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Improving depression and 
anxiety screening in an 
infertility practice through 
implementation of an 
evidence-based screening tool 
and process
By Kimberly L. Walker, DNP, MSN, APRN, 
WHNP-BC, and Judith M. Scott, PhD, RN

Infertility affects approximately 11% of women and 
9% of men in the United States who are of reproductive 
age.1 Patients diagnosed with infertility report high levels 
of distress, most commonly generalized anxiety disorder 
closely followed by major depressive disorder.2 Approxi-
mately 40% of women being evaluated prior to their first 
infertility consult screened positive for depression and 
anxiety, twice as many as the general population.3,4 Infer-
tility patients experiencing depression and anxiety may 
report a reduction in quality of life, including problems 
with relationships, intimacy, and even spirituality.2 Infer-
tility has also been shown to affect careers and personal 
finances.2 Most infertility patients and partners are nei-
ther being provided information on mental health ser-
vices nor being given mental health provider referrals.5 
These data suggest that depression and anxiety in infer-
tility patients are significant issues and need to be ad-

dressed. The US Preventive Services Task Force (USPSTF) 
recommends that screening for depression be offered for 
adults in the general population, while making readily 
available protocols to adequately diagnose, refer, treat, 
and manage appropriately.6 Screening for depression has 
been given a B grade per the USPSTF.6 Practices should 
offer this service, as the overall benefit is moderately sub-
stantial.6 Healthy People 2030 mental health and mental 
disorders objective 08 states that the target goal for 
depression screening for adolescents and adults should 
increase from 8.5% to at least 13.5%.7 Although both the 
USPSTF and Healthy People 2030 focus on screening for 
depression only, anxiety is known to accompany depres-
sion, and typically depression follows untreated anxiety.3

Project purpose 
The purpose of this project was to implement a depression 
and anxiety screening tool and management protocol 
to improve risk assessment, management and potential 
treatment of depression and anxiety in infertility patients. 
The aim of the quality improvement (QI) project was to 
improve depression and anxiety screening in an infertility 
practice from 0% to 75% through education and integra-
tion of a screening tool and a treatment algorithm.

Description of population and setting
This project was implemented in two clinics of a multisite 
reproductive endocrinology practice for the 5-month 
pilot study. There were two target groups for this imple-
mentation. Physicians, nurse practitioners, physician’s 
assistants, registered nurses, medical assistants, and front 
desk personnel staff were one target group. New primary 
patients seen by one physician 4 days a week comprised 
the other group. To clarify, a primary patient was defined 
as the patient whom the appointment was scheduled 
under, while their partner, if applicable, was linked to the 
primary patient's profile. This project was reviewed by 
the University of Colorado at Colorado Springs Institu-
tional Review Board confirming this study did not qualify 
as human subject research. 

Description of quality improvement project
A mental healthcare needs assessment was completed 
by the project director. This included the knowledge of 
the staff regarding depression and anxiety in the clinic’s 
patient population, the screening processes utilized, and 
available mental health resources within the practice. 
This information was presented to all staff including a 
physician, nurses, medical assistants, and front desk per-
sonnel prior to the start of the pilot study to establish a 
baseline. The needs assessment was followed by an initial 
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lunch and learn, incorporating a pre- and post-discussion 
quiz highlighting depression and anxiety in infertility, 
and detailing the new proposed screening process. In-
struments utilized included the workflow algorithm cre-
ated by the project director with help from the office staff 
as seen in Figure 1 and the Hospital Anxiety and Depres-
sion Scale (HADS). The HADS screen identifies those at 
risk for developing depression and anxiety, consists of 14 
questions, and is easy to complete and score.8 The HADS 
screen has been validated in infertility practice patients.8 

The algorithm detailed the new process for provision 
of the screen to the primary patient by the front desk staff, 
scored by the nurse, documented in the patient’s chart, 
and followed up with the appropriate action by the nurse 
based on the patient’s score (Figure 1). Scoring for the 
HADS scale is as follows: equal to or less than 7 is scored as 
a non-case, 8 to 10 as mild, 11 to 14 as moderate, and 15 to 
21 as severe. It was decided as a practice that all patients 
scoring in the mild, moderate, or severe range would be 
provided with support group options and mental health 
provider referral information. For those who scored in the 
severe range, documentation and immediate follow-up 
with a mental health provider would be required prior to 
moving forward with fertility treatment. 

Methods to evaluate outcome
Staff pre- and post-quiz scores were evaluated to deter-
mine understanding of the content presented. 

Patient identification numbers and their HADS score 
were collected monthly via manual chart reviews and 
logged into an Excel spread sheet accessible by the proj-
ect director. In both locations, screening rates were deter-
mined by comparing numbers of new patients screened 
with total numbers of new patient encounters.

An analysis of the HADS score determined the level of 
depression and anxiety, providing guidance for resource 
and referral needs. 

Outcomes
There were 98 new fertility patients, all female, seen by 
the physician at both practice locations from July 27, 
2020, through December 31, 2020. Sixty-seven were 
correctly handed the screen for depression and anxiety, 
while 31 patients were not. Two patients declined to 
fill out the form altogether. Screening new patients for 
depression and anxiety increased from 0% prior to the 
interventions to 68% at the end of the 5 months. Mental 
health resources were provided to 100% of the patients 
who scored in the mild, moderate, or severe categories 
on the HADS screen (Figure 2).  

Eight staff members participated in staff education, 
and 4 of the 8 (50%) improved their score between the 
pre- and post-lunch and learn quizzes that included 
four questions each. After the lunch and learn, all eight 
(100%) participants reported that they felt better pre-
pared to use the HADS screen and new algorithm, and 
the education was effective in understanding depression 
and anxiety within the infertility population. 

Discussion and  
implications for practice
Greater than one fourth of all providers admit to not 
screening their patients due to lack of knowledge regard-
ing treatment recommendations and time available.9 
We implemented a depression and anxiety screening 
tool and algorithm that resulted in the screening rate 
increasing from 0% to 68% in response to the evidence 
that psychological disorders negatively affect fertility 
treatment and pregnancy outcomes.9 Given depression 
and anxiety rates and the increase in numbers of women 
seeking infertility treatment, capturing this population al-
lows for early detection, treatment, and management of 
depression and anxiety, which has implications for overall 
health and wellbeing.

Within the fertility practice, “satellite champions” were 
identified following the conclusion of the pilot study 
for the three other locations. In meeting with the cham-
pions, the algorithm screening process was explained, 
allowing room for questions and adjustments based on 
the individual office. As the screening process is imple-
mented across the entire company, the satellite cham-
pions will continue to monitor and manage screening 
patients, thus allowing for longevity and sustainability.  

Process improvement cycles were helpful when im-
plementing the screening process. For example, staff 
needed briefing or reeducating to be sure that the front 
desk personnel remembered to provide new patients 
with the screening tool. To mitigate this issue, copies of 
the screen were made and placed into the patient folders 
that were prepared for the following day each afternoon. 
Another example of process improvement was reeduca-
tion surrounding the mis-scoring of the HADS tool. Indi-
vidual and group teachings were completed throughout 
the pilot timeframe to confirm continual understanding 
of the scoring and process. 

Conclusion
Limitations
The private practice consists of five locations. Rotation 
of nurses and front desk personnel due to paid time off 
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Figure 1. Depression and anxiety screening protocol
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*Dialogue for front desk personnel when discussing questionnaire:

“I will let the doctor know you are here. While you’re waiting, will you please fill out this 
short questionnaire? They are questions on depression and anxiety. Here at _____ (name of 
clinic), we feel that all aspects of personal health are important, and we want to make sure 
we are providing for your needs as best as possible. Your scores will be documented in 

your chart and will remain confidential. The nurse you will be meeting with after your con-
sult will go over this questionnaire more in depth with you.” 

**Dialogue script when speaking with patient about mental health  
providers and support group options:

“You scored a ___ (mild/moderate) for depression and a ___ (mild/moderate) for 
anxiety. This is not a diagnosis, but based on the results, you’re at an increased 
risk for depression and/or anxiety. We know that this process and journey will 

be demanding and emotionally exhausting for you at times. We are here for you 
and want you to know that you are fully supported. We encourage our patients to 
seek support in a variety of ways. Here is a list of psychologists who specialize in 
infertility diagnosis and management if you ever need to talk with someone. Here 
is another list of fertility support groups put on by licensed providers, previous 
patients, and counselors throughout the metroplex. Please let us know if you 

need additional resources or support in this area.”
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SI, suicidal ideation; HI, homicidal ideation.
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coverage affected outcomes, as the new process was 
not consistently communicated to the temporary staff. 
The current pandemic required a pivot to telehealth, and 
screening was not conducted for telehealth appoint-
ments. Implementing this QI project into a busier prac-
tice could potentially increase the length of time it takes 
to hand out, return and score the screen, educate the 
patient on resources, and document the process. When 
implementing the new process in the other practice sites, 
it would be helpful to quantify time needed for the im-
plementation process, something that was not done in 
this project. Another limitation of note was the omission 
of a plan for screening same-sex couples, or the male 
partner of a heterosexual couple. Future implementation 
should address processes for screening both the primary 
patient and the significant other. 

In conclusion, the successful implementation of a de-
pression and anxiety screening process into an infertility 
practice demonstrates feasibility for the other offices of 
the practice and meets important recommendations for 
addressing mental health needs during the infertility 
journey. Having the ability to recognize those at an in-
creased risk for depression and anxiety early on in their 
fertility journey can positively affect the patient’s wellbe-
ing as well as the probability of impacting their fertility 
treatment outcomes. �
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Figure 2. Rates of severity level measured by HADS screen results
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