow, 2014) was identified that explored nurse practitioners’ attitudes toward treating
depression. Bredow (2014) focused on identifying barriers to treating depression
perceived by a small sample of nine nurse practitioners. In one study, Groes (2013)
focused on patients’ perceptions of treatment received by nurse practitioners. The
researcher found that, in the rural setting, the patients reported that nurse practitioners
treated depression more frequently with nonpharmacological treatments than medication,
which might suggest that nurse practitioners’ had positive attitudes towards
nonpharmacological treatment. Both Bredow and Groes recommended future research to
explore nurse practitioners’ attitudes about treating depression.
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Purpose Statement and Project Objectives
The purpose of the project was to describe nurse practitioners’ attitudes toward
nonpharmacological interventions in the treatment of clinical depression. The first
objective of the project was to gather information from nurse practitioners about their
knowledge about and use of nonpharmacological interventions including individual and
group therapy as well as pharmacotherapy treatments for depression in inpatient and
outpatient settings. The second objective of the project was to describe the extent to
which the participants have been involved in treating individuals diagnosed with clinical
depression. The third objective was to identify implications for nurse practitioner practice
and training based on the results. The fourth objective was to make recommendations for
further research related to nurse practitioners and the treatment of individuals diagnosed
with depression. The fifth objective was to add to the nurse practitioner literature.
Relevance to Practice
Health care in the United States has undergone changes that necessitate expanding
nurse practitioners’ role in providing medical services (Fund & Swanson-Hill, 2014).
Fund and Swanson-Hill (2014) and Groh (2013) found that, in many instances, nurses
were viable alternatives to medical doctors, especially in rural areas. The researchers
reported that nurse practitioners could provide high-quality, cost-effective treatment for
individuals diagnosed with depression. However, the literature review did not provide
information about nurse practitioners’ attitudes toward treating depression. Thus, this
project was relevant to nurse practitioners’ training and work as the project obtained
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information to describe nurse practitioners’ attitudes toward treating depression and
focused on nonpharmacological treatment modalities.
Project Question
The following question guided this quantitative nonexperimental descriptive
survey design project: What attitudes do nurse practitioners have about
nonpharmacological interventions for the treatment of individuals diagnosed with clinical
depression?
Significance of the Project
Two factors in American health care contributed to the significance of this DNP
project. First, a shortage of physicians in America (Center for Workforce Studies, 2012)
required that additional health care providers be identified to meet the country’s medical
needs. Second, the negative economic impact caused by individuals diagnosed with
depression required that high-quality, cost-effective treatment be identified to treat the
individuals. Nurse practitioners have been shown to be a viable alternative to physicians
(Fund & Swanson-Hill, 2014). Bauer (2010) found that nurse practitioners were more
cost-effective than physicians.
This project’s findings provided information about nurse practitioners attitudes
toward treating depression and which nonpharmacological treatment modalities were
preferred. The information may provide guidance to nurse practitioner programs about
additional training that may be needed to assure that nurse practitioners are confident in
diagnosing and treating individuals presenting with depression symptoms. Further, the
information may provide guidance to practicing nurse practitioners about professional
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development that might be needed to increase their skills in identifying and treating
depression. Lastly, the project added to the nurse practitioner literature.
Definition of Terms
The following definitions apply to this project.
Attitudes: Two definitions of attitudes were pertinent to this project. First, Hogg
and Vaughan (2005) defined attitudes as “a relatively enduring organization of beliefs,
feelings, and behavioral tendencies toward socially significant objects, groups, events or
symbols” (p. 150). Second, Eagly and Chaiken (1993) stated that “an attitude is a
psychological tendency that is expressed by evaluating a particular entity with some
degree of favor or disfavor” (p. 1).
Clinical depression: Clinical depression, also known as major depressive
disorder, is a severe mental illness that presents with dysfunctional emotions, maladaptive
behaviors, and poor cognition (National Institution of Mental Health, 2011). The terms
are used interchangeably within this project.
Nurse practitioner: The National Institutes of Health (as cited in Mannheim,
2012) definition was used for this project: “A nurse with a graduate degree in advanced
practice nursing” (para. 1).
Psychotherapy: Herkov (2014) defined psychotherapy as “a process whereby
psychological problems are treated through communication and relationship factors
between an individual and a therapist” (para. 1) that could be provided in individual or
group sessions. Gelenberg et al. (2010) and Herkov identified several types of
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psychotherapy that could be used to treat depression. However, this project used
psychotherapy generically.
Assumptions, Limitations, and Delimitations
The following assumptions, limitations, and delimitations were identified for
this project.
Assumptions
Three assumptions were identified for this project. First, it was assumed that
the participants would provide honest responses to the self-administered survey.
Second, it was assumed that the nurse practitioners responding to the survey had
experience in treating individuals diagnosed with clinical depression. The last
assumption was that a sufficient number of nurse practitioners would respond to the
invitation to participate.
Limitations
Two limitations were identified for this study. The first limitation of the study
related to the sample size, which would depend on how many nurse practitioners invited
to participate actually took the online survey. The population for this quantitative
descriptive project was obtained from a list of 1,500 members’ names and addresses
rented from the American Association of Nurse Practitioners (AANP, 2013-2014). The
second limitation related to the development of the survey, I developed as the
researcher, as no existing survey about nurse practitioners attitudes toward nonpharmacological treatment of depression could be found. To compensate for this
limitation, the survey was vetted by a panel of nurse practitioner experts.
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Delimitations
Delimitations for this project included the population and the instrument. The
population for this study was limited to nurse practitioners who were members of the
AANP. The population was selected in hopes of obtaining a diverse sample rather than
being limited to a specific state or region. The focus of the project was limited to
attitudes toward and experience with treating individuals with depression. The survey’s
main focus was on nurse practitioners’ attitudes toward nonpharmacological treatment
modalities, specifically individual and group psychotherapy.
Summary
This section provided an introduction to and an overview of the quantitative
nonexperimental descriptive project. The problem, the purpose, and the project objectives
were identified. The project’s relevance to practice was discussed as was the question to
be answered. The significance of the project was explained. Definition of terms,
assumptions, limitations, and delimitations were also provided in the section. Section 2
provides a review of specific and general literature related to the project. Further, Section
2 provides information about the theoretical framework that supports the project and the
contextual framework that organizes the project. Section 3 provides details about the
methodology for the study.
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Section 2: Background and Context
Introduction
This project aimed to describe nurse practitioners attitudes toward
nonpharmacological interventions to treat individuals diagnosed with clinical depression.
A quantitative nonexperimental descriptive survey research design was used to obtain
information from nurse practitioners about their knowledge and use of
nonpharmacological interventions including individual and group therapy as well as
pharmacotherapy treatments for depression in inpatient and outpatient settings. The
project further described the extent to which the participants have been involved in
treating individuals diagnosed with clinical depression.
This section presents a review of the literature related to the project. The literature
search for relevant research included queries from the following databases: CNAHIL,
MEDLINE, Cochrane Database of Systematic Reviews, Google, and ProQuest. The
literature review focused on material published from 2010 to 2015. Search terms used in
the literature search included the following: nurse practitioners, depression, treatment for
depression, economic costs of depression, group therapy, individual therapy, and
attitudes. Literature identified through the literature search is presented in the next
sections, which include specific literature related to nurse practitioners identifying and
treating depression; general literature related to nurse practitioners; depression and the
treatment of depression; and the contextual and theoretical frameworks that organize and
provide the foundation for this research project.
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Specific Literature
In this section, I discuss literature specific to nurse practitioners who treat persons
diagnosed with depression symptoms including major depressive disorders in primary
care or hospital settings. The review was limited because only three current studies were
identified that specifically examined how nurse practitioners diagnosed and treated
individuals presenting with symptoms of depression. Two of the studies (Anthony et al.,
2010; Bredow, 2014) employed a mixed methods design that included survey data and
interviews. The other study (Groh, 2013) employed a descriptive survey quantitative
research design. Although authors of all the studies reported similar results and, in
general, explored the same topic, there were differences in sample composition and size
and localities. For example, the sample in Anthony’s et al. (2010) mixed methods
research included 15 general internists, 10 nurse practitioners, and 15 family practice
physicians who practiced as primary care clinicians in Ohio. The research question asked
about what conditions the participants perceived to influence their decision to refer
patients for treatment of depression. Data were obtained from two quantitative surveys
from the 40 participants identified and face-to-face interviews with six participants—two
from each of the groups. Data analysis identified three conditions related to referring
patients: (a) patient’s financial and insurance resources, (c) primary care provider’s
comfort in prescribing medication and counseling patients diagnosed with depression,
and (c) primary care provider’s knowledge of and professional relationship a mental
health professional or facility in the area.
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The second mixed methods study’s sample included 113 nurse practitioners in
Texas (Bredow, 2014). Bredow (2014) identified and evaluated nurse practitioners’
perceptions of barriers to treating patients diagnosed with depression in a primary care
setting. Quantitative and qualitative data were collected through a demographic survey,
which included open-ended questions about treating depression and a Likert scale
questionnaire regarding attitudes about and barriers to treating patients diagnosed with
depression. The data analysis found that, while time restrictions were not a barrier to
treatment, time was a barrier to providing education to patients. The data analysis further
identified a necessity for nurse practitioners to participate in continuing education. All of
the descriptive survey quantitative methods studies also reported a need for continuing
education for nurse practitioners in one or more areas as part of the studies’ findings.
Groh’s (2013) survey study focused on the implications for nurse practitioners in
rural areas. Groh reported that nurse practitioners are commonly the primary care
providers in rural areas due to a shortage of physicians. The research focused on selfreports from 140 women in a rural area who self-reported depression. Data obtained from
the women showed that women accurately identified symptoms of depression. Groh
indicated that, based on the study’s results, nurse practitioners in rural areas should be
knowledgeable about the most effective methods to diagnose and treat depression.
The literature reviewed in this section focused specifically on nurse practitioners’
identification and treatment of depression. The following section reviews general
literature related to nurse practitioners. General literature relating to depression and
accepted treatment methods for depression are also reviewed in the following section.
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General Literature
This section reviews literature related to nurse practitioners and depression.
The first part provides a job description for nurse practitioners, the education and
training required, and how nurse practitioners compare to physicians. The second part
defines depression and discusses various nonpharmacological treatments used to treat
depression.
Nurse Practitioners
The National Institutes of Health (as cited in Mannheim, 2012) defined a nurse
practitioner as “a nurse with a graduate degree in advanced practice nursing” (para. 1).
Educational requirements to become a nurse practitioner begin with earning a Bachelor
of Science in Nursing or other undergraduate degree and becoming licensed as a
registered nurse. Most states also require a master’s degree in nursing and national
nurse practitioner certification for consideration to be licensed. Weber et al. (2012)
reported that educational requirements for psychiatric mental health nurse practitioner
programs were changing due to national certification requirements and practice
requirements.
Nurse practitioners are licensed by individual states and licensure
requirements vary widely. Most states require nurse practitioners at minimum to have
a master’s degree and certification from a “national nursing organization such as the
American Nurses’ Association, Pediatric Nursing Certification Board, and others)”
(Mannheim, 2012, para. 8). Some states allow nurse practitioners to practice
independently while in other states nurse practitioners must work with a medical

13
doctor to prescribe medications or be licenses. A few states do not license or
recognize practice by nurse practitioners.
As with licensure, states regulate the types of activities that the nurse practitioner
can perform. According to Mannheim (2012), possible health care activities include the
following: “taking health histories; physical examinations; ordering laboratory tests and
procedures; diagnosing, treating, and managing diseases; writing prescriptions and
coordinating referrals; providing handouts on disease prevention and healthy life styles,
performing certain procedures, such as a bone marrow biopsy” (para. 2). The activities
can occur in a variety of settings including primary care offices, private practice, hospital
settings, and behavioral health settings. Nurse practitioners are expected to become an
important health care provider resource (Fund & Swanson-Hill, 2014; Naylor &
Kurtzman, 2010).
Fund and Swanson-Hill (2014) reported that the health care in the United States
has been undergoing changes that necessitate expanding the nurse practitioners’ role in a
variety of settings. Nurse practitioners were reported to be a viable alternative to
physicians. Naylor and Kurtzman (2010) reviewed literature relating to the necessity for
and effectiveness of care provided by nurse practitioners. Due to a shortage of physicians
(Center for Workforce Studies, 2012), nurse practitioners have become increasingly
necessary to fill the gap in health care. Additionally, nurse practitioners have been found
be more cost-effective than physicians (Bauer, 2010).
Other researchers have investigated the quality of care provided by nurse
practitioners. Stanik-Hutt et al. (2013) determined that nurse practitioner care was
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comparable to care provided by physicians. Reuben et al. (2013) found that geriatric
patients diagnosed with depression responded as well to treatment by nurse practitioners
as they did to general practice physicians. The next part of this section reviewd general
literature related to depression and depression treatment modalities. A definition of
depression was provided along with a description of common treatments. Additionally,
information about specific nonpharmacological treatments was provided.
Depression and Treatment Modalities
Clinical depression, also referred to as major depressive disorder, is a severe
mental illness whose presentation includes dysfunctional emotions, maladaptive
behaviors, and poor cognition. Individuals diagnosed with clinical depression commonly
complain of fatigue, sleep disturbances such as insomnia, feelings of worthlessness or
inappropriate guilt, loss of concentration or decisiveness, or recurring thoughts of death
or suicide (National Institution of Mental Health, n.d.). Clinical depression, a mood
disorder, has been the third most common cause for hospitalization of 18 to 44 year olds.
Approximately 6.7% (14.8 million) American adults are diagnosed with clinical
depression (Duckworth, 2013), which results in a significant economic impact.
The negative economic impact of depression in the workplace has been
documented since Kessler’s et al. study in 1999. In 2013, Writters et al. reported data
from a Gallup poll that indicated that absenteeism of workers diagnosed depression cost
American companies $23 billion. In a large quantitative study, Beck et al. (2011)
evaluated the connection between a depression diagnosis and a loss in productivity. The
771 patients diagnosed with depression who reported being employed on a part-time or
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full-time basis completed two instruments. One of the instruments measured the severity
of depression symptoms and the other measured work productivity. Results of the survey
showed a relationship between depression symptom severity and work productivity loss.
Work productivity decreased incrementally with each 1-point increase in the severity of
depression symptoms. Beck et al. recommended that employers consider providing
treatment for all workers diagnosed with depression.
The American Psychiatric Association (as cited in Gelenberg et al., 2010)
guidelines for treating major depressive disorder suggested using medications,
psychotherapy, somatic therapies, or a combination of medication and psychotherapy.
As this project focused on nurse practitioners’ attitudes toward nonpharmacological
treatments, the literature review did not include literature related to pharmacotherapy
or somatic therapies. Rather, the literature review focused on psychotherapy and the
various approaches used in the psychotherapy process.
Psychotherapy is “a process whereby psychological problems are treated through
communication and relationship factors between an individual and a therapist” (Herkov,
2014, para. 1). Herkov (2014) described various approaches to psychotherapy that
included the following: psychodynamic, interpersonal, and cognitive-behavioral. A
therapist using a psychodynamic approach to psychotherapy will help the patient
understand the historical basis of the problems and to understand how the present may
be a repeat of past experiences. The goal of a psychodynamic approach is to help the
patient resolve past issues in order to fully function in the present. An interpersonal
approach is similar to the psychodynamic approach but focuses on changing self-
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defeating patterns in relationships in the present. The cognitive-behavioral approach is
task oriented in that the therapist helps the patient to identify and change maladaptive
thoughts and behaviors (Herkov, 2014). All of the psychotherapy approaches may occur
in individual sessions or in a small group of patients who are experiencing similar
symptoms or who have the same diagnosis.
Group psychotherapy has become a frequently used therapy model. Kleinberg
(2012) proposed that group therapy provided (a) a safe setting in which patients can
practice new behaviors, (b) support and encouragement for group members, (c) a format
for group members to be role models for each other, (d) a way for the therapist to observe
how each member responds to the other members, and (e) cost effective therapy. A group
therapy session includes members who are at various stages of treatment, which gives
hope to members who are new to the group. One goal of group therapy is to help
members accept responsibility for their thoughts, behaviors, and choices and that only by
accepting personal responsibility can change occur. Kleinberg demonstrated that group
psychotherapy was an effective treatment modality for depression.
Researchers (Cuijpers et al., 2010; Lynch, Laws, & McKenna, 2010) completed
meta-analyses of literature related to psychotherapy as a treatment for depression. Lynch
et al. (2010) focused on the effectiveness of the cognitive-behavioral approach in
psychotherapy in treating depression. The analysis concluded that cognitive behavior
therapy reduced symptoms and relapse of depression. Cuijpers et al. (2010) conducted
meta-analyses of research related to the effectiveness of psychotherapy in the treatment
of depression. Cuijpers et al. focused on literature related to general psychotherapy used
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to treat chronic depression and dysthymia, a milder form of depression. The analysis
showed psychotherapy had a small significant effect on depression when compared to a
control group. The analysis suggested that a minimum of 18 psychotherapy sessions was
required for optimal results. Further, the analysis suggested that pharmacotherapy
combined with psychotherapy was more effective than only psychotherapy.
This section of the literature review focused on general literature related to nurse
practitioners and on depression and treatment modalities. The review identified the
economic impact of depression and affirmed that nurse practitioners are trained to
effectively treat depression. The next section presents information about the theoretical
framework the forms the foundation of this project and the contextual framework around
which the project is organized.
Contextual and Theoretical Frameworks
This section discusses the theoretical framework that provides the foundation for
this project and the contextual framework that organizes the project. Miles, Huberman,
and Saldaña (2014) suggested that the conceptual framework provided a structure for
existing knowledge that would be used to describe how the phenomenon under
consideration has progressed and the theoretical framework provided an explanation of
the phenomenon. As this project focused on nurse practitioners’ attitudes toward
treatment modalities for clinical depression, the American Psychiatric Association (2010)
guidelines for the treatment of depression provided the contextual framework while
attitude theory provided the theoretical framework.
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Since the 19th century psychologists have proposed that attitudes influence
human behavior (Briñol & Petrty, 2012). Two definitions were commonly used in the
reviewed literature. The first definition suggested that attitudes internal, stating that an
attitude “is a relatively enduring organization of beliefs, feelings, and behavioral
tendencies towards socially significant objects, groups, events or symbols” (Hogg &
Vaughan, 2005, p. 150). The second definition suggested that an attitude can positively
or negatively influence behavioral choices and states: “an attitude is a psychological
tendency that is expressed by evaluating a particular entity with some degree of favor or
disfavor” (Eagly & Chaiken, 1993, p. 1). Each of the definitions was pertinent to this
project designed to describe nurse practitioners attitudes toward various treatment
modalities for depression. Additionally, the definitions indicated that an attitude had
three components: affect, behavior, and cognition.
The affective component related an individual’s feelings or emotions about an
object or event and influences the behavioral and cognitive components (Eagly &
Chaiken, 1993). For this project, how a nurse practitioner felt about depression and about
the person with symptoms of depression affected the decisions about whether to diagnose
the person with depression and, if diagnosed, what treatment to provide. Nurse
practitioners who might be concerned about the side effects of the drugs used to treat
depression might be inclined to recommend group or individual counseling before
prescribing a medication. Conversely, a nurse practitioner who has an attitude that
counseling is not effective for treating depression might only prescribe medication. A
nurse practitioner’s attitudes about depression, however, might be influenced by the prior
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knowledge and the context within which the decision to diagnose and treat depression
exists.
The American Psychiatric Association guidelines for treating persons diagnosed
with a major depressive disorder provided nurse practitioners information about
diagnosing and treating major depressive disorder and provided a contextual framework
for making treatment decisions (Gelenberg et al., 2010). While the guidelines were
developed specifically for individuals diagnosed with major depressive disorder, they
were also relevant to the treatment of persons exhibiting symptoms of milder depressive
disorders (Gellenberg, 2010). As this project focused on the treatment phase, the
guidelines related to treatment were used as the contextual framework.
The aim of treatment for individuals diagnosed with depression is to help them to
function as before they developed symptoms. Treatment options included
“pharmacotherapy, depression-focused psychotherapy, the combination of medications
and psychotherapy, or other somatic therapies such as electroconvulsive therapy (ECT),
transcranial magnetic (TMS), or light therapy” (Gelenberg et al., 2010, p. 17). While
pharmacotherapy was recommended as part of the initial treatment of a severe major
depressive disorder, depression-focused psychotherapy may be the only treatment needed
for persons diagnosed with mild to moderate major depressive disorder and less severe
forms of depression.
The guidelines identified several types of psychotherapy determined to be
effective for treating depression that could be used in individual and group formats. The
psychotherapies, which were previously discussed in this section, included “cognitive
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behavioral therapy (CBT), interpersonal psychotherapy, psychodynamic therapy, and
problem-solving therapy” (Gelenberg et al., 2010, p. 17-18). Health providers prescribing
psychotherapy either in an individual or group format should consider the severity of the
symptoms of depression and other health conditions of the person. For example,
psychotherapeutic interventions should be the first choice for pregnant women or those
who might become pregnant. Other factors recommended for consideration included the
following: the person’s preferences, prior response to interventions, availability of
professionals experienced with the psychotherapy recommended, and treatment goals.
The guidelines (Gelenberg et al., 2010) recommended that the primary care
provider monitor patients progress and adjust treatment as needed. If a patient does not
respond to psychotherapy alone, pharmacotherapy may be added. The guidelines further
recommended that the provider monitor treatment adherence to determine adequacy of
treatment and adjust as necessary. For patients who have not shown improvement after 8
to 16 weeks of treatment, the guidelines recommended that the primary care provider
consider consulting with another professional to determine the best course of treatment.
As described, the guidelines provided a contextual framework within which to
evaluate the nurse practitioner participants’ survey responses relating to treatment
preferences for individuals diagnosed with depression. Attitude theory provided a
framework for understanding the emotional, behavioral, and cognitive processes that
influenced treatment decisions made by nurse practitioners. Together the frameworks
provided the foundation for this project.
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Summary
This chapter reviewed literature pertinent to the project. The review included
literature specifically related to nurse practitioners role in treating individuals diagnosed
with depression. General literature related to nurse practitioner training and practice
activities was also reviewed. Additionally, general literature related to depression, the
economic impact of the disorder, and treatment methods for depression were reviewed.
The final section provided information about the theoretical framework that provided the
foundation for the project and about the contextual framework that organized the project.
The next section provides detailed information about the methodology, the population
and sample selection, data collection procedures, data analysis, and ethical considerations
for the project.
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Section 3: Collection and Analysis of Evidence
Introduction
The primary purpose of this project was to gain an understanding of nurse
practitioners’ attitudes toward nonpharmacological interventions for individuals
diagnosed with clinical depression. This section discusses the project design, the
population and sampling procedures, data collection, and data analysis.
Project Design/Methods
This project employed a quantitative nonexperimental descriptive survey research
design to assess nurse practitioners’ attitudes toward for the treatment of clinical
depression. Lodico, Spaulding, and Voegtle (2010) indicated descriptive survey research
was to “describe behaviors and to gather people’s perceptions, opinions, attitudes, and
beliefs about a current issue” (p. 26), which was the aim of this project. The survey
design provides a method to describe the attitudes of the sample numerically (Creswell,
2013).
Population and Sampling
The population for this project was obtained from the AANP (2013-2014). The
AANP supports research by graduate students by providing access to names and
addresses for nurse practitioners who belong to the organization. The association allows
“a one-time use rental of a specified NP sample, drawn from the AANP membership for
approved research” (AANP, 2013-2014, para. 3). I am a student member of the AANP
and sent all necessary documents to the AANP once Institutional Review Board (IRB)
from Walden University was obtained (IRB approval number 07-06-15-0087512).
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Following the AANP guidelines, I rented 1,500 names and addressed of nurse
practitioners who had a psychiatric specialty designation. The 1,500 individuals became
the population for this project. The project proposal stated I would rent 150 names from
the AANP. However, when I finalized the process, I was informed that the association
only rented the entire membership list, which resulted in the 1,500 number of invitations
sent.
A purposeful sampling technique was employed to solicit participants from the
identified population. Purposeful sampling is appropriate when the research requires
participants to have experience with the phenomena being investigated (Creswell,
2013). Each of the 1,500 individuals in the identified population were invited to
participate in the project. Sixty-three nurse practitioners completed the online survey
questionnaire and became the sample for the study.
The postcard invitation (see Appendix A) was sent by the United States Postal
Service to invite individuals identified by the AANP to participate in the study. The
invitations included information about the project, my e-mail and telephone contact
information, and the link to the online survey. The invitation also explained that no
personally identifying data would be collected and that taking the survey constituted
informed consent.
Data Collection
Data collection began at the time the invitations to participate were sent. As
stated in the previous section, the survey questionnaires were available and completed
on the SurveyMonkey (2013) website. Information about the survey instrument follows.
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Instrument
I developed the five-part survey questionnaire used in this project. The
questionnaire included an introductory section that explained the purpose of the study and
four additional parts: demographic information; attitude toward interventions for
individuals with depression; individual and group therapy/counseling session
information; and other nonpharmacological interventions (see Appendix B). The
demographic section included open-ended questions and yes or no questions. The attitude
toward interventions for individuals with depression section included 11 statements to
which participants were asked to indicate level of agreement using a 4-point Likert scale:
1 = strongly disagree; 2 = disagree; 3 = agree; and 4 = strongly agree. The 4-point scale
was selected to obtain a clearly positive or clearly negative attitude toward each item.
Burns and Grove (2009) suggested that using a 4-point scale could provide a clearer
interpretation of the responses.
The next section included questions about the use and frequency of individual and
group therapy/counseling sessions provided in the participant’s work setting. The final
section asked participants to list other types of nonpharmacological interventions
provided in their work setting to individuals diagnosed with clinical depression. The
questionnaire provided a section for comments.
Validity and reliability for the instrument were addressed. As the study was a
nonexperimental descriptive case study, I used the guidelines for assessing validity and
reliability in qualitative research for the instrument. Reliability as defined by Yin (2011)
refers the replicability of the results of the study instrument. Yin suggested that clearly
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defined procedures helped to assure replicability of the measure. The methodology
section provides specific, step-by-step instructions for conducting, which assures
replicability of the study.
Face and content validity were established for the instrument. Researchers
(Creswell, 2013; Miles, Huberman, & Saldaña, 2014) reported that face validity referred
to how the questions appeared to relate to the concept being measured, while content
validity related to how well the questions were consistent with the topic. In order to
establish face and content validity, the questions were vetted by three nurse practitioners
to assure the questions were clearly written and understandable. The three professionals
had more than 10 years of experience treating individuals diagnosed with clinical
depression. The nurse practitioners had worked in inpatient psychiatric hospitals. The
questionnaire was modified prior to submission to Walden’s IRB committee based on
feedback from the three nurse practitioners.
Protection of Human Subjects
The project design assured minimal risk to participants and provided protections
to the participants. First, I submitted a request for IRB approval from Walden University
and received approval for the project. Second, my contact information and written
statement regarding the project’s purpose were provided on the correspondence with the
population and reiterated on the survey questionnaire for individuals choosing to
complete the survey. Third, no personally identifiable information was collected on the
survey questionnaire. Each survey questionnaire was assigned an identification number.
Fourth, completing the survey signified consent. The U. S. Department of Health and
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Human Services (2009) stipulated that written consent could be waived when the project
presented minimal risk to participants. Lastly, I will keep all data collected confidential
and secured for 3 years, at which time, the data will be destroyed appropriately (paper
documents shredded and computer data files erased).
Data Analysis
Descriptive statistics including means and standard deviations were calculated for
participants’ responses to all parts of the survey questionnaire. No other statistical
analysis such a t test, ANOVA, or Pearson R or Chi-square were calculated as the project
was not an inferential or causal-comparative research design. Demographic information
and information about use of individual and group counseling was reported as frequency
and percentage data. Means and standard deviations were calculated for each of the
Likert scale items. Standard deviations showed the variability of the responses from the
participants’ mean scores (Lodico et al., 2010). The statistical analysis was calculated
using an Excel spreadsheet. Results of the data analyses were presented in a narrative
report. Tables were created to visually depict the results.
Summary
This section has discussed the research design for this project that assessed nurse
practitioners’ attitudes toward nonpharmacological interventions for individuals
diagnosed with clinical depression. The population and sampling procedure were also
presented. The survey instrument used to collect data from participants was described.
Data collection through the SurveyMonkey website and data analysis processes were
presented.
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Section 4: Findings and Recommendations
Introduction
The primary purpose of this DNP capstone project was to describe nurse
practitioners’ attitudes toward nonpharmacological interventions in the treatment of
clinical depression. The following five objectives related to the purpose of the project:
•

Gather information from nurse practitioners about their knowledge about
and use of nonpharmacological interventions including individual and
group therapy as well as pharmacotherapy treatments for depression in
inpatient and outpatient settings.

•

Describe the extent to which the participants have been involved in treating
individuals diagnosed with clinical depression.

•

Identify implications for nurse practitioner practice and training based on
the results.

•

Make recommendations for further research related to nurse practitioners
and the treatment of individuals diagnosed with depression.

•

Add to the nurse practitioner literature.

This section presents the study’s findings and implications the findings have for
practice. The section includes recommendations for further research and identifies
strengths and limitations of the project.
Findings
This project employed a quantitative nonexperimental descriptive survey
research design to assess nurse practitioners’ attitudes toward nonpharmacological
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interventions for the treatment of clinical depression. I obtained data from a sample of
nurse practitioners who belonged to the AANP and completed an online survey
administered via the SurveyMonkey website. As a student member of the AANP, I
rented a list of members’ addresses and mailed a postcard invitation to participate.
During the 2 weeks the survey was open, 66 AANP members completed the
questionnaire. Of the 66, 63 met inclusion criteria. Demographic information collected
in the first part of the survey questionnaire revealed that the majority of participants
were female (85%), older than 40 years of age (54%), and White (81%). Table 1
shows a summary of gender, age, and ethnicity of the 63 participants.
Table 1
Summary of Participant Demographics
Demographic
Gender
Female
Male
Age
21-29
30-39
40-49
50-59
60+
Ethnicity
White
Black
American Indian
Hispanic
Multiple Races

Number of Responses

%

54
9

85
14

4
11
16
18
14

6
17
25
29
22

51
5
1
1
5

81
8
2
2
8

Table 2 shows a summary of participants’ credentials.
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Table 2
Summary of Participants’ Credentials
#

Credentials

#

Credentials
MSN, APRN, PMHNP-BC, NE-BC
Family Nurse Practitioner, Adult
Psychiatric Mental Health NP, DNP
candidate
RN, PMHNP
CRNP, RN
MSN, FNP-BC, Adult PMHCNS-BC,
Adult PMHNP-BC
MS, MSN, APN

1
2

RN, BSN, MSN, FNP-BC, PMHNP-BC
BS, BA, BSN, MSN, FNP-BC

33
34

3
4
5

35
36
37

7
8
9
10
11

APRN, DNP candidate
Psychiatric NP, MSN
RN, Bsc, MSN, APRN- Family Health,
DNPc
Board certified Family Nurse Practitioner
- CNM
Nurse Practitioner Psychiatry
PMHNP-BC, ACNS-BC, RN, MSN
FNP, MSN, BSN
ARNP-C, RN, MSN, BSN
RN, PHN, FNP-C

12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32

RN, MS, NP-P
FNP
BSN, MS, NP, Doctoral Student (DNP)
DNP, FNP-BC
RN, BSN, PMHNP, DNP
PMH-NP. ADULT NP
RN FNP WHNP
PhD FNP-BC
BSN, MSN, PMHAPRN
BSN, RN, ARNP, PMHNP-BC
DNP, PMHNP-BC
RN-BC APRN pending
M.N., PMHNP-BC
FNP-C FPMHNP-BC
DNP MSN PMHNP PMHCNS
FNP, NP-C
ARNP, ND, PhD
ANP-C, FNP-C, RN-BC, MSN, BA
PMHNP, FNP, DNP
MSN, ANP-BC (RN too)
RN ANP-C BSN MS ND

6

38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63

RN, MPH, MSN, NP
APRN, FNP-C, PMHNP-BC
MSN
NP AANP
BA, BFA, MBA, BSN, RN, DNP,
PMHNP-BC
MBA, BSN, RN
BA, BS, RN, MS, PMHNP
RN, MSN, FNP
RN, MSN, PMHNP-BC
DNP, MSN, MSW, PMHNP-BC, LCSW
APRN, Rx, MSN
RN, ARNP, MSN, FNP
rn,fnp,msn
RN, DNP, ACNP-c
MSN, CRNP-C, PMHNP, BSN, RN
DrNPc, APRN, OMH-CNS/FNP, BC
PHD/NP/PMHCNS-BC
MS, APRN, NP-C
CRNA,CRNP
FPMHNP
PMHNP BC
RN, APN
ARNP, NRCME
APRN, FNP-C, PMHNP-BC
MSN, RN, PMHNP-BC
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As shown in Table 2, participants reported having one or more health profession
credentials, which qualified them to participate in this study. Participants were well
educated with 62 (98%) reporting their highest degree to be a graduate degree while one
participant (2%) reported a bachelor’s degree to be the highest degree earned.
Survey questions inquired about participants’ years of experience as a nurse
practitioner, current employment, and years in current employment setting. The majority
of participants (35, 62%) reported between 1 9 nine years of nurse practitioner
experience. Table 3 shows a summary of participants’ years of nurse practitioner
experience.
Table 3
Summary of Nurse Practitioner Experience
Years of Experience

Number of Responses

Percentage

4or less

22

39

5 to 9

13

23

10 to 19

11

19

20 to 29

7

12

30 or more

4

7

Note. N = 57; Six participants did not provide information about years of experience.
Participants reported working in a variety of health care settings including
hospitals, private practice, clinics, corrections, nursing homes, mental health departments,
rehabilitation centers, and with Veterans Affairs. Ten participants reported being
unemployed at the time they completed the survey. The majority of participants
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participated working in a hospital (16, 25%) or in a private practice (13, 21%). Table 4
shows a summary of participants’ current employment settings.
Table 4
Summary of Current Employment Settings

Setting

Number of
Responses

Percentage

Hospital

16

25

Private practice

13

21

Clinic

12

19

Currently not employed

10

16

Corrections

6

10

Nursing Home

2

3

Veterans Affairs

2

3

Department of Mental Health

1

2

Rehabilitation Center

1

2

Note. N = 63
Participants reported working in their current positions from 1 to 30 years. Table 5 shows
a summary of years employed in current employment setting.
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Table 5
Summary of Years Employed in Current Employment Setting
Number of
Responses

Years

Percentage

20 or more

4

8

10 to 19

6

11

5 to 9

13

25

4 or less

30

57

Note. N = 53; The number of responses does not include participants reporting not
currently employed.
As shown in Table 5, the majority of participants (30, 57%) reported being in their
current employment setting for 4 or less years.
The last question in the demographic section inquired as to whether the
participants currently treated individuals diagnosed with depression and about the
treatment modalities they used to treat depression. Table 6 shows a summary of
participants’ responses.
Table 6
Summary of Treatment Modalities used to Treat Persons with Depression
Activity

Yes

No

I am currently involved in treating persons with depression.

59 (94%)

4 (6%)

I use group therapy/counseling to treat persons with depression.

20 (32%)

43 (68%)

I use individual therapy/counseling to treat persons with
depression.

46 (73%)

17 (27%)

*I am satisfied working in a psychiatric unit.

40 (70%)

17 (30%)

*Fifty-seven of the 63 participants indicated they worked in a psychiatric unit. However,
the responses were inconsistent with the employment settings reported in Table 4.
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The second part of the questionnaire asked about participants’ knowledge of, and
attitudes toward, depression treatment modalities. First, participants were asked to rate
their knowledge of the following three treatment modalities: (a) psychotropic medication,
(b) individual therapy, and (c) group therapy. The rating scale choices were 1 = no
knowledge, 2 = some knowledge, 3 = moderate knowledge, and 4 = comprehensive
knowledge. Table 7 shows a summary of participants’ responses.
Table 7
Summary of Participants Reported Knowledge of Treatment Modalities
No
Knowledge

Some
Knowledge

Moderate
Knowledge

Comprehensive
Knowledge

Psychotropic medications such as antidepressants and other pharmacological
treatments

0 (0%)

3 (5%)

13 (20%)

47 (75%)

Individual, one-on-one therapy sessions
(or similar non-pharmacological
treatment) with qualified health care
worker

2 (3%)

9 (14%)

18 (29%)

34 (54%)

Group therapy sessions (or similar nonpharmacological treatment) with a
qualified health care worker.

6 (10%)

13 (21%)

26 (41%)

18 (29%)

Treatment Modality

Note. N = 63
Calculated descriptive statistics (mean and standard deviation) provided information
about the level of knowledge reported by participants and the uniformity of their
responses. Table 8 shows a summary of the descriptive statistics for participants’
knowledge of treatment modalities.
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Table 8
Descriptive Statistics for Participants Reported Knowledge of Treatment Modalities
Treatment Modality

Mean

SD

Psychotropic medications such as anti-depressants and other
pharmacological treatments

3.71

.551

Individual, one-on-one therapy sessions (or similar non-pharmacological
treatment) with qualified health care worker

3.33

.842

Group therapy sessions (or similar non-pharmacological treatment) with a
qualified health care worker.

2.89

.900

The low standard deviations reported in Table 8 indicated that participants’ responses
were uniform for all three identified treatment modalities. As shown in Tables 7 and 8,
the majority participants (47, 75%, M = 3.71, SD = .551) reported having comprehensive
knowledge about the psychotropic medication treatment modality. The majority of
participants (34, 54%, M = 3.33, SD = .842) also reported having comprehensive
knowledge about the individual therapy with a qualified heal care worker modality.
Results for the group therapy sessions with a qualified health care worker indicated that
participants were less knowledgeable about this treatment modality than the other two
modalities (M = 2.89, SD = .900).
Participants’ attitudes toward the three treatment modalities were measured with
an 11-statement Likert scale survey (see Appendix B). The statements related to (a)
which treatment modalities should be used to treat individuals diagnosed with depression;
(b) outcomes of the treatment modalities, and (c) effectiveness of combining two or more
of the treatment modalities. Participants were asked to rate their agreement with each
statement with 1 = strongly disagree, 2 = disagree, 3 = agree, and 4 = strongly agree.
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Data analysis for the ratings include calculating frequencies and percentages of responses
for each question and calculating means (M) and standard deviations for each statement
to determine participants’ attitudes toward each statement (M) and the uniformity of
participants’ responses (SD). Table 9 shows the summary of the frequencies and
percentages of the responses and Table 10 shows the summary of the means and standard
deviations.
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Table 9
Summary of Participants’ Attitude Ratings for Treatment Modalities

Item

Strongly
Disagree

Disagree

Agree

Strongly
Agree

1. NP treatments for clinical depression should be
used more often

0
0%

9
14%

23
37%

31
49%

2. Non-pharmacological interventions for clinical
depression should be used before
pharmacological interventions

2
3%

19
30%

27
43%

15
24%

3. Psychotropic medication is the treatment of last
resort for persons with clinical depression

14
22%

31
49%

10
16%

8
13%

4. Individual therapy/counseling should be used in
the treatment of persons with depression

0
0%

11
18%

33
52%

19
30%

5. Group therapy/counseling should be used in the
treatment of persons with depression

2
3%

35
56%

22
35%

4
6%

6. Persons with depression show improvement
after engaging in individual therapy/counseling
sessions

1
2%

15
24%

35
56%

12
19%

7. Persons with depression show improvement
after engaging in group therapy/counseling
sessions

2
3%

37
59%

17
27%

7
11%

8. Individual therapy/counseling is preferred over
group therapy/counseling for treating persons
with clinical depression

0
0%

17
27%

33
52%

13
21%

9. Group therapy/counseling is preferred over
individual therapy for treating persons with
clinical depression

5
8%

49
78%

8
13%

1
2%

10. Persons with clinical depression should
participate concurrently in group
therapy/counseling and individual
therapy/counseling for best outcomes

2
3%

21
33%

27
43%

13
21%

11. Treatment for persons with clinical depression
should include pharmacological treatment,
individual therapy/counseling, and group
therapy/counseling for best outcomes

0
0%

7
11%

22
35%

34
54%

Note. N = 63
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Table 10
Descriptive Statistics for Participants’ Attitude Ratings for Treatment Modalities
Item

Mean (M)

SD

NP treatments for clinical depression should be used more often

3.40

.794

Non-pharmacological interventions for clinical depression should be used
before pharmacological interventions

2.30

.797

Psychotropic medication is the treatment of last resort for persons with
clinical depression

2.24

.928

Individual therapy/counseling should be used in the treatment of persons
with depression

3.13

.684

Group therapy/counseling should be used in the treatment of persons with
depression

2.44

.657

Persons with depression show improvement after engaging in individual
therapy/counseling sessions

2.90

.712

Persons with depression show improvement after engaging in group
therapy/counseling sessions

2.37

.703

Individual therapy/counseling is preferred over group therapy/counseling
for treating persons with clinical depression

2.90

.712

Group therapy/counseling is preferred over individual therapy for treating
persons with clinical depression

2.10

.499

Persons with clinical depression should participate concurrently in group
therapy/counseling and individual therapy/counseling for best outcomes

2.78

.792

Treatment for persons with clinical depression should include
pharmacological treatment, individual therapy/counseling, and group
therapy/counseling for best outcomes

3.43

.689

The standard deviations shown in Table 10 indicate that participants’ responses were
uniform across all questions. Regarding the use of non-pharmacological (NP)
interventions for the treatment of depressions, the data in Tables 9 and 10 showed the
following:
•

The majority of participants believed that NP treatments should be used more
frequently to treat depression (M = 3.40, SD = 7.94) with 52 (86%) selecting
agree or strongly agree.
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•

The majority of participants agreed or strongly agreed (42, 77%) that NP
should be used be used before pharmacological treatments for individuals
diagnosed with depression. However, 33 (67%) disagreed or strongly
disagreed that NP should be used before pharmacological interventions (M =
2.30, SD = .797).

•

The majority of participants also strongly disagreed or disagreed (54, 71%)
that pharmacological interventions should be the treatment of last resort (M =
2.24, SD = .928)

•

The majority of participants believed that individual therapy/counseling
should be used in the treatment of depression with 52 (82%) selecting agree or
strongly agree (M = 3.13, SD = .6.84).

•

Participants’ responses indicated mixed attitudes toward group therapy/
counseling being used to treat depression with 35 (52%) of participants
selecting disagree while 22 (35%) selected agree (M = 2.44, SD = .657).

•

The majority of participants believed that persons with depression showed
improvement after engaging in individual therapy/counseling with 35 (56%)
selecting agree and 12 (19%) selecting strongly agree (M = 2.90, SD = .712).

•

The majority of participants believed that persons treated for depression did
not improve after engaging in group therapy/counseling with 37 (59%)
selecting disagree and two (3%) selecting strongly disagree (M = 2.37, SD =
.703).
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•

The majority of participants indicated that individual therapy/counseling is
preferred over group therapy/counseling for the treatment of depression with
33 (52%) selecting agree and 13 (21%) selecting strongly agree (M = 2.90,
SD = .712).

•

The majority of participants indicated that group therapy/counseling was not
preferred over individual therapy/counseling for the treatment of depression
with 49 (78%) selecting disagree and five (8%) selecting strongly disagree (M
= 2.10, SD = .792).

•

Participants’ responses indicated mixed attitudes as to whether persons with
depression should participate concurrently in group therapy/counseling and
individual therapy/counseling for best outcomes with 27 (43%) selecting
agree and 13 (21%) selecting strongly agree while 21 (33%) selecting
disagree and two (3%) selecting strongly disagree (M = 2.78, SD = .792).

•

The majority of participants believed that treatment for persons with
depression should include pharmacological treatment, individual therapy/
counseling, and group therapy/counseling for best outcomes with 22 (35%)
selecting agree and 34 (54%) selecting strongly agree (M = 3.43, SD = .689).

The third part of the survey questionnaire focused on the number of individual
and/or group therapy/counseling sessions normally prescribed for a person diagnosed
with depression and on the percentage of persons diagnosed with depression prescribed
for individual and/or group therapy. The section included four questions that were not
forced choice. Of the 61 participants who responded to the questions, most gave
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information rather than a numerical value for their responses. Thus, no descriptive data
were calculated. The questions and examples of participant responses follow.
The first question asked,” How many individual therapy/counseling sessions are
normally prescribed for a person diagnosed with depression?” Three participants
responded that the number of sessions would depend on the person’s insurance coverage.
Six participants indicated that they either were not qualified to provide therapy or worked
in a setting that referred patients for counseling services. Six participants reported it
depended on the patients’ needs or the patients’ willingness to participate. Numerical
values for the number of sessions prescribed ranged from zero to weekly for 52 weeks.
The larger number of sessions prescribed were reported by participants who indicated
they worked in an in-patient hospital setting.
The second question asked, “How many group therapy/counseling sessions are
normally prescribed for a person diagnosed with depression?” Only six participants
provided a number as a response. The number of group sessions reported ranged from
four to 32. Participants who worked in in-patient hospital or psychiatric clinic settings
reported the larger number of group sessions. Four participants reported that prescribing
group therapy/counseling was a rare occurrence. Three participants reported that patients
were not usually receptive to group therapy. Two participants reported that insurance
companies often would not cover group therapy/counseling, which was another barrier to
prescribing group therapy for patients. The other participants reported that “it varies” or
“zero.”
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The third question asked, “Approximately what percentage of persons with
depression is prescribed individual therapy/counseling?” Seven of the 61 responding
participants reported that that none of the persons diagnosed with depression in the
setting where they worked prescribed individual therapy/counseling. The other 54
responding participants, 40 responded with percentages ranging from 50% to 100% of
patients would be recommended or encouraged (not prescribed) to attend group
therapy/counseling sessions. Five participants responded with percentages ranging from
10% to 30% of patients diagnosed with depression would be prescribed group
therapy/counseling. The other participants provided answers such as “Prescribed doesn’t
happen, mostly due to insurance issues. Advised happens;” and “Patients refuse group
therapy at intake.”
The fourth question asked, “Approximately what percentage of persons with
depression is prescribed group therapy/counseling?” Of the 61 responding participants,
41 reported that, in their current work setting, none of the persons diagnosed with
depression was prescribed group therapy/counseling. From 5% to 10% of patients
diagnosed with depression were prescribed group therapy/counseling in their current
work setting were reported by 12 participants. Seven participants indicated that between
25% and 100% of persons diagnosed with depression in their current work setting were
prescribed group therapy/counseling. The higher number of prescribed group therapy/
counseling sessions was from participants who worked at in-patient psychiatric hospital
or clinic settings. One participant explained, “100% due to the setting and programming
offered at this facility.”
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The fourth part of the survey questionnaire asked participants to list nonpharmacological interventions other than individual and group counseling provided in
their current or most recent work setting. Fifty-nine of the 63 participants responded to
this question and identified a variety of mon-pharmacological interventions. Some
participants identified more than one other intervention. Nutrition/exercise, the most
frequently identified intervention, was reported by 24 participants. Fourteen participants
reported behavioral interventions. Other interventions that were identified by one to five
participants were meditation (5), music therapy (4), bibliotherapy (2); herbal therapy (2),
light therapy (2), art therapy (2), occupational therapy (2), spirituality (2), holistic (1),
journaling (1), massage (1), and acupuncture (1).
The last part of the survey questionnaire asked participants to provide any
additional comments. Twenty-five participants provided additional comments. Seven
participants reported that they believed that the combination of medication and individual
therapy was the most successful treatment modality for individuals diagnosed with
depression. The following comments related to group therapy:
•

I think group therapy is not as well understood as individual therapy.

•

In the community where I practice, there are very limited therapy groups.

•

I’ve seen group as good for patients after symptoms start to subside, but not
before.

•

Resources to provide group therapy are not available.

•

Our practice offers very few groups because they were so poorly attended.
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Other participants made general comments about the treatment options available
for individuals diagnosed with depression and the settings in which they worked.
•

Corrections have limited resources, which is just terrible.

•

Detention center – very limited resources.

•

I work at a recovery center with multiple resources.

•

I found that people with depression all too often have inactive lifestyles.
However in our culture, all too often people want a pill. Compulsory
community service for those on disability who suffer from depression would
go a long way in addressing their depression symptoms.

•

This is an area that is sorely underfunded and poorly treated with ‘just’
pharmaceuticals. In my experience, cognitive/behavioral therapy is the best
approach—but the nearest CBT practitioner is several hours away. No good
way to handle this in the current context (and I fear it will get worse).

The survey revealed that nurse practitioners shared a generally similar view to nonpharmacological interventions against depression. Most participants believed a
coordinated program that included a combination of medication and individual
therapy/counseling was the most effective treatment for individuals with depression.
Respondents preferred individual therapy/counseling to group therapy/counseling.
Reasons given for the disparity between the two treatment options were: (a) participants
were less familiar with group therapy/counseling than with individual
therapy/counseling; (b) individuals diagnosed with depression often opted out of group
interventions at intake or did not attend sessions when prescribed; (c) therapeutic groups
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were not readily available; and (d) insurance companies often did no cover group
interventions. Participants identified nutrition/exercise and behavioral therapy as other
frequently used NP treatments for depression.
Discussion
I identified strengths and limitations for this DNP project. Strengths of the project
were the quantitative non-experimental design for the study and the descriptive statistics
that could be calculated. The frequency and percentages provided a numerical
comparison the participants’ responses for each question. The means and standard
deviations provided a way to evaluate the consistency of responses for each question. The
sample size of 63 provided an adequate sample for an exploratory study to determine how
knowledgeable nurse practitioners were about NP interventions for the treatment of
depression and their attitudes about the NP interventions. Another identified strength was
the survey design, which included open-ended questions in addition to Likert scale items.
I identified four limitations for the study. The first limitation was that there was
no way to clarify or verify responses with participants because I had not obtained any
personally identifying information from the participants. While the survey was a strength,
it also was a limitation in that participants’ may have had a response bias to always report
one choice, rather than considering carefully all the choices. Another limitation related to
the survey was that I had chosen not to include a neutral option on the Likert scale items.
The last limitation I identified related to the sample size. Although the sample size
was adequate for an exploratory study, the number of respondents did not reflect the
effort that went into advertising and creating the opportunity for response. Out of the
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1,500 potential participants identified through the list of members’ names and addresses
rented from AANP, only 66 responded and 63 completed the questionnaire. The
participants were contacted through postcards sent through the USPS. Less than 15
postcards were returned to me, meaning that 99% reached their intended destination and
about 90% were virtually ignored by potential respondents. Had I had the opportunity to
do this project again with unlimited time and resources, I would instead opt for contact
via e-mail through an endorsement of the AANP; this option would prove less
cumbersome for participants who would not have to change interface from postcards to
SurveyMonkey online. Further, I would consider incentivizing the survey by providing
prizes towards nursing practices throughout the United States, which might have
increased participation.
Implications
This section discusses implications for the findings of this DNP project. The first
implication is that the findings lend themselves the general trend within the practice to
treat away from pharmacological interventions, yet possess the findings to influence the
practice in a profound way. Nurse practitioners may serve a pivotal role in the
comprehensive treatment and plan of care of depression in a way that is distinct from
physicians. Whereas physicians are devoted to returning patients to therapeutic levels
through pharmacological treatment, nurse practitioners, through their expertise in nonpharmacological treatments, can coordinate with therapists and patients to develop an
optimal experience for patients. The findings from this study suggest that best practice in
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treating persons diagnosed with depression would be to include individual therapy as a
treatment modality.
The second implication is that nurse practitioners might benefit from learning
more about group therapy/counseling as a treatment modality for depression. Additional
training or coursework related to group therapy might help nurse practitioners develop
insight into the nuances of treatment, which might increase nurse practitioners’
acceptance and use of the modality. Nurse practitioners who work at in-patient settings or
settings with adequate resources might be able to increase the use of group
therapy/counselling when treating patients diagnosed with depression.
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Section 5: Dissemination Plan
Analysis of Self
As a scholar, this work has been nothing short of a labor of love. The hours I
spent on the project’s design and implementation—particularly in the midst of the
AANP—gave me a sense of integrity and strong moral beliefs in the production of my
work. I complete this section in earnest, knowing that it is a culmination of my doctorate
studies in Nursing Practice and a new beginning in my personal approach to the treatment
of depression in my workplace.
Summary
Approximately 6.7% (14.8 million) American adults are diagnosed with clinical
depression (Duckworth, 2013), which results in a significant, negative impact on the
United States economy. Previous literature reported that nurse practitioners could be a
valuable resource in providing high quality (Groh, 2013) and cost-effective (Bauer, 2010;
Stanik-Hurt et al., 2013) primary care, which included treating individuals diagnosed
with depression. However, I did not find any research that investigated how nurse
practitioners viewed their role in treating depression or their perceptions about using nonpharmacological interventions to treat depression. This quantitative non-experimental
descriptive survey research project assessed nurse practitioners’ knowledge of and
attitudes toward the treatment of clinical depression to address the lack of knowledge
about the topic.
I solicited participants through the AANP. Sixty-three nurse practitioners
completed an online survey questionnaire through the SurveyMonkey website. Data
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analysis found that participants reported being less knowledgeable about group
therapy/counseling than individual therapy/counseling and medications used to treat
depression. The findings also revealed that participants believed that a combination of
medication and individual therapy/counseling was the most effective treatment modality
for treating individuals diagnosed with depression. The findings identified barriers to
prescribing group therapy/counseling to treat depression: (a) patients’ resistance to
participating in group treatment, (b) lack of group therapy providers, and (c) lack of
insurance coverage. I believe the most important implication from my project is the need
to educate nurse practitioners about the efficacy of group therapy/counseling and to
encourage them to obtain training to be able to provide group therapy to clients and
patients diagnosed with depression.
My dissemination plan includes providing the project report to the AANP as well
as through personal contacts. My work as a practitioner and scholar will continue to
inform other nurse practitioners and will likely bring about an opportunity for
implementing my findings in clinical settings. My work as a professional will allow me
to coordinate with each member of a clinical team to produce parity between
pharmacological and non-pharmacological interventions treating depression.
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Appendix A: Invitation to Participate
Attitudes toward Non-pharmacological Interventions for Individuals diagnosed with
Clinical Depression
What: I am interested in your attitudes toward
treatment modalities used in the treatment of
individuals diagnosed with clinical depression
for my capstone project for my DNP. Your
participation in this survey will help to describe
nurse practitioners’ attitudes toward and use of
various depression treatment modalities. The
results will provide information that may be
useful to nurse practitioner training programs
and practicing nurse practitioners.

Details: A potential risk of loss of
confidentiality is inherent in all e-mails,
downloading, and internet transactions. Your
completion of the survey serves as your
informed consent. All survey responses are
anonymous and no input will be connected to
your name or personal information. All data
will be reported in the aggregate and no
personally identifying information will be
included in the reporting of the study results.

Survey: Please log on to the web address
below and complete the survey, which should
take 15 to 20 minutes to complete.

Contact: Please e-mail me at XXXX. if
you have questions or need additional
information.

Survey Web Address:
https://www.surveymonkey.com/r/TX3LCC6

Thank you for your participation!

Or e-mail me at: XXXX

Joseph Ocran, DNP Candidate
Walden University
Doctor of Nursing Practice
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Appendix B: Survey Questionnaire
Nurse Practitioners’ Attitude Questionnaire: Treating Depression
Developed by Joseph Ocran, 2014
Introduction
Thank you for agreeing to participate in my DNP capstone project: Mental
Health Professionals’ Attitudes Toward Nonpharmacological Interventions
for Individuals Diagnosed with Clinical Depression
Please be honest and candid with your responses. Your anonymity is assured as
each survey will be assigned a number based on submission date and time. I will
use your contact information only if it is necessary to verify or clarify responses.
After the data have been affirmed, I will delete all personal contact information.
All responses will be kept confidential. Data will be reported only in aggregate.
Your electronic submission of the survey indicates your informed consent. If you
have any difficulties accessing the survey or have other questions, please contact
me: XXXX.
The questionnaire has four parts: demographic information; attitude toward
interventions for individuals with depression; individual and group
therapy/counselling session information; and other nonpharmacological interventions
Part A. Demographic Information
Gender: Male Female

Age:

Ethnicity:

Highest Degree:

Credentials (Please list all):
Total Years of NP Experience:
Current Employment and Years Employed:

Please respond “yes” or “no” to the following questions:
Yes
1. I currently am involved in treating persons with depression.
2. I use group therapy/counselling to treat persons with depression.
3. I use individual therapy/counselling to treat persons with depression.
4. I am satisfied working in a psychiatric unit.

No
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Part B: Knowledge of and Attitude toward Interventions for Individuals with
Depression
Please indicate your knowledge level of the treatment modalities identified in the
following statements based on the following scale: 1 = no knowledge, 2 = some
knowledge, 3 = moderate knowledge, and 4 = comprehensive knowledge

Treatment Modality

No
Knowledge

Some
Knowledge

Moderate
Knowledge

Comprehensive
Knowledge

1. Psychotropic medications such
as anti-depressants and other
pharmacological treatments
2. Individual, one-on-one therapy
sessions (or similar nonpharmacological treatment)
with qualified health care
worker
3. Group therapy sessions (or
similar non-pharmacological
treatment) with a qualified
health care worker.

1. Non-pharmacological treatments for clinical depression should
be used more often than currently
2. Non-pharmacological interventions for clinical depression
should be used before pharmacological interventions
3. Psychotropic medication is the treatment of last resort for
persons with clinical depression
4. Individual therapy/counselling should be used in the treatment of
persons with depression
5. Group therapy/counselling should be used in the treatment of
persons with depression
6. Persons with depression show improvement after engaging in
individual therapy/counselling sessions

Agree
Strongly
Agree

Agree

Disagree

Statement

Strongly

Please indicate your degree of agreement with the following statements based
on the following scale: 1 = strongly disagree, 2 = disagree, 3 = agree, and 4 =
strongly agree
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7. Persons with depression show improvement after engaging in
group therapy/counselling sessions
8. Individual therapy/counselling is preferred over group
therapy/counselling for treating persons with clinical depression
9. Group therapy/counselling is preferred over individual therapy
for treating persons with clinical depression
10. Persons with clinical depression should participate concurrently
in group therapy/counselling and individual therapy/counselling
for best outcomes
11. Treatment for persons with clinical depression should include
pharmacological treatment, individual therapy/counselling, and
group therapy/counselling for best outcomes

Part C: Individual and Group Therapy/Counseling Session Information
Question

Response

1. In your current employment setting how many individual
therapy/counselling sessions are normally prescribed for a person
with clinical depression?
2. In your current employment setting how many group
therapy/counselling sessions are normally prescribed for a person
with clinical depression?
3. In your current employment setting, approximately what
percentage of persons with depression are prescribed individual
therapy/counselling?
4. In your current employment setting, approximately what
percentage of persons with depression are prescribed group
therapy/counselling?

Part D: Other Nonpharmacological Interventions for Treating Depression
Please list non-pharmacological interventions other than individual and group
counseling that are provided in your current work setting.
Please use the space below for any additional comments you would like to make.
Thank you for completing the questionnaire.
Joseph Ocran, DNP Candidate

