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ABSTRACT 

Purpose: The purpose of this quality improvement project was to present the Collaborative Care 

Model (COCM) for adoption as part of the suicide prevention efforts for depressed older adults 

at a facility located centrally in Arizona. 

Background: Rates of suicide among the older adult age 65 and over continues to remain a 

significant concern in the United States. Outcomes of suicide prevention efforts have been 

marginal because of the challenges in addressing the complex risk factors unique to the older 

adult. One in five older adults experience symptoms of depression, and if unaddressed, may 

result in suicide. The factors include living alone with limited family/social support, depression 

stress disorders [Approx. 80%] (CDC, 2017), loneliness (becoming a widow or widower), 

decreased health and physical functioning (cardiac, respiratory, musculoskeletal, kidney disease 

and others), and chronic mental illness. A treatment model that has been tested and remains 

effective is the Collaborative Care Model (COCM). The COCM includes suicide screening, 

monitoring of the medications ordered, psychotherapy such as Cognitive Behavioral Therapy 

(CBT), proactive telephonic follow-up calls and referral to inpatient care when indicated. 

Protective impacts of an effective COCM implementation may take up to 12 months of 

consistent intervention and follow up.  

Method: This QI project was a descriptive study that utilized the Plan Do Study Act (PDSA) 

model for quality improvement. A pre- test survey was implemented before an educational 

intervention followed by two posttest surveys. Licensed Health Care Providers including the 

Medical Director (MD), Psychiatrist, PMHNP, FNP and Therapists at Bayless behavioral 

healthcare in Arizona participated in this QI project.  
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Results: Twenty (n=20) providers attended the educational session. 17 respondents completed 

the initial post-test immediately after the educational session (85%). Thirty days post the 

educational intervention, 17 people were sent the questionnaire forms based on the previous 

attendance record, and 12 responded (70.5%) to the second post survey. The majority of the 

responses from clinic providers indicated the COCM is an effective and efficient mechanism for 

preventing suicide among depressed older adults.  

Conclusion: The COCM is a useful tool to address suicide risks among depressed older adults 

and there appears to be support for use of the model by outpatient clinic providers at a local 

Arizona clinic. Long-term sustainability of the use of models like the COCM is a foreseeable 

challenge in busy clinic settings. 
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INTRODUCTION 

The “older adult” is a term referring to chronological age and is adopted in many 

developed countries, including the United States defined by ages 65 and over (Stafford, Whyatt, 

& Craig, 2019). There are many criterions, including retirement, that societies construe as 

milestones that indicate older adulthood in the US (Stafford, Whyatt, & Craig, 2019). Aging 

adults, especially older adults age 65 and over are prone to suicide because of vicissitudes 

attributing to depression as age progresses. According to Orden and Conwell, (2011), suicide 

rates among the older adult aged 65 and over diagnosed with depression are alarming. Kiosses, 

Szanto, and Alexopoulos, (2014), concluded that in 2011, suicide rates among older adults of 

both genders in the US were 39,518, which averaged 108 suicides per day. The consequences of 

the subject mentioned is a significant public health concern in several countries. In the United 

States, among older white men, the suicide rate is as high as 48.7/100,000. According to Wei, 

Zhang, Deng, Sun, and Guo, (2018), China also has a high suicide prevalence among the elderly 

aged 65 and older with a rate of 44.3/100,000. The latter account positioned China as the third 

highest country with elevated rates of suicide among older adults (Wei et al., 2018). Specific 

health conditions such as depression and stress have been cited to increase the complexity, risk 

factors as well as the rate of suicide among the older adult population (Conejero, Olié, Courtet, 

& Calati, 2018). Other risk factor clusters related to suicides among patients aged 65 and above 

are loneliness, decreased health functioning, becoming a widow or widower, bereavement, and 

other mental illness (Conejero et al., 2018).  

A proposal outlining a quality improvement project is presented and will present the 

background, significance and public health concerns related to older adult suicide risks as well as 
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prevention strategies that nurses, medical support staff and metal health providers may 

implement in their clinical settings. These efforts are intended to increase skills among medical 

providers and multidisciplinary care teams for the purpose of suicide reduction among vulnerable 

older adults experiencing depression and or other mental illness. 

Background 

The Center for Disease Control and Prevention [CDC] (2017) emphasize that 

approximately 80% of older adults have one risk factor for developing depression and about 50% 

of the older adults suffer from two or more chronic illnesses such as cancer, heart disease, and 

loss of a loved one. According to Orden and Conwell, (2011), unresolved depression has been 

found to be the prime component of suicide among older adults of all races. In research of late-

life suicide which conceptualized the trajectory of suicide, Orden and Conwell, (2011) indicated 

that many older adults who completed suicide had been seen by a psychiatrist or primary care 

provider within one or two weeks before the death. The latter brought about the question of 

whether providers whose involvement with the older adults are prepared to evaluate and 

implement suicide prevention plans subsequent to visits with older adults with depression.  

The experts suggest that suicide rates among the older adult will continue to increase if 

effective prevention is not implemented (Orden & Conwell, 2011). The researchers Stolz, Fux, 

Mayerl, Rásky, and Freidl, (2016) use a longitudinal analysis to display data from the Survey of 

Health, Ageing, and Retirement in Europe (SHARE). The conclusion of the survey according to 

Stolz et al., (2016) is that a suicide prevention plan and program should be intensified and 

implemented in countries with high suicide rates. According to Orden and Conwell, (2011), 

examining a demographic group rate in a country such as the United States, to determine 
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predisposition to suicide and its frequency requires evaluation of factors such as gender, age, and 

race. For both white and black women, there is a steady increase in suicide during midlife which 

also decreases steadily as women age. In contrast, for black men, the risk of suicide remains high 

in both early adulthood and late life. Lastly, those with the highest rates of suicide throughout the 

life course are white men with frequencies rising with age, and peaking significantly for the 

oldest age group, i.e., ≥85 years of age (Orden & Conwell, 2011). In psychological autopsy 

studies by Orden and Conwell, (2011), the study concluded that mental illness is present in 85% 

to 90% of older adults who die by suicide. The study further describes mood disorder, precisely 

major depressive disorder (MDD) as the most common disorder in 54% to 87% of the autopsy 

cases (Orden and Conwell, 2011). 

The Purpose of the Project 

The purpose of this quality improvement initiative is to educate mental health providers 

at a local clinic on the prevalence of depression among older adults and introduce a care model 

to address the care needs of older adults with depression. This QI project introduced an evidence 

based care model the Collaborative Care Model (COCM), to improve resilience, to encourage 

promotion of positive aging, to encourage providers in engaging in patient follow up strategies 

via telephone for older adults and perhaps the family members, expand the use of 

telecommunication by older adults, educate older adults and providers on the importance of 

frequent follow up visits, the importance of referring patients for cognitive therapy, and finally 

the periodic evaluation and assessment of older adults who are vulnerable to depression and 

suicidal risk factors. 
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Project Aims 

Aim 1 

Offer an educational session to educate licensed healthcare providers at a local clinic on 

the prevalence of depression among older adults and the risk factors associated with suicide in 

the older adult patient who is depressed. 

Aim 2 

Introduce the Collaborative Care Model (COCM) to licensed healthcare providers at 

Bayless clinic with encouragement to consider implementing the COCM at the local site.  

METHODS 

PICO(T) 

A framework of quality improvement, according to the U.S. Department of Health and 

Human Services, (2013), is used to improve the ways care is delivered to patients systematically. 

The indication is that effective QI consists of processes enriched with the characteristics that can 

be measured, evaluated, improved, and controlled. This QI entails a process that is intended to 

achieve a favorable result that will enhance the outcome of care to the older adults. A suitable, 

relevant, evidence based and specialized framework to examine patients, interventions, 

comparisons, and outcomes is known as the PICO and was implemented in this QI project. 

According to Schardt, Adams, Owens, Keitz, and Fontelo, (2007), it can be difficult and time 

consuming when searching for relevant evidence without a well-focused question set in the 

framework of the PICO (T). Practitioners of Evidence-Based Practice (EBP) frequently use the 

PICO (T) framework because it offers a format and arrangement for structuring clinical quality 
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improvement questions as well as conducting quality literature reviews and evidence syntheses 

to facilitate a robust quality improvement project (Eriksen, and Frandsen, 2018).  

The mnemonic of PICO stands for P: (Patient, Problem, or Population), I: (Intervention), 

C: (Comparison and Control) and O: (Outcome), T: (Time) (Eriksen, and Frandsen, 2018). 

Therefore, this QI project fostered the following PICO (T) question: In the older adult population 

(P), is there acceptance by the licensed clinical providers (medical doctors, nurse practitioners, 

social workers, therapists) to implement a targeted suicide prevention care model (I) for the older 

adult population with the long term goal to decrease suicide (C) & (O) among older adults over a 

specific timeframe (T). The stated PICO (T) question provides a structure to develop and 

implement this quality improvement project with the long term (post DNP project) aim of 

encouraging providers to consider using a framework such as the COCM for the prevention of 

suicide among the older adult experiencing depression. 

Theoretical Framework 

Preventative measures of suicide among the older adult age 65 and over diagnosed with 

depression is the subject of this quality improvement project. The IMPACT Model, also known 

as the Collaborative Care Model (COCM) was selected as the theoretical framework to guide and 

optimize this quality improvement project. According to Advancing Integrated Mental Health 

Solution (AIMS) Center, (2018), the COCM, has emerged and has been effective over the past 

20 years in improving the quality of healthcare delivery. The COCM was developed by the 

University of Washington, psychiatry and behavioral science division. The target population for 

the original COCM was primarily patients with depressive disorder (AIMS, 2018). Evidence 

unveils that the implementation of COCM has been effective in other illnesses and disorders 
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such as anxiety, PTSD, comorbid illness such as diabetes, heart disease and cancer (AIMS, 

2018). The essence of COCM is to make a difference in people’s lives, encouraging the patient 

to live a full life, thereby maximizing their quality of life even while living with depression 

(AIMS, 2018). Thus, the COCM was selected for its potential and as a preventative framework 

which guided this project in developing an educational session for the licensed clinical staff at 

the local clinical site. In addition, it is expected that this educational intervention and 

introduction to the COCM will inspire the licensed clinical providers to consider implementing 

targeted care strategies that are geared toward the prevention of suicide among depressed older 

adults. According to Eghaneyan, Sanchez, and Mitschke, (2014), COCM is an evidence-based 

practice approach that emphasizes quality care improvement using a systematic approach. The 

fundamental aim of the COCM is to engage the primary care provider in quality improvement 

(QI) that will improve patient outcomes and the health of the target population (Sanchez, 2017). 

Another reason for using the COCM is to reduce per capita cost of care and to boost the provider 

experience which has been demonstrated by Jacob, Chattopadhyay, Sipe, Thota, Byard, and 

Chapman, (2012).  

According to Raue, Ghesquiere, and Bruce, (2014), the COCM offered a practical 

approach that prepares clinical providers with the knowledge of strategies for enhanced care of 

patients with mental illness and for the reduction of suicidal ideation, suicide attempts and 

completed suicides. In a review of suicidality factors at the end of life completed by Raue, 

Ghesquiere, and Bruce, (2014), the integration of the COCM into the primary care setting and 

other medical settings is twice as effective in suicide prevention when compared to traditional 

mental health care strategies. In addition, the conclusion of Raue, Ghesquiere, and Bruce, (2014), 
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is that the COCM has components that also improve the social functioning and quality of life of 

the patient. Therefore, this project uses the COCM because it is an ideal framework that guided 

the development of strategies to prevent suicide in older adults with a diagnosis of depression. 

Components of the Collaborative Care Model (COCM) 

The premise of COCM theory according to Grol, Bosch, Hulscher, Eccles, and Wensing, 

(2007) describes how the expectations of a specific strategy will facilitate the desired result by 

narrating the factors of successful patient outcomes. According to the Advancing Integrated 

Mental Health Solution (AIMS) Center, (2018), the five concepts which drive the notion of 

COCM are patient-centered team care, population-based care, measurement-based treatment to 

target, evidence-based care and accountable care. When one of the five above-listed principles is 

absent, an effective collaborative care model is not being practiced (AIMS Center, 2018).  

Patient-Centered Team Care 

In the treatment of suicide prevention related to depression, patient-centered care 

practices are crucial, especially for those individuals with the highest risk for suicide. What this 

suggests is that every provider who participates in the care of the patient must be attentive and 

focused on the positive outcome and the prognosis of health that encompasses the family, 

culture, values, and preference while placing the patient’s preferences and health care needs at 

the center of the health care interventions. According to Fix, VanDeusen Lukas, Bolton, Hill, 

Mueller, LaVela, & Bokhour, (2018), care that is patient-centered does support the patient and 

promotes the process of patients who are learning to participate in their care and assists patients 

in organizing and managing his or her care at the level of the patient choice. Choices such as 

suicide may be the result of anxiety and depressive mood and may limit a patient’s ability to 
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judge all available and safe alternatives. AIMS Center (2018) accentuates that patient-centered 

teams offer a multidisciplinary approach that is collectively focused on patient survival, thereby 

resulting in a very patient-centered approach to care. 

Population-Based Care 

Population-based care ensures that the needs of a subset of the population are addressed 

and allows for the tailoring of interventions that are designed specifically for the needs of the 

population of focus. Those older adults with depression who are at high risk for depression are 

the population of interest, and this project aims at developing a ‘population-based’ strategy that 

educates licensed healthcare providers on the COCM model which is a patient centered approach 

that has the potential to reduce suicide rates among older adults if accepted and implemented by 

the licensed healthcare providers at this local clinic setting. 

Measurement-Based Treatment to Target 

To determine the effectiveness of a quality improvement intervention, the 

implementation or changes must be measurable (Kilbourne, Kathryn, Spaeth-Rublee, Ramanuj, 

O'Brien, Tomoyasu, & Pincus, 2018). Therefore, this project implements a measurable and 

systematic analysis before and after the educational intervention in the form of a pre and post 

survey which will assess the pre and post educational intervention knowledge of suicidal risk 

factors for the older adult and perceptions of the COCM among the licensed care providers at 

this local clinic. 

Evidence-Based Care 

According to AIMS Center, (2018), implementation of COCM entails offering credible 

evidence-based approaches to address suicide risks among older adults with depression. At the 
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Bayless local clinic, this author assumed that the licensed care providers may not be fully 

informed on available strategies that may address the high-risk care needs of older adults with 

depression. The COCM is a care model that is designed specifically to address the specific care 

strategies implemented by multidisciplinary care teams at the Bayless healthcare clinic. 

Examples of treatment interventions implemented with the use of COCM include primary care, 

monitoring of the medications administered, psychotherapy such as Cognitive Behavioral 

Therapy (CBT), and proactive telephonic follow-up calls. The latter mentioned interventions in 

mental health institutions have evidence that supports their use to decrease suicide among older 

adults with depression. In a study of COCM, Eghaneyan, Sanchez, and Mitschke, (2014) stated, 

the COCM approach is effective in the treatment of depression and anxiety when using adequate 

training and preparatory support from key personnel such as the care managers, consultant 

psychiatrists, primary care physicians, and therapists. The essence of COCM is to proactively 

manage mental disorders such as depression by the implementation of preventative measures and 

systematic review of the care provided, followed by regular follow-up and structured 

measurement of identified clinical outcome variables. 

Accountable Care 

Individual providers are responsible for the care provided to the patient (AIMS Center, 

2018). The use of this COCM ensures that the population of interest in this quality improvement 

project was ultimately benefited from this proposed suicide prevention intervention that was 

delivered to licensed care providers (MDs, APRNs, SWs, therapists) at the Bayless clinic. The 

reason is that the providers have a direct impact on the delivery of mental health treatment 

options and suicide prevention strategies to the patients at the Bayless clinic. Thus, the QI 
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offered an educational session to all licensed care providers as they are key players in providing 

patient-centered care for the older adult. 

Synthesis and Analysis of Evidence  

The objective of this literature review and synthesis is to describe the current scientific 

literature on the suicidal risk factors among older adults age 65 and over diagnosed with 

depression. A secondary objective of this review and synthesis is to offer relevant evidence 

required to support the proposed quality improvement project aimed at enhancing patient care 

and the development of an educational intervention to licensed providers which will improve 

their suicide prevention strategies and result in a reduction of suicide among the older adults with 

depression.  

The search engine CINAHL was used to search for the key terms “Depression, Older 

adults, and Suicide risk.” One hundred articles were identified in the search. Further filters were 

applied including full text, published within the last five years, and publication in an academic 

journal resulting in a total 23, of which four articles from the CINAHL search engine were 

selected for use in this review. Correspondingly, the search engine of PubMed was used to 

search for older adults with depression and suicidal ideation. PubMed produced 1026 articles. 

The 1026 articles were further filtered by attributes of clinical trial, free full text, publication 

within five years, and research on human subjects. The PubMed search produced eight relevant 

articles of which four were included in this review. PsycINFO was used with the key terms; 

geriatric patients, depression, and suicide. PsycINFO generated 198 articles, narrowed by years 

of publication between the year 2015 and 2019, research conducted on participants 65 and above, 

full text, and use of quantitative methodology. The search in PsycINFO generated four articles of 
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which two were used in this review and synthesis. Combined, a total of 35 articles were reviewed 

for this synthesis.  

The prevalence of suicide among older adults was presented in this review section. The 

literature offered international findings from the United State, Australia, China, Korea, and the 

United Kingdom, and further supported the fact that suicide rates among older adults diagnosed 

with depression is particularly high internationally and especially high in the United States.  

As aforementioned by Kiosses, Szanto, and Alexopoulos, (2014), the suicide rate is as 

high as 48.7/100,000 among the older white men in the US accounting for an average of 108 

suicides per day among depressed older adults. The prevalence of death among the older adults 

age 65 and above in China, concluded that the rate is as high as 44.3/100,000 (Wei, Zhang, 

Deng, Sun, & Guo, 2018). In the United Kingdom, Canetto, (2017), cites 14.5 per 100,000 

suicids occuramong men aged 60 to 74 and 15.4 among men above age 75years. The findings in 

these selected articles are consistent internationally on the high suicide risk among older adults 

diagnosed with depression, particularly older men with depression.  

It was consistent across literature that suicide prevalence among the older adult 

population is high, even when comparing international rates. A survey completed by Jung, and 

Kim, (2018) in Jeju Island (South Korea) examined suicide attempts and suicidal ideation among 

older adults with depression and concluded that there are higher rates of lifetime suicide attempts 

among older adults 70 years of age and above. In a longitudinal study conducted over 10 years, 

sleep deprivation was a risk factor for suicide among the older adults alongside a diagnosis of 

depression (Bernert, Turvey, Conwell, and Joiner, 2014). In their 2014 study, Bernert et al., 

emphasized the independent risk of depression is the primary diagnosis which becomes the 
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highest risk factor of suicide among the older adult population. Koo, Kõlves, and De Leo, (2017) 

examined the differences in suicide rates among older adults age 65 and over compared to 

middle aged adults 34 to 64 years in Australia and found the number of older adults with 

depression who died by suicide was 15.27 per 100,000. Simon, Chang, Zeng, and Dong, (2013) 

conducted a systematic review on suicidal ideation, suicide attempts, suicidal behaviors, and 

concluded that suicide is also prevalent among the aging Chinese population with depression.  

Factors that increased depression among the older adults globally cited by Pocklington, 

(2017) included age-related changes in the following systems, endocrine, cardiovascular, 

inflammatory, neurological, and immune. Concurrently mentioned are sensory impairment such 

as hearing and vision impairment which lead to isolation and withdrawal, physical illnesses that 

include decreased mobility, impairment in daily activities and overall functioning, minimal 

social functioning, and chronic disease such as pain (Pocklington, 2017). Other factors include 

dementia, subthreshold depression, psychosocial stressors, financial hardship, and the loss of a 

loved one resulting in loneliness (Pocklington, 2017). Despite the mentioned or presumable 

primary risk factors for depression, Pocklington, (2017), concluded that most of the etiology of 

depression is also associated with the quality of treatments of physical illness. For example, 

certain medications used for the treatment of cardiovascular disease such as propranolol, thiazide 

diuretics may also induce depressive symptoms in older adults (Pocklington, 2017). Other 

problematic diseases and medications that increase the risk for depression include anti-Parkinson 

disease drugs such as levodopa, anti-inflammatories (NSAIDs), antibiotics (Penicillin, 

Nitrofurantoin) stimulants (caffeine, cocaine, amphetamines), and antipsychotics (Haloperidol), 



 

 

 

 

23 

anxiolytics like benzodiazepines, have all been associated with greater symptoms of depression 

(Pocklington, 2017).  

The secondary finding in this review focuses on recommendations and relevant evidence 

which supports quality improvement approaches that enhance patient care, provide education, 

and reduction of suicide among the older adult with depression. In the 2017 systematic review by 

Dennis, Simon Thomas, Okolie, and John, the studies concluded that effective intervention is a 

multifaceted approach which begins with the primary care provider. The care-based approach 

includes depression screening and management which includes treatment interventions 

(pharmacotherapy and psychotherapy), telephone counseling, the importance of scheduling 

follow-up visits earlier than usual, incorporating family members or their support system, 

implementing community-based programs, providing gatekeeper training to the family and staff, 

and referral for treatment (Dennis et al., 2017). In a two-year longitudinal analysis of a 

randomized study, Gallo, Hwang, Joo, Bogner, Morales, Bruce, and Reynolds, (2016), concluded 

that collaborative intervention and care mitigate suicidal ideation, suicidal behavioral and suicide 

attempts among the depressed older adults. Gallo et al., (2016) emphasized that effective 

collaborative care consists of implementation of pharmacological, psychological therapy, 

scheduling priority follow up visits within a week, providing community-based assistance such 

as transportation support, incorporating family members or support systems, providing training 

to the staff, and referral for inpatient treatment. Other articles and studies with similar findings 

and supportive of the importance of the coordinative care efforts to reduce suicide among older 

adults are displayed in Appendix A.  
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The findings in this literature review indicate older adults diagnosed with depression are 

at high risk for suicidal ideation as well as suicide attempts. Furthermore, since these studies 

span international territories, this is not a unique finding that is presented only in the United 

States. Gallo et al., (2016) concluded that it is a cross-cultural and international mental health 

concern that requires the development of care. Simultaneously, it necessitates prevention 

strategies that may be implemented in the clinical setting for the purpose of mitigating suicidal 

behavior, attempts, and completions among older adults with depression (Gallo et al., 2016). 

Risk Reduction Care Models 

The goal of the COCM is to educate the providers at length about the suicide prevention 

strategies among the older adults who are depressed. Nonetheless, the COCM process reduced 

suicide among the older adults with depression. Studies suggested that the COCM is more 

effective in an integrated (behavioral health alongside primary care) care program (AIMS 2018). 

The strength of the implementation of the COCM education at Bayless behavioral healthcare is 

that Bayless behavioral is an integrated healthcare setting. The essence of this QI project is the 

opportunity for this project director to educate the interdisciplinary team consisting of the 

Therapists, MD, PHMNP, FNP to inform them about depression and suicide risk factors among 

the older adult and offer the COCM as a mechanism to address the high-risk status of the older 

adult with depression. According to Eghaneyan, Sanchez, and Mitschke (2014), integrated care 

programs address complex problems by providing both medical and mental health care in 

primary care and other clinical settings. The reason is that, when mental health treatment is 

provided at the same location as the primary care setting, it is more convenient for the patient, it 

reduces stigma, it is a cost efficient, and encourages the building of a therapeutic relationship 
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between the patient and provider (Sanchez, 2017). Similarly, it does help to increase patient 

adherence to treatment and improve patient outcomes (Eghaneyan, Sanchez, & Mitschke, 2014).  

A limitation of the COCM at Bayless clinic is that it may be a new and unfamiliar approach for 

providers. Many providers, are acclimatized to asking patients in behavioral health settings 

questions such as, are you depressed? Does your depression have any triggers? Do you have any 

thoughts to hurt or to kill yourself? Have you in the past attempted to kill yourself? And do you 

have any firearms or lethal weapons at home? These assessment questions are components of a 

standard suicide risk screening often conducted by mental health providers. The difference in 

using a model such as the COCM is the follow-up effort for the providers, therapists, PMHNP, 

and the FNP includes making the phone calls to ensure the patient is safe from suicide, 

emphasizing additional support resources such as CBT and engaging family members to offer 

additional support to the patient.  

The Project Design 

This project consists of a descriptive design and is focused on implementing Quality 

Improvement (QI) at Bayless clinic. The overall goal of this project is to implement an 

educational intervention for licensed care providers and introduce a following-up protocol (based 

on the COCM collaborative care model) that may, in the long term (post DNP QI project) reduce 

suicide among older adults who receive care at Bayless clinic. According to CDC, (2019) the 

suicide rate among the elderly in the United States ranges between 8.1% in New York to 27.0 % 

in Alaska per 100,000. In addition, Olfson, Blanco, Wall, Liu, Saha, Pickering, and Grant, 

(2017), projected an overall increase in suicide attempts and suicidal ideation among the older 

adults in the United States who have mental health needs and who are experiencing anxiety 
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disorders and depressive disorders. This educational session provided to licensed care providers 

at this local clinic inspire the licensed care providers to implement a collaborative care model 

that may ultimately enhance the overall delivery of quality and patient-centered mental health 

care and perhaps reduce (in the long term) suicide among the older adults who visit the clinic.  

Participants 

The target participants for this QI project are the licensed care providers, specifically 

MDs, APRNs, SWs and licensed therapists at this local clinical setting. Eligible participants were 

recruited to participate in the educational session through convenience sampling via a clinic-

based invitation to participate in the educational session. Other measures of recruiting the 

eligible participant was through an email that was sent out to the providers, and flyers that were 

posted in the common area such as the day room, lunchroom, and on the post board to encourage 

participation and to remind the providers of the date.  

An introduction to the licensed care provider team and their roles at the clinic follows. 

The interdisciplinary licensed care provider team include: one medical doctor, one doctor of 

osteopathic medicine three advanced psychiatric mental nurse providers, two-family nurse 

practitioner providers, and 10 therapists. Each member of this licensed care provider team plays 

an important part in the care of each patient and it is essential to include them as direct care 

providers in this QI project. By participating in this QI project, each licensed care provider 

agreed and received the educational intervention to learn about suicide risks among older adults 

and they were introduced to the COCM. The hope of the educational session was to encourage 

the licensed care provider team at Bayless to consider implementing the COCM model or a 

similar model of patient-centered care in their local clinic setting. The demographic information 
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of the participants includes one female D.O, one male MD, three male PMHNP, two female FNP 

and 10 female therapists. 

Recruitment 

Convenience sampling was used to recruit the participants for this DNP QI project. 

Permission for the DNP project implementation was obtained from the Bayless clinic 

administrator in the Phoenix location. Written administrative approval from the Bayless 

administrator was obtained before the implementation of this QI project. There was an 

announcement at a regular staff meeting and the licensed healthcare providers were encouraged 

to participate in the project by the Medical director at Bayless upon approval of the IRB. The 

announcement was also reinforced by distributing and posting flyers in the common area, such as 

the day room and the lunchroom. A reminder email was also sent to the provider by the medical 

director at Bayless clinic. Twenty licensed providers participated in the educational session held 

at the Bayless clinic.  

Local Problem and Setting 

This study was conducted at Bayless Behavioral Clinic in Phoenix, Arizona. The aim of 

this QI project was to offer a suicide prevention educational session to the clinical team at the 

Bayless Behavioral Clinic. This clinic currently provides mental and primary health care to 

depressed older adults. According to CDC, (2019) Arizona is number 17th in the nation and has 

an adult suicide rate of 13.5 % /100,100. Bayless behavioral health serves all ages and 

ethnicities. The project clinical setting is a collaborative and integrated care (both mental health 

and primary care is available on site) setting. According to Jiao, B., Rosen, Bellanger, Belkin, 

and Muennig, (2017), collaborative and integrative care settings such as Bayless, offer 
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comprehensive and cost-effective health interventions that are highly effective in meeting the 

unique needs of high risk older adult patients with depressive disorder. The protocol at Bayless 

allows the providers to see the patient and implement comprehensive care and treatment for all 

ages including the older adults age 65 and older. This project site provides care to a substantial 

number of older adults and therefore, was an excellent site to conduct this quality improvement 

project. 

Intervention 

The mentioned intervention of the DNP QI project was a 15-minute educational session 

that was provided to licensed healthcare providers at the Bayless clinic conference room. The 

presentation was held in the format of a PowerPoint presentation, presented by the DNP QI 

project director. Participation in the educational sessions by the healthcare providers was totally 

voluntary. There were no known risks for participation in the educational session by licensed 

providers at Bayless. Potential benefits of participation in this education session was, it increases 

the providers knowledge on depression in older adults and it introduces COCM which has been 

proven to be effective in preventing suicide among the depressed older adults. 

Data Collection Tools 

This QI project uses a semi-structured survey that was administered to all consenting 

participants before the educational intervention and at two points after the session. According to 

Nijhawan, Janodia, Muddukrishna, Bhat, Bairy, Udupa, and Musmade (2013), informed consent 

is an ethical and legal requirement for research or QI projects. The consenting process requires 

notification of the interested participants about all aspects of the project or study which is 

essential because it allows the participants to make the informed decision confirming his or her 



 

 

 

 

29 

willingness to voluntarily participate in the project or study (Nijhawan et al., 2013). 

Although,this QI project poses no threat or any potential risk to the providers or the patients, 

rather offered as an opportunity to expanded knowledge base to the participants who engage in 

the educational intervention. Nijhawan et al., (2013), concluded that obtaining consent comprises 

of informing the subject about his or her rights, the procedures to be undertaken, the purpose of 

the study, benefits and potential risks, expected time of study, confidentiality, personal 

identification, and demographic data so that participation in the survey is entirely voluntary 

(Nijhawan et al., 2013). Informed consent was provided to each participant. A written disclosure 

at the top of the survey form clearly pointed out, that completion of the semi-structured survey 

interview implies the QI project has been fully explained and their completion of the survey 

implies informed consent.  

The semi-structured survey interviews were administered in the format of a pre and post 

assessment of the educational session offered to licensed healthcare providers at Bayless clinic. 

The data collection took place immediately before and immediately after the educational session 

offered to licensed healthcare providers at Bayless clinic. A second post survey was conducted 

30 days after the educational session. Each survey took less than 5 minutes to complete. The pre-

survey evaluates the current depression screening practices at Bayless and has three demographic 

questions and three “yes or no” survey questions about the current practice patterns at Bayless 

for depression screening in older adults. The post-session survey for this project uses a 10-item 

survey to analyze the usefulness of the educational intervention and the perceptions on the use of 

a care-model, the COCM. According to Jones, Baxter, and Khanduja, (2013), the purpose of a 

post survey is to evaluate the impact of an instructional intervention that may enhance outcome. 
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For this project, we implemented two post intervention surveys, the objective was to assess the 

participants, i.e., MD, PMHNP, FNP, Therapists perceptions of implementing COCM in their 

role at the Bayless Clinic. The selected theoretical model for the implementation of this QI is 

COCM which encompasses implementation of structured pharmacological considerations, 

psychological therapy, scheduling of priority follows up visits within one week, providing 

community-based assistance such as transport to and from the clinic, incorporating family 

members or support systems into the treatment planning, providing training to the clinical staff, 

and referrals for inpatient treatment. The post-survey of this project aims to measure whether the 

time vested in the educational session of the COCM can encourage the provision of patient-

centered care for older adults age 65 and older experiencing depression. The pre and post-

surveys were anonymous, in that no personal or contact information was attached to the surveys. 

According to Murdoch, Simon, Polusny, Bangerter, Grill, Noorbaloochi, and Partin, (2014), a 

useful and valuable pre and post-survey is conducted anonymously because it promotes 

undisclosed and sensitive defaming information when compared to the non-anonymous survey. 

Each pre and post survey form was numbered to ensure the pre-and post-surveys remain 

associated with the participants who completed the survey, there was no other identifying 

information on the surveys. Thus, tables 3 and 4 (pg. 39-40) offer the pre and post-surveys used 

for the QI project. 

Plans for Data Analysis 

The pre and post education surveys were analyzed using descriptive data in the appendix 

to summarize the demographics and the survey responses. According to Simpson (2015), 

descriptive analysis is used to describe the collected information and provide numerical analysis 
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of the survey findings. The importance of using the specified data analysis is that the knowledge 

gained from descriptive data helps investigators to learn more about the study sample (Simpson, 

2015). To further analyze the data collected, presentation table analysis is used to enhance the 

visual display and dissemination of the data collected. Demographic counts of each of the 

participant variables are displayed in the table. Since most of the questions in the survey are 

“Yes” and “No” questions, response rates are reported as percentages for each of the pre and post 

survey questions.  

The information obtained from the survey was used to make recommendations to the 

clinic administrator on clinical practices and protocols that can improve care of older adults 

experiencing depression. In addition, each provider was introduced to the COCM as a model of 

patient centered care. According to Phillips, (2017), the usefulness of the best survey 

methodology is to investigate the phenomena, such as emotions, opinions and thought. The 

survey was used to gather data on the “opinions” of the Bayless clinical team on their 

impressions of the COCM model of care delivery for older adults with depression who may be at 

risk for suicide. A long-term goal of this QI project was to augment and reduce expert 

projections which indicate, “Suicide among the older adult age 65 and over will continue to 

increase” (Orden & Conwell, 2011).  

The QI project director wrote a formal letter to the CEO of the Bayless Behavioral clinic 

to summarize and to inform the clinic of the QI project findings. The results of this QI project 

were presented in a final 10-minute presentation summary to the clinical administrators and were 

made available to others that were interested including clinical team members. The PowerPoint 

presentation is available to the local clinic staff as a reference for the future. The purpose of 
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presenting a final summary report to the clinic administrators and staff is to inform the clinic 

staff of the project findings and offer a baseline of information upon which they may establish 

and implement further clinical protocols that will improve patient care. According to Silver, 

Harel, McQuillan, Weizman, Thomas, Chertow, Nesrallah, Bell and Chan, (2016), a quality 

improvement project involves the combined effort of the project directors and stakeholders to 

form a collaborative quality improvement team that has shared expertise and insights on how to 

address the identified problem. Silver et al. (2016) emphasize the three stages of research or QI 

as occurrence, finding, and notification. Furthermore, Silver et al. (2016), said a project director 

may identify an area of concern (occurrence) in an organization, which leads to goal of further 

assessing details of that problem (finding) and finally, the team is informed on best steps to offer 

a solution to the identified problem (notification). The latter indicates that information of this QI 

project is a means to inform the clinic about the outcome of a tested measure that is intended to 

improve both clinical practice and the patient outcome. 

Ethical Conduct of Research 

According to the CITI Program (2018), the three essential principle elements pertinent to 

ethical conduct in research include respect for persons, beneficence, and justice. Respect for 

persons includes the process of treating the subjects with respect and ensuring the subjects have 

autonomy and offer full consent to participate in the research (CITI Program, 2018). Beneficence 

can be interpreted as the intent to Do No Harm to the subjects who participate in the project. 

Beneficence in research also ensures minimal risk, the reduction of potential risks and full 

disclosure of known risks to all subjects (CITI Program, 2018). Justice is the process by which 

the research or quality improvement process offers fair selection and treatment of all subjects. 
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(CITI Program, 2018). The director of this DNP QI project acclimatized to the ethical conduct of 

research in that each subject was treated on the ethical principles of respect for persons, 

beneficence and justice. The process began by obtaining an approval letter that ensured the 

approval of this DNP QI project was granted to the project director (DNP Student). In addition, 

this project was reviewed by the DNP student faculty committee members. Similarly, the project 

undergoes the University of Arizona Institutional Review Board for an approval before 

implementation. 

Respect for Persons 

The topic of interest in this QI project is suicide prevention among older adults diagnosed 

with depression. According to Brännmark (2017), when it comes to Respect for Persons 

specifically, the principle is channeled to five distinctive measures which are autonomy, dignity, 

integrity, privacy, and vulnerability. To address the criteria above, this QI utilizes a survey 

process to collect data among healthcare professionals who care for older adults with depression 

and participated in the project. Each subject was ensured his or her privacy and autonomy 

throughout the entire QI project process.  

Beneficence 

The overall purpose of the proposed QI project is to prevent suicide among older adults 

with depression. The target group for this QI project is healthcare providers who will continue to 

expand their knowledge and expertise on the evaluation and treatment of older adults with 

depression. The way in which this QI project proposed to benefit QI project participants is that it 

will enhance their practice knowledge on the prevention of suicide among their older adult 

patient population. According to the CITI Program, (2018), the researcher must ensure that the 
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benefit of the study outweighs the risk/s posed on the subject. Nonetheless, there are no known 

risks to the subjects in this QI project. The effort of implementation of a telephonic follow up 

process, referral to community services, engaging family and caregivers in the patient care, and 

providing collaborative care to older adults diagnosed with depression were the proposed 

interventions that were shared with healthcare providers at the educational session presented at 

the local setting. This project projected a dual benefit in that it will benefit health outcomes of 

the targeted population of high-risk older adults and educate licensed healthcare providers at this 

clinical setting. According to the Office of Disease Prevention and Healthy Promotion. [ODPHP 

(2019)], as older adults live longer in America, the growth in the number of older adults is 

unprecedented. The reason is that in 2014, 14.5% (46.3 million) of the US population was aged 

65 or older and is projected to reach 23.5% (98 million) by 2060 (ODPH, 2019). Thus, as the 

number of older adults increases, there is a potential for increase in depression and suicide rates 

among the older adults age 65 and over. Simultaneously, this project provides an advantage to 

the providers who will have the opportunity to expand and enhance their knowledge and practice 

skills in caring for these older adult populations especially when the targeted populations are 

increasing in numbers. 

Justice 

This QI project utilizes a fair participant selection process by including the existing 

healthcare providers and staff at this Bayless behavioral healthcare local clinical setting. A pre 

and two post surveys were delivered to the QI project participants and each participant was 

allowed the opportunity to fully consent to the participation of the QI project. All data collected 

was maintained in a secure, encrypted, password protected data base to ensure privacy of all 
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participants are maintained. Each participant was granted the option to withdraw from 

participation in the QI project at any time throughout the project duration without penalty. The 

latter was encouraged by the CITI Program (2018), which emphasis is that the principle of 

justice shall require that subjects receive equitable treatment during the duration of the QI 

project.  

RESULTS 

This Quality Improvement project was implemented at the Bayless Clinic, a Southern 

Arizona Behavioral Health Clinic in October of 2019. The design used in this QI project was 

descriptive. The purpose of this QI project was twofold. First, it was important to inform and 

educate clinical providers at this local clinic on the high-risk status of depressed older adults and 

then introduce them to the COCM. Second, it was important to assess clinic provider perceptions 

and familiarity on the use and future implementation of the COCM when treating older adults 

with depression. The educational session took place at the Bayless clinic.  

Demographics 

A maximum list of 15 licensed clinical providers were initially invited to the educational 

session. An additional 7 were added because they met the inclusion criteria and requested to 

participate in the educational session. Thus, the total number of those invited was 22. However, 

only 17 providers (n=17) attended the session.  

Pre-Survey Results 

The participants included one MD, one DO, three PMHNP, two FNP, and 10 therapists 

(n=17). Of these participants five were male (29.4 %) and 12 were females (70.5%). All the 

participants have less than five years’ experience at Bayless. Nine (52%) of the participants 
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answered yes to the clinic currently having a mechanism to screen for depression in older adult 

patients and eight (47%) indicated they did not use a depression screening tool. 14 (82%) of the 

participants indicated they felt the clinic is adequately set for screening and treating depression in 

older adults and three (17.6%) disagreed, and indicated they felt the clinic was not adequately 

prepared to treat older adults with depression. When asked about the familiarity with any patient 

centered care models designed to reduce suicide rates among older adults, 13 (76.4%) of the 

participants indicated they were familiar with similar models and four (23.5%) were unaware of 

other patient centered care models for use with individuals with depression. The finding of the 

pre-survey indicates that the participants at Bayless have a general familiarity with patient 

centered care models, and some of them even utilize effective depression screening tools. None 

of the Licensed providers at the Bayless clinic were utilizing the COCM suicide prevention tool 

to screen and assess patients with depression at the Bayless clinic just prior to the 

implementation of this QI project. Nearly a quarter, (23%) of the providers at the Bayless clinical 

setting were unfamiliar with suicide prevention screening approaches for older adults with 

depression. The conclusion of the pre-survey is the lack of provider awareness of the 

opportunities in considering the implementation of the COCM or the adaptation of existing 

practice to better tailor the care to the specific needs of the older adult with depression who 

receive care at the Bayless clinic. Table 1 offers demographic information on the QI project 

participants and showcases some of the results of the pre survey.  
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TABLE 1. Pre-survey results. 

What is your discipline  

1 

1 

3 

2 

10 

17 

MD 

DO 

PMHNP 

FNP 

Therapists 

Total 

What is your gender Gender 

MALE 5 

12 FEMALE 

Total 17 

How long have you worked at Bayless Less than 

five yrs. 

More than 

five yrs.  

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 10  

Total 17  

Does your clinic setting currently have a mechanism or screening tool for 

screening for depression in older adult patients? 

Yes  No 

MD 1  

DO 1  

PMHNP 1 2 

FNP 1 1 

Therapists 5 5 

Total 9 8 

Do you feel your clinic setting adequately screens for and treats depression in 

older adults?  

Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 7 3 

Total 14 3 

Are you familiar with any patient centered care models designed to reduce 

suicide rates among older adults?  

Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 6 4 

Total 13 4 
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Most of the responses from the post survey (Table 2.) aligned with the content presented 

in the education session and findings indicated support for the COCM as a helpful patient 

centered care model. This finding indicates the survey participants had a general overall approval 

of the COCM and they approved of or “liked” the assessment tool. The table of the post survey is 

listed below.  

TABLE 2. Post-survey results (immediately post-educational session). 

Before this educational session, were you aware that the suicide rate is higher among the older adults 

age 65 and older? 

Yes No 

MD 1  

DO 1  

PMHNP 2 1 

FNP 1 1 

Therapists 2 8 

Total 7 10 

Before this educational session, were you aware of the COCM model?  Yes No 

MD 1  

DO  1 

PMHNP 1 2 

FNP  2 

Therapists 0 8 

Total 2 15 

Do you think implementing COCM can reduce the suicide rate among the older adults? Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 10 2 

Total 15 2 

Do you anticipate any positive changes among patients if COCM is implemented here at Bayless? Yes  No 

MD 1  

DO 1  

PMHNP 2 1 

FNP 2 0 

Therapists 8 2 

Total 14 3 

Would you recommend the implementation of COCM? Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 8 2 

Total 15 2 
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TABLE 2 – Continued  

Would you encourage other disciplines (other than nursing) to implement COCM? Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 8 2 

Total 15 2 

Do you anticipate any challenges in implementing the COCM model? Yes No 

MD 1  

DO 1  

PMHNP 3 1 

FNP 2  

Therapists 8 2 

Total 14 3 

Does the COCM model seem like a relevant care model for older adults with depression.  Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 2  

Therapists 9 1 

Total 16 1 

Does the COCM model seem like an effective care model for older adults with depression Yes No 

MD 1  

DO 1  

PMHNP 2 1 

FNP 1 1 

Therapists 8 2 

Total 13 4 

After this presentation, do you feel more confident about your ability to recommend care and 

treatment for older adults with depression?  

Yes No 

MD 1  

DO 1  

PMHNP 3  

FNP 1 1 

Therapists 9 1 

Total 15 2 

Thirty-Day Post Educational Session Survey Results 

The 30 days post-survey response was very similar to the survey responses received on 

the day of the initial educational session. There was a general consensus that the COCM was a 

useful patient centered care model and was relevant to improving the care of older adults and 
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decreasing suicide prevention among the intended populations. See Table 3 which outlines the 

general consensus and support for the use and relevance of the COCM in the care of older adults.  

TABLE 3. 30 days post-survey. 

I like the COCM Strongly Disagree Disagree Neither Agree Strongly Agree 

MD    1  

DO     1 

PMHNP     3 

FNP    1 1 

Therapists    2 8 

Total    4 13 

Efficient for safety/suicide 

prevention 

Strongly Disagree Disagree Neither Agree Strongly Agree 

MD   1   

DO    1  

PMHNP    1 2 

FNP    1 1 

Therapists   1 3 6 

Total   2 6 9 

Relevant to patient treatment Strongly Disagree Disagree Neither Agree Strongly Agree 

MD     1 

DO     1 

PMHNP     3 

FNP    1 1 

Therapists    1 9 

Total    2 15 

Improvement to the current tool Strongly Disagree Disagree Neither Agree Strongly Agree 

MD    1  

DO    1  

PMHNP     3 

FNP    1 1 

Therapists    2 8 

Total    5 12 

Easy to learn/implement  Strongly Disagree Disagree Neither Agree Strongly Agree 

MD    1  

DO    1  

PMHNP    1 2 

FNP    1 1 

Therapists    3 7 

Total    7 10 

Increase Provider time of 

assessment 

Strongly Disagree Disagree Neither Agree Strongly Agree 

MD     1 

DO     1 

PMHNP     3 

FNP     2 

Therapists    2 8 

Total    2 15 
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TABLE 3. – Continued  

Most of my assessment use a 

similar tool as COCM 

Strongly Disagree Disagree Neither Agree Strongly Agree 

MD     1 

DO     1 

PMHNP     3 

FNP    1 1 

Therapists    2 8 

Total    3 14 

DISCUSSION 

The purpose of the project was to educate the providers at Bayless Behavioral healthcare 

about suicide prevention among the older adults age 65 and over who are depressed. Similarly, to 

introduce the COCM which is an evidence-based practice model proven to be effective in 

reducing suicide, improve social functioning, and reduced suicide attempt among the mentioned 

populations. The introduction of the COCM at Bayless was successful, and the general 

perception of the providers about the intervention (COCM) is that it is safe and has no negative 

consequences on the providers and may benefit the older adult patients who are dealing with 

depression. Nonetheless, the COCM or a similar model has been recommended to the Bayless 

clinic and is proposed to benefit patient health outcomes. The reason to suggest the adoption of 

the COCM at Bayless is that providers use a similar tool at Bayless however the tool in use has 

limited relevance to the high risk older adult population who experiences high rates of 

depression. The COCM contains more structured interventions such as telephonic follow up 

calls, frequent follow-up visits, referral to inpatient care when indicated, and monitoring of the 

medications ordered for the population mentioned. 

However, the effect of the COCM is not fully appreciated because of a significant 

internal workload and caseload barrier. The MD, DO, PMHNP reported that the long list of the 
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patients scheduled for providers to see daily could prevent the provider from making telephonic 

follow-up calls with the patient. The reason is that telephone calls to older adults can take up 

significant clinical time and may distract the providers from seeing other patients who are in the 

waiting room. The attendance of the educational session, the responses to the post-surveys, and 

the use of a similar tool indicated interested and consensus on the usefulness of the COCM, 

confirming the providers are interested in enhancing the quality of care delivery to older adults 

experiencing depression who may be at high risk for suicide.  

Challenges 

Despite the awareness and the support for the use of COCM, the most significant 

challenge to implementation is that the provider may not have enough time to implement the tool 

copiously. Some providers delegate the telephone follows up calls to the MA’s who were not 

present at the educational session and have less clinical training. Although the providers have the 

interest of the COCM, the logistics for training was not discussed nor set-up. Another challenge 

is that the COCM was introduced in only one location out of many existing Bayless behavioral 

clinics. The essence of the latter is that the participation and the result could have been very 

different from the current findings if more clinical settings and providers were surveyed in this 

QI project. Therefore, there was no opportunity to do a comparative analysis between the 

providers of one location and the providers of another location. The last limitation is that 30 days 

is too short to evaluate long term trends of effectiveness and does not allow for assessment of 

patient impact and outcomes nor does it allow expansive responses from the providers of the 

effectiveness of the COCM after implementation and use. 
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Conclusion 

The aim of this QI project was to educate providers about strategies proven to be 

effective in preventing suicide among older adults who are depressed and to introduce COCM to 

the providers at Bayless Behavioral healthcare. The AIMS (2018) concluded that implementing a 

model such as the COCM can make a difference in the patient outcomes, especially the 

depressed population. The essence of COCM has been proven to be effective in encouraging the 

patient to live a quality full life even while living with depression and to improve social 

functioning (AIMS, 2018). The result of the DNP project clearly reveals that the COCM is 

accepted and adaptable to the current patient care model at the Bayless clinic. Because of the 

high-risk state of older adults with depression, the reduction of suicide risk among the older 

adults who are depressed has a significant appeal to the nation, to Arizona, and to the Bayless 

clinic. The providers who attended the in-service and those who used the tool found it to be safe 

with no negative consequences to the patient. Another benefit of the COCM is that it is easy to 

implement and was very similar to a less comprehensive tool that was in use at Bayless. One 

drawback is the COCM can be time-consuming, as mentioned by some of the providers. The 

length of time with the follow-up and the heavy caseloads are the common barriers to the 

practicality of the COCM. Nevertheless, a safe conclusion to draw, therefore, is that the COCM 

will become even more accepted with greater numbers of providers becoming aware of its 

usefulness in clinical practice and perhaps modification to workloads and caseloads or 

prioritizing the need to hire more providers. A key challenge includes the lack of resources and 

supports to enhance long term sustainability of models such as the COCM in a clinical setting. 

Despite the challenges to implementation of a model such as the COCM, the provider feedback 
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was encouraging and emphasizes the COCM aligns with the current practice culture at Bayless 

clinic and is something the clinic administrators and providers can strive towards in the future to 

enhance patient outcomes for older adults with depression.  

Sustainability 

According to Silver et al. (2016), to achieve sustainability of a project, the quality 

improvement project must become the new way of working rather than something added on to 

routine clinical care. There are several threats to sustainability which must be identified at the 

beginning of a project and when ready to implement the project (Silver et al. 2016). A flaw of 

this QI project is the threats to sustainability were not identified at the beginning of the COCM 

implementation at Bayless Behavioral healthcare. Ongoing threats to sustainability include the 

lack of the requisite infrastructure to sustain the project, which is the reason sustainability 

measures are urgently needed if the COCM is to be sustained. If the COCM is to become a new 

way of working with older adults with depression, the providers will have to accept it and 

modify current practices as part of a new routine in the care they provide to older adults with 

depression. Silver et al. (2016) concluded that contextual factors play a crucial role in 

maintaining a project’s success, which can include a range of inputs such as leadership support, 

team motivation and performance, resources, and data infrastructure. An additional element of 

motivation and performance that can sustain the COCM at Bayless is to encourage the providers 

to engage in the COCM and the creation of a tracking link which will monitor provider activity 

and patient outcomes to ensure the model is beneficial and effective. performance of the  
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Recommendations 

To ensure the COCM is sustained at Bayless behavioral healthcare, a measure must be 

put in place to track the user of the COCM with each patient. To implement this requires the 

creation of steps that have been fully discussed in the previous segment. Identifying the most 

prominent of these problems and targeting them for the providers would demonstrate a broader 

application of the COCM that has not been considered. Such a result could have significant 

implications for sustainability if it is shown that the COCM is useful with beneficial outcomes in 

the target population at Bayless Behavioral Healthcare.  

Other considerable efforts to encourage sustainability of the project may focus on the 

following: 

• Reduction of the patient to provider ratio 

• Creating a blocked time for the providers to document visits and accurately code and 

bill for visits.  

Alternatively, educate MA’s on the process of telephone follow up and set a protocol for 

frequent follow appoints for patients who are high risk.  

Implications for Nursing Practice 

The goal of this QI project is to improve patient outcomes and augment the clinical 

process at a local clinical setting to better align with the standard of nursing practice. According 

to Sinclair, Beamer, Hack, McClement, Raffin Bouchal, Chochinov, & Hagen, (2017), from the 

dawn of nursing profession, nursing practice has been embedded with empathy and compassion 

to promote health and prevent disease. Nursing practice is beyond taking vital signs or 

administering medications or simple physical assessments, and notification of the provider on the 
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result of a diagnostic test. The role of nursing in the healthcare industry is noteworthy of 

disseminating important health information for the purpose of improving care and health 

outcomes (Sinclair, 2017). This QI project offered educational strategies projected to enhance 

licensed health care professions in their ability to delivery safe and effective evidence informed 

care services to their patient population. Simultaneously, the review of the results of the project 

correspond with the assumption that the Bayless healthcare delivery team would have a better 

understanding of human perspectives of discomfort related to the symptoms of depression that 

may result in suicide among older adults.  

Nursing is mostly a profession entirely comprised of women, who by human nature are 

skilled in the gift of nurturing, relieving discomfort, and easing distress such as depression and 

anxiety (Sinclair, 2017). Additionally, the nursing profession in slowly increasing in gender 

diversity. As a profession, however, the essence of nursing remains consistent and no matter the 

gender, nurses care and will always lead in the improvement and the delivery of patient-centered 

care. The essence of this nurse led QI project was to promote and educate healthcare providers, 

counselors, and therapists who are all patient advocates. Similarly, it indicates that nurses can 

significantly aid in the ease of depression, suicide prevention, and the health promotion and risk 

reduction strategic effort. The insights gained from this DNP QI project has potential to change 

nursing education as well as change nursing practice specific to the care of older adults dealing 

with depression who may be at risk for suicide. The outcomes of this project offer a great 

practice benefit to advanced practice nurses who work in the behavioral health and psychiatric 

setting as well as those who work in primary care settings. Ultimately, the impact of this project 

has the greatest benefit for the older adult patient who will receive a higher level of nursing and 
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health care and overall multidisciplinary care services because this QI project supports a tailored 

and patient centered approach for older adults with depression. 

OTHER INFORMATION 

Budget with Justification 

The cost of the QI project and the implementation was minimal and therefore does not 

require the development of a formal budget. The expense for copies of the survey tools was 

covered by the QI project director. The reason is that the DNP QI project coordinator conducted 

this QI project as a DNP academic learning experience. Thus, his time was donated and his 

expertise to the project was a component of his academic learning requirements.  
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APPENDIX A: 

EVIDENCE TABLE 
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APPENDIX B: 

EDUCATIONAL INTERVENTION POWERPOINT SLIDES 
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APPENDIX C: 

EDUCATIONAL FLYER FOR COLLABORATIVE CARE MODEL (COCM) PROJECT 
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APPENDIX D: 

PRE-EDUCATIONAL SURVEY 
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Thank You for your willingness to attend this presentation and complete the pre and post 

surveys. Completion of this survey indicates you have received an introduction to the purpose of 

this Doctor of Nursing Practice Quality Improvement Project and implies informed consent to 

participate in the student led project. You may withdraw from participation at any time. Survey 

responses will remain anonymous to ensure privacy and confidentiality of your responses. Thank 

You for your participation.  

• What is your discipline? 

 MD 

 PMHNP 

 FNP 

 Therapist 

 Medical assistance  

• What is you gender? 

 Male 

 Female 

• How long have you worked at Bayless? ________ 

• Does your clinic setting currently have a mechanism or screening tool for screening for 

depression in older adult patients? 

 Yes 

 NO 

Do you feel your clinic setting adequately screens for and treats depression in older adults?  

 Yes 

 NO 



 

 

 

 

64 

Are you familiar with any patient centered care models designed to reduce suicide rates among 

older adults?  

 Yes 

 No 
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APPENDIX E: 

POST-EDUCATION SURVEY 
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Thank You for your willingness to attend this presentation and complete the pre and post 

surveys. Completion of this survey indicates you have received an introduction to the 

purpose of this Doctor of Nursing Practice Quality Improvement Project and implies 

informed consent to participate in the student led project. You may withdraw from 

participation at any time. Survey responses will remain anonymous to ensure privacy and 

confidentiality of your responses. Thank You for your participation.  

• Before this educational session, were you aware that the suicide rate is higher among the 

older adults age 65 and older? 

 Yes 

 NO 

 Before this educational session, were you aware of the COCM model?  

 Yes 

 No 

• Do you think implementing COCM can reduce the suicide rate among the older adults? 

 Yes 

 NO 

• Do you anticipate any positive changes among patients if COCM is implemented here at 

Bayless? 

 Yes 

 No 

• Would you recommend the implementation of COCM? 

 Yes  

 No 
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• Would you encourage other disciplines (other than nursing) to implement COCM? 

 Yes 

 No 

• Do you anticipate any challenges in implementing the COCM model? 

 Yes 

 No 

• Does the COCM model seem like a relevant care model for older adults with depression.  

 Yes 

 No 

• Does the COCM model seem like an effective care model for older adults with 

depression 

 Yes 

 No 

• After this presentation, do you feel more confident about your ability to recommend care 

and treatment for older adults with depression?  

 Yes 

 No 
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APPENDIX F: 

SITE APPROVAL LETTER 
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APPENDIX G: 

VOLUNTARY DISCLOSURE CONSENT DOCUMENT 
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Voluntary Disclosure Consent Document 

 

Instruction: please read carefully.  

 

The primary purpose of this quality improvement project is to change the manner of assessment 

of older adults with depression at Bayless Behavioral Health Clinic who may be at risk of 

suicide. Similarly, to educate mental health providers at Bayless Behavioral Health Clinic on the 

prevalence of depression among older adults, the risk factors of suicide among the older adult 

and introduce an evidenced based care model (COCM) to address the care needs of older adults 

with depression.  

 

If you choose to take part in this project, you will be asked to: 

 

I. Participate in a one-day (15 minutes) in-service on the Collaborative Care Model 

(COCM). 

II. Answer a survey at the end of the in-service. Your information will be kept confidential 

and stored in the University of Arizona library archive. 

III. Use the tool for a month for older adult with depression. 

IV. Answer a second and final survey that focuses on your impression about the COCM. Like 

the first survey; your response will be kept confidential and stored in the University of 

Arizona library archive. 

V. By choosing to participate in this in-service, you are giving consent.  

 

It will take approximately two-three minutes to complete the first survey, and approximately five 

to six minutes to complete the second. There are no foreseeable risks associated with 

participating in this project and you will receive no immediate benefit from your participation. 

Survey responses are anonymous.  

 

If you choose to participate in the project, participation is voluntary, refusal to participate will 

involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 

any time from the project. In addition, you may skip any question that you choose not to answer. 

By participating, you do not give up any personal legal rights you may have as a participant in 

this project.  

 

For questions, concerns, or complaints about the project, you may call: 

  

Kayode Wemimo  

DNP-PMHNP Student 

Phone number: 623-414-7715 

Email: kydwem@email.arizona.edu 

 

mailto:kydwem@email.arizona.edu
mailto:kydwem@email.arizona.edu
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APPENDIX H: 

EDUCATIONAL SESSION INTRODUCTION SCRIPT 
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Educational Session Introduction Script 

Welcome to this 20-minute in-service. My name is Kayode Wemimo, a DNP, PMHNP student at 

the University of Arizona. The goal of this in-service is to offer an educational session on 

depression among older adults and the suicide risk factors of this older adult population. I will 

present what evidence-based research has shown to be the most effective way to assess older 

adults who are depressed and vulnerable to suicide. I will introduce the Collaborative Care 

Model (COCM) an evidence based suicide prevention model. You will be asked to participate in 

two surveys after the educational presentation. Your completion of the surveys after the 

educational session, will imply voluntary consent and participation in this DNP Quality 

Improvement Project. Participation in this DNP QI project is totally voluntary and you may 

withdraw your participation from the project at any time. At the end of the presentation today, 

we will have an opportunity for a question and answer session, if needed. The primary goal of 

this DNP QI project is to determine if the COCM tool is an acceptable model that may be 

implemented at Bayless clinic to prevent suicide among depressed older adults. I Thank You for 

your willingness to participate in this QI Project.  
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APPENDIX I: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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