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ABSTRACT 

Purpose: The purpose of this quality improvement project was to present a 10-minute online 

presentation to a geriatric population aged 65 years old and older about the clinical 

manifestations of depression, biological and other known risk factors of depression, provide 

resource options that are available, and when to contact a healthcare provider.  

Background: The COVID-19 pandemic is a global public health crisis. At the greatest risk of 

the pandemic is the geriatric population due to their age and chronic health care morbidities. The 

COVID-19 pandemic has suspended social interactions, enforced statewide lockdowns, and 

implemented social distancing. Although social isolation can potentially be lifesaving in older 

adults, the feelings of loneliness can negatively affect the older adult’s mental health.  

Methods: This quality improvement project included a group of nine volunteer participants from 

the University of Arizona’s Telehealth Learning Center, who were 65 years old or older. The 

theoretical framework that drove this project was Lewin’s change model. A Zoom session was 

held in which the participants were asked to complete a pre-test survey, view the educational 

video, and complete a post-test survey.  

Results: Data collection took place prior to the educational presentation, and immediately after, 

with all nine participants completing both, the pre-test survey and post-test survey. There was an 

11.1% increase in the knowledge of risk factors for depression, 77.8% of participants were able 

to identify clinical manifestations of depression, which resulted in no change, and an increase in 

the ability of participants to identify when to seek help for depression and an improved self-

perceived likelihood of seeking help  
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Conclusion: This quality improvement project helped to improve the participant’s knowledge of 

depression at a basic level. Educating older adults on the risk of depression during the COVID-

19 pandemic is key to the likelihood of seeking help. 
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INTRODUCTION 

Aging is a process that includes cognitive and behavioral changes (Park et al., 2015). 

However, depression in older adults is associated with adverse health outcomes including 

decreased physical activity, and an increased risk of a decline in physical function (Chang et al., 

2016). There are no diagnostic tests or confounding physical symptoms in geriatrics with 

depression (Anderson, 2015; Greenberg, 2019). There is a lack of awareness of the signs and 

symptoms associated with depression that are overlooked as a natural part of aging (Anderson, 

2015; Greenberg, 2019). When this happens, older adults are unable to receive appropriate 

medical treatment and care (de Vos et al., 2016). 

Background Knowledge 

The fragile health of older adults put them at risk for developing depression (Saracino et 

al., 2017). The general population of older adults, age 65 years and older, are more likely to 

experience a loss in power, role, and position, and may become more dependent on others as a 

result from declining health and mental disease (Altay et al., 2018). As a result, depressive 

symptoms associated with the feelings of sadness, guilt, and unhappiness develop and progress 

overtime (Altay et al., 2018). 

Depression, a recurrent and incapacitating disorder, negatively affects the patient, 

healthcare system, and family routines (Gullich et al., 2016). Within the elderly population there 

are challenges with comorbidities, disabilities, and the lack of social services and support to meet 

their needs (O’Hara et al., 2016). Older adults are more susceptible to malnutrition due to 

metabolic and physiologic changes (Ghimire et al., 2018). Also, individuals with depression are 

more likely to skip meals and exhibit a loss of appetite (Ghimire et al., 2018). The difficulties in 
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managing the problem of geriatric patients with depression are the lack of qualified professionals 

and health services available (Gullich et al., 2016). However, there are protective factors that can 

maximize a person’s health-related quality of life. These include education on health 

management, social and support groups, and religion. Meeting spiritual needs of older adults has 

an extremely positive correlation with psychological health and life satisfaction (Nery et al., 

2018). There is an improvement in self-esteem and resiliency among the elderly who believe in a 

religion and attend church on a regular basis (Gullich et al., 2016). Individuals who participate in 

group events such as dances, games, trips and other leisure activities are positively impacted as it 

stimulates communication, recreation and social integration (Gullich et al., 2016). The exchange 

in social experiences and engagement in social activities have a beneficial effect in the lives of 

depressed geriatrics (Gullich et al., 2016). Also, optimal nutritional status enhances the general 

well-being of older adults (Ghimire et al., 2018). 

Depression is often missed in geriatric patients (Esiwe et al., 2015). Education programs 

impact older adults by allowing them to recognize key features within themselves (Anderson, 

2015). Once older adults recognize certain signs and symptoms associated with depression, they 

can contact their primary care provider for further evaluation. The healthcare provider may 

screen for depression using a validated screening instrument. However, the results should be 

further interpreted by a mental health specialist because the main purpose of a good screening 

instrument is to not miss any potential cases of depression (Anderson, 2015). Also, a specialist in 

psychiatry may provide more insight in assessing the mental health of older adults (Anderson, 

2015). A comprehensive multidisciplinary integrated care approach is needed in the care of 

individuals 65 years old and older to avoid functional loss in this population (de Vos et al., 
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2016). Although complex problems may arise such as physical and cognitive decline in frail 

older patients, the demand for complex systems solutions is needed to address factors involved 

with geriatric care (de Vos et al., 2016). 

Specifically, in the home health setting, depression increases the risk of hospitalization 

(Bruce, 2015). Egede et al. (2016) found that the coexistence of depression and diabetes was 

associated with increased rates of morbidity and mortality. Incremental costs of unrecognized 

depression was $2,872, asymptomatic depression was $3,347, and symptomatic depression was 

$5,170 compared to patients with no depression (Egede et al., 2016). Depressive symptoms were 

related to functional limitations and medical conditions (Schousboe et al., 2019). Healthcare 

costs were $4,654 in individuals with little to no depressive symptoms, $7,871 in those with mild 

depressive symptoms, and $9,010 in patients with moderate to severe depressive symptoms 

(Schousboe et al., 2019). Depressive symptoms were associated with higher healthcare costs due 

to functional limitations and multimorbidity symptoms (Schousboe et al., 2019). Early 

intervention with pharmacologic and psychotherapeutic intervention may be appropriate for 

some patients even to those experiencing mild forms of depression (Schousboe et al., 2019). 

All community-based providers should educate older adults on the risks, as well as the 

signs and symptoms of depression. Depression is the major cause of suicide (Anderson, 2015). 

Any older adult presenting with self-harm or expressing thoughts of suicide should have a 

psychiatric assessment done immediately (Anderson, 2015). Since mental health is a major threat 

in older adults, healthcare professionals such as advanced practice nurses should create 

awareness and make initiatives to improve the mental health of older adults (Altay et al., 2018). 
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Local Problem 

During these unprecedented times, the coronavirus disease 2019 (COVID-19) pandemic 

has proven to be a global public health crisis that has overwhelmed the economy and healthcare 

systems (Chen, 2020). There are over 46 million Americans aged 64 years old and older who 

make up 14% of the population that are at an increased risk for both physical and mental health 

problems (Troutman & Kazemi, 2020). The COVID-19 pandemic has suspended activities of 

social interactions due to statewide lockdowns and regulations that enforced social distancing 

(Chen, 2020). Although social isolation can ultimately be lifesaving in older adults, it potentially 

increases the feeling of loneliness which can negatively affect the older adult’s mental health 

(Troutman & Kazemi, 2020).  

With the widespread of fear, seclusion, and stress, older adults are faced with challenges 

that could jeopardize their health and well-being (Chen, 2020). The COVID-19 pandemic has 

worsened preexisting physical and mental health issues including depression and suicide 

(Troutman & Kazemi, 2020). Older adults are faced with a heavy psychological burden of 

comprehending information related to COVID-19, managing their mood and behavior, and 

protecting their health and safety (Chen, 2020; Troutman & Kazemi, 2020). Although there is 

supporting evidence that the COVID-19 pandemic significantly impacts the older adult’s risk for 

depression, the data that is readily available is only prior to the COVID-19 pandemic (Troutman 

& Kazemi, 2020). 

As a response to the COVID-19 pandemic, mobile-technology and web-based services 

have become a fundamental component in managing and reshaping the way healthcare is 

delivered (Chen, 2020). With the use of the internet and mobile technology, older adults can 
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have their healthcare needs met and have access to social care services (Chen, 2020). However, 

the digital divide of older adults should be bridged urgently to lessen the health disparities (Chen, 

2020). 

Intended Improvement 

Project Purpose 

The purpose of this quality improvement (QI) project was to present a 10-minute online 

presentation to a geriatric population aged 65 years old and older about the clinical 

manifestations of depression, biological and other known risk factors of depression, provide 

resource options that are available, and when to contact a healthcare provider, conducted through 

the University of Arizona’s Telehealth Learning Center (TLC).  

Health promotion starts with education. Educational programs are shown to be effective 

in improving the knowledge of depression as well as the attitude towards depression (Lee et al., 

2020). Education about depression debunks myths, preconceptions and stigma (Bruce, 2015). 

The attitude toward depression becomes more positive and individuals are more receptive and 

understanding about the feelings of depression after an educational training program has been 

presented (Lee et al., 2020). When older adults are provided with support, they feel encouraged, 

have positive attitudes, and actively search for help and information (McKinnon et al., 2019). 

This showed that educational programs are immediately effective and lead to positive outcomes. 

Education is needed to accurately detect depression in older adults (Yamazaki et al., 2016).  

Living in a rural area can greatly dictate the needs that an older adult seeks. Older adults 

who do not have access to transportation are limited to only local resources (Ghesquiere et al., 

2018). They are also less likely to seek out mental health services due to limited treatment 
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options available (Ghesquiere et al., 2018). However, mental health outreach programs that focus 

on education, treatment and interventions are available remotely (Ghesquiere et al., 2018). 

The purpose of this doctor of nursing practice (DNP) project was to educate older adults on 

recognizing depression and knowing when to seek help. Older adults need to recognize that their 

mental health can be affected with feelings of hopelessness and despair (Troutman & Kazemi, 

2020). The goal of this DNP project was for older adults to gain more insight on their mental 

health specifically the possibility of depression during the COVID-19 pandemic. 

Project Question 

Does providing an online 10-minute educational video utilizing the University of 

Arizona’s TLC improve the knowledge and recognition of depression in older adults, and does 

that education allow them to recognize when to contact a healthcare provider for help? 

Specific Aims 

The purpose of this QI project was to educate older adults on the clinical manifestations 

of depression, known risk factors and underlying biological influences, resources that are 

available, and when to contact a healthcare provider for help. The specific aims of this QI project 

were to: 

Aim 1: Increase knowledge of depression 

Aim 2: Identifying when to seek help for depression 

Aim 3: Improve self-perceived likelihood of seeking help 
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Literature Synthesis 

A literature search was conducted of all English language studies related to depression in 

older adults. PubMed and CINAHL Plus with full text were searched using key terms 

“education,” and “depression in older adults.” Date delamination was from 2016 to 2020. 

Using CINAHL, the search tool auto-populated the terms “depression in older adults” 

and “education” which yielded 315 results. Inclusion criteria included: full text, published within 

the last five years, academic journals, aged 65+ years, and English language. With these 

inclusion criteria in place, the search yielded 91 results. Eleven articles were selected from this 

search based on the relevance of the article to the DNP project (Appendix G). 

Using the PubMed advanced search tool, the first term yielded 3,053 results. Other 

criteria, such as “free full text,” “within the last five years,” and “humans,” “aged 65 + years,” 

and “English,” reduced the search to 85 results. The abstracts from the 85 sources were reviewed 

and seven articles were chosen. 

A separate search was conducted using CINAHL with key words “depression,” and 

“covid-19 or coronavirus or 2019-ncov,” with full text and English language limiters. Based on 

that search there were 336 results, but after including aged 65 years and older there were 39 

results. 

An analysis of the synthesis showed that the risk for depression increased with social 

isolation, low social support, disability, and chronic illness (Edlund et al., 2015; Tan et al., 

2019). Older adults with depressive symptoms were hesitant to seek out mental health services 

due to a low perceived need and had little awareness of the overall effects of depression 

(Ghesquire et al., 2018). Not only were older adults unaware of depression, but 50% of close 
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family members failed to recognize moderate to severe forms of depression (Yamazaki et al., 

2016). These inconsistencies in identifying depression interfered with early detection, 

management and support (Yamazaki et al., 2016). Education was needed to detect suspected 

depression in older adults (Yamazaki et al., 2016). 

The economic burden of depression is $210.5 billion a year (Maurer et al., 2018). If 

Older adults that were depressed and who end up hospitalized had longer hospital stays, poorer 

health outcomes and greater use of healthcare resources (Lehmann et al., 2017). If left untreated, 

depression led to suicide (Maurer et al., 2018). However, this can be prevented by providing 

depressed individuals with support and education. The support provided encouraged older adults 

with depression to develop positive attitudes, engage in emotion regulation behaviors and search 

for help and information (McKinnon et al., 2019). Education in self-care provided opportunities 

in accessing medical and social programs (Dias et al., 2019). Telehealth services uses different 

electronic modalities such as telephone and monitoring devices utilizing the internet to deliver 

fast and remote care (Kim et al., 2020). Telehealth is innovative and cost-effective (Kim et al., 

2020). During the COVID-19 pandemic, the utilization of telehealth is vital. A study conducted 

by Kitay and colleagues (2020) used Zoom to educate medical students on the use of 

electroconvulsive therapy (ECT). Based on that study, they found that video-based educational 

materials were easy to implement in a virtual classroom, it helped to build and strengthen 

educational networks, and provided an interconnection during times of isolation (Kitay et al., 

2020). 

Three out of the 18 articles were cross-sectional studies (Ghimire et al., 2018; Mirkena et 

al., 2018; Tan et al., 2019). An additional two were longitudinal studies (Lee et al., 2020; Pei et 
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al., 2020). Furthermore, the validity of most of the results discussed were reinforced by other 

approaches from other researchers (Bruce, 2015; Dias et al., 2019; Edlund et al., 2015; Gallagher 

et al., 2018; Ghesquiere et al., 2018; Kim et al., 2020; Lee et al., 2020; Lehmann et al., 2017; 

Maurer et al., 2018; McCusker et al., 2017; McKinnon et al., 2019; Miyawaki et al., 2020; Tan et 

al., 2019; Yamazaki et al., 2016). A summary table is in Appendix G. 

Strengths, Weaknesses and Gaps 

A significant gap in research regarding depression in older adults was the lack of 

sufficient randomized controlled trial tests and meta-analysis. Also, due to the age group 65 

years and older, there is a higher dropout rate in cross-sectional studies. The external validity is 

impacted by dropout rates. Individuals who do not have access to the internet are unable to 

receive remote care through telehealth. There is also the generational gap of technology evolving 

to what it is today. Older adults may not have the knowledge or be technologically savvy to use 

programs and applications that healthcare providers use to manage telehealth. Participation in the 

study requires the participant to voluntarily consent and to have internet access. However, it is 

unclear if the rate of depression may be lower in people who voluntary participate in studies as 

compared to the general population. 

Despite all of this, what is clear is that educating older adults about depression is very 

beneficial during the COVID-19 pandemic. Educational programs that support and encourage 

older adults in recognizing depressive characteristics improve depression knowledge (Lee et al., 

2020). Perceptions of public and internalized stigma can be reduced (McKinnon et al., 2019). 
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Theoretical Framework 

The theoretical framework that drove this project was Lewin’s change model. Compared 

to other frameworks, Lewin’s change model addresses the concept of uncertainty, how change 

challenges people’s coping abilities and competency through various stages of the change 

process (Hussain et al., 2018). Developed by Kurt Lewin, the Lewin’s change model focuses on 

certain variables that are observed and conceptualized during the change process (Schein, 1996). 

These three steps which make up the foundation of Lewin’s change model include unfreezing, 

moving and refreezing (Schein, 1996). The first stage, unfreezing, involves identifying a 

problem, and factors for or against change (Shirey, 2013). The second stage, moving, is a 

transitional phase in which action is needed to make a change (Shirey, 2013). This includes 

creating a plan of action and carrying out the change (Mitchell, 2013). The last stage, refreezing, 

locks in the change implemented so that policies and practices have a new standard (Shirey, 

2013) (Appendix B). 

The first stage of Lewin’s change model, unfreezing, involves preparing for a change 

initiative. During this stage, a problem is identified as well as a need for change. During COVID-

19, there is so much uncertainty. People are asked to stay at home and to social distance from 

each other. Most care homes, hospitals, and other healthcare facilities are not allowing visitors to 

see their loved ones due to the risks of COVID-19. Older adults are forced to self-isolate due to 

their multiple and high comorbidities. During this time, geriatric persons may be experiencing 

symptoms of depression and may not be forthcoming about how their feeling. Literature shows 

that older adults are underdiagnosed with depression, and are poorly managed (Esiwe et al., 

2015). This creates a sense of unfreezing as there may be a critical gap in care. The educational 
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program may serve as a means of unfreezing as well. At this time, a sense of urgency is created 

and the move from current practice to future practice is initiated (Shirey, 2013). 

The movement stage begins with a pre-survey to understand the baseline of knowledge of 

depression in older adults. The 10-minute educational video addresses signs and symptoms of 

depression, risk factors for depression, and provide resources that are easily accessible online, 

and recommendations on when to contact a healthcare provider. The movement stage involves 

knowledge translation into informed decision-making. 

Refreezing is the third and last stage of Lewin’s change theory. This stage stresses the 

importance of stabilizing and embedding the change (Shirey, 2013). Data that was previously 

collected was compared to the data after the implementation of the educational video. Lewin’s 

change model theory pushes for leadership initiatives for change through knowledge sharing of 

individuals (Hussain et al, 2018). Stakeholders such as the Department of Health and the 

Department of Education can expand on the educational programs available to the public. The 

refreezing stage institutionalizes the change to be sustainable as the new norm (Shirey, 2013). 

Evaluation of the likelihood of recognizing depression and seeking help can be a loose measure 

of refreezing. An illustration of the theoretical framework is in Appendix B. 

METHODOLOGY 

Purpose 

The purpose of this project was to improve geriatric knowledge and recognition of 

depression by providing a 10-minute online presentation about the clinical manifestations of 

depression, known risk factors and underlying biological influences, resources that are available, 

and when to contact a healthcare provider for help (Appendix D). Participants were given a pre-
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survey to complete prior to the education session. After participants completed the pre-survey, 

all participants viewed the educational video at the same time using the share screen option on 

Zoom. After watching the video, participants were asked to complete a post-survey (Appendix 

C). This project was completed on November 19, 2020 at 1300 MST. 

Participants and Recruitment 

Eligible participants were 65 years old and older, who have the ability to access the 

internet in order to participate online. The University of Arizona’s TLC recruited participants 

who met the inclusion criteria of being 65 years old with internet access. All of the participants 

are paid University of Arizona Health Sciences Department employees. They are not volunteers. 

They are all paid standardized patients, except for one of the participants who is a patient 

instructor. The patient instructor received additional training and is paid a higher rate. The 

patient instructor participant has been a part of the University of Arizona’s program for 14 years. 

These standardized patients are the same people that do the objective structured clinical 

examination (OSCEs). All participants attended a virtual orientation session on October 9, 2020 

about the purpose and definition of the TLC. Recruitment was done through email which 

provided a description of the project, what they are asked to do, the time involved, and a link to 

the zoom meeting. Nine participants were recruited. The recruitment process took about two 

weeks. (Appendix F) 

Setting 

With the permission of the University of Arizona, the project was conducted using the 

University of Arizona’s TLC which is a virtual clinic or outpatient environment created by using 

Zoom (Retrum, 2020). The University of Arizona’s TLC was created to enable DNP students to 
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present their healthcare educational topic to an audience of patients (Retrum, 2020). It is virtually 

accessible and supports distance learning. The University of Arizona’s TLC allowed this project 

to be conducted completely online and has provided a site authorization letter that can be found 

in Appendix E. 

Data Collection Procedure 

Aim 1 was done by collecting data prior to the implementation of the project. Participants 

aged 65 years old and older who met the eligibility criteria and who consented to participate in 

the project was asked to complete a pre-survey prior to watching the educational video. A sample 

of the pre-survey and post-survey can be found in Appendix C, and the link to the educational 

video can be found in Appendix D. Once the video was watched and the education is provided to 

the participants, they were asked to complete the post-survey. The post-survey link was available 

after the educational video session has been completed. The pre-survey scores were compared to 

the post-survey scores. An improvement in post-survey scores should suggest an increase of 

knowledge about depression. 

Aim 2 and 3 was done by collecting information provided on the post-survey. On the 

post-survey, participants are able to identify whether or not they are able to recognize when to 

seek help, and the likelihood of recognizing or seeking help. The video was made by investigator 

using Zoom as an online platform, and the pre-survey and post-survey was created using Google 

Forms. All information is stored and organized on Google Forms. An email address was needed 

to complete the online surveys. Participants were able to access the survey with an email address, 

and the survey can only be completed once. The email addresses are not linked to the 
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participants, participants are anonymous, and the email addresses are not published (Appendix 

F). 

Data Collection Tool 

The survey tool is a 7-item questionnaire used to assess the participant’s knowledge on 

depression. The objective assessment was created using information from the National Institute 

of Mental Health (NIMH) website. The 7-item questionnaire was used as a pre-survey 

questionnaire to gather data on depression knowledge prior to the start of the intervention. The 

pre-survey asked for demographic information. The same 7-item questionnaire was used as a 

post- survey after participants watched the educational video (Appendix C). Instead of 

demographic questions, the post-survey asked for additional information regarding the 

educational video. The pre-survey was compared to the post-survey to see if there were any 

changes to knowledge after the education was provided. The 7-item questionnaire takes about 10 

minutes each to complete.  

Evaluation of the Findings 

Descriptive statistics was utilized to analyze the data and graphs were presented to the 

University of Arizona’s TLC committee and DNP committee members. The investigator was the 

only person who has access to the completed surveys. The responses of the survey was 

calculated accordingly such as how many people took the pre-survey, how many people watched 

the educational video, how many people took the post-survey, if the educational video resulted in 

improved post-survey scores, if participants are able to recognize when to contact a healthcare 

provider, and the likelihood of seeking help. 
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Ethical Considerations 

An Institutional Review Board (IRB) responsible for human subjects’ research at the 

University of Arizona reviewed and approved this project prior to its implementation. No names 

were used on the surveys for data collection. Upon approval, a disclosure statement found in 

Appendix F was given to all participants outlining the risk and benefits of the project, and 

consent was implied if they continued. Once approved by the IRB, the project met standards and 

guidelines that made participation in the quality improvement project ethical and legitimate. 

RESULTS 

Demographics 

There were nine out of nine participants who attended the virtual telehealth via Zoom, all 

nine completed the pre-test survey and post-test survey. Demographic information (Table 1) lists 

the characteristics of the study participants which include: all female (N=9, 100%); six 

participants were married (N=6, 66.7%) and three were divorced (N=3, 33.3%); eight 

participants were white (N=8, 88.9%) and one declined to report (11.1%).  

Table 1 

Participant Demographics 

Number of Participants (N=9) 

Gender Female: 100% (N=9) Male: 0% (N=0) 

Marital Status Married: 66.7% (N=6) Divorced: 33.3% (N=3) 

Race White: 88.9% (N=8) Decline to report: 11.1% (N=1) 

Pre-Test and Post-Test Survey 

The pre-test survey revealed that prior to watching the educational video, all participants 

recognized that depression is not a normal part of aging. All participants identified when to seek 
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help for depression by answering “true” to the statement, “If you think you have depression, the 

first step is to talk to your healthcare provider.” Additionally, all participants acknowledged that 

medications, counseling and electric current therapy as treatment options for depression. 

Everyone who participated in the pre-test survey knew that antidepressant medications do not 

work instantly, and that verified information about depression can be found on the NIMH 

website. The question, “If you have been experiencing several of the following symptoms for 

two weeks you may be suffering from depression” assessed symptoms of depression. Two 

participants (N=2, 22.2%) identified decreased energy and fatigue while seven participants (N=7, 

77.8%) recognized that all of the above, feelings of hopelessness and pessimism, decreased 

energy and fatigue, and difficulty sleeping or oversleeping as symptoms of depression was the 

correct answer. The statement, “You may be at higher risk if you…” gauged participant’s 

knowledge on risk factors for depression. Eight participant’s (N=8, 88.9%) recognized social 

isolation as a risk factor for depression and were able to identify the correct answer. However, 

one participant (N=1, 11.1%) believed that by not having a chronic illness, there is a higher risk 

for developing depression which was incorrect. 

After watching the educational video, all participants completed the post-test survey, but 

one participant submitted the post-test survey twice with duplicate results. Due to the 

resubmission and identical results, one post-test survey was included, and the duplicate was 

omitted. The post-test survey revealed similar results as the pre-test survey. All participants 

knew that depression is not a normal part of aging, acknowledged that the first step is to talk to 

their healthcare provider if they think they have depression, recognized different treatment 

options which included medications, counseling and electric current therapy, knew that 
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antidepressant medications do not work instantly, and that verified information can be found on 

the NIMH website. Out of the two participants who initially did not correctly identify symptoms 

of depression in the pre-survey test, one out of the two participants (50%) was able to correctly 

identify symptoms of depression after watching the educational video. However, one participant 

who initially answered all of the above, was correct in the pre-test survey, then changed her 

answer to difficulty sleeping or oversleeping in the post-test survey which is incorrect.  

Figure 1 

Responses to Symptoms of Depression Pre-test and Post-test Surveys 

 

Also, the participant who initially identified that not having a chronic illness increases the 

risk for depression improved her score by answering correctly in the post-test survey.  
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Figure 2 

Responses to Risk for Depression Pre-test and Post-test Surveys 

 

The post-test survey included the question “Do you recognize when to seek help?” in 

which all participants (N=9, 100%) stated yes, they were able to and addressed Aim 2 of this QI 

project. The next two questions used the Likert scale to evaluate whether or not there was an 

improved self-perceived likelihood of seeking help which focused on Aim 3 of this QI project. 

The first question: “After viewing this presentation, how much more are you able to recognize 

depression symptoms?” Two participants (N=2, 22.2%) indicated no change, two participants 

(N=2, 22.2%) indicated a little more, and five participants (N=5, 55.6%) indicated a lot more. 

The second question: “If you have symptoms of depression, how likely are you to see help?” 

One participant (N=1, 11.1%) marked down likely, and eight participants (N=8, 88.9%) marked 

down very likely.  
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Figure 3 

Responses to Recognizing Depression Post-test Survey 

 

Figure 4. 

Responses to Self-perceived Likelihood of Seeking Help Post-test Survey 
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Feedback 

The project concluded with two open-ended questions that allowed participants to give 

feedback on the educational video presentation. All nine participants gave feedback to the 

question “What are your thoughts on the video program?” Three participants stated that the 

presentation was “very well done,” “concise yet informative,” and “very clearly presented.” Two 

participants commented “encouraging and soothing” and that the presenter “spoke clearly and 

not too fast.” One participant stated “Well presented, clear, good pace of speaking. Although I 

am pretty familiar with signs and treatment of depression, there were still helpful reminders.” 

Another participant indicated “… it was a good presentation. A little hard to hear as there 

seemed to be an echo in the beginning.” One participant stated “… the video information was 

important but there was nothing to look at except the speaker in her kitchen. It would have been 

much more useful with slides, pictures, charts, something to look at. Many learners are visual 

learners and need more than just being read to.” One other participant commented “… 

informative at basic level. A place to start when addressing depression, A deeper dive would be 

expected after this introduction.” 

The second question requested for feedback that would make the presentation better. Two 

participants noted that the audio could have been improved by making it “a little sharper” and 

that “… there was extraneous noises in the background that were distracting.” Two participants 

suggested visual aids as a way to enhance the video presentation. One stated, “… a few photos or 

slides with bullet points for emphasis would help convey your message,” and another stated “… 

perhaps some visual aids and the website to NIH.” Although addressed in the presentation, a 

participant to note “… that psych meds may take some time before one receives the full effect.” 
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DISCUSSION 

Summary 

The purpose of this QI project was to present a 10-minute online presentation to a 

geriatric population aged 65 years old and older about the presentation of depression, risk factors 

of depression, provide resource options that are available and when to contact a healthcare 

provider. The implementation of the educational video was successful, informative, safe and 

cost-effective. The aim to increase knowledge of depression is debatable given that the scores 

were essentially the same, and one changed a correct answer to an incorrect answer after the 

project. This could possibly due to a question issue rather than a knowledge issue. However, the 

aim to identify when to seek help for depression, and to improve self-perceived likelihood of 

seeking help were met through this QI project. Reasons for the positive feedback on the 

educational video could be the accessibility and availability during a time when people are 

recommended to stay at home, self-isolate and socially distance themselves. There was no cost 

involved in making the educational video and it was free to participants. However, there are 

barriers to its accessibility and functionality. Older adults may not have the devices available to 

them to access the educational video. Likewise, the educational video and online assessment 

tools are available online and accessible to participants at any time, allowing them to participate 

in the surveys more than once. Due to the pandemic, older adults may be socially isolated and 

may not have anyone available to help them. 

The population that was sampled had a very good understanding of depression. Based on 

the pre-test survey 7 out of 9 participants (N=7, 77.8%) answered all the questions right before 

viewing the educational content. This could mean that the group had some sort of basic 
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knowledge about depression prior to watching the educational video. Future surveys should ask 

participants about their living situation, whether or not they live alone, and their highest level of 

education. Also, all participants in the study were female (N=9, 100%) meaning based on their 

gender, it put them at a higher risk for developing depression compared to a male. Marital status 

also influences whether a person is at a greater risk for developing depression. Older adults who 

were female and unmarried were more likely to develop depression compared to females who are 

married (Pei et al., 2020). Participants in the study included six females (N=6, 66.7%) who were 

married and three females (N=3, 33.3%) who are divorced; eight (N=8, 88.9%) are white and 

one (N=1, 11.1%) declined to report. Individuals with Malay descent who were married or 

cohabiting or had a higher education level reported feeling of happiness rather than depression 

(Tan et al., 2019). Aside from marital status, gender and ethnicity, other questions such as asking 

about participants past medical history or about current feelings whether the participant is 

depressed or not could have impacted the results drastically. 

Based on the feedback, the majority of the participants enjoyed partaking in the study and 

found that the educational video was informative. However, the lack of visual aids meant that 

some participants may not have been fully engage in the video since there are different types of 

learners. Adding to this, was the limited amount of resources available in producing an 

educational video over Zoom. Despite the barriers, participants had an improvement in scores 

after viewing the educational video. By educating the TLC participants on the symptoms of 

depression, risk factors for depression, resources that are available, and when to contact a 

healthcare provider for help we can instill a sense of urgency needed in addressing depression in 
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older adults especially during a pandemic to sustain long-term effects of the intervention. The 

University of Arizona’s TLC assisted in making this project successful. 

Implications 

Practice and Education 

As a future DNP prepared nurse practitioner (NP), it is important to educate patients on 

assessing their mental health, and for them to know that it is acceptable to seek help when 

needed. By educating patients about mental health awareness, it reduces the stigma of wanting to 

and needing to seek professional help. Based on the findings of this QI project, there was a 

positive association of participants viewing the online educational video and being much more 

able to recognize signs of depression. This means as a DNP prepared NP, there may be a drastic 

shift towards the utilization of telehealth in the future. It is not only important to educate patients 

about taking care of their mental health, but as a provider it is also vital to assess a patient’s 

mental health. Technology can be used to educate individuals and reach out to vulnerable 

populations during a worldwide pandemic. During COVID-19, telecommunication technology 

has drastically enhanced the need for home-based programs for older adults (Chen, 2020). 

Research 

More research is needed to address older adult’s mental health during the COVID-19 

pandemic in the United States (US) and what interventions are being done to tackle the issue of 

depression. More research on older adults utilizing telehealth during a pandemic can benefit the 

older adult population so that future research can focus on how to modify programs and 

applications to make it more user friendly and acceptable to the public.  
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Policy 

At a state level, funding can go into raising awareness of mental health illness especially 

the risk of depression during the COVID-19 pandemic. Policy and improve healthcare by 

facilitating screening for depression. Just as how people are screened for COVID, the state 

should provide healthcare providers on scene to screen for risk factors associated with a 

pandemic including depression. There needs to be an expansion of public policies to address 

mental health problems during a pandemic. 

Limitations 

There were several limitations to this QI project including the lack of generalizability due 

to the nature of the project being conducted through the University of Arizona’s TLC. Factors 

like the setting and time had a situation effect that influenced external validity. Based on a non-

random criterion, there is a risk of sampling bias in a non-probability sample of individuals. The 

nature of gathering participants for the study may have had influenced the results of the project 

such as in order to be part of the University of Arizona’s TLC they had the necessary equipment 

available, as well as being available during the assigned time. Also, the number of participants 

(N=9) is very small. Participants were excluded if they did not have access to the internet in 

order to participate in the telehealth session. A small sample size reduces the power of the study 

and can increase the margin of error. Efforts were made to minimize limitations in every 

possibility given the resources available during a pandemic.  

Limitations of COVID-19 

This QI project was significantly impacted by the COVID-19 pandemic. Originally, the 

project was to screen acutely ill hospitalized geriatrics for anxiety and depression using the 
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hospital anxiety and depression scale (HADS), but due to financial difficulties in obtaining the 

screening tool the project changed to screening acutely ill geriatrics for depression using the 

geriatric depression scale (GDS). The project was to be implemented at an acute care hospital in 

Honolulu, Hawaii, educating staff on how to screen newly admitted acutely ill geriatrics for a 

period of 30 days or if 50 patients were screened, whichever came first. The project even 

received IRB approval from the hospital. However, the floor that the project was to be 

implemented on became the first COVID-19 unit at the hospital, and restricted students from 

implementing projects. The project was pitched to another manager (stakeholder) and he was 

interested in the project being implemented on his floor. However, as COVID-19 became more 

prevalent so did the need for bed space, and so that unit became a COVID-19 overflow. Thus, 

the project was changed to fit the capabilities of the University of Arizona’s TLC. While still 

focusing on geriatrics and depression, the project evolved to using telehealth to educate geriatrics 

on the risk of depression during the COVID-19 pandemic. This was done by showing a 10-

minute video presentation using Zoom, and a pre-test survey and post-test survey evaluated the 

effectiveness of the presentation. 

DNP Essentials Addressed 

The DNP Essentials played a vital role in the project development. DNP Essential I: 

Scientific Underpinnings for Practice was met with team peer review groups for sharing and 

obtaining feedback on ideas. This was also met by communicating with my DNP project chair in 

developing relevant components within my DNP project. DNP Essential II: Organizational and 

Systems Leadership for Quality Improvement and Systems Thinking was met through small group 

meetings focused on ethical dilemmas and discussion boards. DNP Essential III: Clinical 
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Scholarship and Analytical Methods for Evidence-Based Practice was met by analyzing 

literature with the development of a literature grid. DNP Essential IV: Information 

Systems/Technology and Patient Care Technology for the Improvement and Transformation of 

Health Care was done by working with stakeholder to identify a need within site for the project. 

The need was to educate geriatrics using telehealth during COVID-19. DNP Essential VI: Health 

Care Policy for Advocacy in Health Care may be met in the future with further researcher and 

development of health care policy and telehealth. DNP Essential VI: Interprofessional 

Collaboration for Improving Patient and Population Health Outcomes was achieved by working 

with stakeholders and the DNP project committee chair to develop the DNP project. DNP 

Essential VII: Clinical Prevention and Population Health for Improving the Nation’s Health in 

which this DNP project looks at addressing depression within a vulnerable population. DNP 

Essential VIII: Advanced Nursing Practice was completed by meeting with partners and 

stakeholders to propose the project through open dialogue and be completed with the final 

defense.  

Conclusions 

Even though this QI project was significantly impacted by the COVID-19 pandemic, 

participants of the project were educated on the symptoms of depression, risk factors for 

depression, resources available and when to see a healthcare provider. In the pre-test survey 

assessing the symptoms of depression, seven participants (N=7, 77.8%) were able to correctly 

identify the correct answer. The post-test survey had similar results with seven participants 

indicating the right answer (N=7, 77.8%), however one participant selected the same wrong 

answer, one participant changed a wrong answer to a right answer and a participant who initially 
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chose the right answer changed her response to a wrong selection. However, there was a 11.1% 

improvement in participants identifying risk factors of developing depression. Aim 1 was 

slightly met with a 11.1% improvement in increasing participant’s knowledge of depression. 

However, most the answers were already correct which made it difficult to improve when the 

knowledge level is already high in this sample. Aims 2 and 3 were achieved with 88.9% of 

individuals indicating that they were very likely to seek help for depression and based on their 

feedback, they had an increased self-perceived likelihood of seeking help. Depression is a 

serious diagnosis and the COVID-19 pandemic can drastically affect an individual’s mental 

health. By educating geriatrics on the signs, symptoms and risk factors of depression, hopefully, 

they are better to identify when to seek help for depression and have an improved self-perceived 

likelihood of seeking help. 

Sustainability and Dissemination 

Adjustments of the QI project for the University of Arizona’s TLC can be redesigned 

with a less distracting background and with visual aids and clear audio. Also, the University of 

Arizona’s TLC will be provided with feedback that is requested in the TLC approval letter. This 

project can continue to be implemented on another platform other than zoom so that it is 

accessible to the general public. Moving forward, this project should continue to be used as an 

educational tool for geriatrics to gain basic knowledge about depression and should be 

incorporated within existing public and healthcare programs.  

Recommendations 

During this COVID-19 pandemic, it is recommended to maintain social distance from 

friends and family, however it is also recommended to keep in contact with them through other 
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means such as mail, telephone, and other means. Loneliness can lead to depression, so keeping 

the mind, body and soul engaged can prevent that from happening. It is also recommended to 

further this study in a more diverse group which may significantly affect the results. 
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APPENDIX A: 

PRISMA LITERATURE REVIEW FLOW DIAGRAM 
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APPENDIX B: 

LEWIN’S CHANGE MODEL 
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Lewin’s Change Model 

Unfreezing Moving Refreezing 

 Older adults do not 

know that they have 

depression because 

they are unfamiliar 

with the signs and 

symptoms 

 

 Older adults do not 

disclose that they have 

depression due to 

personal thoughts and 

feelings 

 

 Older adults think the 

feelings of depression 

is a normal part of 

aging  

 

 Older adults link 

feelings of depression 

as a normal response to 

a pandemic 

 

 During a pandemic, 

older adults are asked 

to self-isolate and 

socially distance 

 

 Older adults are at 

higher risk of 

developing COVID-19 

due to their age, and 

knowing that can lead 

to depression 

 

 Mental health is poorly 

addressed and very 

little to no education is 

provided to the public  

 Older adults are asked to take a 

pre-survey to see their baseline 

knowledge 

 

 Older adults are educated on 

depression (signs and 

symptoms, risk factors), are 

provided readily available 

resources, and are advised on 

when to see healthcare 

professional  

 

 Older adults are asked to take a 

post-survey to see if their 

baseline knowledge increased, 

decreased or stayed the same 

 

 Improve health outcomes  

 

 Older adults realize that their 

mental health can affect their 

physical health 

 

 Assess the 

effectiveness of the 

educational video in 

assisting older adults in 

identifying depression 

 

 Evaluate overall pre-

survey and post-survey 

scores 

 

 Evaluate the likelihood 

of recognizing 

depression and seeking 

help 
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APPENDIX C: 

EVALUATION INSTRUMENTS (PRE-SURVEY AND POST-SURVEY) 
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Pre-Survey 

1) True or False: Depression is a normal part of aging. 

 

2) If you have been experiencing several of the following symptoms for 2 weeks you may 

be suffering from depression. 

a) Feelings of hopelessness and pessimism  b) Decreased energy and fatigue 

c) Difficulty sleeping or oversleeping  d) All of the above 

 

3)  You may be at higher risk if you: 
a) Are a male      b) Do not have a disability  

c)  Are socially isolated    d) Do not have a chronic illness 

 

4) True or False: If you think you have depression, the first step is to talk to your healthcare 

provider. 

 

5) Treatment options for depression include: 
a) Medications     b) Counseling 

c) Electric Current Therapy    d) All of the above 

 

6) True or False: Antidepressant medications work instantly.  

 

7) You can find verified information on: 
a) The National Institute Mental Health website b) Wikipedia 

c) Facebook      d) Twitter 

 

8) What’s your gender?  
a) Male      b) Female  

 

9) What’s your marital status?  
a) Married      b) Single  

c) Divorced      d) Widowed 

 

10)  What’s your race?  
a) American Indian or Alaskan Native    b) Asian  

c) White      d) Black or African American  

e) Native Hawaii or Other Pacific Islander   f) Decline to report 
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Post-Survey 

 

1) True or False: Depression is a normal part of aging. 

 

2) If you have been experiencing several of the following symptoms for 2 weeks you may 

be suffering from depression. 

a) Feelings of hopelessness and pessimism  c) Decreased energy and fatigue 

b) Difficulty sleeping or oversleeping  d) All of the above 

 

3)  You may be at higher risk if you: 
a) Are a male      c) Do not have a disability  

b) Are socially isolated    d) Do not have a chronic illness 

 

4) True or False: If you think you have depression, the first step is to talk to your healthcare 

provider. 

 

5) Treatment options for depression include: 
a) Medications     b) Counseling 

c) Electric current therapy    d) All of the above 

 

6) True or False: Antidepressant medications work instantly.  

 

7) You can find verified information on: 
a) The National Institute Mental Health website b) Wikipedia 

c) Facebook      d) Twitter 

 

8) Do you recognize when to seek help?  

a) Yes      b) No 

 

9) After viewing this presentation, how much more are you able to recognize depression 

symptoms? 

a) A lot less b) A little less c) No change  d) A little more e) A lot more 

 

10) If you have symptoms of depression, how likely are you to seek help?  
a) Very Unlikely b) Unlikely c) Neutral d) Likely e) Very Likely  

 

11)  What are your thoughts on the video program? 

 

12) What feedback do you have that might make it better?  
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APPENDIX D: 

PARTICIPANT MATERIAL (EDUCATIONAL VIDEO TRANSCRIPTION) 
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Educational Video Transcription  

 

Hello,  

My name is Chanie Lomibao and I am a DNP student at the University of Arizona. First of all, I 

would like to thank you for participating in the study. Today I will be talking about depression, 

how you can recognize depression, risk factors, online resources, and when to see a healthcare 

provider.  

 

Depression is not a normal part of aging. The feelings of sadness and grief are a normal response 

to life events that occur with ageing such as retirement, or death of a loved one. Depression is 

different it’s diagnosed by a healthcare provider as a condition that interferes with daily life and 

normal functioning.  

 

In older adults, sadness is not a main symptom. Depression may manifest itself through physical 

symptoms. If you have been experiencing several of the following symptoms for at least 2 

weeks, you could be depressed. If you are persistently sad, anxious or feel empty, you could have 

depression. If you are experiencing a loss of interest or pleasure in hobbies and activities. If you 

have feelings of hopelessness, and pessimism. Or feelings of guilt, worthlessness, and 

helplessness. You could have decrease energy, difficulty concentrating, difficulty sleeping, or 

you could be oversleeping. If you have any changes to appetite and/or weight loss. And if you 

had any thoughts of suicide you could be experiencing depression. 

 

If you are a female, have chronic medical illness, disabled, sleep poorly, are lonely or socially 

isolated you are at a higher risk for developing depression. You might also be at higher risk if 

you have a history or family history of depression, use certain medications, misuse alcohol or 

drugs or have experienced something so stressful in life.  

 

There is help for you. If you think you have depression, the first step is to talk to your healthcare 

provider. Depression is serious and it could worsen if you do not seek help. Your healthcare 

provider may choose to start you on antidepressant medications or discontinue a medication that 

you are currently taking that could be causing adverse side effects. If you and your healthcare 

professional chose antidepressant medications, please take it consistently as it could take several 

weeks for it to start working. Other options include psychotherapy also known as talk therapy, 

electroconvulsive therapy also known as ECT and complementary therapies that include yoga 

and exercise.  

 

You can find more information on government supported websites such as the national institute 

of mental health and the substance abuse and mental health services administration which 

provides online resources for locating treatment facilities and programs. If you are thinking about 

hurting yourself or attempting suicide, please call your healthcare provider or go to the nearest 

emergency room. Depression is serious and I want you to know that during this COVID-19 

pandemic, you are not alone. 
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APPENDIX E: 

TELEHEALTH LEARNING CENTER SITE APPROVAL LETTER 
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Telehealth Learning Center 
1305 N Martin Ave Tucson, AZ 85721-0203 

520-626-3808 
 

 

 
December 30, 2020 

 

University of Arizona Institutional 

Review Board c/o Office of Human 

Subjects 

1618 E 

Helen St 

Tucson, AZ 

85721 

 

Chanie Lomibao, UA Doctor of Nursing Practice student, has permission of the Telehealth 

Learning Center to conduct a quality improvement project at our facility for her project, “Using 

Telehealth to Educate Geriatrics on the Risk of Depression during COVID-19”. 

 

Ms. Lomibao will conduct a survey of health care patients at the Telehealth Learning Center. 

She will recruit patients through email. The email will provide a description of the project, 

what they will be asked to do, the time involved, and a link to the online survey. Ms. 

Lomibao activities will be completed by 11/16/20. 

 

Ms. Lomibao has agreed to provide to my office a copy of the University of Arizona 

Determination of Research document before she recruits participants. She will also present 

results and a complete report with associated recommendations to the Telehealth Learning 

Center’s administrative team. 

 

If there are any questions, please contact my office. 

 

 

Allen Prettyman, PhD, FNP-BC, 

FAANP, FNAP Clinical Professor 

Director DNP Program 

University of Arizona College of Nursing 

520-621-1995|302-379-0470 Cell |apretty@email.arizona.edu 
 

mailto:%7Capretty@email.arizona.edu
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APPENDIX F: 

CONSENT DOCUMENT (DISCLOSURE FORM AND CONSENT 
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Using Telehealth to Educate Geriatrics on the Risk of Depression during COVID-19 

Chanie Lomibao 

 

The COVID-19 pandemic has caused a widespread of fear, stress, and loneliness in everyone 

especially in older adults. The purpose of this project is to assist older adults age 65 years and 

older in being able to recognize signs and symptoms of depression, identify risk factors for 

developing depression, know different resources available and when to contact a healthcare 

provider for help. 

 

If you choose to take part in this quality improvement project, you will be asked to take an online 

pre-survey. Once the pre-survey is completed, you will be asked to watch a 10-minute 

educational video. After watching the video, you will be asked to complete a post-survey online. 

This should take approximately a total of 30 minutes to complete. This project is completely 

confidential and survey responses are completely anonymous. There are no foreseeable risks 

associated with participating in this project. Immediately, you may receive some insight about 

depression, but you will not receive any compensation for your participation.  

 

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 to. You may choose to 

withdraw at any time. 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. 

 

The University of Arizona’s Institutional Review Board reviewed this quality improvement 

project and found it to be completely acceptable, ethical, and protects the rights and welfare of 

participants in the project.  

 

For questions, comments, or concerns about this project, you may call, text or email Chanie 

Lomibao, AGACNP student at 808-255-6004 or clomibao@email.arizona.edu.  

 

 

mailto:clomibao@email.arizona.edu
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APPENDIX G: 

LITERATURE REVIEW GRID 
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Inquiry Question: Does providing an online 10-minute educational video to older adults improve their knowledge and recognition of depression, 

and recognize when to contact a healthcare provider for help? 

 

Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
2015 

Bruce 

Caring for depression in 

older home health patients 

Randomized trial  The intervention 

(Depression CAREPATH) 

consisted of nurses 

providing assessment, 

medication management, 

care coordination, 

education and goal setting 

Patients who underwent the 

intervention had significantly 

greater improvement in 

depression severity 

 

 Education is important for 

depression and depression 

treatment to debunk 

myths, preconceptions, 

misinformation and 

stigma 

Nurses are encouraged to use 

patient education handouts as 

a way to educate patients 

2019 

Dias et al. 

Effect of a lay counselor 

intervention on prevention of 

major depression in older 

adults living in low-and 

middle-income countries: A 

randomize clinical trial 

A randomize clinical trial  Depression in later life 

intervention (DIL) is 

multicomponent 

 Qualitative feedback 

showed that participants 

engaged in physical and 

social activities that were 

pleasurable 

 Booster sessions reinforced 

practice and perception of 

benefit from the strategies 

Improved wellbeing and 

cognitive health because 

depression is a risk factor for 

the subsequent onset of 

dementing illness 

 

 Lay counselors provided 

problem-solving therapy 

and brief behavioral 

treatment for insomnia 

Also provided education in 

self-care in common medical 

disorders such as diabetes 

and offered assistance in 

accessing medical and social 

programs  

2015 

Edlund et al. 

Recognizing depression in 

late life 

Review  Depression can manifest 

itself with symptoms such 

as reduced energy and 

 Data obtained from a 

complete history and 

physical, mental status 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
interest in life, irritability, 

hopelessness, weakness, 

poor sleep, and excessive 

worry about health 

problems as a normal part 

of aging and are hesitant to 

bring it up to their 

provider’s attention 

 Documenting current 

medication use is essential 

to identify potential 

adverse reaction that can 

be mistaken for depression 

Predisposing risk factors for 

depression include previous 

history for depression, 

physical and chronically 

disabling illness, 

polypharmacy, low social 

support, female gender, 

caregiving responsibilities 

and excessive alcohol use  

 

exam, functional ability, 

lab and depression 

screening will guide 

diagnosis and treatment 

 

2018 

Gallagher et al. 

Towards prevention of mild 

cognitive impairments in 

older adults with depression: 

An observational study of 

potentially modifiable risk 

factors 

Observational study  Cognitive decline was 

associated with age, sex, 

education, baseline 

cognition and modifiable 

risk factors including 

vascular risk factors, 

hearing impairment, 

vitamin B12 deficiency, 

active depression within 

the last 2 years and 

increased severity of 

depression 

Effective management of 

depression could prevent 

cognitive decline through 

behavioral changes such as 

increased physical activation 

or through correction of 

underlying pathophysiologic 

mechanisms such 

inflammatory activation, 

hypercortisolemia or 

increased oxidative and 

nitrosative stress 



 

 

53 

Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
 22% of older adults with 

depression and normal 

cognition developed mild 

cognitive impairment or 

dementia during a 42 

month follow up  

40% of MCI progressed to 

Alzheimer’s over 27 months 

 

2018 

Ghesquiere et al 

Factors associated with 

depression detection in a 

New Hampshire mental 

health outreach program 

Chart review  Inaccurate depression 

detection (positive on the 

GDS, but not identified by 

counselors) occurred in 

27% of cases. 

Anxiety, cognitive concerns, 

and rurality were associated 

with detection inaccuracy 

 Older adults with 

depressive symptoms are 

unlikely to seek out 

mental health services due 

to low perceived need, 

low awareness or 

treatment options and 

stigma 

 Treatment options in rural 

areas can be due to a lack 

of transportation and local 

resources 

Mental health outreach 

include education about 

common conditions and 

treatment methods, 

interventions and individual 

and family therapy 

 

2018 

Ghimire et al.  

Depression, malnutrition, 

and health-related quality of 

life among Nepali older 

patients 

Cross sectional survey  Prevalence of malnutrition 

and depression was 10% 

and 57.4%.  

 Depression-malnutrition 

comorbidity was 7%.  

Age, gender, nutritional 

score was positively 

 Sizeable proportion of 

older patients had 

malnutrition and 

depression 

 Given the nutritional 

status had a significant 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
associated, and depression 

score was negatively 

associated with health-

related quality of life 

 

direct effect on the health-

related quality of life 

Possible nutritional screening 

can make a significant 

contribution to the health and 

well-being of individuals 

 

2020 

Kim et al. 

Depression care services and 

telehealth technology use for 

homebound elderly in the 

United States  

Survey  Majority of patient had a 

neutral or positive 

perception towards 

telehealth 

 Majority made a referral to 

primary care (67%, n:339) 

and/or specialty care 

(59.88%, n: 309).  

 

 Telehealth services uses 

electronic modalities such 

as telephone, monitoring 

devices and the internet to 

deliver care 

 Telehealth is innovative 

and cost-effective 

Effective in treating and 

managing depression and 

improving quality of life  

 

2020  

Lee, C. et al. 

Multiple brief training 

sessions to improve  

nurses’ knowledge attitudes 

and confidence regarding 

nursing care of older adults 

with depression in long-term 

care facilities 

Cluster-randomized 

controlled trial 
 Multiple sessions of a face 

to face training program 

improved long-term care 

facility nurse’s late life 

depression knowledge, 

attitudes toward depression 

and confidence in 

providing depression care 

and management. 

 

 Educational program was 

effective in improving 

depression knowledge 

Educational programs 

ranging from 3-16 hours 

were just as effective as 30-

min training sessions that 

resulted in effective learning 

outcomes  

2020 

Lee, S.W. et al.  

Life satisfaction and 

depression in the oldest old: 

A  

longitudinal study 

Longitudinal study  Life satisfaction was 

significantly associated 

with time, higher perceived 

health, good family 

relationship, and self-

esteem 

 No difference in the 

trajectory of life 

satisfaction improvement 

and depression reduction 

between oldest old (80 

years old and older) and 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
 Life satisfaction decreased 

as period of poverty 

increased 

 Depression decreased with 

satisfied family 

relationships and perceived 

themselves as healthy 

Caregiving services such as 

home service and visiting 

nursing increased depression 

young-old (65 years to 69 

years old) 

 The oldest old group 

tends to have a higher 

level of depression 

compared to young-old 

group 

Objective life conditions 

such as gender, education 

and religion did not have a 

major impact on the oldest 

old  

 

2017 

Lehmann et al. 

Recognizing and managing 

geriatric depression: A two-

part self-learning module set 

Two companion online, self-

learning modules 
 Module set is appropriate 

for third and fourth 

medical students 

 Modules can be used by 

junior residents in 

medicine and family 

practice training programs 

Modules are used to improve 

care of older patients 

 Geriatric depression is 

associated with medical 

comorbidity such as 

cardiovascular disease 

 Older depressed patients 

have longer hospital stays, 

longer recovery from 

surgery, poorer outcomes 

after an MI and greater 

use of healthcare 

resources 

 

2018 

Maurer et al.  

Depression: Screening and 

diagnosis 

Opinions and assertions   Risk factors for depression: 

 Internal: Female, history 

of anxiety, low self-

esteem, neuroticism 

 External: Conduct 

disorder, substance use 

 Adverse life events: 

Childhood sexual abuse, 

chronic medical 

conditions, disturbed 

 Depression is the leading 

cause of disability 

globally 

 If left untreated, 

depression may lead to 

suicide 

 Economic burden of 

major depressive disorder 

is $210.5 billion/year 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
family environment, 

history of divorce, 

lifetime trauma, low 

educational status, low 

social support, parental 

loss 

Symptoms-> SIGECAPS 

(sleep disorders, interest 

deficit, guilt, energy deficit, 

concentration deficit, 

psychomotor retardation or 

agitation, and suicidality. (4 

symptoms + depressed mood 

or anhedonia = depression)  

 

 ½ of cost are attributed to 

the workplace and ½ is 

direct medical cost 

Depression is a major risk 

factor for suicide in older 

men, 75 years old and older 

had the annual incidence of 

suicide 

2017 

McCusker et al.  

Baseline psychological 

treatment reduces the effect 

of coaching in a randomized 

trial of a depression self-care 

intervention 

Randomized Trial  Depressed patients 

receiving baseline 

psychological treatment 

may not benefit from lay 

coaching as a form of self-

care intervention 

Patients who previously 

received psychological 

treatment for depression may 

be more resistant to self-care 

intervention because it is less 

intense than face to face 

therapy and may relapse 

when less frequent 

 

Coaching offers a significant 

effect for baseline 

psychological treatment and 

lower 6-month satisfaction 

2019 

McKinnon et al.  

The reduction of  

public and internalized 

stigma in late-life depression: 

A pilot study. 

Open trial, non-randomized 

single group 
 Peer educator (PE) are 

individuals of similar age, 

racial and socioeconomic 

background who was 

treated for depression and 

are trained to provide 

The support provided 

encouraged older adults with 

depression to develop 

positive attitudes, engage in 

emotion regulation behaviors 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
support and education to 

depressed individuals  

 Participant’s perceptions of 

public and internalized 

stigma were reduced post 

PE intervention 

Depressive symptoms were 

reduced post PE 

 

and search for help and 

information.  

2018 

Mirkena et al.  

Prevalence of depression and 

associated factors among 

older adults at ambo town, 

Oromia region, Ethiopia 

Community-based cross-

sectional study 
 The prevalence of 

depression was found to be 

41.8% (CI=38.5%, 45.5%). 

Female sex, trading, living 

with children and 

retirement were associated 

with depression among 

older adults 

 40% of mentally ill 

individuals were diagnosed 

to have a depressive 

disorder 

 40% greater chance of 

premature death than their 

counterparts 

Evidence of depressive 

disorders tends to be 

relatively poor, variation in 

study areas and 

socioeconomic status of 

participants and screening 

tool 

 

 Depression was the most 

common mental health 

disorder in later life 

Depression is masked by 

memory difficulties with 

distress and anxiety 

symptoms 

2020 

Miyawaki et al.  

Can family  

caregivers provide life 

review to reduce depression 

One-group pre-/post study 

design 
 One method to alleviate 

depression among 

 LR allow older adults to 

recall and discuss 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
in older adults with 

dementia? 

geriatrics is the provision 

of life review (LR) therapy 

Caregivers were willing and 

able to provide the LR 

intervention 

memories in a meaningful 

way to avoid despair 

 LR helps people cope 

with negative emotions 

and unpleasant memories 

 LR offset disengagement 

and cognitive decline  

LR can be as effective as an 

antidepressant by reframing 

negative cognitive distortions 

into positive outcomes  

  

2020 

Pei et al.  

Education, adult children’s 

education, and depressive  

symptoms among older 

adults in rural China 

Longitudinal study   Having some formal 

education is associated 

with fewer depressive 

symptoms 

 Higher levels of adult 

children’s education are 

associated with fewer 

depressive symptoms 

 Individual education 

influence depression 

through children’s 

education and then 

intergenerational support 

from children 

Structural amplification 

process increases health 

inequalities as a result of 

associated education in two 

generations 

 

 Older adults were to 

develop depression if they 

were female, unmarried, 

currently or previously 

engaged in the forms of 

agriculture work, in 

poorer health, had fewer 

children or older cohort 

tended to have more 

depressive symptoms than 

their counterparts 

Individuals from advantaged 

families maintain 

socioeconomic advantage 

over their life course and 

have greater implications in 

their psychological well-

being later in life 

2019 

Tan et al 

Happiness and cognitive 

impairment among older 

adults: Investigating the 

Cross-sectional 

comprehensive single-phase 

survey 

 96.2% of older adults in 

Singapore reported feeling 

 The majority of older 

adults reported feeling 

very happy 
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Pub. Year 

Author’s Last Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or 

link to project 
mediational roles of 

disability, depression, social 

contact frequency and 

loneliness 

either fairly happy or very 

happy 

Individuals with Malay 

descent, those who were 

married/cohabiting or had 

higher education levels were 

happier  

 

Unhappiness was associated 

with social isolation, 

disability and depression 

2016 

Yamazaki et al. 

Depression in older adults: 

Do close family members 

recognize it? 

Self-report  50% of close family 

members failed to 

recognize depression even 

from moderate to severe 

depression 

Discrepancies in recognition 

interferes with early 

detection, management and 

support 

 

Education is needed to 

accurately detect or suspect 

elderly depression 
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