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ABSTRACT 

The purpose of this DNP project was to identify family and psychiatric mental health 

advanced practice registered nurses’ (APRNs) self-rated competence, confidence, experience, 

and training in the treatment of geriatric depression. The population of older adults in the United 

States is growing rapidly, and it is becoming increasingly important for health care providers to 

have a thorough understanding of common mental health disorders. Depression is a commonly 

misdiagnosed and undertreated mental illness in older adults, and can result in increased 

morbidity, mortality, and suicide. Diagnosis and treatment of geriatric depression is complicated 

by polypharmacy, age-related physical changes, and comorbidities. Due to the complexities of 

this older population, it is critical to have well-trained APRN providers to provide high quality 

care. This study used a newly developed survey that was distributed to practicing APRN 

members of the Southern Arizona Advanced Practice Nurse/Nurse Practitioner Society 

(SAZAPN/NPS). Clinical experts (n=6) reviewed the survey questions for content validity 

before it was distributed. The participants (n=32) answered 16 questions about their competence, 

confidence, experience, and training with geriatric depression. A descriptive analysis of the data 

was performed to describe APRN’s responses in each of these four domains.  

The findings from this study show that the majority of the participants (82%) agree and 

strongly agree that they are competent in assessing geriatric depression. Over three-fourths 

(76%) report feeling confident in their ability to accurately diagnose and treat geriatric patients 

with depression. While just over 70% of the APRNs in this study report they feel confident 

prescribing antidepressants for geriatric patients, and 65% report feeling confident in psychiatric 

assessments, only 51% of the respondents agreed that they had adequate training to care for 
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geriatric patients. Organization-offered trainings in geriatric depression were available to 21% of 

the participants, and 78% agreed they could have used more education and training to help them 

understand the link between physical and mental health in older adults. While most participants 

in this survey feel confident and competent, there is still a need to enhance education and 

training opportunities to better prepare them to provide high quality care for a complex 

population. 
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INTRODUCTION 

Background 

The population of older adults in the United States is rapidly growing, and it is becoming 

increasingly important for health care providers to have a thorough understanding of common 

mental health disorders in older adults. According to the Center for Disease Control (2016), up to 

20% of people over the age of 55 will experience a mental health concern such as depression or 

anxiety. Late life depression can have devastating impacts on a person’s quality of life, both 

physically and emotionally. Depression in the older adults is often overlooked, misdiagnosed, 

and undertreated, as some providers can see it as being a normal part of aging, and patients 

themselves do not report or downplay the severity of their symptoms due to stigma (Kennedy, 

Castro, Chang, Chauhan-James, & Fishman, 2016). Untreated depression can result in increased 

morbidity, mortality, and higher rates of suicide in older adults (Kraaij, Arensman, & Spinhoven, 

2002). This is a complex problem in a vulnerable and high-risk population, and is frequently 

compounded by polypharmacy and comorbidities (Kennedy et al., 2016). Depression in itself is 

not an inherent part of aging. 

Depression is associated with many chronic illnesses such as cardiovascular disease, 

respiratory disorders, autoimmune diseases, cancer, diabetes, and arthritis, and has been shown 

to prolong illnesses and adversely affect overall outcomes (Chapman, Perry, & Strine, 2005). 

Late-life major depression has also been linked to Alzheimer’s disease, either as a risk factor for 

the development of depression, or as a prodromal symptom (Pomara et al., 2016). Over the 

course of a seven-year study, patients who displayed a higher number of baseline depressive 

symptoms had almost 20% increased risk of Alzheimer’s disease (Pomara et al., 2016). The 
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relationship between depression and chronic medical illness is not linear; studies show that a 

patient’s medical condition can put them more at risk for depression, and that depression 

increases the risk of physical illness (Chapman et al., 2005). Regardless of which one occurs 

first, it is an issue that has resulted in a heavy burden on hospitals, social services, and public 

health agencies (CDC, 2016). Roughly one third to one half of older adults with depression do 

not use any mental health services (Byers, Arean, & Yaffe, 2012). Depressed geriatric patients 

tend to utilize emergency services more frequently, have longer hospital stays, and suffer more 

severe complications of other comorbidities (CDC, 2016).  

Psychosocial stress is common during mid- and late-life, and is also associated with 

depression. Psychosocial stress can be caused by anything from loss of a loved one, social 

isolation, financial burdens, major life changes, or traumatic events. Data shows that these kinds 

of experiences may play a role in the diagnosis and prognosis of major depression (Gilman et al., 

2013). It could be that the stressors persist over a period of time, contributing to future stressors, 

and increase the susceptibility to negative effects of stress on psychopathology (Gilman et al., 

2013). Another tenable explanation is that these psychosocial stressors reduce the effectiveness 

of treatments for psychiatric mental health disorders (Gilman et al., 2013). Lifetime exposure to 

psychosocial stress can influence physical health as well, resulting in development or 

exacerbation of cardiovascular disease, upper respiratory disease, and decreased immune system 

function (Schneiderman, Ironson, & Siegel, 2005). Older adults at higher risk for greater number 

of stressors and lifetime exposure, are more vulnerable to both physical and mental health 

disorders, all of which interact and complicate one another.  
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Significance to Practice 

Caring for the geriatric population is a complex and often overwhelming task. As a 

person’s body ages, changes in the function and composition occur, requiring adjustments of 

medications and dosages for older adults (Turnheim, 2003). Pharmacokinetics change in older 

adults in all stages, from absorption, distribution, metabolism, to excretion (Turnheim, 2003). 

One of the most important changes to consider is decreased renal function, followed by reduction 

in metabolic clearance (Turnheim, 2004). Hydrophilic drug distribution is reduced due to 

decreased water content, and lipophilic drugs are distributed in increased volume due to 

increased fat content in the body (Klotz, 2009). In addition to these pharmacokinetic changes, 

older adults also experience a decline in homeostatic mechanisms, resulting in higher rates and 

more intense adverse reactions (Turnheim, 2004).  

While pharmacokinetic changes impact an individual’s response to a certain drug, it is 

also important to keep in mind drug-drug and drug-disease interactions (Rongen et al., 2015). 

Polypharmacy in older adults is commonplace, and it is a major health concern. Prescribing 

psychotropic medications for older adults is challenging, and clinical decisions must be made 

while considering multiple factors (Rongen et al., 2015). In adults over the age of 65, at least 

90% use one prescription drug, 40% of people take at least 5, and 12% take 10 or more 

prescription drugs (Van Leuven, 2010). The combination of all of these factors can be incredibly 

overwhelming to assess, particularly for providers who are pressed for time.  

The geriatric population is rapidly growing, and is projected to increase from 47 million 

in 2015 to over 98 million by 2060 (US Census Bureau, 2014). APRN specialties such as family 

nurse practitioner (FNP) and psychiatric mental health nurse practitioner (PMHNP) are trained to 
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provide care across the lifespan, which means they receive training for pediatric, adult, and 

gerontology populations. FNPs account for 62.4% of practicing APRNs, and PMHNPs account 

for 2.4% (AANP, 2016). Adult-gerontology acute care nurse practitioners, which only provide 

care for adults and geriatric patients, make up 2.1% of certified APRNs, and adult-gerontology 

primary care make up 4.5% (AANP, 2016). Although it is within their scope of practice to 

provide care for geriatric patients, the gerontology training requirement for these specialties 

varies. The University of Arizona PMHNP program requires students to obtain 100 hours of 

pediatric clinical hours, however there is no requirement for geriatric hours (University of 

Arizona, 2016). With only 2.3% of APRNs certified in gerontology, there is an insufficient 

supply of trained mental health professionals that are available to provide quality care (AANP, 

2016). Timely diagnosis of depression and early intervention is critical for this population, and 

advanced practice nurses are at the frontline. As leaders in change and quality improvement, it is 

essential that advance practice nurses advocate for the best possible care for patients of all ages, 

and that high-risk populations receive special attention. This project aims to describe the self-

reported level of confidence and competence, as well trainings and experience of FNP and 

PMHNP APRNs in the treatment and management of geriatric depression. This information can 

be used to assess geriatric training trends for APRNs, as well as to improve the education of 

future FNP and PMHNPs, to better prepare them to be high quality care providers. 

Local Problem 

To enhance the quality of healthcare and decrease costs healthcare providers need to 

know as much as possible about the assessment, treatment, and diagnosis of depression in 

specialty populations such as older adults, while feeling confident and competent in their abilities 
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to provide the highly specialized healthcare for this population. A study in 2006 by Thornlow, 

Auerhahn, and Stanley reported that of the 2.7 million NPs in the United States, only 3% have 

specialized training in geriatrics. The American Nurses Credentialing Center (ANCC) offers an 

Adult-Gerontological Nurse Practitioner Certification that requires a masters, post-graduate, or 

doctorate degree, along with a total of 500 faculty-supervised clinical hours (ANCC, 2017). The 

ANCC no longer offers a certification that is strictly focused on Gerontology, as it was recently 

changed and added in as part of the Adult Certification (ANCC, 2017). To describe the 

preparedness of FNP and PMHNP APRNs in Southern Arizona in caring for older adults, 

research is needed to identify the comfort and competence levels of advanced nurse practitioners 

in diagnosing and managing geriatric depression, their clinical experience and training, and to 

identify any other gaps and barriers to providing care for this population. To explore advance 

practice nurses’ confidence, competence, training and experience in caring for geriatric patients 

with depression, a survey was delivered to practicing NPs in Southern Arizona via the Southern 

Arizona Advanced Practice Nurse/Nurse Practitioner Society (SAZAPN/NPS). 

Purpose 

The purpose of this DNP project was to describe family practice APRNs and psychiatric 

mental health APRNs self-rated competence, confidence, experience, and training in the 

treatment of geriatric depression. The information learned in the study was disseminated to the 

SAZAPN/NPS, and will help to guide future providers and educators to implement changes, 

such as geriatric specialty training, to address the gaps in clinical knowledge and practice 

regarding the complex and growing needs of this population. 
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Aims 

The first aim was to develop a survey tool, followed by a process to have clinical practice 

experts in the specialty area of geriatrics assess the content validity of the survey (Appendix A). 

Four content domains were assessed with the survey to describe self-reported competence, 

confidence, experience, and training of practicing family nurse practitioners and psychiatric 

nurse practitioners. These domains are defined as the following: Competence refers to the 

provider’s ability to successfully and efficiently treat the depressed geriatric population; 

confidence refers to their feelings of self-assurance and certainty in their assessment, diagnosis, 

and management of geriatric patients; experience refers to their educational, professional, and 

clinical contact and encounters with geriatric patients with depression; training refers to their 

skill and knowledge acquired in both educational and professional settings. Questions were 

developed to describe each of the four domains identified (Lynn, 1986). The six clinical expert 

reviewers assessed the relevance of each question to measure the four domains of advanced 

practice nurses’ competence, confidence, training and experience. The content validity 

assessment tool is titled Content Validity of the Survey of Geriatric Specialty Training and 

Practice in Advanced Practice Nurses (CV-SGSTP-APRN). The judgment-qualification stage of 

content validity involved sending the survey to a minimum of 5 clinical experts in the field to 

evaluate content validity through scoring each question as one of the following: 1=not relevant, 

2=a little relevant, 3=somewhat relevant, 4=very relevant (Lynn, 1986). This 4-point scale 

allowed each item to be evaluated without ambivalence, and it allowed for questions to either be 

omitted entirely from the instrument or revised and reevaluated if they received a score of 1 or 2 

from the majority of the experts (Lynn, 1986). Questions scoring 3 or 4 from the experts were 
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included in the final Survey of Geriatric Specialty Training and Practice in Advanced Practice 

Nurses (SGSTP-APRN), therefore the content of the instrument is considered valid (Lynn, 

1986). A brief definition of each domain was offered to guide the expert reviewer in their 

evaluation of the questions.  

The second aim of this project was to administer the content valid survey questions to 

practicing APRNs in Southern Arizona. To achieve this aim, a semi-structured survey titled, 

Survey of Geriatric Specialty Training and Practice (SGSTP-APRN) in Advanced Practice 

Nurses was used to describe FNP and PMHNP APRN’s self-ratings of their own competence, 

confidence, training and education in geriatric training and practice using a Likert scale 

(Appendix B). It included questions to obtain information about demographics, training and 

clinical practice with treatment of depression in this particular population. Demographic 

information included specialty (FNP or PMHNP), age, the number of years in practice, gender, 

and current practice setting. The full survey can be viewed in Appendix B. The outcome for this 

aim was to describe the self-rated competence, confidence, experience, and training level in FNP 

and PMHNP APRNs who are treating geriatric patients with depression. 

The third aim for this project was to disseminate these findings to APRNs, healthcare 

administrators, nurse educators and publishers. To accomplish this, the demographic information 

was compiled and reported. The raw data from the SGSTP-APRN survey was analyzed using 

descriptive statistics and percentages. The findings from this doctor of nursing practice (DNP) 

project were compiled in an executive summary (See Appendix D) and distributed to 

SAZAPN/NPS administrators. The outcome of this aim was to inform APRNs and 

administrators of the study’s findings, offering them insight into APRNs preparedness for 
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treating geriatric depression. Self-reported gaps in training or practice preparedness discovered 

through the administration of the SGSTP-APRN to practicing APRN’s allows for the 

implementation of quality improvement efforts at the clinic site through the support for and 

delivery of continuing education with a focus on geriatric depression. 

Key Stakeholders 

The stakeholders are people or groups who are directly involved in the project or are 

invested in the outcomes (Moran, 2017). In this project, the key stakeholders included the APRN 

providers in the clinical setting, and their administrators and managers. These stakeholders can 

use the information generated from this project and make quality improvements specific to the 

training and practice needs of their APRNs with the goal to both increase clinical preparedness 

of the practicing APRNs while improving geriatric patient health outcomes. The patients, nursing 

educators and administrative faculty are also stakeholders in this study. Although they were not 

directly involved in the project itself, the outcomes of this study can provide evidence for 

changes in the care delivery model for older adults. The results of this study can be used to help 

drive policy reform in nursing programs to include more geriatric curriculum and geriatric 

specialty tracks. 

Study Question 

The question addressed in this DNP project is, ‘What is the self-rated competence, 

confidence, experience, and training level of psychiatric mental health and family practice 

APRNs who provide care for geriatric patients with depression?’  
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FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The framework that was used to guide this DNP project is the Donabedian quality 

framework (Figure 1). This conceptual model developed by Avedis Donabedian in 1966 

provides a framework for examining and assessing the quality of care in the healthcare system 

(McDonald et al., 2007). This model has three main categories, structure, process, and outcome 

(McDonald et al., 2007). The Donabedian framework has been widely used and applied to many 

settings within the healthcare field to help researchers pinpoint problems within the areas of 

clinical structure, process and outcome (Lawson & Yazdany, 2012).  

 
FIGURE 1. Donabedian Framework Model 

The structure refers to attributes in the setting in which care is delivered to the patient 

(Donabedian, 1988). This includes material resources such as equipment and finances, human 

resources, and the organizational structure (Donabedian, 1988). The process category refers to 

the actions in caregiving, from the patient seeking care to the practitioner diagnosing and treating 
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(Donabedian, 1988). Finally, the outcome is the effect of the care given on the patients’ health, 

ranging from knowledge and changes in behavior to improvement of their illness (Donabedian, 

1988). The theory is based on the interrelationship between these three factors, and if there is 

good structure, there is an increased likelihood of good process, resulting in a good patient 

outcome (Donabedian, 1988).  

Relationship to Project Purpose 

The DNP project described in this proposal aimed to discover new information and 

knowledge about the APRN’s competence, confidence, experience, and training in working with 

the geriatric population suffering from depression. The Donabedian model is a quality 

improvement tool that looks closely at structure, process, and patient outcomes. It was a great fit 

for this project because it allows assessment of these areas specific to APRN perception of their 

competence in caring for geriatric patients. The first area of concern for this project is the 

structure component, and the survey described the current foundational education and training 

structure in place for practicing APRNs. The process component of the Donabedien theory was 

also a focus for this project, because without a good process in place to support the APRNs, their 

work becomes more challenging and there are more barriers to overcome. With a solid process 

established (perhaps a mechanism for assessing APRN preparedness and offering additional 

education and training to address these gaps), APRNs will be better prepared to care for 

depressed geriatric patients. All of these parts culminate to determine the final piece of the 

Donabedian model, the patient outcome. Increased knowledge and insight was gained through 

description of the structure of current APRN practice and training and practice preparedness 

through their self-reported evaluation. The insights and knowledge gained from this DNP project 
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can be used to guide future development of specific improvements in the structure and process 

aspects of the clinical practice setting, resulting in improved outcomes for the practitioner, 

patient, and healthcare system specific to the clinical expertise required by APRN’s to treat 

geriatric depression. The Donabedian model is one of the most widely used and valid 

frameworks for studying and guiding any type of quality improvement and descriptive studies 

project in healthcare. 

Concepts 

The concepts in the Donabedian model are structure, process, and outcome, as defined in 

the previous section. Specific to this project, the components of the structure concept include the 

clinic setting, family and psychiatric APRNs, and administrative systems. The study setting is the 

practice setting of participating APRN’s in Southern, AZ, providing either primary care and/or 

psychiatric care for patients. Family practice APRNs provide a full range of primary care 

services, and psychiatric mental health APRNs provide a full range of specialty health care 

services focused on psychiatry. The administrative system in place at the clinic is another 

component of the structure concept, and includes managers, directors, and other staff. The 

APRNs qualifications, which include training and experience, are also categorized under 

structure. APRN training refers to the education received during schooling, as well as continuing 

education classes and conferences. Experience refers to the clinical experiences accrued during 

school, as well as all years practicing as an APRN. These factors contribute greatly to the level 

of preparedness of practitioners in the healthcare setting. Survey questions were aimed toward 

evaluating each of these concept elements to describe the underlying training and practice 
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structure of practicing APRN’s to determine if there are gaps in the training or practice 

preparedness of APRN’s caring for the depressed geriatric population.  

The processes of care, or the actions, include the assessment, diagnosis, and treatment 

plan provided by the APRNs for geriatric patients with depression. Patients are considered 

geriatric if they are of the age 65 and older, though sometimes 55 and older are included in this 

population. Some patients over 65 who present to an outpatient clinic are commonly unaware of 

an existing or underlying depressive disorder, or will deny depression if asked directly (Kennedy 

et al., 2016). Screening tools such as the Hamilton Depression Scale (HAM-D) or Patient Health 

Questionnaire-9 (PHQ-9) can be useful for patients to identify any symptoms they have that may 

indicate depression (CDC, 2016). Major depressive disorder (MDD) is the most common type of 

depression, although it is not the only depression diagnosis. The main feature of MDD is a 

depressed mood that lasts for a period of at least two weeks, and cannot be attributed to a 

significant loss or medical condition (American Psychiatric Association [APA], 2013). MDD 

could also include symptoms such as diminished pleasure, weight loss or gain, insomnia or 

hypersomnia, fatigue, feelings of worthlessness, decreased concentration and focus, and thoughts 

or death or dying (APA, 2013). Dysthymia is a persistent depressive disorder that lasts for more 

than 2 years in adults (APA, 2013). Depression can also be associated with substance abuse, 

medication, and medical conditions (APA, 2013). 

Questions from the SGSTP-APRN survey were focused on confidence, competence, 

training and clinical experience of the practitioners providing care for this special population. 

The processes are dependent upon the structures, and have the greatest impact on patient 

outcomes (Gardner, Gardner, & O’Connell, 2014). For example, psychiatric APRN’s have 
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specific training to treat psychiatric conditions. The process of becoming a psychiatric APRN 

involves specialty training, board certification and years of clinical experience. This process of 

psychiatric specialty training greatly improves the targeted care a patient receives if they are 

experiencing psychiatric issues. Therefore, this project aimed at illuminating training needs and 

practice preparedness and may offer evidence to validate the significance of the need for 

specialty training for APRN’s who care for geriatric patients dealing with depression. The patient 

outcomes were not studied directly in this project, as the focus was on identifying gaps or 

barriers in the structure and process of APRN practice. However, outcome is still a very 

important concept in this framework, because good patient outcomes are the ultimate reason 

behind quality improvement. The information and knowledge gained in this project will provide 

future researchers, APRNs, and administrators with specific guidelines and recommendations to 

target quality improvement in the geriatric clinical care practice setting as well as the care 

provided by APRN’s. 

Synthesis of Evidence 

This literature review explores the relationship between APRN comfort level and 

perception of their knowledge and training, APRN program curriculum, and the specialized 

needs of this geriatric population with mental health needs. Examining the available literature in 

these areas will help to understand the current training needs of APRNs for the geriatric mental 

health population. According to the 2016 American Association of Nurse Practitioners (AANP) 

National Nurse Practitioner Sample Survey, there are 222,000 licensed nurse practitioners in the 

United States. Of these, 2.7% NPs have a primary care focus on gerontology, and 4.0% focus on 

adult-gerontology primary care (AANP, 2016). This low number of APRN specialties that have 
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training in the geriatric specialty is an indication that there is a lack of providers equipped to treat 

this complex population. 

To gain insight into the available literature regarding FNP and PMNHP APRN 

perceptions of their own training and preparedness for working with depressed geriatric patients, 

literature searches were complete using PubMed and Google Scholar. CINAHL repeatedly 

returned very low numbers of studies, and was therefore not used. The initial search used various 

combinations of the following key words: geriatric, older adult, depression, nurse practitioner, 

advanced practice, perception, curriculum, and education. Additional criteria included articles 

published within the previous 10 years, geriatric population (age 65 and older), focused on 

depression or mental health, and a focus on APRN perception of knowledge, experience, and 

training. The results returned from Google scholar were numerous (over 70,000), and many are 

not applicable to this specific project. However, skimming through titles allowed me to find five 

of the articles used in the literature review (Appendix D). The PubMed search resulted in 70 

articles, none of which satisfied the criteria for this literature review. The majority of studies 

involving geriatric depression and nurse practitioners are focused on the patient, treatment, and 

screening processes. The initial search prompted a revision and broadening of criteria to include 

APRN student perception, general gerontology (not psychiatric specific), and specialized 

treatment of depressed geriatric patients with no filter for date of publication. This expansion 

resulted in another five articles. A synthesis of the literature review findings will be presented in 

the following section, including the study designs. The synthesis is broken down into three 

categories: APRN preparedness to care for geriatric patients, APRN program requirements and 
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competencies in geriatric specialty care, and recommendations for specialty treatment of 

depression in the geriatric population. 

Study Design of Reviewed Literature 

The majority of the studies used in this literature review are cross-sectional descriptive 

survey studies (Adamek & Kaplan, 2000; Conner et al., 2010; Delaney et al., 2012; Glasser et 

al., 2009; Scherer et al., 2008; Stephens et al., 2015). These studies collected information from 

their target population through surveys based on Likert scales, multiple-choice questions, and 

some open-ended questions. Raue et al. (2009) and Sirey et al. (2010) performed a randomized 

controlled trial. Three qualitative studies were also used to determine the patient perception 

(Bardach & Rowles, 2012; Burroughs et al., 2006; von Faber et al., 2016). Hanson and Scogin 

(2008) used a 2x3 mixed model factorial design, with dependent and independent variables. For 

full summary of literature reviewed, see in Appendix D. 

APRN Perception 

The lack of studies available that focuses on APRN preparedness and comfort in treating 

the geriatric psychiatric mental health population shows a gap in research. Two of the studies 

found involve surveys of healthcare providers regarding their approaches and confidence in 

treating the geriatric population. In a study by Adamek and Kaplan (2000) NPs were found to be 

more likely than MDs to screen for depression, use a combination of pharmacologic and 

psychosocial interventions, but they also rated their confidence significantly lower than MDs. 

Over 90% of respondents of another survey of NPs in New York indicated they would feel more 

prepared to care for geriatric patients if their program of study included a clinical practicum in 

geriatrics, and over more than half only felt somewhat confident in managing polypharmacy, 
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sleep, culture, psychosocial changes, neglect and abuse (Scherer, Bruce, Montgomery, & Ball, 

2008). Surveys of rural providers revealed that 45% indicate a gap between the actual care and 

the ideal care that depressed patients receive, and those with a high number of older patients 

were more likely to feel unprepared and wished they had received more training in residency 

(Glasser, Vogels, Gravdal, 2009; Scherer et al., 2007). Although this study was based on primary 

care physicians, it is important to note the experience of other provider types that practice in the 

geriatric specialty. A case study from an academic medical center found that participants in 

seven different disciplines indicated a need for infusion of geriatric content into their education 

(Bardach & Rowles, 2012). Despite this limited amount of available research, it is clear that 

APRNs, patients, and their families would benefit from improved geriatric education.  

APRN Program Curriculum 

A survey of the US geropsychiatric graduate nursing APRN programs revealed that very 

few offer a geropsychiatric nursing (GPN) specialty track (Stephens, Harris, & Buron, 2015). 

Overall, GPN content has increased across APRN programs in the last ten years, along with a 

substantial increase in the number of PMHNP programs that include GPN content in the 

curriculum (Stephens et al., 2015). Student APRNs have a positive outlook about working with 

geriatric patients and feel they have basic knowledge regarding depression in the older adults; 

they also report that further education is needed and they are interested in improving their 

knowledge (Delaney & Barrere, 2012). While it is encouraging that there seems to be increased 

awareness of the need to provide more comprehensive and extensive geriatric specialty training 

in APRN programs, it is apparent that the programs are currently lacking in their ability to 

prepare and train APRNs to care for a high population of geriatric patients. 
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According Weber, Delaney, and Snow (2016), the lifespan competency recently 

mandated for all PMHNP programs by the National Organization of Nurse Practitioner Faculties 

(NONPF) presents an implementation challenge for many APRN programs. Program directors 

are having difficulty fully integrating sufficient content into educational curriculum due to lack 

of experienced faculty (Weber et al., 2016). It is also reported that there is a lack of available 

geriatric psychiatric clinical preceptors and practicums, likely due to the vast shortage of 

geriatric providers in the US (Weber et al., 2016). Increasing clinical placements for geriatric 

psychiatric nursing will trigger interest and prepare APRNs for this sub-specialty and may 

generate increased numbers of qualified and experienced faculty to teach the topic. Vanderhoef 

and Delaney (2017) surveyed 76 PMHNP program directors regarding the NONPF lifespan 

competency and shift from adult psychiatric to lifespan PMHNP. Again, the main challenges 

reported by program directors include lack of experienced faculty, and finding clinical 

placements and preceptors that include geriatric specialty (Vanderhoef & Delaney, 2017). 

Specialized Treatment of Depression in Geriatric Patients 

Geriatric patients with mental health needs are a growing public health problem, and 

providers need to be prepared with a subset of special skills and trainings specific to the needs of 

this complex population. The World Health Organization (2012) projects that by the year 2020 

depression will be the second most prevalent global disease next to heart disease. The Institute of 

Medicine (2012) estimates between 5.6 to 8 million older adults suffer from one or more mental 

health illnesses, the most common of which is depression. Identifying depression in older adults 

can be a difficult task, as symptoms are often masked by physical ailments, and many view it as 

a normal and understandable part of the aging process (Chapman & Perry, 2008). Depression in 
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the older adults can cause a cascade of symptoms that result in decline of self-care activities and 

social withdrawal, ultimately negatively impacting physical and emotional health (Delaney & 

Barrere, 2012). Caring for geriatric patients is complex due to physical and mental chronic 

comorbidities, as well as high rates of polypharmacy, and psychosocial stressors such as loss of 

function, loss of family, friends, and loved ones, and facing end of life. Ideally, more APRNs 

will receive more training in the field of geriatric psychiatry so the unique needs of this patient 

population will be met with the highest quality of care. 

When providing high quality patient-centered care, it is critical to consider the needs of 

the patient and to understand how they feel about treatment. Older patients with depression 

understand that their primary care providers cannot easily resolve their symptoms, but they do 

expect them to take the initiative by raising the topic and assessing for depression, monitoring 

changes, and discussing the patients views and desires (von Faber et al., 2016). Another study 

shows that older adults feel they are beyond help, that depression is both justifiable and 

understandable, and providers feel that depression is the result of a complex web of physical, 

social, and economic problems that they are powerless to control and treat (Burroughs et al., 

2005). When asked, geriatric patients prefer psychotherapy to medication (Raue et al., 2009) or a 

combination of therapy supplemented with antidepressant medication (Hanson & Scogin, 2008).  

A qualitative study by Schroeder (2013) found that older patients with serious mental 

illness (SMI) felt empowered and supported by good providers who were open with them, 

established a collaborative treatment plan together, and treated them with respect and as though 

they were “regular” people. The uncertain providers were described as uncaring, and had 

intimidating and condescending behavior toward the patients (Schroeder, 2013). The patients 
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reported the healthcare provider was a very important, stable relationship in their life, and despite 

difficulties building trust and developing stable relationships due to their mental health disorders, 

the patients were able to connect and build rapport with the good providers (Schroeder, 2013). 

Confident, educated, and skilled APRNs are more likely to provide comprehensive, holistic, and 

patient-centered approaches. 

Stigma occurs when the patient feels shame, disgrace, or humiliation due to a trait or 

characteristic that has a negative stereotype. Unfortunately, it is commonly associated with 

mental health disorders and can result in some people feeling ashamed for their illness. Fear of 

stigma often prevents people from seeking the help that they need, or from disclosing symptoms 

to healthcare providers. Stigma is a substantial barrier for older adults seeking mental health 

care, and can be either publicly or internally perceived (Conner et al., 2010). The study by 

Conner et al. (2010) showed that internalized stigma resulted in depressed older adults being less 

likely to engage in or seek treatment. Perceived stigma at the beginning of treatment can predict 

poor adherence and higher rates of discontinuation among older adults with depression in the 

first 3 months of treatment (Sirey, Bruce, & Kales, 2010). To attempt to address this, Sirey et al. 

(2010) studied the usefulness of the Treatment Initiation and Participation (TIP) program as an 

intervention to decrease stigma and improve adherence and depression outcomes. TIP is an 

individualized intervention model that targets modifiable factors such as psychological barriers 

(stigma), concerns about treatment, and fears about antidepressants (Sirey et al., 2010). Patients 

who were part of the TIP program had greater adherence to treatment at 6 and 12 weeks, and 

reported decreased depressive symptoms (Sirey et al., 2010). This study supports the fact that 
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older adults have complex care needs and require more specialized care and expertise, which can 

be time consuming and overwhelming for healthcare providers. 

While limited studies exist, the current evidence shows that many nurse practitioner 

programs are including geriatric content, and most providers reported feeling only “somewhat 

comfortable” assessing and treating this population. Students are interested in learning more and 

would like to fill the gaps and feel more confident about working with a specialized group they 

know will be a large portion of their patient population. However, there is still a lack of adequate 

gerontology education for APRNs in all fields, particularly in psychiatric mental health. Due to 

the rapidly increasing population of the baby boomer generation, increasing the workforce of 

APRNs who specialize in geriatric psychiatry is unlikely to completely solve this problem; more 

general practitioners in all fields need improved and enhanced geriatric content in their education 

to prepare them (Bartels & Naslund, 2013). Older adults with depression face stigma, 

uncertainty, and therapeutic nihilism, and depend on confident, well-prepared APRNs to help 

them, resulting in improved physical and mental health outcomes, higher quality of patient 

centered holistic care, and higher quality of life.  

This literature review explored the scientific databases PubMed and Google Scholar to 

examine the state of geriatric mental health needs, the training and preparedness of APRNs to 

care for the depressed geriatric population, and the specialized and expert treatment required by 

geriatric patients with depression. The findings indicate that there has been some increased 

awareness and movement toward improving the geriatric educational system, but the size of the 

geriatric population is growing quickly, their needs are unique and complex, and there is a 

shortage of well-trained APRNs. These findings inform the direction of further research toward 
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improving geriatric specialty training for all APRNs, thereby improving patient care and health 

outcomes. 

METHODS 

Design 

The purpose of this study was to identify family and psychiatric mental health APRNs 

competence, confidence, experience, and training in the treatment of geriatric depression. This 

information was disseminated to encourage providers and educators to implement changes to 

address the gaps in knowledge on the complex and growing needs of this population. This DNP 

project design was a descriptive study and used a survey (SGSTP-APRN) to gather information 

from practicing APRNs. A panel of 6 content expert reviewers evaluated the content validity of 

the SGSTP-APRN. Then, the content valid Survey of Geriatric Specialty Training and Practice 

in Advanced Practice Nurses (SGSTP-APRN) was administered to measure the domains of self-

reported APRN confidence, competence, training and experience in treating geriatric depression. 

The SGSTP-APRN provided insights into APRN’s self-rated competence, confidence, 

experience, and training level in treating depressed geriatric patients. APRNs completed the 

survey questions and rated their responses on a Likert scale: 1- strongly disagree, 2- disagree, 3- 

neutral, 4- agree, 5- strongly agree. A Likert scale is a psychometric scale that is used to obtain 

quantified data concerning participants’ perspectives, performance, and judgments (Sullivan & 

Artino, 2013). The Likert scale is a very useful tool to quantify and show statistical significance 

for this type of data.  

Before this project was started, University of Arizona Institutional Review Board (UA-

IRB) approval was obtained. The IRB approval process through the University of Arizona 
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ensures risks to subjects are minimized and reasonable in relation to benefits, there is equal 

selection of participants, participants agree to an informed consent, the project is monitored to 

make sure subjects are safe, and adequate protection of private information is maintained 

(Burson & Moran, 2017). This DNP project was a descriptive project focused on practicing 

APRNs and was submitted to UA IRB for determination, recommendation, and approval. 

Setting 

The setting for this study was a cohort of practicing APRNs in Southern Arizona 

identified through the Southern Arizona Advanced Practice Nurse/Nurse Practitioner Society 

(SAZAPN/NPS). The Society sent an email inviting members to assist with the DNP project by 

participating in the SGSTP-APRN survey. Approval was sought from the SAZAPN/NPS 

administrator to conduct the descriptive survey for the purpose of describing APRN’s self-rated 

competence, confidence, experience, and training in treating depressed geriatric patients. All 

findings were reported back to the SAZAPN/NPS administrators and APRN’s in a written 

executive summary. 

Recruitment and Participants 

A convenience sample of clinical experts (n=6) was recruited to complete the initial 

content validity process to determine content validity of the SGSTP-APRN survey. The clinical 

experts were CON University of Arizona APRN faculty who work with geriatric patients. An 

introduction letter, disclosure form, and description of the study were included in the invitation 

to complete the Content Validity Assessment survey. The next step was to recruit participants to 

complete the second phase of data collection for this DNP project. The!APRN survey 

participants (n=32) were recruited through an online convenience sampling approach. The 
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inclusion criteria for the participants in this descriptive survey study included both family 

practice APRNs and psychiatric mental health APRNs working in outpatient settings in Southern 

Arizona with a license in good standing and prescription privileges. The goal was to recruit 

around 30 APRNs for the survey, 32 were successfully recruited. The survey was distributed 

using the University of Arizona Qualtrics program. A disclosure form was provided for all 

participants to read. Consent was implied by participation of the survey and no forms were 

signed. There was no incentive offered. 

Demographic information was obtained to identify age, gender, specialty, number of 

years in practice, and current practice setting. All data collected was protected and stored in 

encrypted, password protected computer files. No personal identifiers were collected, and survey 

responses were all anonymous. The locked files were kept in the possession of the principle 

investigator of this descriptive survey for the duration of the study. The data will be stored for 6 

years per UA IRB requirements and will be destroyed in 2023. These participants are not 

considered a “vulnerable population”; they are licensed professional healthcare providers who 

were surveyed about their perspectives on their training and preparedness to care for geriatric 

patients with depression. 

Ethical Considerations 

Ethical considerations are an important part of research on human subjects. The three 

main components are respect, beneficence, and justice. These ethical considerations help to 

ensure that participants are kept safe and are treated fairly and equally.  
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Respect for Persons 

Respect for persons involves two moral requirements, acknowledging autonomy and 

protection for those with diminished autonomy (US Department of Health and Human Services 

[USDHHS], 1979). Respecting autonomy requires letting people make their own choices 

(USDHHS, 1979). In research using human subjects, autonomous people have the right to full 

disclosure and self-determination, meaning they are given all of the information and are allowed 

to choose whether or not they want to enter into the research (Polit & Beck, 2012). They retain 

the right to ask questions and withdraw from the research at any time, and do not have to divulge 

any information they don’t want to (Polit & Beck, 2012). This project respected the persons 

involved through full disclosure and respecting autonomy. A disclosure form was attached to the 

survey and thoroughly explained the research and how the information will be used. Participants 

were allowed to answer any or all of the questions and had the right to withdraw from the study 

at any time. 

Beneficence 

Beneficence is another ethical principle that requires two actions: do not harm, and 

maximize benefits and minimize harm (USDHHS, 1979). Participants in research studies retain 

the right to be free from harm, and it is the researcher’s job to ensure that they are safe (Polit & 

Beck, 2012). This project ensured beneficence for the participants through weighing the risks 

and benefits and maintaining safe practices. The survey allowed for the participant to report their 

level of agreement with each question, which poses little to no risk of harm. The benefit of the 

project described the APRNs’ self-rated assessment of their practice competencies, training, 

experience, and comfort level. This information was summarized and presented back to the 
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SAZAPN/NPS administrators and southern Arizona practicing APRNs to disseminate the project 

findings and recommendations. Project findings may also guide and enhance future education 

and training in nursing education and will ultimately improve the quality of care geriatric 

patients receive. 

Justice 

Justice involves fair and equitable treatment for all (USDHHS, 1979). Participants have 

this right, as well as the right to personal privacy (Polit & Beck, 2012). This study ensured that 

all participants were treated equally and fairly regardless of age, race, gender, culture, or beliefs. 

All participants received the same survey and disclosure form, and were not discriminated 

against. Demographic information given on the survey was kept secure, and was disposed of at 

the end of the study. No personal or private information was collected. All collected data 

remained private and confidential, only to be seen by the principle investigator. The graduate 

school committee members and advisor reviewed de-identified data. 

IRB Approval 

The F200 Application for Human Research form was submitted for this project, through 

the University of Arizona IRB approval process. The criteria for this form require that the project 

does not meet the definition of human research; this DNP project is a descriptive study 

completed through surveying APRN providers. The F200 form was filled out and submitted to 

the UA College of Nursing Office for approval. The College of Nursing Departmental Review 

committee reviewed the form and requested revisions. Revisions were completed, and the form 

was then submitted to the University of Arizona IRB. The research project was approved and 

classified as “exempt” (Appendix C).  
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Data Collection and Analysis 

The main tool for data collection was the SGSTP-APRN survey (Appendix A). The 

survey was created for this study, and assessed key concepts such as competence, confidence, 

experience, and training of FNP and PMHNP APRNs and their preparedness in caring for 

geriatric patients with depression. When using surveys, validity and reliability are important 

considerations. Validity refers to how well the instrument measures what it is meant to measure 

(Moran, 2017). Reliability describes how well the tool can consistently reproduce the same 

results through repeated tests (Moran, 2017). In this case, an existing survey was not found that 

focused on these concepts, so a new survey, the SGSTP-APRN, was created. The survey 

questions have elements of the AANC geriatric core competencies for APRNs that focus on 

critical components of education. Content validity of the new SGSTP-APRN survey was 

determined by administering the CV-SGSTP-APRN survey to six clinical expert reviewers, who 

rated the relevance of the questions in describing APRN self-perceived competence, confidence, 

training, and experience in the treatment and care of geriatric patients in an outpatient setting. 

Reliability can be determined through use of the survey in future research. Data collection 

included demographics such as gender, age, specialty, number of years in practice, and practice 

setting.  

The demographic information for the participating APRNs was compiled and reported. 

The SGSTP-APRN survey is a 16-item Likert scale that measures the four domains of 

competence, confidence, experience, and training. The survey was distributed using the 

University of Arizona’s Qualtrics Survey Software. Qualtrics Software has a built in data 

analysis, and provides percentages and numbers of responses for each question. The data from 
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the SGSTP-APRN Likert scale responses were analyzed by percentage of each answer to 

describe the provider responses. A spearman’s correlation was run to determine any relationships 

between the competence and confidence domains and number of years of experience in diagnosis 

and managing geriatric depression, and number of years prescribing antidepressants for geriatric 

patients.  

FINDINGS 

Content Validity Assessment Tool Results 

The first aim of this project was to develop a survey tool to have clinical practice experts 

in the specialty area of geriatrics assess the content validity of the survey questions. The concepts 

that were studied in this project were competence, confidence, experiencing and training. These 

concepts were chosen to assess and describe APRN’s preparedness for treating and managing 

geriatric depression, with four questions in each section. Competence refers to the provider’s 

ability to successfully and efficiently treat the depressed geriatric population; confidence refers 

to their feelings of self-assurance and certainty in their assessment, diagnosis, and management 

of geriatric patients; experience refers to their educational, professional, and clinical contact and 

encounters with geriatric patients with depression; training refers to their skill and knowledge 

acquired in both educational and professional settings.  
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TABLE 1. Clinical Expert Content Validity Assessment Tool CVI Results. 

Concept (Domain) Item CVI 
Competence 1. I am clinically competent in 

assessing geriatric patients for 
depression. 

1.00 

 2. I am clinically competent in 
diagnosing the subtypes of 
depression in geriatric patients.  

1.00 

 3. I am clinically competent in 
prescribing antidepressants for 
geriatric patients. 

1.00 

 4. I am clinically competent in 
knowing when to refer geriatric 
patients with depression for more 
specialized psychiatric care. 

1.00 

Confidence 5. I feel confident that I can 
accurately diagnose and treat 
depression in geriatric patients. 

1.00 

 6. I feel confident in my ability to 
prescribe antidepressants for 
geriatric patients. 

1.00 

 7. I feel confident in the 
psychiatric assessment of 
geriatric patients. 

.83 

 8. I feel confident in 
independently managing geriatric 
depression (without consulting 
psychiatry). 

.83 

Experience 9. Greater than 50% of my 
patient population is geriatric. 

.83 

 10. I have at been treating 
geriatric patients with depression 
for at least 2 years.  

.83 

 11. I have been prescribing 
antidepressant medication for 
geriatric patients for two years.  

.83 

 12. I have experience in treating 
the complexity of geriatric 
patients with depression 
(comorbidities, polypharmacy).  

100 
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TABLE 1 – Continued  
Training 13. I have adequate training to 

care for geriatric patients with 
a diagnosis of depression. 

1.00 

 14. Since starting my practice, I 
have attended at least one 
specialty training session that 
included diagnosing and 
pharmacotherapy education for 
geriatric patients. 

1.00 

 15. My organization has offered 
educational training on geriatric 
depression. 

.83 

 16. I could have used more 
education/training in the link 
between mental and physical 
health. 

.50 

A total of six clinical experts responded to this survey. The only demographic variable on 

the CV-SGSTP-APRN was the clinical expert specialty, in an open-answer format. One 

respondent identified as PMHNP and FNP, three were psychiatric mental health nurse 

practitioners, and two were FNP (one of these was also geriatric NP). The content validity index 

(CVI) was determined by the proportion of items that received a rating of 3 (somewhat relevant) 

or 4 (very relevant) by the experts (Lynn, 1986). The proportion of experts whose endorsement is 

required to establish content validity beyond the 0.05 level of statistical significance for six 

clinical experts is .83 (Lynn, 1986). See Table 1 for results of content validity survey.  

In the competence section, all four questions received 1.00. Question 1 had feedback to 

“define ‘geriatric.’” This question was updated to include a definition of geriatric patients: “I am 

clinically competent in assessing geriatric patients (age 65 years and older) for depression.” No 

other changes were made in the competence domain, and all items were retained. In the 

confidence section, the first two questions received 1.00. Questions 3 received .83, with the 
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comment “Somewhat relevant in primary care: We refer patients for a more comprehensive 

psychiatric assessment when needed.” Question 4 had a CVI of .83 as well, with the comment, 

“this question is for primary care/adult NPs only- as a psych specialist it cannot be answered.” 

No changes were made in this section, and all items in this domain were retained. 

The first three questions of the experience section received .83. Question 10 had two 

comments as follows, “wording...I have at least two years experience treating geriatric patients 

for depression,” and “perhaps changing question to be more specific, How long have you treated 

geriatric patients with depression? AND answers would be something like 0-1 years, 1-2 years, 

etc.” To address these comments and obtain more specific information, the question was changed 

to an open-ended question: “How many years of experience do you have diagnosing and 

managing geriatric patients with depression?” Question 11 was similar, with feedback stating 

“same comment as above” in reference to changing the question to be more specific. This 

question was also changed to be an open-ended question: “How many years of experience do 

you have prescribing antidepressant medication for geriatric patients?” Question 12 received 

1.00 with no comments. Minor modifications were made to questions in the experience domain 

and all items were retained. 

The section on training had the first two questions with a CVI score of 1.00. The first 

question received three comments: “this question is not universal to all NP specialties- it is moot 

for psychiatric NPs”, “I took a class through my family nurse practitioner program that focused 

on mental health conditions and prescribing medication”, and “perhaps have a question that ask 

about specific training providers have had.” This question was not changed, as it was deemed to 

be very relevant and it was not the goal to ask about specific trainings. Question 15 received .83 



 
 
 

 
42 

with no comments. The final question was the only one that received less than the required .83 to 

establish content validity. Question 16 received a CVI of .50, with only one comment, “I could 

have used more education/training to help me understand the link between....” The question was 

reworded: “I feel like I could have used more education/training to help me understand the link 

between mental and physical health in geriatric patients.” It was retained in the study because it 

the link between mental and physical health in geriatric patients is a very important topic that is 

essential to providing quality care. The question was reworded in an attempt to improve the 

clarity. All items in the training domain were retained in the survey with minor modifications as 

suggested by the clinical experts. 

Survey Results 

The second aim of this research project was to administer the content valid survey to 

practicing FNP and PMHNP APRN to assess and describe their self-rated competence, 

confidence, experience, and training in treating geriatric patients suffering from depression. The 

SGSTP-APRN survey was emailed out to the 1,124 SAZAPN/NPS members in an email, as well 

as posted on their website homepage. The survey was available for one week, and a reminder 

was sent to all members on the listserve five days after the first email. There were 35 responses 

total with 32 participants meeting eligibility criteria who submitted complete survey responses. 

Participants who submitted incomplete surveys were not included in the analysis. Demographic 

data was analyzed and summarized in Table 2. Over half (51.52%) of the respondents were 

between the ages of 35-44 years old. Nearly 90% were female providers, and 57% were family 

nurse practitioners. Most of the participants (59.38%) had less than 5 years of experience as a 

practicing APRN, with 34% of those reporting less than 2 years of experience, while 31% had 10 
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or more years of experience. The most common practice setting was outpatient community 

clinic, with 36% of the participants.  

TABLE 2. Demographic Data. 

Demographic characteristic Provider Rating n (%) 
Age 
 0-24 
 25-34 
 35-44 
 45-54 
 55-64 
 65+ 

 
0 (0%) 
2 (6%) 
17 (52%) 
3 (9%) 
9 (27%) 
2 (6%) 

Gender Identity 
 Male 
 Female 

 
4 (12%) 
29 (88%) 

Specialty 
 PMHNP 
 FNP 
 Dual PMHNP/FNP 
 Other 

 
6 (18%) 
19 (58%) 
0 (0%) 
8 (24%) 

Years in practice 
 0-2 
 2-5 
 5-10 
 10-15 
 15+ 

 
11 (34%) 
8 (25%) 
3 (9%) 
2 (6%) 
8 (25%) 

Practice setting 
 Outpatient community clinic 
 Outpatient behavioral health clinic 
 Outpatient private practice 
 Hospital outpatient clinic 
 Other 

 
12 (36%) 
3 (9%) 
5 (15%) 
6 (18%) 
7 (21%) 

The responses to the survey questions were analyzed and included in the results (Table 

3). Two questions (10 and 11) were not included in the table due to the formatting of the 

answers. These were open-ended questions regarding number of years of experience in 

diagnosing and managing geriatric depression, and prescribing antidepressant medications. For 

question 10 regarding number of years diagnosing and managing geriatric depression, the 
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answers ranged from zero to 34, with an average of 8.07 years. The majority (59%) of these 

responses reported five or less years of experience. The answers for question 11, number of years 

of experience prescribing antidepressants for geriatric patients, ranged from zero to 34, and had 

an average of 6.82 years. Similar to the previous question, 59% of these responses had five or 

less years of experience. 

TABLE 3. SGSTP-APRN Survey Responses. 

Question Provider Rating n (%) 
SD D N A SA 

1. I am clinically competent in assessing geriatric patients 
(age 65 years and older) for depression. 

1 
(3%) 

4 
(13%) 

1 
(3%) 

11 
(35%) 

15  
(47%) 

2. I am clinically competent in diagnosing the subtypes of 
depression in geriatric patients.  

4 
(13%) 

8 
(25%) 

5 
(16%) 

13 
(41%) 

2 
(6%) 

3. I am clinically competent in prescribing antidepressants 
for geriatric patients. 

3 
(9%) 

4 
(13%) 

2 
(6%) 

12 
(38%) 

11 
(35%) 

4. I am clinically competent in knowing when to refer 
geriatric patients with depression for more specialized 
psychiatric care. 

2 
(6%) 

2 
(6%) 

3 
(9%) 

7 
(22%) 

18 
(56%) 

5. I feel confident that I can accurately diagnose and treat 
depression in geriatric patients. 

1 
(3%) 

3 
(9%) 

4 
(13%) 

13 
(41%) 

11 
(35%) 

6. I feel confident in my ability to prescribe antidepressants 
for geriatric patients. 

2 
(6%) 

4 
(13% 

3 
(9%) 

10 
(31%) 

13 
(41%) 

7. I feel confident in the psychiatric assessment of geriatric 
patients. 

2 
(6%) 

5 
(16%) 

4 
(13%) 

12 
(38%) 

9 
(28%) 

8. I feel confident in independently managing geriatric 
depression (without consulting psychiatry). 

3 
(9%) 

6 
(19%) 

5 
(16%) 

11 
(35%) 

7 
(22%) 

9. Greater than 50% of my patient population is geriatric. 4 
(13%) 

5 
(16%) 

6 
(19%) 

6 
(19%) 

11 
(35%) 

12. I have experience in treating the complexity of geriatric 
patients with depression (comorbidities, polypharmacy).  

1 
(3%) 

4 
(13%) 

5 
(16%) 

13 
(41%) 

9 
(28%) 

13. I have adequate training to care for geriatric patients 
with a diagnosis of depression. 

3 
(9%) 

9 
(28%) 

4 
(13%) 

11 
(35%) 

5 
(16%) 

14. Since starting my practice, I have attended at least one 
specialty training session that included diagnosing and 
pharmacotherapy education for geriatric patients. 

4 
(13%) 

5 
(16%) 

1 
(3%) 

9 
(28%) 

13 
(41%) 

15. My organization has offered educational training on 
geriatric depression. 

10 
(31%) 

9 
(28%) 

6 
(19%) 

3 
(9%) 

4 
(13%) 

16. I feel like I could have used more education/training to 
help me understand the link between mental and physical 
health in geriatric patients. 

1 
(3%) 

4 
(13%) 

2 
(6%) 

10 
(31%) 

15  
(47%) 
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The majority of the participants (82.26%) agree and strongly agree that they are 

competent in assessing geriatric depression. Less than half (46.88%) agree and strongly agree 

that they are competent in diagnosing subtypes of depression. Almost 80% of participants report 

they are competent in knowing when to refer a patient for more specialized psychiatric care. In 

the confidence domain, over three-fourths (76%) report feeling confident in their ability to 

accurately diagnose and treat geriatric patients with depression. While just over 70% of the 

APRNs in this study report they feel confident prescribing antidepressants for geriatric patients, 

and 65% report feeling confident in psychiatric assessments, only 51% of the respondents agreed 

or strongly agreed that they had adequate training to care for geriatric patients. Organization-

offered trainings in geriatric depression were available to 21% of the participants according to 

those who agreed and strongly agreed, and 78% agreed they could have used more education and 

training to help them understand the link between physical and mental health in older adults. 

Spearman’s correlation, a non-parametric correlation analysis, was used to measure the 

strength of association between two variables. Spearman’s correlation was used to analyze these 

numbers because it is not very sensitive to outliers, and the distributions of years of experience 

were fairly skewed. For the competence and confidence domains, the Likert scale answers were 

assigned a number (strongly disagree=1, disagree=2, neutral=3, agree=4, strongly agree=5), and 

each participant’s response for each question in the competence domain was added to achieve a 

total sum score. These scores were then analyzed with the number of years of experience for 

both diagnosing and managing geriatric depression, and prescribing antidepressants for geriatric 

patients (Figure 2) Spearman’s coefficient for number of years’ experience with diagnosing and 

managing geriatric depression and competency was 0.4663, with a p-value of 0.0094. This shows 
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there is a statistically significant moderate, positive correlation between these two variables. The 

strongest correlation was found between the number of years experience prescribing 

antidepressants and competency, with a Spearman’s correlation coefficient of 0.5378 and p-value 

of 0.0022.  

FIGURE 2. Spearman’s Correlation Coefficient Analysis. 

  

DISCUSSION 

The purpose of this study was to describe family practice APRNs and psychiatric mental 

health APRNs self-rated competence, confidence, experience, and training in the treatment of 

geriatric depression. The specific aims were to develop a survey and content validity assessment 

tool, distribute valid survey questions to members of the Southern Arizona Advanced Practice 

Nurse/Nurse Practitioner Society, and to disseminate these findings to contribute to the existing 

body of knowledge in this area. Descriptive analysis of the survey revealed that between roughly 

50-80% of providers feel competent and confident in their assessment and treatment of geriatric 

depression. However, almost 80% felt they could have used more training and only about 20% 

reported their organization offered such trainings. Correlation coefficients showed that there is a 

moderate positive correlation between the number of years of experience and reported 
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confidence and competence. These positive correlations tell us that the longer a provider has 

been practicing, the more competent and confident they feel.  

Interpretation 

The APRN responses were reported as percentages and reflect combined categories, for 

example the response “agree” and “strongly agree” (both above neutral) were combined to show 

the proportion of providers who reported feeling confident or competent. Overall, the majority of 

the participants in this survey feel competent and confident in assessing, diagnosing and treating 

geriatric depression. It is important to keep in mind that although most questions showed roughly 

50-80% of APRNs self-reporting competence and confidence, the rest disagreed. With the rapid 

growth of older adults in the US and a shortage of mental health providers, it is the goal to have 

as many FNP and PMHNP providers as possible that are competent and feel confident in caring 

for geriatric patients. The survey participants indicated not many of their organizations offer 

geriatric specialty training, and they feel they could have used more training. 

Leadership, Policy, Education and Clinical Implications 

A study of this type influences the policy development and refinement of organizations 

such as AACN who are focused on muse competencies. Geriatric specialty care is definitely a 

trending and evolving nurse competency that will likely be required by academic institutions in 

the future as our aging population increases. DNP Essentials developed by the American 

Association of Colleges of Nursing (AACN, 2006) identify foundational competencies that are 

critical for students to master prior to graduation. The Essentials include Organizational and 

Systems Leadership for Quality Improvement and Systems Thinking, Health Care Policy for 

Advocacy in Health Care, Clinical Scholarship and Analytic Methods for Evidence-Based 
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Practice, and Clinical Prevention and Population Health for Improving the Nation’s Health 

(AACN, 2006). This DNP project contained leadership, policy, education, and clinical 

implications for advanced practice nurses and nursing education. The findings from this project 

add to the body of knowledge in systems leadership and can help inform the nursing profession 

(nursing education, nursing practice), as well as other medical professionals. The findings 

indicate that there is room for improvement in the education and training of APRN providers 

who care for geriatric patients with depression.  

Advanced practice nurses are at the forefront for leading organizational change in 

healthcare. The results from this project will be referred to when organizations and clinical 

practice settings seek evidence to support efforts for enhanced clinical practice, and quality 

improvement initiatives. The AACN is an organization that helps establish quality standards for 

nursing education, and aids schools in implementing the established standards. They also 

influence the nursing profession to improve healthcare, and are a driving force for innovation 

and advancements in academic nursing. The findings in this study show a gap in current 

literature, and indicate a need for more research as well as increased training and experience in 

geriatric care for APRNs.  

Due to the rapidly growing number of older adults, there is a greater need to have more 

healthcare providers (both family practice and psychiatric mental health) who are well prepared, 

knowledgeable, and experienced in the complexities of geriatric care. The results from this study 

can be used to drive policy reform for nursing education in existing programs. For instance, the 

policy at the University of Arizona College of Nursing could be changed to include requirements 

for geriatric clinical hours. Direct exposure to this patient population is invaluable in a student’s 
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education, and can help produce APRNs that have experience and hands-on training in common 

geriatric issues such as depression, comorbidities, and polypharmacy. Based on the analysis of 

this data, the more experience obtained in diagnosing, managing, and prescribing for geriatric 

patients with depression, the more competent and confident they will feel. Nursing schools who 

opt to add a geriatric specialty track or curriculum will be leaders in delivering cutting edge 

clinical care to a rapidly growing older adult population. If family practice and psychiatric 

mental health APRNs are going to effectively and comprehensively treat complicated geriatric 

psychiatric patients, the training and education must be improved. 

Early identification, diagnosis, and evidence-based interventions can improve clinical 

outcomes and population health. Increased awareness of the complexities of caring for geriatric 

mental health patients is an important step toward improving care delivery models, health 

promotion, and risk reduction. Thorough understanding of what it means to provide 

comprehensive, specialty care for geriatric patients is critical for good outcomes and 

enhancement of quality of life. Early detection and effective treatment of depression could result 

in prolonged ability to perform activities of daily living (ADLs), promote active social life and 

engagement with their community, family and friends, and it could minimize or delay the onset 

of cognitive impairment. It could also result in improved physical health, thereby decreasing cost 

of care, use of emergency services, and length of hospital stays. The goal of achieving more 

specialized training for APRNs in geriatric care will greatly impact patient outcomes through 

improved quality of life for the geriatric patient. 
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Limitations 

Some limitations were identified in the first phase of this project during the content 

validity assessment. Some minor changes were made to the survey questions based on feedback 

from the clinical experts. The new draft could have undergone a second wave of review by 

another group of clinical experts, or the same group with a 10-14 day period between surveys. 

This would have given the questions another layer of validity. Consultation with a statistician 

might have been beneficial in the development of the survey questions to begin with, as the final 

results revealed some questions that might have produced more relevant data if phrased or 

constructed differently. The use of the “neither agree nor disagree” option for the Likert scale 

may not have been appropriate for the type of information that was being collected. The survey 

was only available to the SAZAPN/NPS members for 1 week due to time constraints for the 

project, which resulted in limited participation. 

Another limitation is that the treatment of depression by APRNs may involve 

prescriptions, therapy, or a combination of the two, in addition to alternative and complementary 

approaches. This survey did not address what types of treatments the APRNs were offering for 

geriatric depression. Additional questions could have assessed comfort level in providing 

prescription therapy, psychotherapy, and complementary/alternative approaches, as well as the 

number of years of experience or expertise providing these treatment modalities to patients. This 

survey did not take into account previous experience as an RN, which could have a big influence 

on provider’s confidence, competence, experience, and training. Additional studies that include 

improved questions with a longer data collection window to increase the number and range of 
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participants would be beneficial in providing deeper understanding of this topic. The findings in 

this study may not be generalizable to all practicing APRNs.  

Dissemination and Future Research 

The results from this survey were compiled and presented in an executive summary that 

was shared with the SAZAPN/NPS administration. The executive summary can be shared locally 

and regionally with the survey participants and other SAZAPN/NPS members at the discretion of 

the administrators. The executive summary can also be disseminated to the University of Arizona 

faculty and clinical experts, to enhance knowledge and encourage changes to the curriculum, or 

nationally to an organization such as the AACN. Displaying the results at a poster session at a 

conference is another way to disseminate the research and reach more people. Disseminating this 

DNP project to a wide range of people can improve exposure, awareness, and research, resulting 

in change. 

The findings from this DNP project were a little surprising, although it is excellent to see 

that the majority of providers feel confident and competent. This raises the question, why? This 

is where future research comes in, to investigate why these findings occurred. One of the greatest 

things about scientific research is that the answers almost always lead to more questions. Nearly 

60% of the participants reported having less than 5 years experience as a practicing APRN, yet 

over 80% reported they felt clinically competent. Through casual conversation about this DNP 

project with colleagues, students, and newly graduated APRNs, the anecdotal evidence seems to 

contradict the findings from this study. Some new APRNs said they felt sure about themselves, 

but when pressed, described an oversimplified treatment plan. Some assumed geriatric treatment 

is the same as adult treatment for depression. Is the discrepancy in the project results and 
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anecdotal evidence due to a flaw in the study design, or are newly graduated APRNs feeling 

confident and competent about prescribing a first line medication but nothing more? 

Ongoing pursuit of this topic is extremely important. Future research can examine the 

survey developed in this project, to assess whether the questions need to be reworded, 

reformatted, or revalidated. Perhaps the measurements of competence, confidence, experience, 

and training were not appropriate, and future studies can find a way to dig deeper and measure 

these self-reported feelings more accurately. In addition, studies that directly assess provider 

competence through display of knowledge about geriatric pharmacokinetics, pharmacodynamics, 

age-related physical changes, comorbidities, and polypharmacy could reveal the level of 

understanding of these topics. As discussed in the limitations section, no questions were asked 

regarding treatment modalities.  

Collecting data from a wider range of providers, in various locations around the US could 

help validate the current findings, and comparisons could be made between APRN practice 

settings and between states to determine if certain settings or regions differ in survey responses. 

Studies with training interventions should be completed to determine if more education and 

training improves APRN self-reported confidence and competence, through the implementation 

of a training intervention with pre- and post-test results. This type of study could also be 

completed to evaluate APRNs who receive geriatric specialty training before and after a doctoral 

education. Patient-centered care is a priority in nursing practice, which means it would be 

significant to assess how the patients feel about the care they receive from their healthcare 

providers. 
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Conclusion 

The findings of this DNP project contribute to the body of nursing knowledge about 

APRNs self-reported preparedness for diagnosing, treating, and managing geriatric depression. 

This study suggests that most APRN participants report feeling competent, confident, and 

experienced in this subject, but also revealed that there is room for improvement, and most feel 

that they could have used more training. There are many ways that organizational leadership, 

policy advocacy, educational reform, and a focus on clinical prevention and population health 

can improve APRN preparedness for treating and managing geriatric depression. These efforts 

can help to produce competent, confident, well-trained, and experienced FNP and PMHNP 

providers, improving the quality of care and quality of life for complex geriatric patients. 
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APPENDIX A: 

CONTENT VALIDITY OF THE SURVEY OF GERIATRIC SPECIALTY TRAINING AND 

PRACTICE IN ADVANCED PRACTICE NURSES 

 



 
 
 

 
55 

Competence In this section, the provider will answer questions regarding their ability 
successfully and efficiently treat the depressed geriatric population. Please write 
the score for each question using the 1-4 scale according to its relevance in the 
assessment of this domain. 

1. I am clinically competent in assessing geriatric patients for depression. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
2. I am clinically competent in diagnosing the subtypes of depression in geriatric 

patients.  
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
3. I am clinically competent in prescribing antidepressants for geriatric patients. 

 
(1) Not relevant  (2) A little relevant (3) Somewhat 

relevant 
(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
4. I am clinically competent in knowing when to refer geriatric patients with depression 

for more specialized psychiatric care. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
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Confidence In this section, the provider will answer questions regarding their feelings of 
self-assurance and certainty in their assessment, diagnosis, and management of 
geriatric patients. Please write the score for each question using the 1-4 scale 
according to its relevance in the assessment of this domain. 

1. I feel confident that I can accurately diagnose and treat depression in geriatric 
patients. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
2. I feel confident in my ability to prescribe antidepressants for geriatric patients. 

 
(1) Not relevant  (2) A little relevant (3) Somewhat 

relevant 
(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
3. I feel confident in the psychiatric assessment of geriatric patients. 

 
(1) Not relevant  (2) A little relevant (3) Somewhat 

relevant 
(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
4. I feel confident in independently managing geriatric depression (without consulting 

psychiatry). 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
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Experience In this section, the provider will answer questions regarding their educational, 
professional, and clinical contact and encounters with geriatric patients with 
depression. Please write the score for each question using the 1-4 scale 
according to its relevance in the assessment of this domain. 

1. Greater than 50% of my patient population is geriatric. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
2. I have at been treating geriatric patients with depression for at least 2 years.  

 
(1) Not relevant  (2) A little relevant (3) Somewhat 

relevant 
(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
3. I have been prescribing antidepressant medication for geriatric patients for two 

years.  
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
4. I have experience in treating the complexity of geriatric patients with depression 

(comorbidities, polypharmacy).  
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
 

Training In this section, the provider will answer questions regarding their skill and 
knowledge acquired in both educational and professional settings. Please write 
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the score for each question using the 1-4 scale according to its relevance in the 
assessment of this domain. 

1. I have adequate training to care for geriatric patients with a diagnosis of depression. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
2. Since starting my practice, I have attended at least one specialty training session that 

included diagnosing and pharmacotherapy education for geriatric patients. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
3. My organization has offered educational training on geriatric depression. 

 
(1) Not relevant  (2) A little relevant (3) Somewhat 

relevant 
(4) Very relevant  

Recommendations/revisions for this question: 
 
 
 
4. I could have used more education/training in the link between mental and physical 

health. 
 

(1) Not relevant  (2) A little relevant (3) Somewhat 
relevant 

(4) Very relevant  

Recommendations/revisions for this question: 
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APPENDIX B: 

SURVEY OF GERIATRIC SPECIALTY TRAINING AND PRACTICE IN ADVANCED 

PRACTICE NURSES 
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Demographic Questions 

1. What is your age?  

(1) 0-24 (2) 25-34 (3) 35-44 (4) 45-54 (5) 55-64 (6) 65+ 

2. What is your current gender identity?  

(1) Male (2) Female (3) Transgender male (4) Transgender female (5) Other, please 

specify (6) Prefer not to say 

3. What is your specialty?  

(1) PMHNP (2) FNP (3) Dual FNP/PMHNP (4) Other, please specify 

4. How many years have you been a practicing APRN?  

(1) 0-2 years (2) 2-5 years (3) 5-10 years (4) 10-15 years (5) More than 15 years 

5. In what setting do you currently work?  

(1) Outpatient community clinic (2) Outpatient behavioral health center (3) Outpatient 

private practice (4) Hospital outpatient clinic (5) Other, please specify 

Self-rated Questions 

Competence 

1. I am clinically competent in assessing geriatric patients (age 65 years and older) for 

depression. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

2. I am clinically competent in diagnosing the subtypes of depression in geriatric patients.  

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

3. I am clinically competent in prescribing antidepressants for geriatric patients. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 
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4. I am clinically competent in knowing when to refer geriatric patients with depression for 

more specialized psychiatric care. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

Confidence 

1. I feel confident that I can accurately diagnose and treat depression in geriatric patients. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

2. I feel confident in my ability to prescribe antidepressants for geriatric patients. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

3. I feel confident in the psychiatric assessment of geriatric patients. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

4. I feel confident in independently managing geriatric depression (without consulting 

psychiatry). 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

Experience 

1. Greater than 50% of my patient population is geriatric. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

2. How many years of experience do you have diagnosing and managing geriatric patients 

with depression?  

3. How many years of experience do you have prescribing antidepressant medication for 

geriatric patients? 

4. I have experience in treating the complexity of geriatric patients with depression 

(comorbidities, polypharmacy).  
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(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

Training 

1. I have adequate training to care for geriatric patients with a diagnosis of depression. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

2. Since starting my practice, I have attended at least one specialty training session that 

included diagnosing and pharmacotherapy education for geriatric patients. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

3. My organization has offered educational training on geriatric depression. 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 

4. I feel like I could have used more education/training to help me understand the link 

between mental and physical health in geriatric patients 

(1) Strongly Disagree (2) Disagree (3) Neutral (4) Agree (5) Strongly Agree 
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APPENDIX C: 

IRB EXPEDITED LETTER OF APPROVAL 
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Executive Summary 

 
A Descriptive Survey of Advanced Practice Registered Nurses’ Preparedness for Treating 

Geriatric Depression 
 

Andrea Craighead, MS, RN, DNP PMHNP Student 
 
Overview 
 

The purpose of this DNP project was to identify family and psychiatric mental health 
advanced practice registered nurses’ (APRNs) self-rated competence, confidence, experience, 
and training in the treatment of geriatric depression. This study used a newly developed survey 
that was distributed to practicing family and psychiatric mental health APRN members of the 
Southern Arizona Advanced Practice Nurse/Nurse Practitioner Society (SAZAPN/NPS). The 
information learned in the study will help to guide future providers and educators to implement 
changes, such as geriatric specialty training, to address the gaps in clinical knowledge and 
practice regarding the complex and growing needs of this population. 
 The population of older adults in the United States is growing rapidly, and it is becoming 
increasingly important for health care providers to have a thorough understanding of common 
mental health disorders in older adults. Depression is a commonly misdiagnosed and 
undertreated mental illness in older adults, and can result in increased morbidity, mortality, and 
suicide. Diagnosis and treatment of geriatric depression is complicated by polypharmacy, age-
related physical changes, and comorbidities. Due to the complexities of this older population, it 
is critical to have an ample amount of well-prepared APRN providers to provide high quality 
care. 
 
Methods 
 

A literature review explored the scientific databases PubMed and Google Scholar to 
examine the state of geriatric mental health needs, the training and preparedness of APRNs to 
care for the depressed geriatric population, and the specialized and expert treatment required by 
geriatric patients with depression. The findings from this review indicate that there has been 
some increased awareness and movement toward improving the geriatric educational system, but 
the size of the geriatric population is growing quickly, their needs are unique and complex, and 
there is a shortage of well-trained APRNs. More research is required in this area to determine the 
most effective education and training interventions to improve geriatric specialty training for all 
APRNs, thereby improving the quality of patient care and health outcomes. 

The concepts that were studied in this project were competence, confidence, experiencing 
and training. These concepts were chosen to assess and describe APRN’s preparedness for 
treating and managing geriatric depression, with four questions in each section. Competence 
refers to the provider’s ability to successfully and efficiently treat the depressed geriatric 
population; confidence refers to their feelings of self-assurance and certainty in their assessment, 
diagnosis, and management of geriatric patients; experience refers to their educational, 
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professional, and clinical contact and encounters with geriatric patients with depression; training 
refers to their skill and knowledge acquired in both educational and professional settings. 

Clinical experts first reviewed the survey questions for content validity before it was 
distributed. All questions were retained and determined valid according to the Content Validity 
Index (CVI) score, with minor modifications made to some questions. The participants (n=32) 
answered 16 questions about their competence, confidence, experience, and training with 
geriatric depression. A descriptive analysis of the data was performed to describe APRN’s 
responses in each of these four domains. 
 
Results and Recommendations 

 
Demographic data showed that over half (52%) of the respondents were between the ages 

of 35-44 years old. Nearly 90% were female providers, and 57% were family nurse practitioners. 
Most of the participants (59%) had less than 5 years of experience as a practicing APRN, with 
34% of those reporting less than 2 years of experience, while 31% had 10 or more years of 
experience. The most common practice setting was outpatient community clinic, with 36% of the 
participants.  

 
• 82% agree and strongly agree that they are competent in assessing geriatric depression. 
• 76% reported feeling confident in their ability to accurately diagnose and treat geriatric 

patients with depression.  
• 73% of the APRNs in this study report they feel confident prescribing antidepressants for 

geriatric patients 
• 65% report feeling confident in psychiatric assessments 
• Number of years of experience diagnosing and managing geriatric depression ranged 

from zero to 34, with an average of 8.07 years 
• Number of years of experience prescribing antidepressants for geriatric patients ranged 

from zero to 34, with an average of 6.82 years 
• 51% of the respondents agreed or strongly agreed that they had adequate training to care 

for geriatric patients. 
• Organization-offered trainings in geriatric depression were available to 21% of the 

participants. 
• 78% agreed they could have used more education and training to help them understand 

the link between physical and mental health in older adults. 
 
A statistically significant correlation was shown between the sum of the competence 

domain scores (strongly agree =5, agree =4, neutral =3, disagree =2, strongly disagree =1) and 
the number of years experience diagnosing and managing geriatric depression, as well as years 
of experience prescribing antidepressants. Similarly, a statistically significant correlation was 
shown between the sum of the confidence domain scores and the number of years of experience 
in diagnosis and managing, and years prescribing antidepressants.  

 
The results from this study can be used to drive policy reform for nursing education in 

existing nurse practitioner programs. Increased awareness of the complexities of caring for 
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geriatric mental health patients is an important step toward improving care delivery models, 
health promotion, and risk reduction. Thorough understanding of what it means to provide 
comprehensive, specialty care for geriatric patients is critical for good outcomes and 
enhancement of quality of life. Organizational changes to include specialty geriatric training 
sessions for practicing providers could improve clinical outcomes and population health.  
 
Conclusion 
 

Advanced practice nurses are at the forefront for leading organizational change in 
healthcare. The results from this project will be referred to when organizations and clinical 
practice settings seek evidence to support efforts for enhanced clinical practice, and quality 
improvement initiatives. Geriatric specialty care is definitely a trending and evolving nurse 
competency that will likely be required by academic institutions in the future as our aging 
population increases. Due to the rapidly increasing population of the baby boomer generation, 
solely increasing the workforce of APRNs who specialize in geriatric psychiatry is unlikely to 
completely solve this problem; more general practitioners in all fields need improved and 
enhanced geriatric content in their education to prepare them to provide high quality care for 
geriatric patients. This study suggests that most APRN participants report feeling competent, 
confident, and experienced in this subject, but also revealed that there is room for improvement, 
and most feel that they could have used more training. 
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APPENDIX E: 

APPRAISAL OF EVIDENCE 

 



 
 
 

 
71 

Author / 
Article 

Qual: Concepts or 
phenomena 

Quan: Key Variables 
Hypothesis 

Research Question 

Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

Adamek, M. E., 
& Kaplan, M. 
S. (2000). 
Caring for 
depressed and 
suicidal older 
patients: A 
survey of 
physicians and 
nurse 
practitioners. 
The 
International 
Journal of 
Psychiatry in 
Medicine, 
30(2), 111-125. 
 

Describe the patterns of 
mental health care for 
older adults with 
depression and suicidal 
ideation by both MD and 
NP primary care 
providers. 

Cross-sectional 
Survey 

Probability sample 
of 300 (166 
surveys returned) 
MDs in Illinois and 
national sample of 
595 (340 surveys 
returned) NPs from 
AANP 

20 time self-administered 
mail questionnaire with 
5-point Likert scale 
regarding characteristics 
of practitioner and their 
practice approach to 
assessing, treating and 
referring older adults 

-84% of NPs used medical 
workups to assess mental 
health status compared to 
66% of MDs 
-50% of NPs use 
questionnaires or screening 
tools compare to 28% MDs 
-NP most common 
intervention was supportive 
counseling and 
psychotherapy; most common 
MD intervention was 
medication. 
-Both NPs and MDs reported 
high confidence in diagnosing 
depression and lowest for 
treating suicidality. 
-Both NPs and MDs reported 
higher confidence in 
diagnosing than treating both 
depression and suicidality. 
-Highly significant 
differences in training: 55% 
of NPs rated training as 
“good” or “exceptionally 
good” compared to 34% of 
MDs. 
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Findings 

Bardach, S. H., 
& Rowles, G. 
D. (2012). 
Geriatric 
education in the 
health 
professions: 
Are we making 
progress?. The 
Gerontologist, 
52(5), 607-618. 

To explore status of 
geriatric education, 
training and competence. 

Qualitative 12 female and 9 
male participants 
in different roles 
from course 
director, directory 
of graduate 
studies, academic 
dean, curriculum 
committee 
member, program 
director. 

Semi-structured 
interviews between 10 
and 45 minutes (average 
30 minutes). Transcripts 
read and re-read for 
accuracy. Three stage 
process of constant 
comparative analysis by 
independent coders. 
Central themes identified 
in each interview using 
selective coding. 

Themes identified regarding 
geriatric coverage are as 
follows: 
-Value 
-Definition 
-Evaluation 
-Barriers 
 
Participants from all 
disciplines indicate a greater 
need for infusion of geriatric 
education. 
 
Finding support importance 
of interdisciplinary 
approaches although most 
programs lack 
interdisciplinary education. 
Most students have limited 
exposure to older adults. 
Findings highlight long-term 
potential for programs to 
improve geriatric coverage 
education. 
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Burroughs, H., 
Lovell, K., 
Morley, M., 
Baldwin, R., 
Burns, A., & 
Chew-Graham, 
C. (2006). 
‘Justifiable 
depression’: 
How primary 
care 
professionals 
and patients 
view late-life 
depression? A 
qualitative 
study. Family 
Practice, 23(3), 
369-377. 

Exploring ways that 
primary care providers 
and patients view the 
causes and treatment of 
geriatric depression. 

Qualitative 15 primary care 
providers (9 GPs, 
3 APRNs, 2 
district nurses, one 
community nurse); 
20 patients over 
the age of 60 
participating in a 
feasibility study of 
a new model of 
care for depression  

Semi-structured 
interviews audiotaped 
and transcribed verbatim. 
Transcripts analyzed 
using Constant 
Comparison to identify 
thematic categories. 

Major themes identified: 
-Etiology of depression 
-Negotiating the diagnosis 
-Management of patient with 
depression 
 
Findings support limited use 
of screening tools in 
diagnosis of depression; both 
patient and provider 
“therapeutic nihilism” and 
acceptance that there’s 
nothing that can be done for 
them. 
Patients feel they are in a 
passive role, and providers 
aren’t bringing up the topic 
either. 
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Conner, K. O., 
Copeland, V. 
C., Grote, N. 
K., Koeske, G., 
Rosen, D., 
Reynolds, C. 
F., & Brown, 
C. (2010). 
Mental health 
treatment 
seeking among 
older adults 
with 
depression: the 
impact of 
stigma and 
race. The 
American 
Journal of 
Geriatric 
Psychiatry, 
18(6), 531-543. 

Examine the impact of 
public stigma and 
internalized stigma on 
racial differences in 
seeking treatment in older 
adults with depression 

Cross-sectional 
Survey 

Random digital 
dialing telephone 
sampling method 
of 248 white and 
African 
American older 
adults (over the 
age of 60). 

Telephone survey to 
assess treatment seeking 
behavior and attitudes. 
Information about 
demographics, clinical 
characteristics (PHQ-9), 
perceived public stigma 
(PDD scale), internalized 
stigma (Internalized 
Stigma of Mental Illness 
Scale), intention to seek 
treatment, and attitudes 
toward mental health 
services were assessed. 

-Both white and African 
American older adults had 
significantly low attitudes 
toward mental health care 
-No significant differences by 
race regarding perceived 
public stigma, both had 
significantly high levels 
-Internalized stigma was 
significantly negatively 
correlated with attitudes 
about seeking mental health 
care 
-High internalized stigma was 
significantly positively 
correlated with intention to 
seek mental health care for 
patients with more severe 
depression, although there 
was no follow up study to 
assess follow-through 
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Delaney, C., & 
Barrere, C. 
(2012). 
Advanced 
practice nursing 
students' 
knowledge, 
self-efficacy, 
and attitudes 
related to 
depression in 
older adults: 
Teaching 
holistic 
depression care. 
Holistic 
Nursing 
Practice, 26(4), 
210-220. 
 

Examine knowledge, 
attitudes and self-efficacy 
of APRN students 
regarding depression in 
geriatric patients. 

Cross-sectional 
descriptive 
 
Theory 
Framework: Self-
efficacy 

119 students 
from two 
different 
universities in 
Connecticut 
(neither school 
had a geriatric or 
psychiatric NP 
track). 

Electronic survey 
delivered via email - 
Late-life Depression Quiz 
(12–item quiz); 
Depression Attitude 
Questionnaire (20-items 
to measure attitude and 
confidence). Analyzed 
using SPSS with 
descriptive statistics. 
Open-ended question 
analyzed using content 
analysis of Krippendorff. 

-95% understood depression 
is not normal. 
-100% were unaware that 
depression is under-
recognized and under-treated. 
-72% understood the 
diagnostic criteria for the 
assessment of depression 
-43% correctly understood 
the PHQ-9 score scale 
-77% recognize that 
depression is a predictor of 
noncompliance to treatment. 
-40% did not think that 
suicide risk is high in 
depressed geriatric patients 
and therefore does not need to 
be assessed. 
 
Findings consistent with other 
studies, and APRN students 
express interest in learning 
more and have a positive 
attitude toward providing care 
for this population. 
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Glasser, M., 
Vogels, L., & 
Gravdal, J. 
(2009). 
Geriatric 
depression 
assessment by 
rural primary 
care physicians. 
Rural and 
Remote Health, 
9(4), 1180. 

Explore rural primary 
care physicians practices, 
attitudes, barriers, and 
perceived needs of 
geriatric patients with 
depression. 

Cross-sectional 
descriptive 

76 rural 
physicians in 
Illinois 

Survey mailed to 
physicians – 4 pages 
composed of 5 parts. 
Part 1: Current practices 
Part 2: Information on 
attitudes and perceptions 
Part 3: Identification of 
barriers 
Part 4: Physicians reports 
of needs and directions 
Part 5: Background and 
demographics 
 
SPSS univariate analysis 
of first 4 parts.  
 
Chi-square tests, 
independent t-tests, and 
F-tests used for 
demographic variables 

-30% reported over 50% of 
patient population were older 
than 60. 
-45% attended continuing 
education for geriatric 
healthcare in past 1 year. 
-100% routinely screen for 
depression – 61% do not use 
standard screening tool 24% 
use Beck Depression 
Inventory, 29% use MMSE 
-84% run lab work prior to 
diagnosing depression 
-Most used medication 
prescribed escitalopram 
(47%) and sertraline (30%). 
-80% also use counseling 
alongside medication. 
-13% use clinical guidelines 
for diagnosis and treatment 
 
Findings are overall positive 
for screening and attendance 
of CE for geriatric healthcare.  
Participants indicated 
potential for improved 
teaching/preparation of 
primary care providers. 
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Hanson, A. E., 
& Scogin, F. 
(2008). Older 
adults' 
acceptance of 
psychological, 
pharmacologica
l, and 
combination 
treatments for 
geriatric 
depression. The 
Journals of 
Gerontology 
Series B: 
Psychological 
Sciences and 
Social Sciences, 
63(4), P245-
P248. 
 

Identification and 
exploration of older 
adults’ ratings of geriatric 
depression treatments. 

2x3 mixed model 
design 

120 community 
volunteers 

Case descriptions – cases 
presented mild to 
moderate or severe 
depression symptoms. 
Each participant read one 
of the two case studies 
randomly assigned 
followed by treatment 
descriptions options. 
 
Mixed factor analysis of 
variance. 

-Participants rated the 
combination treatment 
(antidepressant medication 
and cognitive therapy) option 
as more acceptable for 
treating depression. 
-All treatment options were 
rated as moderately 
acceptable. 
-The combination was 
preferred because it would 
provide patients with quick 
relief (medication) but also 
skills to cope with depression 
(therapy). 
 
These findings are in line 
with other studies, where 
patients prefer combination of 
medication and therapy to 
only medication. CT alone is 
preferred to medication alone, 
most likely due to perception 
of negative side effects of 
medications. 
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Raue, P. J., 
Schulberg, H. 
C., Heo, M., 
Klimstra, S., & 
Bruce, M. L. 
(2009). 
Patients' 
depression 
treatment 
preferences and 
initiation, 
adherence, and 
outcome: A 
randomized 
primary care 
study. 
Psychiatric 
Services, 60(3), 
337-343. 
 

Examine the association 
of treatment preference 
for treatment of 
depression in geriatric 
patients. 

Randomized 
controlled trial 

60 primary care 
participants 
randomly 
assigned to 
receive treatment 
congruent or 
incongruent with 
primary stated 
preference. 

Patient received 20 weeks 
of escitalopram or 12 
weekly sessions of 
psychotherapy. 
Adherence to treatment 
and depression severity 
assessed at one, four, 
eight, 12, and 24 weeks. 
 
Statistical analysis using 
Fisher’s exact test and 
logistic regression. 
 

Patients have stronger 
preference for and expect 
improvement from 
psychotherapy compared to 
antidepressant medication. 
Strength of preference of 
treatment is positively 
associated with treatment 
adherence. 
It is important to address and 
discuss negative perception of 
medication. 
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Scherer, Y. 
K., Bruce, S. 
A., 
Montgomery
, C. A., & 
Ball, L. S. 
(2008). A 
challenge in 
academia: 
Meeting the 
healthcare 
needs of the 
growing 
number of 
older adults. 
Journal of 
the 
American 
Academy of 
Nurse 
Practitioner
s, 20(9), 
471-476. 
 

Survey nurse 
practitioners to 
determine comfort 
level caring for 
geriatric patients and 
gain input regarding 
improved content in 
educational 
preparation. 

Mixed method 
– quantitative 
and qualitative 
survey 
questions 

211 usable 
surveys 
were 
returned to 
authors 

Quantitative: 3-point 
Likert scale (0= not at 
all; 1= somewhat; 2= 
very) survey questions 
based on 47 AACN 
competencies 
 
Qualitative: Questions 
eliciting feedback 
about the perceived 
value of geriatric 
content in preparation, 
and open ended 
questions about 
suggestions for areas 
of improvement in 
training and clinical 
experiences. 

Quantitative: mean 41% of patients were age 65 
and older. Mean comfort level of assessment 
knowledge 7.6 out of 10. Mean comfort level of 
management skills 17.91 out of 28, with over 
half only somewhat comfortable with 
Alzheimer’s disease, delirium, dementia, 
neurological, polypharmacy, and sleep issues. 
Mean comfort level of knowledge of physical 
and psychosocial topics 11.03 out of 18, with 
the only topic being over 50% feeling very 
knowledgeable about was health promotion and 
disease prevention. 
-48% had ten hours or less geriatric training in 
education; 95% would feel better prepared if 
geriatric training had been required in their 
program of study; 70% would consider taking 
an online geriatric course. 
-Higher percentage of geriatric patients 
correlated with higher ratings of Likert scale 
comfort level. 
 
Qualitative: list of content areas that should be 
included in geriatric course – advance 
directives, DNR orders, end of life care, 
hospice, grief, cultural differences, and 
substance abuse. 
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Schroeder, R. 
(2013). The 
seriously 
mentally ill 
older adult: 
Perceptions of 
the patient–
provider 
relationship. 
Perspectives in 
psychiatric 
care, 49(1), 30-
40. 
 

To give voice to older 
adults with SMI and their 
perceptions of healthcare 
providers 

Qualitative 
hermeneutic 
phenomenolog
ical design 

8 members of 
a mental 
health 
clubhouse 
(ages ranged 
from 57-63) 

In-depth interviews of 
older adults with SMI. 
Interviews were 
audiotaped, 
transcribed verbatim, 
and audited for 
accuracy, then 
analyzed for themes  

-Seven themes emerged, and two types 
of providers described 
-The good provider communicated 
genuine care, supported clients, 
expressed hope and concern, patients 
felt protected an comfortable while 
challenged to do best and achieve 
personal goals 
-The themes of patient’s needs 
Theme one: care for me 
Theme two: encourage me 
Theme three: need to belong 
Theme four: regular people (to be 
accepted and seen as a “regular” 
person) 
 
-The uncertain provider communicated 
emotional distance, and future dreams 
denies, were viewed as callous and 
uncaring, barriers to potential growth, 
created a world where they patient was 
unable to grow beyond their disease 
and embodied images of suffering and 
disability. 
Theme five: providers can’t be trusted 
Theme six: leaving me 
Theme seven: in and out 
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Sirey, J. A., 
Bruce, M. L., & 
Kales, H. C. 
(2010). 
Improving 
antidepressant 
adherence and 
depression 
outcomes in 
primary care: 
the treatment 
initiation and 
participation 
(TIP) program. 
The American 
Journal of 
Geriatric 
Psychiatry, 
18(6), 554-562. 

To assess the efficacy of 
a psychosocial 
intervention to improve 
treatment adherence and 
improve depression in 
older adults. 

Randomized 
controlled 
pilot study 

66 study 
participants 
recruited from 
geriatric 
primary care 
site 

All participants given 
antidepressant therapy 
and randomly assigned 
to TIP program or 
treatment as usual 
(TAU). Assessed at 
entry, 6, 12, and 24 
weeks later. 
Exploratory analysis 
of adherence based off 
self report and 
depression based off 
Hamilton Depression 
Rating Scale. 

-Participants in the TIP program 
showed greater adherence at 6, 12, and 
24 weeks than the controlled group. 
-Participants in the TIP program 
reported a greater decrease in 
depressive symptoms than the control 
group. 
-The key is engagement and 
participation of the older adult in 
creating a strategy to address 
individual barriers. 
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Stephens, C. E., 
Harris, M., & 
Buron, B. 
(2015). The 
Current State of 
US 
Geropsychiatric 
Graduate 
Nursing 
Education: 
Results of the 
National 
Geropsychiatric 
Graduate 
Nursing 
Education 
Survey. Journal 
of the American 
Psychiatric 
Nurses 
Association, 
21(6), 385-394. 
 

Understand 
geropsychiatric-nursing 
education across the US. 

Cross 
sectional 
descriptive 

202 APRN 
schools 
throughout the 
U.S. 

Survey adapted from 
previous national 
survey conducted by 
University of 
Pennsylvania. 
Mixture of Likert-type 
scale questions, ratio, 
multiple choice, and 
open-ended questions. 
 
Electronic format 
using REDCap data 
capture system.  
 
Statistical anaylysis 
using STATA 13 
software. Descriptive 
statistics, cross-
tabulations, chi-
squared tests. 

Findings support four critical insights: 
1. Although strong perceptions 

regarding influence of APRN 
Consensus Model to prepare and 
infuse geriatric psychiatric 
consent, relatively no change in 
last 10 years in proportion of 
schools with this content. 

2. Majority of geropsychiatric 
content is in non-PMHNP tracks. 

3. Very few schools provide 
programs or tracks specializing 
in geriatric psych content. 

4. Substantial increase in the 
proportion of PMHNP programs 
that include geriatric psych 
content (didactic or clinical) 
from 38% in 2004 to 84% in 
2014. 
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Weber, M. T., 
Delaney, K. R., 
& Snow, D. 
(2016). 
Integrating the 
2013 
Psychiatric 
Mental Health 
NP 
Competencies 
Into 
Educational 
Programs: 
Where Are We 
Now?. Archives 
of psychiatric 
nursing, 30(3), 
425-431. 
 

National forum of 
PMHNP program 
directors comparing how 
the mandated lifespan 
competencies were 
integrated into their 
curriculum. 

Qualitative – 
open forum 
discussion 

PMHNP 
program 
directors from 
Rush College 
of Nursing, 
University of 
Texas at 
Arlington, and 
University of 
Colorado 

-Authors outline the 
discussion had by the 
program directors 

-A major change for PMH educators 
included preparation to treat patients 
across the lifespan – including 
pediatric and geriatric patients. 
-Implementation issues include: lack of 
experienced faculty to teach sub-
specialties, and lack of clinical 
practicums for gero psych and peds 
psych specialties. 
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Vanderhoef, D. 
M., & Delaney, 
K. R. (2017). 
National 
Organization of 
Nurse 
Practitioner 
Faculties: 2016 
Survey of 
Psychiatric 
Mental Health 
Nurse 
Practitioner 
Programs. 
Journal of the 
American 
Psychiatric 
Nurses 
Association, 
107839031668
5154. 
 

To gather data on the 
state of graduate PMHNP 
programs education as 
they align with regulatory 
models mandating 
lifespan competencies. 

Cross 
Sectional 

76 program 
directors 

Survey instrument 
developed by 
investigators, emailed 
to 118 PMHNP 
program directors 
across the US. 
23 questions focused 
on program size, 
degree level (master’s, 
DNP, post-master’s), 
and total number of 
students, credits, and 
clinical practicum 
hours. 

-All programs surveyed have 
transitioned to a PMHNP lifespan 
model. 
-Significant challenges include lack of 
available preceptors and experienced 
teachers to provide adequate education 
and practicums for geriatric sub-
specialty. 
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von Faber, M., 
van der Geest, 
G., van der 
Weele, G. M., 
Blom, J. W., 
van der Mast, 
R. C., Reis, R., 
& Gussekloo, J. 
(2016). Older 
people coping 
with low mood: 
a qualitative 
study. 
International 
psychogeriatric
s, 28(04), 603-
612. 
 

Explore and gain insight 
into support for older 
adults with low mood, 
including needs, 
perceptions, and 
strategies. 

Qualitative 38 participants 
over 77 years 
of age with 
depression in 
general 
practice. 
19 with 
complex 
health 
problems, 19 
without. 

Two in-depth 
interviews in six 
month period of 
participants recruited 
from an existing study 
(Integrated Systematic 
Care for Older People) 
 
Thematic content 
analysis performed 
with Atlas ti. 
Interview transcripts 
coded independently 
by three researchers. 

All participants (with and without 
complex health problems) engaged in 
cognitive, social or practical strategies 
for coping with depression – most did 
not expect providers to solve their 
problems. 
 
Four patterns: 
Mastery, acceptance, ambivalence, and 
need for support. 
Participants with complex problems 
were ambivalent about treatment due 
to uncertainty about risks/benefits to 
their health. 
 
Findings suggest that older adults with 
complex problems have more limited 
means of coping. 
 
The burden to help this population falls 
on the provider to receive further 
training to address patient problems in 
appropriate way. 
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