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ABSTRACT

Postpartum depression is a common complication of childbirth that affects maternal well-
being, infant development, and family functioning. Although routine screening using the
Edinburgh Postnatal Depression Scale is widely implemented, gaps in documentation and
communication following positive screening results may limit timely follow-up and continuity of
care. At a community hospital postpartum unit in Montana, screening completion was
consistently high; however, documentation of provider notification and follow-up actions after
positive screens was fragmented across the electronic health record and difficult to verify. A
quality improvement project was conducted to implement a standardized nursing documentation
note to improve the consistency and visibility of documentation following positive screens. The
intervention consisted of an electronic health record template embedded into routine nursing
workflow, supported by staff education, tip sheets, and iterative Plan—-Do—Study—Act cycles over
a seven-week implementation period. Measures included education completion, use of the
standardized documentation note following positive screens, and documentation of follow-up
planning. Data were collected through retrospective weekly chart audits and analyzed using
descriptive statistics. During the implementation period, 12 positive screening encounters were
identified. The standardized documentation note was used in 8 of 12 encounters, and
documentation of provider notification and follow-up actions was present in most cases,
although sometimes recorded outside of the standardized note. Use of the standardized
documentation note varied across weeks but was generally high when positive screens occurred.
Implementation of a standardized documentation workflow was feasible within an inpatient
postpartum setting and improved the organization and visibility of documentation related to
follow-up care. Standardizing documentation processes may support safer discharge practices,
improve continuity of care, and strengthen system-level responses to postpartum mental health
needs.



CHAPTER ONE

SCOPING REVIEW OF THE LITERATURE

Introduction

Postpartum depression (PPD) is one of the most common complications of childbirth in
the United States, affecting an estimated 10%-20% of mothers each year, translating to
approximately 400,000 women annually (Earls et al., 2019). Untreated PPD impairs maternal
functioning, infant development, and family well-being, emphasizing the importance of early
detection and timely intervention (Siu & U.S. Preventive Services Task Force [USPSTF], 2016).
The Edinburgh Postnatal Depression Scale (EPDS), developed by Cox et al. (1987), is a
validated and guideline-endorsed screening instrument for PPD (American College of
Obstetricians and Gynecologists [ACOG], 2018; Siu & USPSTF, 2016). The EPDS consists of
10 self-report items and has established psychometric reliability across multiple populations and
clinical settings. Although national screening rates have improved, inconsistent documentation
and communication of positive results continue to limit the effectiveness of existing screening

efforts.

Background and Significance

PPD affects individual families and the broader healthcare system. In the United States,
PPD contributes to preventable maternal morbidity and mortality, with suicide and overdose now
among the leading causes of pregnancy-related death (ACOG, 2018). The national economic

burden is significant, untreated maternal mental-health conditions cost more than $14 billion



annually through healthcare spending, lost productivity, and adverse child outcomes (Byatt et al.,
2019).

Despite increased awareness, as many as 50% of women with PPD remain undiagnosed, and
many who are diagnosed do not receive adequate treatment. Barriers to treatment include stigma,
limited provider training, restricted access to behavioral-health resources, and fragmented
referral and documentation processes that hinder consistent follow-up (Epee-Bounya et al.,
2025). Health systems also face operational challenges such as incomplete integration of
screening data into electronic health records (EHRs), minimal automation for provider alerts, and
competing priorities at discharge. Collectively, the gaps represent a systems-level problem
limiting early identification, timely referral, and coordinated treatment for affected patients.

Significance in Montana

Rates of postpartum and perinatal depression among Montana women equal or exceed
national averages, emphasizing the need for standardized, system-wide response approaches.
Data from the Montana Pregnancy Risk Assessment Monitoring System (PRAMS) for 2020-
2022 shows approximately 13.5% of mothers reported postpartum depression, compared with
national estimates of 10%-12% (Centers for Disease Control and Prevention [CDC], 2023).
Earlier PRAMS data from 2017-2020 indicated PPD prevalence of roughly 15% and perinatal
depression prevalence of 27%, again exceeding national benchmarks (Montana Department of
Public Health and Human Services [DPHHS], 2022). With nearly 11,000 births in the state each
year, these percentages represent thousands of Montana families affected annually (Healthy

Mothers, Healthy Babies — The Montana Coalition, Inc., n.d.). Findings highlight an urgent need



for universal screening paired with reliable, standardized response workflows ensuring consistent

identification and timely follow-up.

Significance at Project Site

At the project site, a community hospital’s postpartum unit in Montana, most postpartum
patients are screened with the EPDS prior to discharge from the birth hospitalization, reflecting
strong adherence to national recommendations. The EPDS instrument currently used at the site is
included in Appendix A. A review of postpartum documentation identified inconsistencies in
how positive EPDS results, nurse-provider communication, and follow-up actions are
documented within the EHR. Pre-intervention chart audits demonstrated that in 27.3% of
positive EPDS encounters, there was no indication that the result was acknowledged or
addressed (Women’s and Children’s nurse coordinator, personal communication, October 2025).
Such variation limits the ability to verify appropriate evaluation and referral occurs, reducing
opportunities for early intervention and continuity of care.

The site participates in the Alliance for Innovation on Maternal Health (AIM)
implementation program and is working to align local practice with AIM’s Perinatal Mental
Health Conditions Patient Safety Bundle (PSB) recommendations (Alliance for Innovation on
Maternal Health [AIM], 2022). Alignment with AIM’s standardized response framework
provides a strong foundation for developing a standardized nursing documentation workflow to
ensure consistent provider communication and timely follow-up for patients screening positive
on the EPDS. Currently, the project site uses ACOG’s definition of a positive EPDS screen, a

total score of 10 or greater or any affirmative response to Item 10, which assesses self-harm



ideation (ACOG, 2018). Site practice and project terminology follow this definition, even though

EPDS cutoffs and positive-screen criteria vary across studies and organizations.

Evidence-Based Solution

National professional organizations emphasize PPD screening must occur within systems
capable of ensuring timely evaluation, referral, and treatment (AIM, 2022; ACOG, 2018). The
AIM Perinatal Mental Health Conditions PSB recommends moving beyond screening alone to
guarantee appropriate follow-up for positive results (AIM, 2022). Likewise, American College of
Obstetricians and Gynecologists (ACOG) advises screening be embedded in coordinated systems
that provide diagnostic confirmation, referral, and ongoing management (ACOG, 2018). The
USPSTF similarly recommends depression screening be implemented only when reliable
systems for diagnosis and effective treatment are available (Siu & USPSTF, 2016).

Quality-improvement (QI) evidence supports the effectiveness of standardized workflows
in strengthening identification and follow-up for PPD. Earls et al. (2019) reported embedding
EPDS screening and referral algorithms for mothers accompanying their child to pediatric visits
increased screening rates from 33% to 80% and improved referral completion. Byatt et al. (2019)
described a comprehensive perinatal-depression care pathway emphasizing structured triage,
referral processes, treatment initiation, and ongoing monitoring to ensure continuity of care.
Epee-Bounya et al. (2025) found implementing workflow modifications, staff education, and
standardized EPDS documentation in a primary-care clinic improved follow-up and referral
rates.

Despite these gains, consistent implementation remains challenging. Common barriers

include fragmented communication and technology limitations, such as inconsistent integration



of screening results into EHRs, lack of automated prompts, and competing discharge priorities.
Several organizations have addressed the gaps by embedding decision-support tools into EHR
systems. Rush University Medical Center (2021), for example, introduced Epic prompts that flag
positive depression screens and provide referral and documentation options, improving
adherence and enabling earlier intervention.

Collectively, national guidelines and practice-based evidence affirm effective PPD care
requires systems linking screening results to consistent follow-up action. Continued variability in
documentation and provider communication highlights the need for feasible, context-appropriate
strategies—such as standardized nursing documentation workflows—ensuring reliable follow-up

with existing EHR infrastructures.

Methods

Overview of the Scoping Review

A scoping review of the literature was conducted in September 2025 and used the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses extension for Scoping
Reviews (PRISMA-ScR) framework (Tricco et al., 2018). The review systematically identified,
charted, and synthesized primary research evidence describing intervention, implementation, or
evaluation strategies that outlined response pathways following positive EPDS screening at or
near hospital discharge. Review findings informed the design of the DNP QI project described in
Chapter Two.

Each source was appraised using the Johns Hopkins Nursing Evidence-Based Practice
(JHNEBP) Model for Nursing and Healthcare Professionals, which guided assessment of both

the strength and quality of evidence (Dang & Dearholt, 2022). Reporting for the future DNP QI



project will follow the Standards for QI Reporting Excellence (SQUIRE 2.0) framework to

ensure transparency and methodological rigor (Ogrinc et al., 2015).

Eligibility Criteria

Eligibility criteria were defined in advance using the PRISMA-ScR framework as a
guide. Studies were included if they examined postpartum patients within twelve months of
delivery and implemented a validated PPD screening tool. Eligible studies described a
documented response approach following a positive screen—such as a referral workflow, care
pathway, or follow-up protocol—and were conducted in hospital or hospital-affiliated settings
where the EPDS 1s commonly used.

Included studies reported at least one implementation outcome, such as screening
completion, referral documentation, timeliness of follow-up, adherence to workflow or protocol,
maternal health outcomes, or implementation feasibility. Publications were limited to English-
language full-text studies published between January 2020 and September 2025. Randomized
controlled trials, quasi-experimental studies, observational studies, systematic reviews, meta-
analyses, and QI projects were eligible; QI projects were retained as primary evidence due to
their direct focus on practice-based implementation outcomes. Studies were excluded if they
addressed only prevalence or risk factors without an intervention, used unvalidated screening
tools, were published before 2020, were not available in English, or were opinion pieces,

commentaries, or editorials lacking empirical data.

Search Strategy

The search was conducted in September 2025 in collaboration with the Montana State

University Library. Three databases were used: PubMed (National Library of Medicine [NLM],



National Institutes of Health [NIH]), Cumulative Index to Nursing and Allied Health Literature
(CINAHL; EBSCOhost), and PsycINFO (American Psychological Association [APA]; ProQuest
platform). PubMed provided comprehensive biomedical and public health coverage, CINAHL
captured nursing and allied health literature (particularly QI projects), and PsycINFO included
psychology and behavioral sciences. Reference lists of included studies were hand-searched to
identify any additional sources.

Searches were limited to English-language studies of human subjects published between
January 2020 and September 2025. The PubMed search combined Medical Subject Headings
(MeSH) and Title/Abstract fields. The final PubMed string was:

(“postpartum depression”’[MeSH Terms] OR “postpartum depression”[Title/Abstract] OR

“postnatal depression”[Title/Abstract]) AND (“Edinburgh Postnatal Depression

Scale”[Title/Abstract] OR EPDS[Title/Abstract]) AND (referral[Title/Abstract] OR

“clinical protocol”’[Title/Abstract] OR “care pathway”[Title/Abstract] OR

“workflow”[Title/Abstract])

The CINAHL search used CINAHL Headings (MH) in combination with text words. The final
string was:

(MH "Depression, Postpartum") AND ("Edinburgh Postnatal Depression Scale"

OR EPDS) AND (referral OR "clinical protocol" OR "care pathway" OR
"workflow")

The PsycINFO search combined descriptors (DE) and Title/Abstract fields (TI, AB). The final

string was:

(DE("Postpartum Depression")) AND (TLAB("Edinburgh Postnatal Depression
Scale") OR TI,AB(EPDS)) AND (TL,AB(referral) OR TI,AB("clinical protocol")
OR TLAB("care pathway") OR TLLAB("workflow"))



Search results were exported into EndNote 21 (Clarivate, 2023) for reference management, and
duplicates were removed prior to screening. Reference lists were again reviewed to ensure

inclusion of any eligible studies not captured in the database search.

Selection of Sources of Evidence

The selection process followed PRISMA-ScR recommendations (Tricco et al., 2018) and
is illustrated in the PRISMA 2020 flow diagram (Page et al., 2021), which is included below.
Screening occurred in two stages. First, the titles and abstracts were reviewed against the
predefined eligibility criteria, and records that did not meet the criteria were excluded. Second,
the full text of potentially eligible records was retrieved and reassessed against the same criteria.
The database search identified 103 records. After duplicate removal, 81 unique records remained
for title and abstract screening. At this stage, 65 were excluded for not meeting the review
inclusion criteria. Sixteen reports were sought for full-text retrieval, and six could not be
obtained. The remaining 10 reports were retrieved and assessed in full; 10 met the eligibility
criteria. Thus, 10 studies were included in the final review. The flow of records through each

stage is illustrated in the PRISMA 2020 diagram (Figure 1).



Figure 1. PRISMA 2020 Flow Diagram of the Study Selection Process
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Critical Appraisal of Sources

Data Charting and Data Items. Data from included sources were extracted to ensure

consistency and comparability across sources. Extracted information included citation details,
study design, sample and setting characteristics, screening tool used, intervention or response
pathway, outcomes measured, and key findings. Notes on the study's strengths and limitations

were also documented to support synthesis and interpretation.

Appraisal Approach. Each source was evaluated using the JHNEBP Model for Nursing

and Healthcare Professionals (Dang & Dearholt, 2022). The strength of evidence was
categorized as follows: Level I for randomized controlled trials, Level II for quasi-experimental
studies, Level III for non-experimental research, Level IV for clinical guidelines or consensus
statements, and Level V for non-research evidence, such as expert opinion or QI data. Quality
ratings were assigned as high, good, or low based on consistency of results, adequacy of sample
size, minimization of bias, and applicability to practice. These appraisals were used to
contextualize the credibility of findings and to guide the interpretation of evidence in the Results

and Discussion sections.

Results

Characteristics of Sources of Evidence

Ten studies met the inclusion criteria, representing a range of designs including QI
projects, quasi-experimental studies, and observational research. All studies implemented the
EPDS as the validated screening tool for PPD (Berns & Drake, 2021; Brownlee, 2022; Chrzan-

Detkos et al., 2025; Colasuonno, 2025; Hughes & Gianelis, 2024; Lamere & Golova, 2022;
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Lindenmeyer, 2025; Martineau, 2024; Robidoux et al., 2023; Zappulla & Wechter, 2023). Study
settings included inpatient postpartum units, neonatal intensive care units, obstetric clinics, and
pediatric follow-up clinics, representing the diversity of hospital and hospital-affiliated
environments where postpartum patients are screened.

Sample sizes ranged from fewer than 50 participants to several hundred. Despite
variability in size and context, each study described a documented response approach following a
positive EPDS screen. Common strategies included standardized referral workflows, structured
follow-up processes, staff education to improve awareness, and integration of screening results
into clinical workflows.

Reported outcomes most frequently included screening completion, referral or follow-up
after a positive screen, and timeliness of intervention. Several studies also assessed provider
adherence to documentation requirements and patient engagement with recommended services.
Collectively, the included sources provide practice-based evidence that embedding structured
response approaches into hospital-linked care can improve the consistency of PPD screening and

referral processes.

Synthesis of Results

Across the 10 included sources, several consistent themes emerged regarding the
implementation of PPD screening and response pathways (Berns & Drake, 2021; Brownlee,
2022; Chrzan-Dgtko$ et al., 2025; Colasuonno, 2025; Hughes & Gianelis, 2024; Lamere &
Golova, 2022; Lindenmeyer, 2025; Martineau, 2024; Robidoux et al., 2023; Zappulla & Wechter,

2023). Five primary categories were identified: (1) screening completion and consistency, (2)

11



referral and follow-up pathways, (3) workflow and EHR integration, (4) barriers and facilitators,

and (5) outcomes and impact.

Screening Completion and Consistency. All studies emphasized the EPDS as the

preferred screening instrument. Projects that embedded the EPDS into standardized discharge or
postpartum workflows achieved completion rates ranging from 70% to more than 90% (Berns &
Drake, 2021; Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer, 2025). Sites without

structured workflows reported greater variability and missed screening opportunities (Hughes &
Gianelis, 2024; Martineau, 2024). Consistent integration of screening into daily nursing routines

was associated with higher reliability and fewer omitted assessments.

Referral and Follow-up Pathways. Clear, structured referral processes following a

positive EPDS screen were essential to timely intervention. Projects using automatic referrals,
standardized checklists, or direct scheduling of follow-up visits demonstrated higher
documentation and referral completion rates (Berns & Drake, 2021; Colasuonno, 2025;
Martineau, 2024). Sites relying on provider discretion or informal communication frequently
reported delays in care and inconsistent referrals (Hughes & Gianelis, 2024; Robidoux et al.,
2023). Embedding consistent referral criteria and assigning responsibility for follow-up were

identified as key successful factors.

Workflow and Electronic Health Record Integration. Documentation and provider

workload were recurring challenges (Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer,
2025; Robidoux et al., 2023). Studies that integrated EPDS scores and referral prompts directly

into the EHR reported stronger compliance with screening and follow-up documentation.

12



Automated alerts and decision-support tools reduced provider burden and improved
communication among team members. Where EHR modification was not feasible, paper-based
checklists and staff education strategies were substituted, though outcomes were less consistent

(Zappulla & Wechter, 2023).

Barriers and Facilitators. Common barriers included limited staff education, time

constraints, competing clinical demands, stigma surrounding mental health discussions, and
restricted access to behavioral health resources (Chrzan-Detkos et al., 2025; Hughes & Gianelis,
2024; Martineau, 2024). Facilitators included strong leadership support, interdisciplinary
collaboration, and alignment with larger maternal-health initiatives such as the AIM Perinatal
Mental Health Conditions PSB (AIM, 2022; Colasuonno, 2025; Lindenmeyer, 2025). Sites that
incorporated staff training and reinforced AIM PSB principles demonstrated improved

sustainability.

Outcomes and Impact. Implementation of structured workflows yielded gains on

maternal care processes (Berns & Drake, 2021; Brownlee, 2022; Robidoux et al., 2023).
Reported improvements included increased screening rates, improved referral documentation,
and more timely initiation of follow-up care. Some studies also noted greater provider
confidence and patient engagement in mental health discussions. While most evaluated process
outcomes rather than long-term maternal health outcomes, the overall evidence indicates that
standardized response workflows enhance continuity of care and reduce missed opportunities for

early intervention (Chrzan-Detkos$ et al., 2025; Lindenmeyer, 2025).
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Discussion and Conclusion

Summary of Evidence

The scoping review synthesized 10 studies examining PPD screening and response
workflows in hospital and hospital-affiliated settings (Berns & Drake, 2021; Brownlee, 2022;
Chrzan-Detkos et al., 2025; Colasuonno, 2025; Hughes & Gianelis, 2024; Lamere & Golova,
2022; Lindenmeyer, 2025; Martineau, 2024; Robidoux et al., 2023; Zappulla & Wechter, 2023).
All studies used the EPDS as the validated screening tool and most evaluated implementation
outcomes such as screening completion, referral documentation, and timeliness of follow-up.
Across diverse clinical settings, standardized workflows, staff education, and structured referral
processes consistently improved screening reliability and referral completion (Brownlee, 2022;
Lamere & Golova, 2022; Lindenmeyer, 2025). Projects that incorporated automatic prompts or
integrated screening data within the EHR achieved additional gains in documentation and
provider adherence (Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer, 2025).
Collectively, the evidence demonstrates that PPD screening is most effective when paired with

reliable response workflows that link positive results to follow-up actions.

Limitations of the Review

Several limitations should be considered when interpreting these findings. The search
was restricted to studies published between 2020 and 2025, which may have excluded relevant
earlier work that remains applicable to practice. Only English-language studies with full-text
availability were included, which may have introduced a language bias and excluded
international studies published in languages other than English. Additionally, six potentially

eligible studies could not be retrieved at the full-text stage, limiting the breadth of available
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evidence. Most included studies were QI projects or small observational studies, which provided
important practice-based insights but limited the ability to assess long-term patient outcomes or
establish causal relationships. Finally, although the appraisal was conducted using the JHNEBP
model, the scoping review methodology emphasizes breadth of evidence rather than depth of

quality assessment; thus, conclusions should be interpreted within this context.

Implications for Practice

Findings from the scoping review indicate that universal PPD screening at discharge from
birth hospitalization is insufficient without standardized follow-up processes. For the project site,
where EPDS screening is already conducted for most postpartum patients, the primary gap
involves inconsistent nursing documentation of provider notification and follow-up actions after
positive screens (Lamere & Golova, 2022; Lindenmeyer, 2025). Evidence supports the feasibility
and sustainability of standardized nursing documentation strategies to strengthen continuity of
PPD care. Alignment with the AIM Perinatal Mental Health Conditions PSB reinforces the
importance of structured responses, clear documentation of provider-notification pathways, and
reliable systems for follow-up tracking (AIM, 2022).

Collectively, these findings emphasize that sustainable improvement depends on
embedding structured, reproducible documentation practices into daily nursing care. At the
project site, those implications will inform a forthcoming Doctor of Nursing Practice (DNP) QI
project focused on implementing a standardized nursing documentation note within the EHR for
positive EPDS results. The intervention will leverage existing EHR tools to enhance

documentation practices and strengthen continuity of care for postpartum patients in Montana.
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CHAPTER TWO

QUALITY IMPROVEMENT PROJECT PROPOSAL

Introduction and Problem

Introduction

Postpartum depression (PPD) affects 10%-20% of mothers internationally and remains a
leading contributor to preventable maternal morbidity and mortality (Earls et al., 2019; Siu &
U.S. Preventive Services Task Force [USPSTF], 2016). Untreated PPD impairs maternal
functioning, infant development, and family well-being, underscoring the need for early
detection and timely follow-up. National rates of PPD in the United States mirror global
estimates, while Montana consistently reports higher prevalence, with data indicating rates of
13%-15% among postpartum women (Centers for Disease Control and Prevention [CDC], 2023;
Montana Department of Public Health and Human Services [DPHHS], 2022). The Edinburgh
Postnatal Depression Scale (EPDS) is the most widely validated and guideline-endorsed
screening tool for identifying PPD, and national organizations emphasize that screening must
occur within systems capable of ensuring appropriate follow-up (American College of
Obstetricians and Gynecologists [ACOG], 2018; Alliance for Innovation on Maternal Health
[AIM], 2022; Montana Perinatal Quality Collaborative [MPQC], 2025). Findings from the
Chapter One scoping review indicated that universal PPD screening is insufficient without
standardized follow-up workflows that include consistent documentation of provider notification

and referral for patients with positive EPDS.
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Problem Statement

Although EPDS screening compliance has remained high at the project site since March
2025 (>90%), documentation of provider notification and follow-up actions after positive results
remains inconsistent (Women’s and Children’s nurse coordinator, personal communication,
October 2025). Pre-intervention chart audits demonstrated that in 27.3% of positive EPDS
encounters, there was no indication in the EHR that the result was acknowledged or addressed.
The absence of a standardized nursing documentation note following a positive EPDS screen
contributes to variation in charting locations, incomplete or inaccurate documentation, and
missed opportunities for timely follow-up. Limited visibility of nursing actions within the
electronic health record (EHR) hinders provider review, chart auditing capabilities, and
continuity of care.

A preliminary chart audit conducted by the Women’s and Children’s nurse coordinator
between March-December 2025 identified documented positive EPDS results, yet few included
entries in the Provider-Notification flowsheet, and follow-up actions were inconsistently
recorded. The audit findings corroborated nursing-leadership feedback that, although EPDS
screening rates are strong, post-screen documentation lacks use of a standardized note that
consolidates positive EPDS results, provider notification, and follow-up actions into one

consistent location within the EHR.

Aim Statement
The aim of this Doctor of Nursing Practice (DNP) Quality Improvement (QI) project is to
increase completion and consistency of nursing documentation following positive EPDS

screenings by implementing a standardized nursing documentation note within the EHR. The
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aim focuses on improving how positive EPDS results, provider notification, and follow-up
actions are documented across the seven-week implementation period. Evidence from the
literature supports standardized documentation workflows, staff education, and EHR-integrated
tools as effective strategies for strengthening documentation practices, communication, and

continuity of care (Byatt et al., 2019; Earls et al., 2019; Epee-Bounya et al., 2025).

SMART Goals

The SMART goals guide the progression of the QI project and correspond to short-, mid-,
and long-term outcomes. The short-term goal focuses on preparing nursing staff to implement
the new documentation workflow. By the end of the project preparation phase, at least 90% of
postpartum-unit nurses are expected to complete an education module introducing the
standardized nursing documentation note for positive EPDS results. Achieving this goal ensures
that staff understand the purpose of the note, the location of the dot-phrase within the EHR, and
the required elements of documentation prior to the start of implementation.

The mid-term goal reflects the primary measurable outcome during the seven-week
implementation period. By the end of this period, at least 85% of positive EPDS screens will be
documented using the standardized nursing documentation note. The goal evaluates completion
and consistency of documentation across shifts and reflects adoption of the new workflow
throughout the unit. Weekly chart audits conducted during implementation will demonstrate
whether the standardized note is used consistently when a positive EPDS result appears in the
chart.

The long-term goal represents the desired clinical outcome once the documentation

workflow is fully integrated into routine practice. After the project concludes, the expectation is
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that every positive EPDS screen will include a documented referral or follow-up plan with
behavioral health prior to discharge. The long-term goal aligns with national recommendations
that emphasize consistent follow-up after positive perinatal mental health screenings and
supports sustained improvement in continuity of care beyond the project timeline. Detailed
strategies, data-collection procedures, and planned analyses associated with each SMART goal

appear in Appendix B.

Context

EPDS screening practices at the project site were examined to determine the need for a
documentation-focused QI project. International and national data indicate that PPD affects 10%-
20% of mothers, while Montana consistently reports higher prevalence, with recent estimates
ranging from 13%-15% (CDC, 2023; DPHHS, 2022). The PPD rates emphasize a statewide need
for standardized post-screen procedures that ensure timely follow-up for postpartum patients
identified as at risk for PPD. Findings from Chapter One further demonstrated that screening
alone is not sufficient; consistent documentation of provider notification and follow-up is
essential for continuity of care after a positive EPDS result. The literature repeatedly identified
fragmented documentation, dispersed charting, and inconsistent communication as barriers to
effective PPD follow-up, reinforcing the importance of standardized workflows in inpatient and
hospital-affiliated settings (Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer, 2025). The
hospital participates in statewide perinatal quality initiatives, including implementation of
Alliance for Innovation on Maternal Health (AIM) Perinatal Mental Health Conditions Patient
Safety Bundle components through the Montana Perinatal Quality Collaborative (MPQC), which

underscores an organizational priority to strengthen response workflows for positive EPDS
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screens (AIM, 2022; MPQC, 2025).

The project site is a community hospital located in Montana providing labor and delivery,
postpartum, nursery, and neonatal intensive care within its Family Birth Center. The hospital
operates a Level II labor-and-delivery service and Level II neonatal intensive care unit (NICU),
offering care for moderate-risk pregnancies and neonates, and is in the process of expanding to
Level III NICU capabilities by the end of the project period. The postpartum unit cares for
birthing families from surrounding rural and semi-rural counties and typically staffs two
attending providers, four to five registered nurses and two support personnel per shift.

Currently, registered nurses administer the EPDS before discharge from the birth
hospitalization, consistent with national and organizational guidelines. A standardized EPDS
screening order implemented in 2024 requires nurses to complete the screening prior to discharge
and notify the provider on call for total scores of 10 or greater or a positive self-harm response.
Screening documentation has remained consistently high since March 2025, with approximately
90% of discharged postpartum patients having an EPDS recorded in their EHR prior to discharge
(Women'’s and Children’s nurse coordinator, personal communication, October 2025). Monthly
positive-screen totals at the site ranged from four to nine patients between March and September
2025, representing roughly 3%-7% of screened postpartum patients.

The nurse coordinator responsible for postpartum-unit audits reported difficulty verifying
whether provider notification or follow-up actions occurred because nurse documentation
practices varied. Chart review was time-intensive due to documentation being dispersed across
multiple chart locations, which made it challenging to confirm whether appropriate follow-up

actions were taken. Stakeholder discussions confirmed that the absence of a standardized nurse
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documentation workflow limited the ability of discharge providers, subsequent providers, nurse
coordinators, and quality reviewers to locate essential information for safe discharge and timely
referral. The variability in nursing documentation practices and lack of a single consistent EHR
location for EPDS score, provider notification, and follow-up emerged as a central barrier to care
coordination and audit efficiency. A detailed representation of the current EPDS screening and
documentation workflow appears in Appendix C and illustrates the multiple documentation
locations and decision points where variation and omissions occur. The EPDS screening process
itself remains reliable at the site; the identified gap occurs after a positive result, where
documentation is dispersed, inconsistent, and difficult to audit.

The interdisciplinary team engaged in the DNP QI project includes the leaders and
clinicians whose roles support the design, education, and evaluation of the documentation
workflow rather than the entire postpartum-care workforce. Stakeholders include the maternal
medical director, the system director of nursing and clinical operations, the nurse manager, the
women’s and children’s nurse coordinator, the inpatient nurse navigator, unit supervisors,
postpartum-unit nurses, and the information-technology (IT) specialist responsible for EHR
configurations. Nurse educators for the postpartum-unit, nursery, NICU, and labor and delivery
support staff training and competency development related to the new documentation process.
Findings from the site assessment, including chart audits and stakeholder feedback, indicated that
post-screen documentation was inconsistent, dispersed, and difficult to audit, leading to selection

of a standardized nursing documentation note as the focus of the QI project.
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Quality Improvement Framework

The Institute for Healthcare Improvement (IHI) Model for Improvement provides the
framework guiding this project (IHI, 2021). The model uses three questions to support
improvement work: what the team is trying to accomplish, how the team will know a change
leads to improvement, and which specific changes can be tested to advance the aim. The
questions apply directly to the documentation challenges identified at the project site and helped
shape the project aim, the outcome measures, and the selection of the standardized nursing
documentation note as the intervention.

The Model for Improvement will also guide how the project team develops, implements,
and evaluates the practice change. During project development, the model will help the team
refine the aim of improving completion and consistency of nursing documentation after positive
EPDS results. It will also guide the identification of measurable indicators aligned with the
SMART goals, including pre-implementation staff education, consistent use of the standardized
nursing documentation note during the implementation phase, and documentation of behavioral
health referral or follow-up in the long term. The measures offer a practical way to determine
whether documentation practices improve throughout the project period.

Plan-Do-Study-Act (PDSA) cycles are central to the Model for Improvement and will
shape how the intervention is tested. Each cycle will allow the team to test the full standardized
nursing documentation workflow, observe how consistently staff use it in practice, gather
feedback from nursing staff, and identify what supports or adjustments are needed to improve
utilization during implementation. Early cycles will focus on helping staff use the standardized

nursing documentation note after positive EPDS screens. Later cycles will address barriers
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identified by staff, reinforce consistent documentation practices, and strengthen communication
within the postpartum unit. A phased approach will support adaptation of the workflow within
the clinical environment while keeping the team aligned with the overall aim.

The Model for Improvement will also guide evaluation of the intervention over the
seven-week implementation period. Data gathered during PDSA cycles will help refine the
workflow, identify areas needing additional education or clarification, and show whether
documentation patterns are becoming more consistent. Weekly review of documentation patterns
with nursing leadership will support shared interpretation of findings and help determine next
steps.

Using the Model for Improvement aligns with national recommendations emphasizing
structured follow-up after positive perinatal mental health screenings and complements ongoing
organizational work with the AIM Perinatal Mental Health Conditions Patient Safety Bundle
(AIM, 2022). Overall, the model provides a straightforward and team-focused structure for
planning, testing, adjusting, and evaluating the standardized nursing documentation workflow for

positive EPDS results in the postpartum unit.

Methods

Implementation Summary

The DNP QI project will occur on the postpartum unit of a community hospital in
Montana and focuses on improving utilization of a standardized nursing documentation note
following positive EPDS results. The intervention includes implementation of the standardized
note within the EHR and pre-implementation staff education for postpartum-unit nurses. The

intervention phase will take place over a seven-week implementation period in January and
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February 2026, with staff education completed in December 2025 and utilization supported
throughout the iterative PDSA cycles. Weekly retrospective chart audits of all positive EPDS
screens will monitor documentation practices throughout the seven weeks, and findings will
guide ongoing adjustments to staff support and workflow integration. Continuous evaluation
during the implementation period and a final review immediately after Week 7 (around March
2026) will determine whether utilization of the note improves during the project period.
Outcomes include completion of the pre-implementation staff education for the standardized
documentation note after positive EPDS screens, utilization of the standardized documentation
note after positive EPDS screens, and documentation of behavioral health referral or follow-up
planning for positive EPDS screens. Results will inform refinements to the workflow and support

long-term quality monitoring on the postpartum unit.

Intervention and Implementation

Proposed Practice Change and Rationale. The intervention introduces a standardized

nursing documentation note within the EHR for postpartum patients who screen positive on the
EPDS prior to discharge. The EPDS screening process will remain unchanged, as nurses will
continue administering the tool and entering responses into the existing EPDS flowsheet, which
automatically calculates the total score. The practice change affects only the steps that follow a
positive EPDS screen, where the new standardized documentation note will serve as the
structured location for documenting the score, provider notification, and follow-up plan. The
standardized nursing documentation note will be layered onto the existing EPDS workflow
described in Appendix C, with the goal of consolidating EPDS scores, provider notification, and

follow-up plans into a single, consistent documentation location for positive EPDS results. A
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finalized version of the standardized nursing documentation note will be developed with input
from nursing leadership, the maternal medical director, and IT support to ensure accuracy,
workflow fit, and alignment with provider communication needs. Finalization has been delayed
due to required stakeholder review and because statewide MPQC initiatives operate on a
different timeline than the DNP QI project. The content will be finalized prior to implementation,
and the approved template will be added to the appendices when available.

The standardized documentation note is expected to include an Epic dot-phrase build
with auto-pull fields from the existing EPDS flowsheet and structured, selectable elements for
documenting provider notification and follow-up. Evidence from the scoping review indicated
that PPD screening is most effective when documentation of provider communication and
follow-up is consistent and easy to locate in the medical record (Brownlee, 2022; Lamere &
Golova, 2022; Lindenmeyer, 2025). National guidelines similarly emphasize that screening must
occur within systems capable of ensuring timely referral and coordinated response (ACOG,
2018; Siu & USPSTF, 2016; AIM, 2022). Site-level chart audits identified variation in where
follow-up and provider-notification documentation was placed and difficulty verifying that these

actions occurred, supporting the need for a standardized nursing documentation note.

Pre-Implementation Preparation.Preparation steps will include finalizing the standardized

nursing documentation note with input from nursing leadership, the maternal medical director,
and IT support; confirming auto-pull functionality from the EPDS flowsheet; preparing staft-
education materials, and confirming the implementation timeline with unit leadership. The nurse
educator, nurse coordinator, and DNP student investigator will collaborate to introduce the

project during the December staff meeting and provide an overview of the planned
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documentation workflow change and the education module to be completed prior to
implementation.

The staff-education plan will use multiple communication routes to ensure that
information reaches all postpartum-unit nurses. Education will be delivered through an
asynchronous Kahuna module linked to Smartsheet for completion tracking and will be
supplemented by brief in-person huddles for clarification and questions. Visual reference
materials and screenshots of the finalized dot-phrase, once approved, will be distributed through
email, posted on the FBC MIND page (virtual unit communication page), posted at unit
workstations, and continuously included in the weekly Friday newsletters. Nurses who are
unable to attend in-person discussions, including nightshift, per diem, and traveler staft, will
receive individual follow-up from the nurse educator, nurse supervisor, or DNP student
investigator. Providers will receive separate email communication outlining document changes

so they are aware of the updated nursing documentation associated with positive EPDS results.

Implementation Steps.Implementation will occur over seven weeks and will begin once

the standardized documentation note is activated in Epic. The intervention will not modify the
existing EPDS assessment or flowsheet process; nurses will continue completing the EPDS as
required. The new documentation note becomes the required next step when a positive EPDS
result appears in the chart and will be used for every positive screen beginning Week 1. Weekly
PDSA cycles will structure implementation. Each cycle will involve planning small adjustments
to staff support or reference materials, observing documentation patterns through chart audits,
gathering staff feedback through huddles or informal discussion, and acting on identified needs

by refining communication, education, or workflow prompts. Weekly chart audits conducted
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jointly by the DNP student investigator and the nurse coordinator will monitor utilization of the
standardized note for each positive EPDS screen. Findings will be summarized and shared with
unit leadership and stakeholders through weekly emails to support shared understanding of
implementation progress.

Potential barriers include variation in staff familiarity with the new workflow, competing
demands during postpartum discharge, and discomfort documenting positive mental-health
screening content in narrative form. Barriers will be addressed through repeated brief education,
accessible reference guides, weekly reminders, unit-leadership engagement, and real-time
clarification during PDSA cycles. Weekly chart audits will help identify omissions or
misunderstandings early so that intervention adjustments can be made promptly.

The project requires no external funding and will rely on existing institutional resources.
Minor costs associated with printing visual reference guides and information-technology support
for Epic configuration will be absorbed by the department. The DNP student investigator will
contribute approximately 270 hours of time toward project planning, implementation support,
staff education, auditing, and evaluation, which will be donated as part of the required scholarly-

project hours.

Evaluation and Analysis

Evaluation of the project will focus on progress toward the SMART goals and will
determine whether utilization of the standardized nursing documentation note improves during
the seven-week implementation period. The SMART goal table outlining expected outcomes,
data sources, and audit procedures appears in Appendix B and guides the evaluation framework

for this project. Weekly retrospective chart audits, review of education-completion data in
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Kahuna and Smartsheet, and documentation patterns observed during the implementation and
evaluation phases will guide analysis. The DNP student investigator and the Women’s and
Children’s nurse coordinator will jointly complete chart audits to support data collection for both

the DNP QI project and the unit’s participation in MPQC initiatives using the same data.

Evaluation of SMART Goal #1.Completion of the pre-implementation education module

will be verified through Kahuna and Smartsheet tracking. The clinical nurse educator will
monitor the nurses it is sent to and the nurses who complete the assigned Kahuna line items and
provide aggregate data to the DNP student investigator. Percent completion will be calculated by
dividing the number of nurses who complete all required line items by the total number of
postpartum-unit nurses assigned to the module. Narrative notes will be used to describe barriers
to completion, such as missed modules by per-diem or traveler staff, and to document follow-up

actions taken to address these gaps.

Evaluation of SMART Goal #2. Utilization of the standardized nursing documentation

note will be evaluated through weekly chart audits of all positive EPDS screens during Weeks 1
through 7. Each audit will assess whether the standardized note was used to document the EPDS
score, provider notification, and behavioral-health follow-up or referral planning. The numerator
will include the number of positive EPDS screens documented using the standardized note, and
the denominator will include all positive EPDS screens identified that week. Weekly utilization
percentages will be displayed on run charts to visualize trends over time. Audit findings will be
reviewed with nursing leadership and summarized in weekly stakeholder communication to

support timely adjustments during PDSA cycles.
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Evaluation of SMART Goal #3. Documentation of behavioral-health follow-up or referral

planning will be evaluated as a long-term outcome after implementation is complete. The
women’s and children’s nurse coordinator will continue reviewing positive EPDS charts during
routine perinatal-quality audits. The numerator will include the number of positive EPDS screens
with documented behavioral-health follow-up or referral planning, and the denominator will
include all positive EPDS screens reviewed. Percent referral documentation will be calculated

and compared with the long-term goal of 100 percent to support ongoing quality monitoring.

Data Analysis, Safety, and Confidentiality.Quantitative data will be analyzed using
descriptive statistics, including frequencies and percentages for each SMART goal, and run
charts will be used to follow weekly changes in utilization of the standardized note. Narrative
comments recorded during audits will provide context for workflow barriers, staff feedback, and
implementation challenges, and will help guide small adjustments during the PDSA cycles. All
data will be de-identified before being entered into the tracking sheet in Appendix D. The
tracking sheet will be stored on a secure, password-protected Montana State University
OneDrive/Office365 account consistent with site expectations for handling QI data and will be
retained only for the duration of the project and reporting requirements. No protected health
information will be collected or removed from the facility, and project activities pose no
additional risks to patients or staff. Oversight of data handling and confidentiality requirements

will occur through site review and Montana State University’s IRB processes.
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Conclusion

The DNP QI project addressed a clear gap in postpartum depression follow-up by
improving utilization of a standardized nursing documentation note for positive EPDS results.
The project will take place on the postpartum unit of a community hospital in Montana, where
chart audits and stakeholder feedback identified inconsistent documentation and difficulty
verifying provider notification and follow-up actions. Collaboration among the maternal medical
director, nursing leadership, bedside nurses, and IT support will guide the development of the
standardized documentation note format and the related education plan. The intervention will be
implemented over seven weeks using the IHI Model for Improvement and weekly PDSA cycles,
with pre-implementation education completed through Kahuna and ongoing support provided
through huddles, reference guides, and communication updates. Project outcomes include
education completion, utilization of the standardized documentation note, and documentation of
behavioral health referral or follow-up planning. Evaluation will rely on weekly chart audits and
review of trends in the tracking sheet. Findings will inform workflow refinements and guide

long-term sustainment efforts within the postpartum unit.
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Introduction

Postpartum depression (PPD) is one of the most common complications of childbirth in
the United States, affecting an estimated 10%-20% of mothers each year, translating to
approximately 400,000 women annually (Earls et al., 2019). Untreated PPD impairs maternal
functioning, infant development, and family well-being, underscoring the importance of early
identification and timely intervention (Siu & U.S. Preventive Services Task Force [USPSTF],
2016). The Edinburgh Postnatal Depression Scale (EPDS), developed by Cox et al. (1987), is a
validated and guideline-endorsed screening instrument widely used to identify PPD across
diverse populations and clinical settings (American College of Obstetricians and Gynecologists
[ACOG], 2018; Siu & USPSTF, 2016). Although screening rates have improved nationally, gaps
in documentation and communication of positive screening results continue to limit the
effectiveness of existing screening efforts.

PPD contributes to preventable maternal morbidity and mortality at both the individual
and population levels. Suicide and overdose are now recognized among the leading causes of
pregnancy-related death in the United States, and untreated perinatal mental health conditions
impose an estimated economic burden exceeding $14 billion annually through healthcare costs,
lost productivity, and adverse child outcomes (ACOG, 2018; Byatt et al., 2019). Despite
increased awareness and routine screening recommendations, as many as 50% of women with
PPD remain undiagnosed, and many who screen positive do not receive timely evaluation or
follow-up care (Epee-Bounya et al., 2025). Persistent barriers include stigma, limited provider
training, restricted access to behavioral health resources, and fragmented documentation

processes that impede continuity of care.
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Rates of postpartum and perinatal depression in Montana meet or exceed national
averages, highlighting the need for dependable, system-level response strategies. Data from the
Montana Pregnancy Risk Assessment Monitoring System (PRAMS) for 2020-2022 indicate that
approximately 13.5% of mothers reported PPD compared with national estimates of 10%-20%
(Centers for Disease Control and Prevention [CDC], 2023). Earlier PRAMS data from 2017-
2020 reports PPD prevalence of approximately 15% and perinatal depression prevalence of 27%
(Montana Department of Public Health and Human Services [DPHHS], 2022). With nearly
11,000 births annually in the state, these rates represent thousands of Montana families affected
each year (Healthy Mothers, Healthy Babies — The Montana Coalition, Inc., n.d.). The PRAMS
findings emphasize that universal screening must be paired with reliable follow-up processes to
ensure early identification and intervention.

At the project site, a community hospital postpartum unit in Montana, EPDS screening is
routinely completed prior to discharge from the birth hospitalization, reflecting strong adherence
to national recommendations. However, review of postpartum documentation identified
inconsistencies in how positive EPDS results, nurse-provider communication, and follow-up
actions were documented within the electronic health record (EHR). Documentation related to
provider notification and follow-up planning was frequently dispersed across multiple chart
locations or absent, limiting providers, nurse coordinators, and quality reviewers' ability to verify
that appropriate evaluation and referral occurred prior to discharge. The observed variability
represents a systems-level gap that undermines continuity of care and complicates quality

monitoring efforts.
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The project site participates in the Alliance for Innovation on Maternal Health (AIM)
implementation program and is working to align local practice with the AIM Perinatal Mental
Health Conditions Patient Safety Bundle (Alliance for Innovation on Maternal Health [AIM],
2022). AIM guidance emphasizes that screening alone is insufficient and must be paired with
standardized response workflows that include reliable documentation of assessment, provider
notification, and follow-up actions. Within this context, strengthening nursing documentation
following positive EPDS screens is a feasible, high-impact strategy to improve consistency in
follow-up processes without altering existing screening practices.

Accordingly, this quality improvement project implemented a standardized nursing
documentation note within the EHR for use after positive EPDS screenings on the postpartum
unit. The intervention focused on improving completion, consistency, and visibility of nursing
documentation for provider notification and follow-up planning, thereby supporting safer

discharge processes and enhancing continuity of care for postpartum patients.

Review of the Literature

National and professional organizations consistently emphasized that screening for PPD
must occur within systems capable of ensuring timely evaluation, referral, and follow-up. The
American College of Obstetricians and Gynecologists (ACOG) recommends that perinatal
depression screening be embedded within coordinated care pathways that include diagnostic
confirmation, provider notification, and ongoing management (ACOG, 2018). Similarly, the
AIM Perinatal Mental Health Conditions Patient Safety Bundle emphasizes that screening alone
is insufficient and must be paired with standardized response workflows that support consistent

documentation of assessment, provider communication, and follow-up actions (AIM, 2022). The
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U.S. Preventive Services Task Force likewise advises that depression screening be implemented
only when systems are in place to support accurate diagnosis and effective treatment (Siu &
USPSTF, 2016).

Evidence from quality improvement and practice-based studies supports the effectiveness
of standardized workflows in improving follow-up after positive EPDS screens. Interventions
that integrate structured documentation, referral pathways, and staff education have
demonstrated improvements in screening reliability, provider communication, and referral
completion (Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer, 2025). Byatt et al. (2019)
described a comprehensive perinatal depression care pathway that emphasized structured triage,
referral processes, and documentation to ensure continuity of care across settings. Similarly,
Earls et al. (2019) reported that embedding standardized screening and referral processes
improved identification and follow-up for PPD in pediatric and postpartum contexts.

Despite advances in the screening and care pathways, consistent implementation remains
challenging in inpatient postpartum settings. Common barriers include fragmented
documentation across multiple EHR locations, competing discharge priorities, and variability in
how nurses document provider notification and follow-up actions (Brownlee, 2022; Lamere &
Golova, 2022). When documentation is dispersed or incomplete, providers and quality teams
may be unable to verify whether appropriate evaluation and referral occurred, limiting
opportunities for timely intervention and undermining continuity of care.

Several organizations have addressed these gaps by embedding decision-support tools
and standardized documentation templates directly into EHR workflows. For example, Rush

University Medical Center reported improved adherence to follow-up and earlier intervention
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after introducing Epic-based prompts and structured documentation options for positive
depression screens (Rush University Medical Center, 2021). Studies examining EHR-integrated
documentation tools consistently demonstrate that consolidating key information into a single,
standardized location improves visibility, reduces cognitive burden, and supports more efficient
and consistent audit processes (Brownlee, 2022; Lindenmeyer, 2025).

Collectively, national guidelines and practice-based evidence affirm that effective PPD
care depends not only on screening completion but also on reliable systems that link positive
results to documented follow-up actions. Standardized nursing documentation workflows
embedded within existing EHR infrastructure represent a feasible, context-appropriate strategy to
strengthen provider communication, improve continuity of care, and reduce missed opportunities

for early intervention following positive EPDS screens.

Conceptual Framework

The Institute for Healthcare Improvement (IHI) Model for Improvement guided this
quality improvement project (IHI, 2021). The model focuses on defining a clear aim, selecting
meaningful measures, and testing change through iterative Plan-Do-Study-Act (PDSA) cycles.
This framework was selected because it aligns with the project’s emphasis on workflow
standardization, documentation consistency, and rapid-cycle refinement within a complex
inpatient environment.

The application of the IHI Model for Improvement supported the identification of
inconsistent post-screen documentation as a systems-level problem rather than an individual
performance issue. The model-informed development of the project aims, selection of process

and outcome measures, and use of weekly PDSA cycles to support implementation of the
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standardized nursing documentation note. Early cycles emphasized staff familiarity with the
documentation workflow and correct use of the note following positive EPDS screens, while
subsequent cycles focused on addressing barriers identified through chart audits and staff
feedback.

Use of iterative PDSA cycles enabled real-time assessment of documentation patterns and
supported targeted adjustments to education, communication, and workflow supports during the
implementation period. By pairing structured measurement with ongoing feedback, the
framework facilitated continuous learning while maintaining alignment with the project’s
overarching goal of improving documentation reliability and follow-up visibility after positive

EPDS screenings.

Aim and Purpose

The purpose of the quality improvement project was to improve the completion and
consistency of nursing documentation following positive EPDS screenings on a postpartum unit
by implementing a standardized nursing documentation note within the EHR. The primary aim
of the project was to increase utilization of the standardized nursing documentation note for
positive EPDS screens during a seven-week implementation period following go-live. Secondary
aims included ensuring completion of pre-implementation nursing education and supporting

consistent documentation of provider-notification and follow-up planning prior to discharge.
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Methods

Context

The quality improvement project was conducted on the postpartum unit of a community
hospital in Montana providing labor and delivery, postpartum, nursery, and neonatal intensive
care services. The hospital operates a Level II labor-and-delivery service and a Level Il neonatal
intensive care unit and serves patients from surrounding rural and semi-rural counties. The
postpartum unit typically staffs attending providers and four to five registered nurses per shift,
with support personnel.

At the project site, postpartum patients are routinely screened with the EPDS prior to
discharge from the birth hospitalization. Screening documentation has remained consistently
high since March 2025, with approximately 90% of delivering patients having an EPDS
completed and documented in the EHR prior to discharge (Women’s and Children’s nurse
coordinator, personal communication, January 2025). These data indicate screening completion
itself was routinely occurring at baseline and was not the primary focus of the quality
improvement intervention.

Despite high screening rates, retrospective chart audits and stakeholder feedback
identified a systems-level gap in documentation following positive EPDS results. A pre-
intervention audit of positive EPDS screens conducted between April and December 2025
demonstrated substantial variability in nursing and provider documentation of post-screen
actions. Documentation of provider notification, nursing acknowledgement of the EPDS result,
and follow-up planning was inconsistent across charts, and in more than one-quarter of cases,

there was no clear indication in the EHR that the positive EPDS result had been acknowledged
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by the provider or addressed. Documentation related to provider notification and follow-up
actions was frequently dispersed across multiple chart locations, including narrative nursing
notes, flowsheets, and discharge documentation, limiting providers, nurse coordinators, and
quality reviewers' ability to efficiently verify appropriate evaluation and follow-up prior to
discharge.

The EPDS screening process itself was not identified as the primary gap. Rather, the
problem occurred after a positive EPDS screen was identified, when documentation practices
were fragmented, inconsistent, and difficult to audit. The variability in documentation
undermined continuity of care and created challenges for quality monitoring and for verifying
safe discharge practices.

The project site participates in statewide perinatal quality initiatives, including
implementation of the AIM Perinatal Mental Health Conditions Patient Safety Bundle through
the Montana Perinatal Quality Collaborative (MPQC). Alignment with these initiatives
reinforced an organizational priority to strengthen standardized response workflows following
positive perinatal mental health screenings and supported the selection of a documentation-

focused intervention.

Intervention/Practice Change

The intervention consisted of implementing a standardized nursing documentation note
within the EHR to guide and consolidate nursing documentation following a positive EPDS
screen. The EPDS screening process itself was not modified; registered nurses continued to
administer the EPDS and enter responses into the existing EPDS flowsheet, which automatically

calculates the score.
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At the project site, a positive EPDS screen was defined as a total score of 10 or greater
and/or a positive response to the EPDS self-harm item (Item 10), consistent with ACOG
guidance and the site’s active Epic discharge order criteria (ACOG, 2018). This definition was
consistently used throughout the project.

The standardized nursing documentation note was operationalized within Epic using a
SmartPhrase (EPDSPOS). For readers unfamiliar with Epic, a SmartPhrase is a pre-built
documentation template that can be inserted into a clinical note to standardize required elements
and prompt completion of key fields. The SmartPhrase approach was selected to embed the
documentation workflow directly into routine nursing charting without introducing additional
documentation locations or requiring separate forms.

The EPDSPOS standardized note was structured to consolidate essential post-screen
elements into a single, consistently located entry in the EHR. The template included auto-pulled
EPDS flowsheet details from the day of discharge; nursing assessment context (including
observed behaviors, patient statements, and existing supports); documentation of provider
notification and provider response; care coordination and discharge education, including
resources provided and follow-up planning; patient understanding of the plan and resources; and
confirmation of the discharge plan and any additional details added to the after-visit summary.
Structured selectable elements were used to promote consistency, and free-text fields were
included where individualized clinical detail was required.

The standardized nursing documentation note was layered onto the existing discharge
workflow. When a patient met criteria for a positive EPDS screen, the nurse notified the on-call

provider per existing practice and documented the assessment, provider notification, and follow-
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up actions in the standardized note. The intervention was designed to improve completion,
consistency, visibility, and ease of auditing of post-screen documentation while minimizing

additional cognitive burden and preserving established clinical flow momentum.

Education and Implementation Support

Education was initiated prior to go-live and continued into early implementation to
accommodate staffing variability. Formal education consisted of an asynchronous education
module delivered through Kahuna, the organization’s learning management system. The module
included a narrated walkthrough of the standardized nursing documentation note, a review of the
documentation workflow following positive EPDS screens, and a demonstration of SmartPhrase
use within an Epic training environment.

Completion of the education module was verified through Kahuna attestation. Eligible
staff were defined as registered nurses assigned to the postpartum unit during the implementation
period (i.e., postpartum unit RNs). Nurses not assigned to the postpartum unit during the
implementation window, including those on extended leave, were excluded from the education
denominator. The eligible postpartum nurse roster was provided by unit leadership.

In addition to the formal education module, supplemental implementation supports were
provided throughout the implementation period. These supports included in-person rounding by
project leadership, brief one-to-one coaching as needed, distribution of a standardized tip sheet,
and weekly reminders via the unit’s virtual communication platform and newsletters.
Supplemental supports were intended to reinforce correct use of the standardized documentation
note, clarify workflow expectations, and address questions identified during early PDSA cycles.

These supports were not used as formal measures of education completion.
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The standardized nursing documentation note went live on February 2, 2026.
Implementation was supported through iterative PDSA cycles that monitored documentation
patterns, identified barriers to consistent use, and informed targeted adjustments to education and

workflow supports during the implementation period.

Measures

Measures for the quality improvement project were aligned with the project’s short-, mid-
, and long-term SMART goals and focused on education completion, adoption of the
standardized nursing documentation note, and documentation of follow-up planning after
positive EPDS screens. Measures were selected to evaluate improvement in documentation
practices following positive EPDS results rather than screening completion, as baseline data
demonstrated consistently high screening rates prior to implementation.

Completion of required education was assessed for eligible postpartum-unit nurses.
Education completion was defined as documented Kahuna attestation of the asynchronous
education module that introduces the note and documentation workflow. Education completion
was monitored throughout the seven-week implementation period to ensure that all eligible
nurses who worked during the implementation window completed the required education.
Kahuna attestation reports were exported and cross-referenced to the eligible postpartum-unit
nurse roster. Completion percentages were calculated in Microsoft Excel as the proportion of
eligible nurses with documented attestation.

Utilization of the standardized nursing documentation note was assessed for each positive
EPDS screen identified during the seven-week implementation period. Utilization was defined as

documentation of the note in the EHR following a positive EPDS screen. Weekly retrospective
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chart audits were used to determine whether the note was used when a positive EPDS result
occurred.

Documentation of behavioral health referral or follow-up planning following a positive
EPDS screen was assessed as a longer-term outcome. Follow-up documentation was defined as
recorded evidence within the note that a referral or follow-up plan, or a mental-health-informed
discharge plan was addressed prior to discharge. Although the outcome was not expected to
reach full consistency within the implementation period, it was included to support assessment of
sustained improvement and alignment with national recommendations for perinatal mental health
follow-up.

All measures were assessed through retrospective chart audits of positive EPDS screens
during the implementation period and review of Kahuna education completion reports. Eligible
charts were identified using weekly reports generated by the hospital information technology
department that listed all postpartum encounters with a documented positive EPDS screen,
referenced by internal unique encounter identifiers (“e-numbers”). For data analysis, each
eligible encounter was assigned a sequential study identification number (e.g., 1, 2, 3) to
maintain de-identification. A census approach was used, with all eligible encounters provided by

nursing leadership included in the retrospective audit. No patient identifiers were collected.

Analysis

Data were analyzed using descriptive statistics consistent with the quality improvement
design and the project aims. Frequencies and percentages were used to summarize education
completion among eligible postpartum-unit nurses and utilization of the standardized nursing

documentation note following positive EPDS screens, with calculations performed in Microsoft
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Excel. Weekly retrospective chart audits were conducted to determine whether the standardized
nursing documentation note was present in the EHR when a positive EPDS occurred, and trends
were reviewed across PDSA cycles to assess changes over time and to identify patterns requiring

additional education or workflow clarification.

Results

Education Completion

Education completion was assessed using Kahuna attestation reports cross-referenced
with the eligible postpartum-unit nurse roster. At the start of implementation, 11 of 35 eligible
nurses (31%) had completed the asynchronous education module. Education completion did not

increase during the seven-week implementation period and remained at 31%.

Utilization of the Standardized Nursing Documentation
Note

Utilization of the standardized nursing documentation note was evaluated through weekly
retrospective chart audits of all positive EPDS screens during the seven-week implementation
period. A total of 12 positive EPDS encounters were identified. The standardized documentation
note was used in 8 of 12 encounters (66.7%). Weekly utilization varied across the
implementation period. Utilization was 100% in Weeks 1, 2, and 3, decreased to 66.7% in Week
4, was 0% in Week 6, and 33.3% in Week 7. Weeks without positive EPDS screens were not

included in weekly utilization calculations.
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Table 1. Standardized Nursing Documentation Note Use Following Positive EPDS Screens by
Audit Week

Audit Week Positive EPDS Standardized Note Standardized Note
Screens (n) Used (n) Used (%)

1 2 2 100.0%

2 1 1 100.0%

3 2 2 100.0%

4 3 2 66.7%

5 0 0 -

6 1 0 0.0%

7 3 1 33.3%

Discussion

The quality improvement project evaluated the implementation of a standardized nursing
documentation note following positive EPDS screenings on a postpartum unit in a community
hospital. The project addressed a systems-level gap identified through pre-intervention chart
audits, specifically, inconsistent and fragmented documentation of provider notification and
follow-up actions after positive EPDS results. By embedding a standardized nursing
documentation note into the EHR and supporting adoption through targeted education and
iterative PDSA cycles, the project aimed to improve completion and consistency of post-screen
documentation during discharge.

Pre-intervention chart audits demonstrated that in 27.3% of positive EPDS encounters,

there was no indication in the EHR that a positive EPDS result had been acknowledged or

45



addressed. During the implementation period, lack of documented follow-up occurred in 1 of 12
positive EPDS encounters (8.3%). Although follow-up documentation was not a primary
measured outcome during the implementation period, this finding provides important contextual
insight. Across the 12 positive EPDS encounters, the standardized nursing documentation note
was used in 8 encounters, while provider notification and follow-up planning was documented in
11 encounters. In several cases where the standardized note was not used, documentation was
located elsewhere in the EHR, including narrative nursing notes, flowsheets, and discharge
documentation. These findings suggest that clinical actions often occurred outside the
standardized project pathway and that the primary effect of the intervention was improved
consolidation and visibility of the post-screen documentation rather than initiation of new
clinical actions.

Findings suggest that the standardized nursing documentation note functioned less as a
prompt to initiate clinical action and more as a mechanism to standardize and centralize
documentation of actions already being performed. In multiple encounters where the
standardized note was not used, provider notification and follow-up planning were still
documented, but were dispersed across the EHR. This fragmentation reduces visibility, increases
cognitive burden for providers, and limits efficient auditability of follow-up actions. One positive
EPDS encounter involving a positive response to the self-harm item lacked documented provider
notification and follow-up planning. Although this represents a single case, it highlights the
potential for clinically significant findings to be missed or inadequately documented when

standardized workflows are not consistently applied.
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Findings suggest standardizing nursing documentation following positive EPDS screens
is a feasible approach to improving consistency of post-screen actions within an existing
inpatient workflow. The findings align with prior quality improvement studies demonstrating that
EHR-integrated documentation tools can reduce variability in post-screen processes and support
more reliable follow-up practices (Brownlee, 2022; Lamere & Golova, 2022; Lindenmeyer,
2025).

Education played a key role in implementing the standardized documentation workflow.
Completion of the asynchronous education module through Kahuna ensured that eligible
postpartum-unit nurses were introduced to the documentation expectations and workflow prior to
or during early implementation. Allowing education completion to continue through the
implementation period accounted for staffing variability and low event frequency, a common
challenge in inpatient postpartum settings where positive EPDS screens occur intermittently.
Supplemental supports, including rounding and one-to-one coaching, reinforced education and
supported workflow adoption during early PDSA cycles.

Although documentation of follow-up planning was included as a longer-term outcome,
the project was not designed to evaluate the quality or appropriateness of clinical decisions
following positive EPDS screens. Instead, documented follow-up planning in the standardized
nursing documentation note served as an indicator of improved visibility and continuity of care
at discharge. The project approach aligns with national guidance, which emphasizes that
screening must be paired with reliable systems for communication and follow-up rather than

focusing solely on screening completion (ACOG, 2018; AIM, 2022).
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Several contextual factors likely influenced implementation. The project site already
demonstrated high baseline EPDS screening completion, which supported a focused intervention
targeting documentation rather than screening behavior. The relatively low frequency of positive
EPDS screens required sustained reinforcement to ensure that nurses encountered and used the
standardized documentation note when the workflow was triggered. Engagement of nursing
leadership and alignment with ongoing perinatal quality initiatives facilitated acceptance of the
intervention and supported integration into routine practice.

Overall, the project demonstrated improving documentation consistency after positive
EPDS screens is an achievable and meaningful systems-level intervention in inpatient
postpartum care. These findings reinforce the role of documentation as an intervention, where
standardized documentation not only supports communication but also clinical reliability and
patient safety. Standardizing nursing documentation supports safer discharge processes, enhances
auditability, and strengthens continuity of care without altering existing screening practices or

adding unnecessary complexity to clinical workflows.

Limitations

Several limitations should be considered when interpreting the findings of this quality
improvement project. First, the project was conducted on a single postpartum unit within one
community hospital, which may limit generalizability to other inpatient settings with different
staffing models, patient populations, or EHR configurations. However, the intervention was
designed to integrate into existing workflows, which may support adaptability in similar

inpatient postpartum environments.
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Second, the project focused on documentation presence and consistency rather than
evaluation of the quality or appropriateness of clinical decision-making following positive EPDS
screens. While documentation of follow-up planning served as an indicator of improved visibility
and continuity of care, the project did not assess whether referrals or follow-up actions were
clinically optimal or resulted in downstream patient outcomes.

Third, the relatively low frequency of positive EPDS screens in inpatient postpartum
settings limited the number of opportunities to observe the standardized nursing documentation
note during the implementation period. Although this reflects real-world practice, low event
volume may affect the pace of adoption and interpretation of short-term trends. Additionally,
reliance on nursing interpretation of EPDS responses, particularly the self-harm item, may
introduce variability in recognition and documentation of positive screens.

Finally, education completion was monitored through Kahuna attestation, which
confirmed participation but did not assess individual knowledge retention or confidence with the
documentation workflow. Supplemental supports such as rounding and one-to-one coaching
were used to reinforce education but were not formally measured.

Despite these limitations, the project provides valuable insight into the feasibility of
standardizing nursing documentation following positive EPDS screens and highlights

opportunities for sustained improvement in inpatient postpartum care.

Recommendations

Based on the findings of this quality improvement project, implementation of a
standardized nursing documentation note following positive EPDS screens is recommended as a

feasible strategy to improve consistency and visibility of post-screen documentation in inpatient
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postpartum settings. Health systems with established EPDS screening workflows may benefit
from focusing improvement efforts on documentation processes that support provider
communication and continuity of care rather than screening completion alone.

Future implementations should incorporate structured education delivered through an
existing learning management system and allow education completion to continue during early
implementation to accommodate staffing variability and low event frequency. Supplemental
supports, such as in-person rounding and brief one-to-one coaching, may further reinforce
adoption during initial PDSA cycles. Embedding standardized documentation tools directly into
the EHR can reduce documentation fragmentation and support efficient audit processes.

Ongoing monitoring beyond the initial implementation period is recommended to
evaluate sustained use of the standardized documentation note and to assess documentation of
follow-up planning as the workflow becomes fully integrated into routine practice. Future quality
improvement efforts may also consider evaluating downstream outcomes, such as referral
completion or patient engagement with follow-up services, once documentation practices have

stabilized.

Conclusion

The quality improvement project addressed a systems-level gap in postpartum depression
care by implementing a standardized nursing documentation note following positive EPDS
screens on a postpartum unit in a community hospital. Although EPDS screening completion was
already high at baseline, documentation of provider notification and follow-up actions after
positive screens was inconsistent and difficult to audit. By standardizing nursing documentation

and supporting implementation through education and iterative PDSA cycles, the project
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demonstrated that improving documentation consistency is achievable and meaningful within an
existing inpatient workflow.

Standardized nursing documentation following positive EPDS screens improves visibility
of post-screen actions, supports safer discharge processes, and strengthens continuity of care
without altering established screening practices. The project provides practical insights into how
documentation-focused interventions can support perinatal mental health initiatives and align
with national recommendations that emphasize system-level responses to positive mental health
screenings. Findings highlight that documentation itself can function as a clinical intervention
making care visible, reliable, and actionable within the healthcare system. Continued refinement
and sustainment of standardized documentation workflows may further improve coordination of

postpartum mental health care and support better outcomes for patients and families.
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CHAPTER FOUR

ADVANCED NURSING ESSENTIALS REFLECTION

Introduction

Chapter Four reflects on professional growth achieved throughout the Doctor of Nursing
Practice (DNP) program and examines how advanced-level nursing competencies were
demonstrated throughout the design, implementation, and evaluation of a quality improvement
(QD) project. The reflection aligns with the American Association of Colleges of Nursing
(AACN) Essentials for Advanced-Level Nursing Education (2021) and highlights the role of the
nurse practitioner as a systems-focused clinician, scholar, and emerging leader.

The DNP scholarly project focused on implementing a standardized nursing
documentation note in the electronic health record (EHR) following positive Edinburgh Postnatal
Depression Scale (EPDS) screenings on a postpartum unit at a community hospital in Montana.
The project addressed a systems-level gap identified through chart audits and stakeholder
feedback, specifically, inconsistent documentation of provider notification and follow-up actions
after positive perinatal mental health screens. Leadership responsibilities included stakeholder
engagement, workflow analysis, informatics collaboration, staff education, iterative testing
through Plan-Do-Study-Act (PDSA) cycles, and outcome evaluation using audit and feedback
methods.

Reflection focuses on four AACN Domains that most strongly exemplify the
achievement of advanced-level nursing competencies during the DNP program: Domain 7

(Systems-Based Practice) as the key exemplar, along with Domains 5 (Quality and Safety) and
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10 (Personal, Professional, and Leadership Development). Each domain is supported by concrete
exemplars drawn from DNP core and APRN coursework, as well as from implementation of the
scholarly project. Leadership development throughout the DNP program increasingly reflected a
stewardship-based approach, emphasizing professional growth, readiness for advanced nursing
practice, and responsibility for systems, relationships, and outcomes rather than reliance on

positional authority.

Domain 7: Systems-Based Practice

AACN Domain 7 emphasizes advanced-level nurses' ability to analyze complex
healthcare systems, identify leverage points for improvement, and design sustainable solutions
that enhance care delivery across settings (AACN, 2021). Systems-based practice requires
examination of workflows, communication pathways, organizational structures, and policy
drivers that influence outcomes. The DNP scholarly project exemplified this domain through a
systematic analysis of existing postpartum screening workflows, the redesign of documentation

processes, and the alignment of local practice with broader perinatal quality initiatives.

Systems Assessment and Problem Identification

System-based thinking guided early project development by examining the postpartum
unit’s EPDS screening and follow-up processes. Although EPDS screening compliance exceeded
90%, retrospective chart audits revealed variation in how nurses documented provider
notification and follow-up actions after positive screens. Documentation appeared across

multiple locations within the EHR, including narrative notes, flowsheets, discharge summaries,
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or was absent. Fragmentation limited providers, nurse coordinators, and quality reviewers' ability
to verify that appropriate follow-up occurred prior to discharge.

Process mapping of the current-state workflow illuminated decision points where
variability emerged, particularly after a positive EPDS result. Analysis indicated the absence of a
standardized system to guide and capture required actions. Coursework in systems leadership
and organizational analysis supported recognition that reliability failures commonly reflect
system design rather than individual performance. Identification of documentation inconsistency
as a systems problem reframed the project from a compliance issue to an opportunity for
structural improvement. The reframing reinforced a stewardship-based leadership perspective,

prioritizing system reliability and patient safety over individual performance correction.

Design of a Systems-Level Intervention

Selection of the standardized nursing documentation note as the primary intervention was
grounded in findings from the scoping review conducted in Chapter One, rather than systems
analysis alone. The scoping review synthesized 10 recent studies examining postpartum
depression screening and response workflows across hospital and hospital-affiliated settings and
consistently identified documentation standardization, EHR integration, and structured provider-
notification pathways as effective strategies for improving follow-up reliability after positive
EPDS screens. Across diverse clinical contexts, interventions that embedded standardized
documentation tools into existing workflows demonstrated improved referral documentation,
clearer provider communication, and greater auditability compared with approaches that relied

on informal or dispersed charting practices. The review's evidence supported focusing the
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intervention on documentation processes following positive screens, rather than modifying the
screening or referral criteria.

Findings from the scoping review directly informed intervention design by justifying a
documentation-focused strategy that leveraged existing EPDS screening processes while
addressing identified post-screen gaps. National guidelines similarly emphasize that depression
screening must occur within systems capable of ensuring consistent follow-up and continuity of
care. The translation of synthesized evidence into a locally adapted documentation workflow
reflects the application of DNP-level scholarship, linking evidence appraisal to practical system
redesign.

Guided by this evidence base, systems-based practice principles informed the
development of a standardized nursing documentation note embedded within the EHR. The
redesigned workflow layered structured documentation onto the existing discharge process rather
than introducing additional steps. The standardized note consolidated EPDS results, provider
notification, nursing assessment, and follow-up actions into a single, consistently located record.
Consolidation reduced cognitive burden on staff, improved visibility of critical information
across disciplines, and supported more reliable verification of follow-up actions prior to
discharge.

Systems thinking also guided alignment of the intervention with organizational priorities
and external quality initiatives. The project aligned with the Alliance for Innovation on Maternal
Health (AIM) Perinatal Mental Health Conditions Patient Safety Bundle and the Montana
Perinatal Quality Collaborative (MPQC) initiative, ensuring that the documentation workflow

supported broader maternal safety goals and reduced risk of parallel or duplicative processes that
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fragment care (Alliance for Innovation on Maternal Health [AIM], 2022; Montana Perinatal
Quality Collaborative [MPQC], 2025). Engagement with nursing leadership and the maternal
medical director supported the alignment of workflow within existing clinical and operational

structures, strengthening the feasibility and sustainability of the intervention.

Domain 5: Quality and Safety

AACN Domain 5 focuses on advanced-level nurses' ability to design, implement, and
evaluate initiatives that improve quality and promote patient safety using evidence-based
methods (AACN, 2021). Quality and safety competencies require application of improvement
science, measurement strategies, and risk-reduction principles to real clinical problems. The DNP
scholarly project exemplified this domain by using a structured quality-improvement
methodology to address gaps in postpartum mental health follow-up after positive EPDS
screening.

Quality improvement principles introduced throughout the DNP core curriculum
informed the selection of the Institute for Healthcare Improvement Model for Improvement as
the guiding framework for this project. The model provided a structured approach to defining the
aim, selecting measures, and testing change through iterative PDSA cycles. Rather than
evaluating outcomes retrospectively alone, the project emphasized real-time learning and
adaptation, consistent with best practices in healthcare quality improvement. Weekly PDSA
cycles allowed rapid identification of documentation barriers and facilitated timely adjustments
to staff education, reference materials, and workflow support.

Measurement strategies reflected competencies developed through DNP coursework in

quality improvement, patient safety, and healthcare analytics. Process measures were
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intentionally selected to evaluate the reliability of documentation following positive EPDS
screens, including utilization of the standardized nursing documentation note and documentation
of behavioral health follow-up planning. Weekly retrospective chart audits served as the primary
data source, and results were displayed on run charts to visualize trends over time. Use of
descriptive statistics and run charts supported monitoring of system performance rather than
individual staff behavior, reinforcing a culture of improvement rather than blame.

Patient safety considerations were central to the project’s quality focus. Positive EPDS
results, particularly affirmative responses to self-harm items, represent time-sensitive safety
concerns requiring clear communication and documented follow-up prior to discharge.
Inconsistent documentation of provider notification and follow-up actions created risk for missed
evaluation, delayed referral, and fragmented continuity of care. By standardizing documentation
practices, the project aimed to reduce variability that could compromise patient safety and to
improve visibility of critical mental health information across disciplines involved in postpartum
care.

Clinical judgment developed through APRN coursework and perinatal clinical
experiences informed the intervention's safety framing. Understanding the clinical implications
of untreated postpartum depression and the importance of timely follow-up influenced the
selection of measures that prioritized documentation of provider notification and referral
planning over screening completion alone. The project emphasized that safety in perinatal mental
health extends beyond screening to include reliable systems that ensure appropriate response and

continuity after risk is identified.
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Leadership within Domain 5 was demonstrated through the use of data to guide decision-
making and through staff engagement in continuous improvement. Audit findings were shared
with nursing leadership to support transparency and reinforce shared accountability for quality
outcomes. Feedback was framed to support learning and workflow refinement rather than
individual correction, promoting psychological safety during implementation. Experience gained
through this project strengthened the capacity to lead quality initiatives that balance rigor,

feasibility, and frontline engagement while maintaining focus on patient safety.

Domain 10: Personal, Professional, and Leadership Development

AACN Domain 10 emphasizes personal, professional, and leadership development as
foundational to advanced nursing practice, including self-awareness, reflective practice,
resilience, and ethical leadership (AACN, 2021). Growth within this domain requires intentional
examination of one’s values, experiences, and responses to complex clinical and organizational
challenges. Development across the DNP program and during implementation of the scholarly
project strengthened leadership capacity, professional identity, and readiness for sustained
practice as a nurse practitioner.

Early coursework in NRSG 609: Advanced Nursing Leadership and Roles introduced
servant leadership as a foundational framework, which evolved throughout the DNP program
from a theoretical orientation to a stewardship-based leadership approach grounded in reflective
practice and systems accountability (Greenleaf, 1977).

Leadership development during the DNP program extended beyond technical skill
acquisition to include reflective supervision and intentional self-regulation. Engagement in

reflective supervision supported examination of emotional responses, cognitive patterns, and
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leadership behaviors that emerged during project implementation. Development and
implementation of the scholarly project occurred within a clinical environment closely aligned
with prior patient experiences, creating meaningful proximity to the subject matter. Awareness of
emotional salience associated with perinatal mental health work required intentional self-
monitoring and reflective practice to maintain objectivity and ethical leadership. Recognition of
this proximity supported the proactive use of reflective supervision, boundary awareness, and
mindfulness strategies to differentiate between personal perspective and systems evaluation
while preserving empathy and professionalism.

Clinical and APRN coursework reinforced the importance of reflective practice in
managing complex patient safety concerns, particularly in perinatal mental health. Understanding
the emotional weight associated with postpartum depression screening, safety assessment, and
discharge planning informed leadership behaviors that prioritized psychological safety for both
patients and staff. Reflective supervision supported the development of leadership strategies
grounded in curiosity rather than control, enabling effective engagement with bedside nurses
during periods of workflow change and uncertainty.

Mentalization-informed leadership emerged as a critical competency during project
development, supporting the ability to consider multiple perspectives, tolerate ambiguity, and
respond thoughtfully rather than reactively during system change (Bateman & Fonagy, 2019).
Attention to staff experiences, concerns, and emotional responses during workflow redesign
strengthened trust and psychological safety, facilitating engagement and adoption of the
intervention. Development of this capacity reinforced leadership grounded in curiosity, relational

awareness, and shared accountability rather than control.
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The development of relational attunement further strengthened leadership and clinical
engagement throughout the DNP program. Intentional attention to identifying shared points of
understanding supported rapid rapport-building, reduced perceived hierarchies, and facilitated
trust with both staff and patients. Such capacity-enhanced communication during quality
improvement implementation and reinforced clinical practice is grounded in curiosity, respect,
and collaboration. Use of relational attunement aligned with mentalization-informed approaches,
supporting ethical engagement while maintaining appropriate professional boundaries (Bateman
& Fonagy, 2019).

Professional growth within Domain 10 also emerged through navigating accountability
and responsibility during the implementation of a system-level intervention. Leading quality
improvement work required balancing advocacy for evidence-based practice with respect for
staff workload, competing priorities, and clinical realities. Reflection on leadership decisions
strengthened confidence in communicating expectations, responding to feedback, and adapting
strategies without compromising project integrity or relationships. Experiences across the DNP
program cultivated resilience and adaptability, reinforcing leadership presence in ambiguous
situations rather than reliance on positional authority.

Integration of reflective supervision into leadership practice supported the sustainability
of engagement throughout the DNP program. Ongoing self-reflection enhanced awareness of
limits, supported emotional regulation, and reduced risk of burnout during intensive scholarly
work. Development within Domain 10 strengthened readiness to lead future initiatives that
require sustained attention to patient safety, team dynamics, and personal well-being. Growth in

professional identity as a nurse practitioner and leader reflects stewardship of responsibility
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developed throughout the DNP educational experience and supports transition into advanced
practice roles requiring reflective leadership, ethical decision-making, and sustained attention to

systems-level patient safety.
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APPENDIX A

Edinburgh Postnatal Depression Scale (EPDS) Used at the Project

Site
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Note. The EPDS was originally developed by Cox, Holden, and Sagovsky (1987) and has since

been validated across multiple populations. This appendix reproduces the English and Spanish

versions in current use at Project Site’s Postpartum Unit.

Patient Label
Name:
DO8B:
M

Edinburgh Postnatal Depression Scale1 (EPDS)
Address:

Name:

Your Date of Birth:

Baby's Date of Birth:

Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.

| have felt happy:

C  Yes, all the time

& Yes, most of the time
C  No, not very often

o No, notatall

In the past 7 days:

1. | have been able to laugh and see the funny side of things
o As much as | always could
o Not quite so much now
o Definitely not so much now
o Notatall

2. | have looked forward with enjoyment to things
O As much as | ever did
O Rather less than | used to
T Definitely less than | used to
o Hardly at all
*3. | have blamed myself unnecessarily when things
went wrong
Yes, most of the time
Yes, some of the time
Not very often
No, never

oon

ul

4. | have been anxious or worried for no good reason
o No, not at all
O Hardly ever
O Yes, sometimes
O Yes, very often

| have felt scared or panicky for no very good reason
Yes, quite a lot

Yes, sometimes

No, not much

No, not at all

ooon

6.

*10

This would mean: “| have felt happy most of the time" during the past week.
Please complete the other questions in the same way.

Things have been getting on top of me

o Yes, most of the time | haven't been able
to cope at all

o Yes, sometimes | haven't been coping as well
as usual

o No, most of the time | have coped quite well

o No, | have been coping as well as ever

| have been so unhappy that | have had difficulty sleeping
Yes, most of the time

Yes, sometimes

Not very often

No, not at all

non

]

| have felt sad or miserable

Yes, most of the time
T Yes, quite often

Not very often

No, not at all

= O:0:0.0

have been so unhappy that | have been crying

Yes, most of the time
Yes, quite often

Only occasionally
No, never

non

The thought of harming myself has occurred to me

Yes, quite often
Sometimes
Hardly ever
Never

Opono
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Patient Label
Name:
DO8:
Mz

Escala Edinburgh para la Depresion Postnatal (Spanish Version)

Nombre de participante: Namero de identificacion de participante:

Fecha:

Como usted esta embarazada o hace poco que tuvo un bebé, nos gustaria saber como se siente actualmente. Por favor
MARQUE (\/) la respuesta que mas se acerca a como se ha sentido durante LOS ULTIMOS 7 DIAS y no s6lo como se ha
sentido hoy.

6. Las cosas me oprimen o agobian:

A continuacion se muestra un ejemplo completado:
fomplo i Si, la mayor parte del tiempo no he podido

Me he sentido feliz: sobrellevarlas =8
Si, todo el tiempo -9 Si, a veces no he podido sobrellevarlas de
Si, la mayor parte del tiempo V1 la manera 2
No, no muy a menudo — No, la mayoria de las veces he podido
No, en absoluto — sobrellevarlas bastante bien 1
Esto significa: *"Me he sentido feliz la mayor parte del No, he pedido sobrellevarlas tan bien como
tiempo” durante la dltima semana. Por favor complete lo hecho siempre ]

las otras preguntas de la misma manera.
7. Me he sentido tan infeliz, que he tenido dificultad

1. He podido reir y ver el lado bueno de las cosas: para dormir:
Tanto como siempre he podido hacerlo 0 Si, casi siempre ===t
No tanto ahora . | Si, a veces p——|
Sin duda, mucho menos ahora 2 No muy a menudo 1
No, en absoluto =i No, en absoluto 0

2. He mirado al futuro con placer para hacer cosas: 8. Me he sentido triste y desgraciada:
Tanto como siempre =) Si, casi siempre 3
Algo menos de lo que solia hacerlo . Si, bastante a menudo . |
Definitivamente menos de lo que solia hacerlo ____ 2 No muy a menudo o
Practicamente nunca 3 No, en absoluto s =0

3. Me he culpado sin necesidad cuando las cosas 9. Me he sentido tan infeliz que he estado llorando:
marchaban mal: Si, casi siempre 3
Si, casi siempre 3 Si, bastante a menudo 2
Si, algunas veces . D Ocasionalmente 1
No muy a menudo = No, nunca 0
No, nunca — )

10. He pensado en hacerme dano:

4. He estado ansiosa y preocupada sin motivo alguno: Si, bastante a menudo o &
No, en absoluto 0 A veces oD
Casi nada 1 Casi nunca e
Si, a veces : 2 No, nunca 0
Si, muy a menudo PR

5. He sentido miedo o panico sin motivo alguno:

Si, bastante — ]
Si, a veces —a
No, no mucho PR -
No, en absoluto 0

Edinburgh Postnatal Depression Scale (EPDS). Texto adaptado del British Joumal of Psychiatry, Junio, 1987, vol. 150 por J.L. Cox, J.M. Holden, R. Segovsky.
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SMART Goal #1: By the end of the project preparation phase (prior to implementation), at

least 90% of postpartum-unit nurses will complete an education module introducing the

standardized nursing documentation note for positive EPDS screening results.

The goal ensures nursing staff understands how to use the Epic dot-phrase and how to

document the three required elements (EPDS score, provider notification, follow-up

action/plan). Providers will be informed of the documentation change via email but will not

receive formal training.

Description of strategies to be utilized to accomplish the goal, including any needed

resources

e (Collaborate with the clinical nurse educator to build the module in Kahuna, with
completion tracked through Smartsheet.
e Include a concise visual reference guide showing where to access and how to complete
the standardized nursing documentation note.
¢ Disseminate supporting materials through email, the Friday newsletter, and the FBC

MIND page.

e Resources include educator time, finalized materials, and Kahuna/Smartsheet access

Data to be collected

Method of Collection and

who is responsible

Planned data analysis

Numerator = number of
nurses completing Kahuna

line items

Denominator = total number
of postpartum-unit nurses

assigned to the module

Kahuna/Smartsheet track
completion; clinical nurse
educator provides aggregate
data to DNP student

investigator.

Percent completion = (nurses
completing education / total
nurses) x 100. Sign-in and
attestation data will be
combined to calculate overall
participation and identify

gaps. Narrative notes will
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describe barriers and follow-
up actions such as make-up
education for off-shift,

traveler, or PRN staff.

SMART Goal #2: By the end of the seven-week implementation period, at least 85% of

positive EPDS screens will be documented using the standardized nursing documentation note

in Epic.

The goal measures adoption of the standardized nursing documentation note when a positive

EPDS occurs.

Description of strategies to be utilized to accomplish the goal, including any needed

resources

e Implement the standardized note for every positive EPDS screen during the seven-

week period

¢ Reinforce correct documentation through huddles reminders and one-on-one support
from the clinical nurse educator, nurse coordinator, or DNP student investigator

e Provider weekly audit feedback to staff

e Keep reference guides at unit workstations

e Resources include EHR access, audit spreadsheet, and educator/leadership support

Data to be collected

Method of Collection and

who is responsible

Planned data analysis

Numerator = number of
positive EPDS charts
documented with the
standardized nursing

documentation note used

Weekly retrospective chart
audits will be completed
jointly by the DNP student
investigator and the nurse

coordinator. De-identified

Weekly documentation
percentages displayed on run
charts to show progress
toward the 85% target. The

mean adoption rate will be
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Denominator = total number
of positive EPDS charts

reviewed

results will be entered into an

Excel file

calculated at Week 7. Trends
across weeks will be
reviewed to identify barriers
or areas requiring additional
support, such as
reinforcement through
huddles or clarification of

documentation steps

SMART Goal #3: After full integration of the standardized nursing documentation note into

routine practice, 100% of positive EPDS screens will include a documented referral or follow-

up plan with behavioral health prior to discharge.

This represents the long-term clinical outcome but is outside the seven-week DNP QI project

timeline

Description of strategies to be utilized to accomplish the goal, including any needed

resources

¢ Ongoing staff reminders and onboarding education about the documentation workflow

of positive EPDS results

e Integrate EPDS referral documentation review into perinatal quality/discharge audits
e Continued collaboration between nursing, the nurse coordinator, and providers

throughout the unit

e Resources include educator oversight, EHR audit capability, and leadership support

Data to be collected

Method of Collection and

who is responsible

Planned data analysis

Numerator = number of

positive EPDS charts with

Referral or follow-up plan

percentage compared to the
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documented referral or
follow-up plan with
behavioral health prior to

discharge

Denominator = total number
of positive EPDS charts

reviewed

Future audits conducted by
the nurse coordinator or

quality staff

100% goal in ongoing quality

monitoring
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Workflow Process Table: Current EPDS Screening and

Documentation Workflow (Pre-Intervention)
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Workflow Step Responsible Role Process Details / Documentation
Decision Point Location
1. Provider initiates | Attending provider | Conducts morning | Provider discharge

discharge order

rounds; enters
discharge orders in
the EHR and
communicates
readiness for
discharge to the
assigned
postpartum-unit
nurse via secure
chat, phone/text, or

in person.

note and discharge

order set

2. EPDS screening

order activated

Postpartum-unit

nurse

Order auto-fires
from the discharge
order set; nurse
must complete the
EPDS prior to

discharge.

Discharge order set

3. Nurse

administers EPDS

Postpartum-unit

nurse

Administers the

EPDS verbally or

EPDS flowsheet

76




provides a

laminated paper
form for patient
self-completion;

enters responses

into the EPDS

flowsheet.
4. Nurse reviews Postpartum-unit Decision point: EPDS flowsheet
EPDS score nurse Negative screen — | auto-calculates total

no further action or
documentation
needed. Positive

screen — proceed

to Step 5B.
5A. Negative Postpartum-unit Provides routine After-Visit
screen nurse postpartum Summary (AVS)
discharge and standard
education. discharge
documentation
5B. Positive screen | Postpartum-unit Notifies the Variable:
— provider nurse provider on call of | documented in
notification the positive EPDS | Provider-
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via secure chat,

phone/text, or in-

Notification

flowsheet, narrative

person note, or
communication. occasionally
omitted
6. Provider Attending provider | May review EPDS | Variable: typically,

evaluates patient

(variable)

score and determine
follow-up actions
(e.g., mental-health
consult, referral,
sooner postpartum
follow-up,
medication, or
discharge with

plan).

provider note or
nurse note, but may
be absent or

incomplete

7. Nurse provides
discharge education

(variable)

Postpartum-unit

nurse

Reinforces verbal
and written
discharge education
regarding mental-
health resources
and follow-up;

content and

Variable: AVS,
standard discharge
documentation,
narrative note, or

omitted
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documentation vary
by provider
direction and nurse

practice.

8. Chart review for

quality monitoring

Women’s &

Children’s nurse

coordinator

Conducts
retrospective audit
of all positive
EPDS charts to
verify
documentation of
provider
notification and
follow-up actions;
review is time-
intensive due to
dispersed

documentation.

Manual chart
review across
EPDS flowsheet,
Provider-
Notification
flowsheet, AVS,
referrals, and

narrative notes
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Evaluation Tracking Sheet: Weekly Chart Audit Summary
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Note. This tracking sheet was used for weekly data collection during the implementation period.

Data presented in Chapter Three reflects summarized results derived from this tool.

Week / Phase Total Standardized | Behavioral | Comments | Auditors
Positive | Utilization Health / Staff
EPDS | (% of Referral or | Feedback
Screens | Positive Follow-up / Barriers
(n) Screens Documented | Identified
Using Note) | (%)
Baseline (Pre- — % % DNP
Implementation) student
investigator,
Women’s &
Children’s
nurse
coordinator
Week 1 — Cycle DNP
1 student
investigator,
Women’s &
Children’s
nurse
coordinator
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Week 2 — Cycle

2

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator

Week 3 — Cycle

3

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator

Week 4 — Cycle

4

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator
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Week 5 — Cycle

5

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator

Week 6 — Cycle

6

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator

Week 7 — Cycle

7

DNP
student
investigator,
Women’s &
Children’s
nurse

coordinator
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