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Abstract 

Background: With an aging population, the numbers of older adults with 

depression are increasing. Improving the care of the depressed older adult requires 

strategies and skills in mental health care. The research literature indicates that healthcare 

workers, including nurses, often do not recognize depression in their geriatric clients. 

Efforts have been made to improve detection, yet the problem persists. Training nurses 

about geriatric depression to improve detection is a strategy proposed to address the 

issue. An integrative review that examines the effects of geriatric depression training for 

nurses would provide useful information to guide clinical educators and advanced 

practice nurses developing geriatric depression training programs for their organizations.  

Data sources: A comprehensive search of CINAHL, EBCSO, Web of Science, Ageline 

and MEDLINE databases was conducted. 

Method: An integrative review was conducted using Whittemore and Knafl’s (2005) 

framework. 

Results: Twelve peer-reviewed published studies of depression training workshops that 

include registered nurses (RNs) were selected for the review. Results indicate that 

training nurses about geriatric depression can improve knowledge, confidence (i.e., self-

efficacy) as well as changing attitudes. 

Conclusion: This review supports the importance of geriatric depression training for 

nurses. Findings indicate that depression training increases knowledge, improves self-

efficacy and changes the attitudes of nurses. However, current evidence on the effects of 

geriatric depression training needs more rigorous evaluation that goes beyond self-report 
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to strengthen findings.  In addition, at present the longer-term impact of training on 

nursing practice and detection of geriatric depression remains unclear 

Keywords: integrative review, geriatric depression training for nurses, depression 

detection,  
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Introduction 

Depression is a troubling illness that causes significant emotional suffering and 

health complications (Bergdahl, Allard, & Gustafson, 2011; Boyd & Bee, 2006). 

Approximately 350 million people live with depression, and it is the leading cause of 

morbidity worldwide (World Health Organization, 2012). In North America, depression 

affects approximately 15% to 20% of adults aged 65 and older who live in the 

community (Canadian Coalition for Seniors Mental Health [CCSMH], 2006) and 40% of 

hospitalized older adults (Crystal, Sabamoorthi, Walkup, & Akincigil, 2003). Prevalence 

rates of depression are even higher among seniors in nursing homes and among older 

adults with multiple chronic conditions. Reportedly up to 44% of elderly Canadians in 

long-term care suffer from depression (CCSMH, 2006).  

With an aging population worldwide, the numbers of older adults with depression 

are increasing. Depression is recognized as a major public health concern for adults 65 

years and older (American Geriatric Society [AGS], 2003; CCSMH, 2006; Hartford 

Institute of Geriatric Nursing, as cited in Greenberg, 2012). Specific chronic conditions 

such as cardiovascular disease, stroke, chronic obstructive lung disease, Parkinson’s 

disease, and dementia are strongly associated with depression (CCSMH, 2006). Studies 

indicate that depression has an adverse impact on recovery from acute hospitalizations for 

conditions that include heart disease, diabetes, and stroke (CCSMH, 2006). In addition, 

untreated depression is linked to significant emotional suffering and physical health 

complications (Bergdahl, Allard, & Gustafson, 2011; Boyd & Bee, 2006). The most 

tragic outcome of untreated depression is suicide (AGS, 2003). In 2004, adults age 65 

years and older accounted for close to 16% of suicide deaths related to untreated 



GERIATRIC DEPRESSION TRAINING 

 

2 

depression (Centres for Disease Control and Prevention, 2007). Men aged 85 and older 

have the highest suicide rates of any age group (Centres for Disease Control and 

Prevention, 2007). Fortunately depression is treatable; therefore, detection is critical for 

referral and intervention (Harvath & McKenzie, 2012).  

Research by Bruhl, Lujijenkijk, and Muller (2007) examined healthcare workers’ 

ability to recognize depression in long-term care and reported that 37% to 55% of older 

patients with depression go undetected by registered nurses (RNs), referred to hereafter 

as nurses and other healthcare providers. The low rates of depression recognition were 

corroborated in another study by Davison, McCabe, Mellor, and George (2009). Poor 

depression detection is significant because, as Thomas and Chan (2012) note, depression 

recognition necessarily precedes treatment. Despite the availability of effective treatment 

for depression, many older adults go undiagnosed and thus are not treated. Older adults 

with depression have feelings of persistent sadness and hopelessness, trouble managing 

their health or coping with daily activities, and difficulty sleeping (Hartford Institute of 

Geriatric Nursing, as cited in Greenberg, 2012). They also often experience functional 

declines (CCSMH, 2006). Untreated depression has well-established negative impacts on 

health and quality of life, and is also associated with higher healthcare costs (Unutzer, 

Schoenbaum, Katon, Fan, Pincus, & Hogan, 2009). 

Barriers to detection of geriatric depression detection by nurses are multifaceted. 

They include 1) lack of nursing knowledge about geriatric depression, 2) the atypical 

presentation of depression in older adults, and 3) beliefs and attitudes towards depression 

(Harvath & McKenzie, 2012). Understanding the unique factors that affect older people’s 
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mental health (Alexopoulos, Schultz, & Lebowitz, 2005) is fundamental to the depression 

recognition discourse.  

Background 

Nurses are inadequately prepared for their role in depression detection and 

referral (Davison et al., 2009).  The CCSMH (2006) emphatically states the need for 

healthcare service providers, policy makers, educators, and others to understand and 

advance changes that support and meet the mental health needs of older adults as an 

essential component of healthcare for the elderly. Nurses are at the forefront in most 

healthcare settings where older adults receive care; thus, they have a significant role to 

play to increase depression detection. While nurses are not responsible for treating 

depression, it is within the scope of practice of nurses to assess for depression and make 

referrals (AGS, 2003). By virtue of their role and position, nurses are pivotal in detection 

and referral for patients suffering from depression. Yet, nurses struggle to distinguish 

between depression and the impact of other comorbidities.  

A 2006 environmental scan of nursing schools in Canada by the Canadian 

Federation of Mental Health Nurses (CFMNHN) (2009) found that 20% of nursing 

programs do not offer mental health courses or clinical experience in mental health at the 

undergraduate level. This may explain why nurses are less likely to recognize mental 

health issues particularly those with overt signs associated with geriatric depression. This 

percentage is significant if linked to the associated lack of skills and confidence in 

practice. Some may argue that the mental health content is threaded throughout the 

curriculum, since nurses encounter mental health issues in all settings. While this 

argument is valid, it minimizes the importance of recognizing depression given its 
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significant impact on health and well-being. Nurses’ ability to advocate for older persons 

with depression is limited if they have not had an opportunity to develop the necessary 

skills in their undergraduate nursing programs.  

The typical nursing curriculum is jam-packed with content, and any new course 

has to compete against other courses in order to be included. In most acute, community, 

or long-term care settings providing geriatric care, there is neither routine staff training in 

depression screening nor is there any screening tool being used (Davison et al., 2009). 

Even when depression screening was a routine part of admission screening, nurses report 

feeling unprepared, unskilled, and uninformed about what to do if depression is suspected 

(Davison et al., 2009; Bruhl et al., 2007), suggesting that close to one-half of older adults 

affected by depression could be untreated. 

Most nurses lack sufficient mental health training and find it difficult to provide 

appropriate care for conditions such as depression (Davison et al., 2009). Even when 

depression is suspected, mental health problems are not a priority for nurses outside of 

mental health settings (Davison et al., 2009). Furthermore, many nurses believe that 

depression is a normal part of aging, even though the evidence shows otherwise (Harvath 

& McKenzie, 2012). Often, nurses assume that patients with depression will share their 

concerns if they want support or intervention (Alexander et al., 2011). Contrary to this 

belief, research has shown that older adults are not proactive in asking for help with 

depression and generally do not disclose concerns spontaneously (Davison et al., 2009). 

Nurses are often unable to detect subtle depressive symptoms in the elderly. Clearly, 

information on how to effectively train nurses to detect geriatric depression is needed. 

Education needs to focus on providing nurses with the necessary knowledge and skills to 
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identify the atypical presentation of geriatric depression (Davison et al., 2009). Nursing 

training programs that cover geriatric depression can improve health outcomes (Davison 

et al., 2009). Yet evidence-informed educational programmes for nurses that address 

geriatric depression are lacking in the literature. This review of the literature on training 

for nurses can inform new practices and policies to better meet the care needs of older 

adults. 

Significance of Project 

This review increases our understanding of effective depression training for 

nurses. As stated by Anderson and Beck (2003), “nurses, researchers, clinicians, and 

administrators are seeking objective synthesis of research findings to advance theory, 

determine effectiveness of interventions, guide patient care, and develop public policy” 

(p. 1). A synthesis that examines the effectiveness of geriatric depression training for 

nurses can inform the discourse on depression detection by adding to disciplinary 

knowledge and help advance nursing practice.  
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Literature Review 

Conceptualization of depression 

The causes of depression are complex and multiple (McLeod, 2014) but there is 

no denying that those who suffer from depression are ill given the data on the 

consequences of untreated depression. How one understands the etiology of depression 

ultimately guides the intervention. Paykel (2008) completed a conceptual review of 

depression and concluded that two main assumptions still underlie the definition of 

depression in the healthcare literature. These include the view of depression as an illness 

and depression as a reaction to social losses. Historically, the way in which depression is 

conceptualized has driven the attention it receives (Blazer & Hybels, 2003). When 

depression is seen as merely a response to social losses, little attention is given to its 

medical effects. In the 1960s and early 1970s, depression was seen as episodic, with 

complete remission and often without recurrence. Paykel (2008) reported that a change in 

the conceptualization of depression occurred in the last 30 years and incorporates the 

view that depression is an illness.  

In this review, depression is defined as a clinically significant medical illness that 

is most widely known by diagnostic criteria set forth in: 1) The ICD-10 Classification of 

Mental and Behavioural Disorders (Clinical descriptions and diagnostic guidelines [ICD 

10], WHO, 2012), and the 2) Diagnostic and Statistical Manual of Mental Disorders, 5th 

ed. (DSM-V) (American Psychiatric Association, 2013). These two diagnostic manuals 

reflect the medical model, the foundational paradigm of medicine. Symptoms are seen as 

indicators of pathological and or physiological processes that must be diagnosed and then 

treated.  
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The purpose of medical treatment is relevant to this review as it seeks to 

eliminate, suppress or reduce suffering for the elderly with the appropriate treatment 

option without which there is downward spiral of negative health consequences (Public 

Health Agency of Canada, 2014). A medical conceptualization of a disease has a specific 

approach to diagnosis and treatment. It often follows a well-defined etiology, pathology, 

clinical presentation and, often, a specific treatment. As such, depression in the medical 

context is diagnosed based on a variety of symptoms. These symptoms often negatively 

impact the physical, behavioural, emotional, and cognitive health of individuals as well 

as recovery from illness (Public Health Agency of Canada, 2014; WHO, 2012).  

Barriers to depression detection by nurses include their perceptions, myths, beliefs, and 

inaccurate perceptions about depression (Blazer & Hybels, 2003). These barriers may 

account for the difficulty nurses face in accepting depression as an illness. Nurses 

acknowledge deferring depression assessment, opting instead to ignore symptoms rather 

than take further nursing actions because they cannot distinguish between depression and 

other somatic symptoms related to chronic disease (Alexander et al., 2011).  

  Figure 1 offers a conceptual model of depression adapted from the Improving 

Mood–Promoting Access to Collaborative Treatment study (IMPACT, 1999) and 

provides the conceptualization of depression for this review. This model offers a pictorial 

representation of the cyclical nature of depression and how it impacts every aspect of a 

person’s life. Furthermore, given depression in this review is based on the medical model, 

the IMPACT model reinforces the need for a holistic approach when nurses assess the 

affected patient. The model is important in helping nurses to understand their role and the 
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significance of breaking the cycle of depression. As well, the model is important in 

highlighting the need to treat depression.  

 

Figure 1: Conceptual Model - Cycle of Depression Source: IMPACT Study: Late 

Life Depression Treatment Manual for Collaborative Care. (1999). Retrieved from 

IMPACT website: http://impcat-uw.org. Used with Permission: June 30
th

 2015). 

 

Geriatric Depression  

For those aged 65 and over, depression has an affective, cognitive, and somatic 

presentation (Boyd & Bee, 2006). The affective presentation of geriatric depression refers 

http://impcat-uw.org/
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to behavioural changes in usual activities, exhibiting in deficits or excesses (Harvath & 

McKenzie, 2012). Lack of interest or an unexplained decrease in an individual’s usual 

social activities, for example, is indicative of affective depressive symptoms. Sometimes, 

lack of interest and social isolation may be observed. Psychomotor retardation is another 

sign often associated with affective presentation of late life depression. In addition, 

sudden lack of interest in one’s upkeep and environment may be observed (Harvath & 

McKenzie, 2012). Cognitive symptoms of depression in older adults include a decrease in 

cognitive function For example, the individual may present as forgetful, slow in 

responding to verbal interaction, and even irrational (Harvath & McKenzie, 2012). 

Somatic symptoms among older people are particularly difficult to identify and can be 

confused with the normal aging process (Harvath & McKenzie, 2012). Somatization 

refers to physical symptoms that are not directly explained by disease (Hsu & Folstein, 

1997). Somatic symptoms include loss of appetite, low energy, sleep disturbances, weight 

loss, feelings of sadness, insecure attachments to loved ones, and feelings of loss and 

sadness (Greenberg, 2012). Everyone, including older people, can respond to treatment 

with medications and other interventions. Timely recognition and early referral for 

appropriate treatment are key initial steps (Harvath & McKenzie, 2012).  

The gold standard for identifying depression is the initial use of validated 

screening instruments (Gilbody, Sheldon, & Wessely, 2006), followed by a thorough 

assessment and a referral to mental health practitioners for diagnosis. For example, the 

short-form Geriatric Depression Scale (GDS-15) has been studied extensively, validated 

and is widely recommended for use with older adults (Greenberg, 2012). Using validated 

screening tools for geriatric patients is recommended by the Canadian Task Force on 
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Preventive Healthcare (MacMillan, Patterson, & Wathen, 2005) and the Hartford Institute 

for Geriatric Nursing (Greenberg, 2012) as a strategy to improve depression detection in 

practice. However, a recent meta-analysis of screening and case-finding instruments for 

depression screening reports that using screening tools alone have little impact on 

depression detection (Gilbody, Sheldon, & House, 2006). Recommendations include 

focusing on barriers to depression detection and ensuring that nurses have sufficient 

depression training. In summary, without a background to understand the relationship 

between aging and depression, nurses often miss depressive symptoms in late life 

(Davison et al., 2009). Geriatric depression training addresses these issues and may 

improve detection and referral to treatment. Nurses, especially advanced practice nurses 

(APNs), should be leaders in promoting evidence-based practices that increase detection 

of geriatric depression and referral for further assessment and treatment.  

Purpose of the Project 

The purpose of this integrative literature review is to assess approaches to 

depression training for nurses that can contribute to improved detection of geriatric 

depression. The main goal is to identify the outcomes of geriatric depression training, 

examine whether if affects nursing practice, and make recommendations to improve 

geriatric depression detection by nurses. First, I searched the literature to identify 

research on geriatric depression training for nurses. Next, I analyzed the research to 

identify outcomes of depression training. Finally, I made recommendations to guide 

nursing policies and training programs to address geriatric depression. 

This review identified the effect of geriatric depression training on learning 

outcomes that include knowledge (e.g., criteria for diagnosis), attitudes (e.g. beliefs), 
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skills (i.e., ability to assess for depression), and practice (e.g., referral). The key research 

questions for this review are:  

Question 1: What are the learning outcomes of geriatric depression training on nurses? 

Question 2:  Does training affect nursing practice with older adults and thus improve 

detection of geriatric depression? 

Methods 

Whittemore and Knafl’s (2005) integrative literature review framework provides 

the roadmap for this review. There are numerous approaches available for making a 

scholarly inquiry. Ultimately, the choice of a method should be made with consideration 

of the research question being investigated, the researcher’s methodological orientation, 

the topic under investigation, and the nature of existing knowledge (LoBiondo-Wood & 

Haber, 2006). An integrative review attempts to find out what is known about a particular 

topic and recommend a solution or further research interests (Randolph, 2009). The 

integrative review method has been advocated particularly for nursing research because it 

allows for the inclusion of diverse methodologies with the potential for varied 

perspectives on a phenomenon (Whittemore & Knafl, 2005). In addition, the integrative 

method allows for a multiplicity of purposes, such as defining a concept, reviewing 

theories, reviewing evidence, and analyzing methodological issues of a particular topic 

(Randolph, 2009). Whittemore and Knafl (2005) identify five stages of integrative 

reviews which provided a framework for the review. These stages are 1) problem 

identification, 2) literature search, 3) data evaluation, 4) data analysis, and 5) 

presentation. 
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Literature Search  

The health sciences librarian at the University of Victoria was consulted to ensure 

a comprehensive and thorough literature search strategy. Both an ancestry search and an 

online search were conducted. The ancestry search involved examining the references of 

relevant published articles to identify any additional studies (Polit & Beck, 2008). The 

online search included five library databases: 1) the Cumulative Index to Nursing and 

Allied Health Literature (CINAHL), 2) Medical Literature On-Line (MEDLINE), 3) 

PsycINFO, 4) Ageline, and  5) EBSCO using both keywords and Thesaurus terms. 

Thesaurus terms are useful because they bring together all terms, synonyms, or variations 

of words listed under CINAHL headings that refer to my topic. Key terms included 

depression training, late life depression knowledge workshop, depression recognition 

interventions, older adult depression knowledge training, and late life depression 

identification, combined with terms usually used to describe individuals over 65 years 

old, such as older adults, elderly, and geriatrics. 

Inclusion Criteria 

Inclusion criteria included the following content: 1) qualitative, quantitative, or 

mixed-method studies that report geriatric depression training for healthcare 

professionals; 2) depression recognition training programs by nurses in any setting (i.e., 

community, acute care, or institutional) except mental health settings; 3) studies written 

in English; and 4) studies published from 2000 to 2013. The year range was limited to 

ensure articles with current perspectives on the topic were used. Articles relating to the 

evaluation of the effect of the geriatric depression training programs were included, since 
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the purpose of this review is to integrate research evidence on the effectiveness of 

depression training for registered nurses. 

Exclusion Criteria  

Articles were excluded if they focused primarily on 1) depression screening or 

depression treatment, including pharmacology and medical treatment of depression; 2) 

anxiety rather than depression; 3) depression training where the sample did not include 

registered nurses; 4) interventions and programs aimed at depression detection but which 

did not include training; and 5) depression training for mental health nurses or nursing 

students. In addition, studies not available in full text or not deemed credible based on 

quality appraisal were excluded. The basis for quality appraisals is explained in detail in 

the section on quality appraisal. 

Search Outcome 

The initial search approach yielded 67 research articles, and a search in Ageline 

with the same search terms yielded an additional 19 articles, resulting in 86 combined 

articles. Next, I scanned the titles and keywords of all the articles to weed out obvious 

duplications. I retained 54 articles for further review. The titles and keywords of all 54 

articles were scanned, and 29 research studies met my inclusion criteria after the initial 

screening process was complete. From the 29 articles retrieved, I conducted an ancestry 

search, which yielded no additional relevant new articles. Next, the 29 articles were more 

closely examined based on the relevance of their abstracts and the full text to the 

inclusion criteria. This resulted in a further exclusion of 17 articles, with 12 remaining. 

Articles were excluded because they focused on interventions and models of care to 

increase depression detection rather than training (n=2); focused on increasing detection 
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of depression among, for example, chronic obstructive pulmonary disease (COPD), 

diabetes, and Alzheimer’s patients of all ages (n=3); contained no registered nurses 

among the participants (n=5); and examined participants less than 65 years old (n=3). 

Additionally, three articles were excluded because they involved the same data or 

because no RN was included in post-test evaluation of the training (n=1). Appendix A 

outlines the sampling process. Out of the 12 articles selected for inclusion, each met the 

inclusion criteria as well as a preliminary quality evaluation. 

Quality Appraisal 

Quality appraisal is not an essential component of the integrative framework 

proposed by Whittemore and Knafl (2005). Creatively using guidelines adapted from 

Coughlan, Cronin, and Ryan (2007), all 12 articles were retained and deemed of 

acceptable quality as per the criteria listed in Appendix B. I evaluated the quality of the 

literature based on the assessment of the title, abstract, problem statement, review of the 

literature, methods, design, data analysis, discussion, and overall claims, and included 

references as recommended by Coughlan et al. (2007). I rated studies with similar 

research designs using a rubric which allowed for comparisons across studies (Lobiondo-

Wood & Haber, 2006, as cited in Cameron & Singh, 2009). A quality score of 1 is 

allocated to each question based on methodological elements in the appraisal tool. The 

evaluations of the methodological elements are divided into two broad groups: elements 

influencing the believability of the research, and elements influencing the robustness of 

the search. The highest possible score is 43. According to Coughlan et al. (2007), studies 

with scores ranging from 40 to 43 are considered the highest quality and ascribed a rating 

of “strong”; those scored 30 to 39 are “moderate”; and those 1 to 29 are “weak.” High 
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scores represented the highest quality. The overall quality of the 12 studies was adequate. 

Final scores for each article, together with a summary of the data, are included in 

Appendix C. I summarized the data according to the following headings: a) authors, b) 

participants, c) design, d) location where the study was conducted, e) aim/overview of 

training, f) limitations, and g) findings. 

Data Abstraction and Synthesis 

The focus of the data analysis stage is on interpreting data from primary sources 

and synthesizing the evidence (Whittemore and Knafl, 2005). The aim of this review was 

to identify the current evidence on the outcomes of geriatric depression training for 

nurses. To aid synthesis of the findings, each study was reviewed to identify the 

outcomes of depression training across the studies (Boote & Beile, 2005). First, a 

comparison table was drawn up, appraising the outcomes of training (see Appendix C). 

To ensure trustworthiness during data abstraction and synthesis, I used a two-stage 

systematic analytic method employing qualitative approaches. I made the decision, based 

on the research question, to extract (and thereby reduce) data into three categories: 1) 

course content, 2) elements of competency measured, and 3) outcomes reported (see 

Appendixes D and E). Then, data from the 12 included articles were systematically 

extracted and coded into core categories of training effects. Miles and Huberman’s 

(1994) strategy of identifying themes across articles, called putting data into bins, was 

used in this review. These elements were then reviewed for patterns and themes. Any 

recurrent core elements in the articles related to training effects were colour coded as they 

became apparent; this ensured that emerging themes were identified (Miles & Huberman, 

1994). Analytical themes that emerged in the area of depression training were informed 
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by the three areas addressed during training, such as knowledge, confidence, and attitude, 

which are detailed in my results and form the basis for data synthesis in my discussion.  

Results 

 Training programs on geriatric depression varied in length and delivery methods. 

Training ranged from online to traditional face-to-face didactic presentation, as well as 

group presentations and one-to-one teaching.  Studies were conducted in the following 

settings: 

 home care or community care (Mayall, Oathamshaw, Lovell, & Pusey, 2004; 

McCabe, Russo, Mellor, Davidson, & George, 2008; Mellor, Kiehne, McCabe, 

Davidson, Karantzas, & George, 2010; Smith, Johnson, Seydel, & Buckwalter, 

2010; Smith, Stolder, Jaggers, Liu, & Haedtke, 2013),  

 residential care settings (McCabe, Karantzas, Mrkic, Mellor, & Davidson, 2013; 

Wood, Cummings, Schnelle, & Stephens, 2002),  

 home care alone (Brown, Raue, Roos, Sheeran, & Bruce, 2010; Bruce, Brown, 

Raue, Mlodzianowski, Meyers, Leon, Heo et al., 2007; Delaney, Fortinsky, Mills, 

Doonan, Grimes, Rosenberg, Pearson, & Bruce, 2012; Delaney, Fortinsky, Mills, 

Doonan, Grimes, Pearson, Rosenberg, & Bruce, 2011), and  

 primary care (Butler & Quayle, 2007).  

Overall, training content was homogenous with ten out of 12 studies focusing on core 

content aimed at increasing depression detection:  knowledge related to understanding the 

physiological differences between normal aging and depression, practical skills, and 

nursing actions required to enhance depression care (Brown, et al., 2010; Butler et al., 
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2007; Delaney et al., 2012; Delaney et al., 2011; Mayall et al., 2004; McCabe et al., 

2008; Mellor et al., 2010; Smith et al., 2010; Smith et al., 2013; Wood et al., 2002).  

Studies evaluated the effect of training programmes designed by a committee and 

researchers, for example, Bruce et al. (2007) assessed the Training in The Assessment of 

Depression (TRIAD) whereas Mellor et al. (2010) and McCabe et al. (2008) examined 

the same depression training program developed in Australia for long-term care home 

nurses.  Regardless of the training type, effects were found to link effect with training. 

Appendix D provides details of training mode and content addressed in the current 

depression training programs available in the literature. Results are presented to address 

the key research questions for this review. 

 

Research Question 1: What are the learning outcomes of geriatric depression 

training for nurses? 

 Knowledge and skills. Findings indicate that depression training was essential in 

helping nurses gain the knowledge and skills needed to recognize geriatric depression. 

The main aim of all studies was to enhance depression detection through increased 

knowledge from training--see Appendix C for each study’s aims. Studies examined 

whether training improved knowledge by comparing baseline scores with post-training 

scores (Brown, et al., 2010; Butler et al., 2007; Delaney et al., 2012; Delaney et al., 2011; 

Mayall et al., 2004; McCabe et al., 2008; Mellor et al., 2010; Smith et al., 2010; Smith et 

al., 2013; Wood et al., 2002). Knowledge of geriatric depression increased post-training 

when compared to baseline data. Eight of the 12 studies reviewed reported that initially 

nurses had very low knowledge scores, but these scores increased after the training 
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(Brown et al., 2010; Butler et al., 2007; Delaney et al., 2012; Mayall et al., 2004; Mellor 

et al., 2010; Smith et al., 2010; Smith et al., 2013; Wood et al., 2002).  

Knowledge was not operationalized the same way across studies—it was 

measured in a variety of ways that included awareness of symptoms, assessment skills, or 

capacity to identify depression in nursing practice. For example, Brown et al. (2010) and 

Smith et al. (2013) found that nurses self-reported an increase in their ability to assess 

and detect covert symptoms of depression after training, while Butler and Quayle (2007) 

and (Wood et al., 2002)  reported knowledge increases based on higher scores achieved 

on a post-training quiz.  

 The most common knowledge content focused on identifying signs and symptoms 

(Brown et al., 2010; Butler & Quayle, 2007; Mayall et al., 2004), increasing sensitivity to 

depressive symptoms and depression assessment practices of participants (Bruce et al., 

2007; Delaney et al., 2012; McCabe et al., 2013), and increasing ability to recognize 

depression by emphasizing factors that complicate geriatric depression (Bruce et al., 

2007; Delaney et al., 2011; McCabe et al., 2008).  

In a study by Smith et al. (2010), depression training combined with 

communication training led to increased skills in geriatric depression assessment. 

Similarly, McCabe et al. (2008), Mellor et al. (2010), Smith et al. (2013), and Wood et al. 

(2004) demonstrated that training which combined communication skills and strategies to 

detect depression led to nurses being able to solve problems more effectively using their 

new communications skills. McCabe et al. (2008) and Mellor et al. (2010) showed that 

knowledge from training was important in improving communication and collaboration 

skills with the medical team and other multidisciplinary teams, and the ability to 
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complete appropriate referrals improved after training. Mellor et al. (2010) targeted 

improvement of skills in collecting appropriate psychiatric information to help interface 

with the patients’ physicians and other specialists. After training, nurses were able to 

collect information on patients’ decreased levels of activities. Appendix E summarizes 

outcome measures for each of the articles. 

Increased Confidence/ Self-Efficacy  

Findings indicated that geriatric depression training increased nurses’ confidence, 

also referred to as self-efficacy. Nurses had low baseline scores before the training, 

indicating a lack of confidence and the uncertainty nurses felt when it came to assessing 

older patients for depressed mood (Brown et al., 2010). This increased confidence 

reflects the development of competencies that include understanding how to effectively 

screen for geriatric depression using standardized tools (Delaney et al., 2011; Delaney et 

al., 2012; McCabe et al., 2008); what actions to take to address depression (Mayall et al., 

2004); and how to discuss emotional issues with patients (Mellor et al., 2010; Smith et 

al., 2010). Prior to training, nurses reported lower confidence in caring for older adults 

because they lacked understanding of depression and lacked skill in discussing emotional 

issues with patients.  

The findings revealed that confidence in knowledge and skills is key to being able 

to effectively respond to the care needs of depressed older adults. Self-confidence was 

reported as an antecedent to improved understanding of depression and acquisition of 

effective tools to respond to depression (Mayall et al., 2004; Mellor et al., 2010; Smith et 

al., 2010). Increased self-efficacy following training allowed nurses to feel more 

comfortable discussing depression with patients, physicians, and other interdisciplinary 
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team members. Confidence empowered nurses to take action when they recognized late-

life depression which has a positive influence on quality of care and outcomes. This 

process was self-affirming—as nurses begin to identify symptoms and recognize geriatric 

depression, they become more confident in their abilities.  

Attitudes and Beliefs 

The attitudes and beliefs that nurses have about depression are important determinants in 

whether or not depression is recognized (Mellor et al, 2010). Attitudes are deeply rooted 

in beliefs and difficult to change. Seven of the twelve  studies examined changes in 

attitudes about older adults with depression and found training positive influenced 

attitudes (Bruce et al., 2007; Butler et al., 2007; Delaney et al., 2011; Delaney et al., 

2012;  McCabe et al., 2008; Mellor et al., 2010; Smith et al., 2013). For example, Mellor 

et al. (2010) studied general negative perception of geriatric detection among nurses 

towards detection of depression and reported that negative attitudes towards depression 

were significantly reduced following training. Mellor et al. (2010) reported that with an 

increased understanding of depression nurses were more likely to take action to address 

depression. Furthermore, researchers reported that post training data indicated that nurses 

who received training are more likely to perceive depression as not normal to aging 

(Bruce et al., 2007; McCabe et al., 2008). 

 Delaney et al. (2011) and Mellor et al. (2010) found that focusing on dispelling 

myths about depression resulted in changed attitudes among participants. Negative 

attitudes lead to myths and reluctance to engage with patients (Mellor et al., 2010). 

Mellor et al.’s study placed an emphasis on targeting and deconstructing the myth that 
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depression is part of aging. Delaney et al. (2011) reported the willingness of participants 

to train others and a generally positive attitude in engaging with patients. 

 

Research Question 2: Does training affect nursing practice with older adults and thus 

improve detection of geriatric depression? 

Training was cited as an important element in detection of geriatric depression. 

Participants in the McCabe et al. (2008) study found that understanding of late-life 

depression led to a reduction in perceived barriers to depression assessment. A study by 

McCabe et al. (2008) found significant differences after training and concluded that 

nurses experienced increased knowledge, self-efficacy, and a reduction in perceived 

barriers to detecting geriatric depression.  This was the first study to suggest that 

increased knowledge is associated with greater detection of depression.  Nurses felt more 

confident in differentiating depressive symptoms from normal aging and detecting 

depression which enhanced their ability to initiate discussions of depression with patients 

and their family members (Mayall et al., 2004; McCabe et al., 2008; Mellor et al., 2010; 

Smith et al. 2013).  

A recent study by Smith et al. (2013) examined not only how training changed 

knowledge but also how it changed outcomes for patients with depression. The 

researchers concluded that training can successfully lead to depression screening, 

increased detection, and appropriate referral, as evidenced in the full intervention group. 

Studies indicated that the increased knowledge and understanding of depression post-

training was demonstrated in critical outcomes, including decision making (Brown et al., 

2010; Butler et al., 2007; Delaney et al., 2012; Mayall et al., 2004; Mellor et al., 2010; 
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Smith et al., 2010; Smith et al., 2013; Wood et al., 2002). The most frequently reported 

effect of training on decision making was that nurses prioritized patient assessment for 

potential depression (Smith et al., 2013). The finding also suggests that after receiving 

training, nurses asked follow-up questions when patients verbalized concerns (Bruce et 

al. 2007). Smith et al. (2013) and Wood et al. (2002) focused on using follow up 

questions from patients to identify symptoms such as anxiety, isolation, loss of appetite, 

low energy, sleep disturbances, weight loss, insecure attachments to loved ones, and 

feelings of loss.  Moreover, nurses reported how training enabled them to further explore 

verbal comments that might suggest depression. For example, Mellor et al. (2010) 

reported that nurses were more likely to further assess a patient who reported feeling sad 

instead of deferring assessment to other disciplines such as social work. Post-training 

knowledge scores using questions such as “Older people who complain of feeling down 

are often just looking for attention” indicate that training changed  the way nurses 

perceived the presentation of late-life depression (Mellor et al., 2010).  

Eight studies reported positive effects of training in specific routine nursing 

related activities with most nurses reporting that they had increased their routine use of 

standardized depression screening instruments (Brown et al., 2010; Bruce et al., 2007; 

Butler et al., 2007; Delaney et al., 2012; Mayall et al., 2004; Mellor et al., 2010; Smith et 

al., 2013 Wood et al., 2002). Butler et al. (2007) found the use of PHQ-2 and PHQ-9 

prompted nurses   to complete additional assessments for depression, which was not their 

practice prior to the training. Brown et al. (2007) reported increased acceptance and use 

of existing assessment protocols in the workplace among nurses who received depression 

training. In the Brown et al. study, nurses received training in clinically meaningful use 
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of the depression sections of the agency’s usual assessment tool (OASIS) with additional 

facilitator support. McCabe et al. (2008) reported that training led to increased knowledge 

which translated into a reduction in perceived barriers post-training. Nurses, who 

reported time as barrier to depression assessment pre training, were able to mitigate 

barriers and make time for assessment once they completed training. Delaney et al. 

(2012) and Smith et al. (2013) reported that nurses stated that the most important benefit 

of training based on post training evaluation was learning how to administer the 

depression screening tools. Nurses also sought appropriate resources to support the 

patient by collaborating with other healthcare providers (Bruce et al. 2007; Smith et al. 

2013; Wood et al., 2002). Other studies also suggest that training led to increased 

appropriate referral. For example, Bruce et al. (2007) specifically reported increased 

referral rates for patients by nurses who received training. Two studies by Bruce et al. 

(2007) and Smith et al. (2013) trained nurses to use a checklist to distinguish depression 

from other comorbidities and to proceed with care planning.  These findings suggest 

training helped participating nurses be more aware of the need to be vigilant in detecting 

depression, which may be one of the most important roles healthcare professionals can 

play in depression care for the elderly.  

Discussion 

Nurses’ lack of knowledge is frequently cited as a factor in low detection rates of 

geriatric depression (Bruhl et al., 2007; Davison et al., 2009). The need for depression 

training to improve depression recognition has also been highlighted (Davison et al., 

2009). This integrative review examined research on depression training and analyzed the 

effects of depression training on nurses’ knowledge, confidence, and attitude towards 
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geriatric depression recognition post training to answer two specific review questions. 

Collectively, in this review, the results provided answers for the review questions one and 

revealed that depression training improves nurses’ knowledge and confidence, as well as 

improves attitudes towards depression (Brown et al., 2010; Butler & Quayle, 2007; 

Delaney et al., 2011; Delaney et al., 2012; Mayall et al., 2004; McCabe et al., 2008; 

Smith et al., 2013). An important finding of the current review is that nurses working 

with the elderly require additional training to improve depression detection.  Compared to 

baseline scores, post-training scores are higher in one or a combination of two or more 

categories of knowledge, confidence, and attitude in all twelve studies.  

In regards to whether training affects nursing practice and improves detection of 

geriatric depression, the current evidence suggests that depression training is important in 

increasing nurses’ acquisition of skills required to recognize geriatric depression (Bruce 

et al., 2007; Butler & Quayle, 2007; Delaney et al., 2011; Delaney et al., 2012; Mayall et 

al., 2004; McCabe et al., 2008; Smith et al., 2013).  Three studies directly reported a link 

between training and increased depression detection (Bruce et al., 2007; McCabe et al., 

2008; Smith et al. 2013). Generally, content that was important to changing nurses’ 

practice was evidence-based knowledge of geriatric depression, skills for identifying 

depression, and skills for distinguishing between depression and other symptoms by 

understanding factors that commonly complicate geriatric depression. Furthermore, some 

of the common areas of training found to be most beneficial were knowledge about the 

prevalence of depression, awareness of the need to be more vigilant in detecting 

depression, knowledge of the important role healthcare professionals can play in 
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depression care for the elderly, increased knowledge on how to handle depression once 

identified, and awareness of how to administer depression screening tools.  

A significant increase in knowledge of depression detection post-training 

indicates that training increased participants’ detection knowledge. Studies demonstrated 

that training to use standardized screening tools helps ensure increased sensitivity and 

cues nurses to screen older adults for depression (Mellor et al., 2010; Smith et al., 2013). 

Thompson et al. (2008) conducted a systematic review of 14 randomized controlled trials, 

quasi-experimental studies, or studies with qualitative research with the aim of 

identifying the effectiveness of in-home community nurse-led mental health interventions 

for older persons prone to mental health disorders. This review reported evidence to 

support the superiority of applying validated screening tools for mental health disorders 

over relying on community nurses’ opinions and non-validated tools about this matter. 

Thompson et al. (2008) examined the use of standardized tools and the accuracy of staff 

nurses’ recognition of depression with the use of routine instruments for depression 

detection and reported a positive correlation. Training helped nurses apply their new 

skills and increased routine use of protocols. The use of simple checklists to prompt 

recognition of behavioural or nonverbal signs such as flat affect or facial expression, lack 

of eye contact, and tendency to cry were reported (Mellor et al.,  2010; Smith et al., 

2013). 

 In this review, based on nurses’ self-report, training influenced their practice as 

evidenced by the higher post-training evaluation scores given to items such as “how has 

training changed your practice”. Nurses reported that training in the use of standardized 

assessment tools was one of the most important aspects of their training (Smith et al., 
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2013). Smith et al. (2013) examined feasibility issues that may interfere with nurses’ 

capacity to engage in depression detection and concluded that lack of time and 

introduction of extra documentation may erect barriers to completion of depression 

screening. Smith et al. (2013) research is important pointing out additional strategies to 

help optimize effects of depression training. The study included an assessment of 

feasibility issues related to depression assessment as well as examined before and after 

training differences in depression and depression related factors among patients. The 

results are consistent with other findings in demonstrating that depression training 

improved depression recognition especially when the learning environment is supported 

by the organization. Similarly, including protocols that facilitate depression recognition is 

recommended to help optimize nurses’ sensitivity to depression screening (McCabe et al., 

2013).  

Nurses are interested in understanding depression. Particularly, nurses want to 

know how to differentiate between symptoms of geriatric depressions and how to apply 

screening tools to detect geriatric-specific symptoms (Smith et al., 2013). Studies 

emphasized that understanding the use of practical assessment tools was important 

content in depression training for nurses. Integrating depression screening tools into 

assessments of older adults will increase the routine use of depression training knowledge 

(Bruce et al., 2007; Smith et al., 2013). Introduction of techniques such as a checklist 

made it easier to spot poorly recognized symptoms of geriatric depression (Smith et al., 

2013). The use of geriatric-validated screening tools is recommended for use with the 

elderly because of the complexities involved in differentiating between depression and 

other physical illnesses (Harvath & McKenzie, 2012). This is consistent with a previous 
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finding that depressive symptoms were the most challenging behavioural issue, which 

nurses felt the least prepared to manage (Buckwalter, 2006). 

Being knowledgeable about detecting depression post training was demonstrated 

as a confidence booster (Brown et al., 2010; Bruce et al., Delaney et al., 2012). 

Generally, the degree of significance attached to knowledge is related to the meaning 

individuals attach to it (Johnson & Webber, 2001). When it comes to depression 

detection, knowledge determines nurses’ self-efficacy and attitude. According to Bandura 

(1993), while confidence in one’s ability is fundamental to performing well, confidence 

must be preceded by, in this case, an actual ability to screen for geriatric depression. This 

is perhaps one of the reasons why professional staff find the discussion of emotional 

issues difficult (Alexander et al., 2011) and opt to ignore rather than investigate 

(Alexander et al., 2011). Nurses who participated in training were more likely to feel 

confident and competent in identifying depression. In Delaney et al. (2011) and McCabe 

et al. (2008), post-training evaluation showed statistically significant changes in 

confidence. This points to the need for depression training programs that improve nurses’ 

confidence in addressing mental health issues so they can be proactive in psychosocial 

care and depression recognition among older patients.  

In addition, depression training was shown to increase nurses’ decision-making 

ability regarding nursing interventions and clinical actions to take, even when they were 

unsure of the presence of depression (McCabe et al., 2008; Smith et al., 2013). In the 

Smith et al. (2013) study, most nurses made the decision that for their future practice, 

they would listen more and complete further assessment if they notice something 

unexplainable or “a little off key”. Furthermore, some nurses questioned current practices 
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and were willing to advocate for change. Decision-making skills are critical for nurses, 

who are expected to take action when depression is suspected. According to  the 

Improving Mood–Providing Access to Collaborative Treatment [IMPACT]  study, 

interdisciplinary collaboration led by nurses, is the gold standard in geriatric quality care 

and demonstrates that better quality care is feasible with collaboration between members 

of the healthcare team (Unutzer, Haverkamp, Collier, Little, & Lin, 2007).  

Improvement in communication after depression training is a significant finding 

of this review. . Communication skills between the healthcare team, as well as  between 

nurses and  patients, were crucial to the transfer and sharing of clinical information, 

including during the referral process (Butler & Quayle, 2007; Mayall et al., 2004; 

McCabe et al., 2008; Mellor et al., 2010; Smith et al. 2013; Wood et al. 2002). Based on 

the literature, nurses’ communication with physicians and other disciplines increased 

after training.  

Desai, Caldwell, and Herring (2011) described communication between doctors 

and nurses as “the cornerstone for good and safe patient care” and described “an urgent 

need to change ward cultures to improve professional conversations” (p. 32). 

Communication between nurses and other healthcare providers is critical to the success of 

teamwork (Suddick and De Souza, 2007). Furthermore, the IMPACT principles for 

collaborative care emphasize that communicating clinical information among healthcare 

teams is an important tenet in achieving quality outcomes for patients. 

This review indicates that nurses who received depression training were more 

likely to conceptualize depression as a medical issue requiring their attention and not a 

sign of aging or weakness (Butler et al., 2007; Delaney et al., 2011; Mellor et al. 2010; 
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McCabe et al., 2008). Furthermore, nurses, once trained, were more likely to successfully 

navigate perceived barriers, such as limited time, and to take the time to complete a 

detailed assessment when they suspected depression (Bruce et al., 2007; McCabe et al., 

2008). Understandably, geriatric depression is complex because it often occurs in a 

context that can hinder early recognition (Blazer, 2009). Participating in depression 

training improves nurses’ attitudes and changes how they view geriatric depression. 

Barriers to recognition of geriatric depression are multifaceted but are strongly driven by 

nurse behaviours. Negative attitudes towards geriatric depression, notable in baseline 

scores, included nurses’ belief that their profession is not responsible for following up 

with depression care, or the view that depression recognition is the responsibility of 

social workers, not nurses.  

 These views are similar to what I have heard from my colleagues. While 

undertaking this review, I came across a range of perspectives from nurses that convinced 

me even more of the deep-rooted nature of nurses’ attitudes towards late-life depression. I 

informally interviewed nurses to ascertain the need for this project. Some of the beliefs I 

came across were that depression is not an illness, that nurses are not comfortable 

discussing emotional issues, that there are too many competing priorities which do not 

include screening for depression (Butler & Quayle, 2007; Delaney et al., 2012; Delaney 

et al., 2011), and that depression is a sign of weakness (Mellor et al., 2010).  

Several of the nurses I spoke with felt quite ambivalent about the topic and 

suggested that screening for late-life depression should be deferred to social workers or 

mental health nurses. Such views are likely to prevent nurses from engaging with their 

patients on issues relating to depression, thus perpetuating the suffering, not to mention 
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increasing the cost of healthcare. This perception of depression accentuates the problem, 

since a significant number of older adults are in contact with nurses more frequently than 

they are with any other healthcare providers.  

Evidence-based guidelines are available to help nurses provide nursing care for 

geriatric depression. For example, the Hartford Institute for Geriatric Nursing (Harvath & 

McKenzie, 2012) and the IMPACT project (Unutzer et al., 2007) provide detailed 

guidelines for nurses. Common to these guidelines is the aim to equip nurses to improve 

depression detection for depressed elderly. Yet nurses still have difficulty identifying 

depression in their elderly patients (Bruhl et al., 2007). The literature review showed that 

training programs seem to be successful in changing nurses’ knowledge and attitudes, but 

it is unclear why the rate of geriatric depression detection remains low. This is a real 

concern, and the question of how we can more effectively address this gap in nursing 

practice requires further exploration. 

Terraco (2005) acknowledged that one of the main forms of synthesis from 

integrative literature reviews is to identify alternative models about the topic that yield 

new perspectives. Clearly, training of nurses is either not fully translated into practice or 

there is a need to review how mental health training is currently occurring in for non 

mental health nurses. The increase scores post training may indicate increase awareness 

rather increased competence which can occurs in nursing over time (Johnson & Webber, 

2001).  Using a framework that offers a glimpse into how knowledge progresses from 

learning to application (Johnson & Webber, 2001) is most suited to the discussion of 

knowledge in this review because it potentially offers a deeper understanding of what this 

knowledge can or cannot achieve.  
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The literature on bringing about changes in nursing practice acknowledges the 

importance of knowledge transfer (KT) and competency building (Canadian Institutes of 

Health Research, 2006; Grol & Grimshaw, 2003). The Canadian Institutes of Health 

Research (CIHR) stated that KT represents the exchange and synthesis of knowledge 

within a complex system of interactions among researchers and users, and is an important 

element of any healthcare training. Based on this definition of KT and training, training 

in depression detection that does not achieve this exchange and synthesis should be re-

evaluated. 

 Competency in the nursing context relates to the progressive development of 

cognitive reasoning ability (Johnson & Webber, 2001) and refers to an expected level of 

professional performance that integrates knowledge, skills, abilities, and judgement 

(Johnson & Webber, 2001; Dijkstra, Van der Vleuten, & Schuwirth, 2010). In nursing, 

knowledge, confidence and attitude cumulatively denote competency (Dijkstra, Van der 

Vleuten, & Schuwirth, 2010). Although all the studies reviewed here measured one or 

two competency–related elements, perhaps adequate competence in depression detection 

has not occurred because changes in practice occur over time.  

Depression training should therefore include elements that result in lasting change 

including a review of existing barriers.  As maintained by Grol and Grimshaw (2003), 

factors such as policy change, culture change, and systemic change are required to 

support nursing practice change. It is evident that a barrier to integration of depression 

detection into practice is that current policies, such as short staffing, don’t support 

integration of screening into nurses’ work.  These policies may need to be addressed 

within the geriatric setting to optimize depression detection training outcomes. 
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Limitations 

 There are a number of limitations to this review. One limitation is lack of 

rigorous evaluation methods that can capture the longer term impact of geriatric 

depression training. Most articles used self-reported questionnaires and surveys to 

measure training outcomes, and usually pre- and post-training. Self-reported tools are 

potentially not an objective assessment of nurses’ ability to detect depression. As such, 

positive effects reported could not be objectively validated. Where findings were reported 

as statistically significant, they were not necessarily based on clinically significant 

changes. It is therefore sometimes difficult to effectively assess practice change post 

training.  

Most of the studies were conducted in community care and long term care 

settings. Although the findings could be more widely applicable, we lack studies that 

address older adults in acute care . The varied nature of training programs is another 

limitation in this review. It is difficult to compare training programs when the content 

varies. Also, eight of the 12 reviewed studies were done by the same team of researchers 

so there is potential for bias related to the limited number of researchers in this area. 

Another limitation is that the search may have missed a study that should have been 

included in the review, although such an omission was not intentional.  

Finally, my interest in improving depression care through increased detection of 

geriatric depression in nursing practice may have introduced a bias with the potential to 

focus on selected aspects of the literature or influence my interpretation of the literature. 

Despite these limitations, this review found evidence that supports training nurses to 

improve their geriatric assessment skills, use of depression screening tools, clinical 
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decision-making skills, clinical communication skills, and referral processes when 

working with the elderly. 

Implications for research/ Implications for practice 

The findings reinforce the importance of depression training for nurses working 

with older adults. Nurses’ limited knowledge of depression recognition contributes to a 

lack of willingness to provide depression screening when appropriate. Many nurses 

working with older adults lack knowledge about geriatric depression, the recommended 

screening tools, and how to use them (Delaney et al., 2011; Delaney et al., 2012; Mayall 

et al., 2004; Smith et al., 2013). This review supports previous findings by Davison et al. 

(2009) and indicates the need to improve depression knowledge among nurses, as lack of 

knowledge of depression contributes to low levels of detection. This is a significant 

finding because it provides a platform for further discussion about the contribution of 

depression training to nurses’ improved knowledge of geriatric depression. Additional 

mental health related knowledge helped clarify nurses’ understanding of the physical and 

emotional consequences for their elderly patients.  

Conclusion and Recommendations 

Evidence from this current integrative review suggests that depression training 

should be promoted more widely among nurses in an effort to improve detection of 

depression in older adults. Implementing depression training appears to be effective in 

helping nurses to recognize late-life depression. Based on the evidence, health care 

organizations should implement evidence-based depression training program for their 

nurses. A research-based training programme reflecting IMPACT principles- Depression 

Training to Promote Nurses as Advocated for Older Adults- , offers a strong model for 
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how to design an effective geriatric depression training program. Nursing leadership is 

needed to promote knowledge translation activities to improve screening rates for 

detection of geriatric depression. Training programs need to begin with basic nursing 

training in order to build a strong foundation for depression detection competencies. In 

this regard, I propose the integration of geriatric depression training into the basic nursing 

curriculum to help solidify the knowledge about geriatric depression in novice nurses. In 

addition, organizational support from nurse managers for nurses can influence whether 

changes in nursing practice occur.  

 In summary, evidence from this review supports wider availability of depression 

training for nurses, since the majority will work with older adults over the course of their 

careers. Further research is needed to determine if the wider dissemination of depression 

training for nurses will translate into improved depression-related outcomes for patients. 
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Appendix B: Quantitative Design Appraisal Criteria and Score 

 

Methodology elements Critique questions based on Yes=1, No=0 Scores 

Writing style  Is the report well written-concise, 

grammatically correct, avoid the use of 

jargon? 

Is it well laid out and organized?  

 

2 

Author Do the researcher(s’) qualifications/position 

indicate a degree of knowledge in this 

particular field?  

 

1 

Report title Is the title clear, accurate and unambiguous? 

 

1 

Abstract Does the abstract offer a clear overview of 

the study including the research problem, 

sample, methodology, findings and 

recommendations? 

 

1 

Purpose/ research problem  Is the research problem clearly identified? 

 

1 

Logical consistency Does the research report follow the steps of 

the research process in a logical manner? 

Do these steps naturally flow and are the 

links clear? 

 

2 

Literature review Is the review logically organized? Does it 

offer a balanced critical analysis of the 

literature? 

Is the majority of the literature of recent 

origin? 

Is it mainly from primary sources and of an 

empirical nature? 

 

4 

Theoretical framework Has a conceptual or theoretical framework 

been identified? 

Is the framework adequately described? 

Is the framework appropriate?  

 

3 

Aims/objectives/research 

question/hypotheses 

Have aims and objectives, a research 

question or hypothesis been identified? 

Are the aims, objectives, research questions 

and hypothesis clearly stated? 

3 
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Do they reflect the information presented in 

the literature review? 

 

Ethical 

issues/considerations 

Did the study discuss informed consent of 

the subjects was received? 

Was autonomy /confidentiality of 

participants guaranteed? 

Were participants protected from harm? 

Was ethical approval obtained? 

 

4 

Operational definitions Are the terms, theories and concepts 

mentioned in the study clearly defined? 

 

1 

Methodology Is the research design clearly identified? 

Has the data-gathering instrument been 

described? 

Is the instrument appropriate? 

How was the instrument developed? 

Were reliability and validity testing 

undertaken and the results discussed? 

Was pilot study undertaken? 

 

6 

Data analysis/results What type of data and statistical analysis was 

used? 

Were the statistical tests Appropriate? How 

many of the sample participated? 

Does the author report the level of 

significance set for the study? 

 

4 

Discussion Are the findings linked back to the literature? 

If a hypothesis was identified was it 

supported? 

Were the strengths and limitations of the 

study including generalizability discussed? 

Was a recommendation for further research 

made? 

 

4 

References Were all the books, journals and other media 

alluded to in the study accurately referenced? 

1 

Total score  43 

Maximum score = 43, Strong = 40-43; Moderate = 30-39; Weak = 1-29 

Adapted from Coughlan, Cronin, and Ryan (2007). 
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Appendix C: List of Included Articles (n=12) 

Author Brown et al. (2010) 

Participants 36 homecare nurses 

Study design N=17 in the intervention group, n=19 in the control group 

Setting, Country 3 Certified Home care agencies 

  

Admitted medical surgical home care patients  

 

USA 

Aim/ Overview of 

training 

To investigate skill building in assessment and detection of geriatric 

depression symptoms through web based modules. Determine if 

knowledge can be spread through train the trainer model.  

 

Improve depression detection of medically ill elderly by increasing 

nurses’ knowledge and confidence. 

Limitations Small sample 

Purposeful sample 

One state sample Westchester County, 

Evaluation 

Results/Conclusion Significant increased confidence (p<.001) in assessing for 

depression among participating nurses. The TRIAD program 

effective in improving knowledge and confidence on 1 year follow 

up.  

 

Important for training program to consider nurse burden and 

workload of the setting in choosing depression detection method. 

 

Integrate depression training in routine care. 

 

Organizations must modify their depression detection procedures to 

support depression training and referral. 

 

Training improved depression detection and referral. 

 

Referral improved patient outcome. 

 

An instructor knowledgeable about mental health must deliver the 

training 

Overall quality score 38 

Author Bruce et al. (2007) 

Participants N= 53 medical surgical nurses 

 

N= 17 received full intervention 

 

N= 17 minimal interventions 
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N= 19 control 

 

N= 256 medically ill patients 

Study design Three-group randomized trial of depression recognition training. 

The control group received no training other than would have been 

provided as part of their agency orientation 

Setting, Country 3 Certified Home care agencies. 

 

USA 

Aim/ Overview of 

training 

Determine the effect training for Home care nurses using the 

Training in the Assessment of Depression (TRIAD) on routine 

patient assessment, patient referral to mental health team, the link 

between referral and decreased depressive symptoms 

Limitations Limited study sites, only 3 sites involved in the study 

Results/Conclusion Results 1 year after training n=15 reported significant increase in 

confidence (p, .001). Significant increase in referral by participants 

who were trained in the full intervention group  

Minimal training did not lead to improved assessment or referral. 

No significant difference in training and screening accuracy 

between the groups. 

Additional findings Nurses perceive extra documentation as a 

barrier. 

 

Training led to increased appropriate referral for full intervention 

group at 50 %, 18.5 % for those who received minimal training and 

21.4% for the control group (p=0.47). 

Overall quality score 

 

40 

Author Butler et al. (2007) 

Participants 66 Primary care nurses 

Study design Uncontrolled pre and post-test 

Setting, Country Primary care in Ireland 

Aim/ Overview of 

training 

To assess the effectiveness of a late-life depression training 

programme in increasing nurses’ knowledge about depression. 

 

To assess the impact of the training program on nurses 

attitudes towards depression in the elderly 

Two-day late life depression recognition training 

Limitations More focused study should investigate the root of nurses’ beliefs, 

attitudes of late-life depression. The use of Quality of life 

evaluation pre training might better support the conclusion that 

training nurses results in better quality of life for the elderly. 

Greater use of qualitative designs to measure nurses experiences 

might help make the evaluation stronger. 

Results/Conclusion Significant positive increase in nurses ‘overall knowledge 
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(p<0.0005). 

 

Increased optimism in attitude 9 out of 20 questions (p <0.05 

reported evidence of routine use of screening tools after training. 

 

A two day depression training effective in increasing primary care 

nurses knowledge and attitude. 

 

Increase use of short two item depression screening instrument. The 

use of two item screening instrument helped prompt nurses to 

complete in depth depression assessment. 

Overall quality score 25 

Author Delaney et al. (2012) 

Participants N= 280 home care nurses 

 

N= RN-195 (69.9%) of total sample 

 

Social workers-12 

 

N= 15 OT  

 

N= 41 PT 

 

 

Study design Pretest post-test design 

Setting, Country 7 homecare agencies in the Connecticut US completed the study 

Aim/ Overview of 

training 

To pilot test and evaluate a two hour depression training to increase 

knowledge, increase confidence related to caring for older adults 

with depression and effect positive attitude shift. Phase1 curriculum 

was a 2-hour workshop with in-depth knowledge of depression in 

older adults. 

 

Phase 2 was for homecare professionals to be trained based on the 

needs of their particular agency.  

 

7 step Train-the-trainer model. 

Limitations Findings based only on self-report 

 

No patient related outcomes measured. 

 

It is unclear when post-training was measured. 

Results/Conclusion A significant increase in confidence and attitude ratings (p <0.001).  

 

Increased Self-efficacy (p<001) 

 

Attitudes shifted from negative to positive p value not reported 
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Use of standardized screening instruments 

 

PHQ-2 and PHQ-9 

 

Depression screening and intervention workshop by train-the-

trainer model is highly feasible. 

  

Conclusion: 

Training homecare professionals significantly increases 

participants’ self-efficacy and knowledge after receiving the 

training. 

 

There was evidence in the use of the standardized tool implemented 

during the training. There was also an increased reporting for the 

code used to identify reporting of depression among the older 

patients. 

Overall quality score 

 

25 

Author Delaney et al. (2011) 

Participants N= 25 homecare professionals 

 

RN-17 

 

N= 8 Social workers 

Study design Pretest post-test design 

Setting, Country Connecticut US 

Aim/ Overview of 

training 

Implement and pilot test the train the trainer model of depression 

training for homecare professionals to enhance depression care 

Limitations Small sample size. 

 

Sample self-selecting. 

 

No patient out related measures completed. 

Results/Conclusion Significant increase in participants self-efficacy levels in screening 

and caring for the affected older patients (p<.001) post-training 

when compared to baseline data. Positive attitude change reported 

post-training. 

Overall quality score 

 

25 

Author Mayall et al. (2004) 

Participants 26 multidisciplinary teams attended the training.  

 

N= 14 RNs 

 

N= 13 Social workers 
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N=5 GPs 

 

N=2 Assistant psychologists 

 

N=2 Medical students 

 

N=4 age concern advocates 

Study design Uncontrolled  

 

Pretest post-test pilot test design 

Setting, Country Community in GP practices in the UK 

Aim/ Overview of 

training 

Pilot a training course and assess if it led to improved ability of 

participants to better detect and manage depression in the older 

person. 

Limitations Small sample size. No follow up post-training makes it difficult to 

assess uptake and usefulness of the knowledge gained over time. 

Reliability and validity of the evaluation tools could not be 

ascertained. 

Results/Conclusion Significant increase from baselines scores and post-test in 

knowledge of depression. 

 

Confidence in detection and managing depression. 

 

Post-training increase in the use of GDS to 29 from 0.  

 

Significant increase in knowledge of local resources for older 

persons affected with depression. 

 

Significant change in increased appropriate questioning to screen 

for depression post-training. 

 

Training effective in improving knowledge and confidence in 

detecting depression in the older person. 

Overall quality score 

 

25 

Author McCabe et al. (2008) 

Participants N=52) 

 

N=13 care managers 

 

N=13 direct care givers. 

 

N=10 RNs  

 

N=16 care aides 
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Study design Semi structured interviews 

Setting, Country 26 in community and 26 from residential care 

 

Australia 

Aim/ Overview of 

training 

Aimed to train and evaluate the effectiveness of the training 

program intended to improve recognition of depression among 

older people in the community and residential settings. 

 

Six session program was developed for RNs including basic 90 min 

session followed by a 2 hour sessions for RNs only. 

Limitations Small sample size.  

 

Follow up limited to six months.  

 

Further research required to conclude the sustainability of the 

reported improved skills. 

Results/Conclusion Training increased participants’ knowledge, confidence, and 

attitude about depression and training further reduced perceived 

barriers working with aged care resident with depression.  

 

Participants’ view of depression as normal part of aging 

significantly changed. 

 

Improved depression referral after 6 months evaluation 

 

Overall quality score 40 

Author McCabe et al. (2012) 

Participants N=107 professional careers: 

 

N=33 RNs 

 

N=216 residents participants 

Study design Randomized control trial 

Setting, Country Residential care in Australia 

Aim/ Overview of 

training 

Examine the correlation between depression training on improving 

depression recognition among cares 

Limitations Research limited to Melbourne area facilitates.  

 

Self-selecting sample. 

Results/Conclusion There was no statistically significant difference in sensitivity rates 

between trained and untrained staff in using screening tools. The 

need to include protocols in addition to training as training as 

trained staff were not any better at depression detection than their 

untrained colleagues. Did not dispute increase in knowledge post 

training?  
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Opposite effects of specificity reported in this study with training 

only and control groups demonstrating higher rates of specificity 

with depression detection than training plus group. 

 

More than depression training needed to adequately improve 

depression detection. This should include implementation of 

protocols. 

 

Organizational structures, depression care champions and protocols 

increase staff sensitivity to depression detection. 

Overall quality score 41 

Author Mellor et al. (2010). 

Participants 244 participants took part. (N=148) completed training 

 (n=120) in control group, RNs (n=59) received training (n=42) in 

control group. 

Study design Control trial. 

 

Pretest post-test design. 

Setting, Country Community Residential care. 

 

Australia 

Aim/ Overview of 

training 

To determine whether the beyondblue depression training program 

effect change in participants’ knowledge, self-efficacy in detecting 

and managing depression and attitude change, and increased rate of 

referral. 

Limitations Dropout rate of 37.7%. The positive outcomes are not clinically 

significant improvements. Three month follow up not long enough 

to back claims of changes in the outcomes measured over time. 

Results/Conclusion Training improved knowledge about depression. 

 

Increased self-efficacy in responding to signs of depression. 

 

Increased positive attitudes towards depression. 

 

Decreased negative attitudes towards depression. 

 

Increased referrals. 

Overall quality score 

 

30 

Author Smith et al. (2010). 

Participants 250 respondents returned the evaluation forms. Out of the 250 

respondents, 5 indicated they were not nurses and 10 did not 

indicate their professions, suggesting (n=215) of respondents are 

nurses. 

Study design Post-intervention evaluation 

Setting, Country 40% from nursing homes. 
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24% from community and home health agencies. 

 

17% from acute hospital units.  

 

19% from other settings such as assisted living. 

Aim/ Overview of 

training 

Statewide initiative to improve depression detection and care of 

depressed elderly. Nurses as Advocate training programme. 

Depression training based on the principles of (IMPACT) model of 

care. 

Limitations Self-reported open ended evaluation instruments. Likert type scale 

evaluating the extent to which training changed knowledge, skills 

as well as overall care of participants post training. Narrative 

comments. 

Results/Conclusion Training increased depression knowledge. 

 

Training positively contributed to nursing care practices such as:  

 

Encouraging/care planning with appropriate nursing actions. 

 

Improved communication and better listening skills when patients 

express sadness. 

 

Increase collaboration with interdisciplinary teams.  

 

Increased ability to use the standardized depression screening tool 

PHQ-9. 

 

Better documentation and contact with patients MD.  

 

Increased referral with positive patient outcomes. 

Overall quality score 

 

30 

Author Smith et al. (2013) 

Participants 24 nursing homes  

N= 58 registered nurses enrolled and licensed practical nurses 

 

Study design Controlled pretest post-test 

Setting, Country Long-term care facilities. 

 

Iowa USA 

Aim/ Overview of 

training 

Depression Training to Promote Nurses as Advocates for Older 

Adults. CD based depression training titled Nurses as advocates.  

 

Implemented to improve nurses ability to identify and care for older 

adults with depression. The course is divided into four parts; a) 
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understanding depression in late life, b) assessing depression, 

c)understanding depression care for the older patients, d) 

collaborating appropriately with other disciplines to promote 

positive outcome 

Limitations The researchers noted the composition of the sample form a single 

Midwestern state as a limitation because their perceptions may not 

be representative of the larger nursing population. The research 

reported what nurses said without further verification. 

Results/Conclusion Increased depression identification. 

 

Increased depression detection skills. 

 

Depression training improved nurses’ knowledge and awareness of 

late-life depression.  

 

Training improved skills in using standardized depression screening 

scales skills depression recognition and daily nursing care. 

 

72.4% of respondents reported the training as “most useful” in 

improving their knowledge and skill after the training. 

 

No significant change in resident-related outcomes such as levels of 

pain anxiety and depression and quality of life. 

 

Organizational support is essential to implementing effective 

depression detection. 

Overall quality score 

 

40 

Author Wood et al. (2002) 

Participants N=5 licensed staff (LVN or registered Nurse) and 10 unlicensed 

staff (NAs).  

 

At Site 2, participants included 8 licensed staff and 12 unlicensed 

Staff. 

Study design Quantitative.  

 

Parallel group 

 

Delayed intervention 

 

Pretest post-test 

Setting, Country Long-term care. 

 

USA 

Aim/ Overview of 

training 

Improve recognition of depressive symptoms listed as 17 mood 

triggers in Minimal Data Set (MDS). 
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Limitations Training for depression compared with baseline for both the 

vignette test, t (l, 12) =-4.791, p < .01, and the written measure, t (l, 

12) =- 3.35, p = .03. These results suggest that staff maintained 

their skills 

Results/Conclusion Significant improvement in depression detection. 

 

Improved detection skills of mood triggers at both site 1 and site 2 

across all levels of staff who participated in training. 

Overall quality 

Overall quality score 

24 
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Appendix D: Course Contents and Characteristics 

 

Author Training/content: 

focus 

Special 

considerations 

Training 

Duration of 

training 

Instructional 

elements 

Brown 

et al. 

(2010). 

Clarifying myths 

about aging and 

depression. 

Education about 

stigma, and 

ageism.  

 

Knowledge and 

definition of 

Major depression 

(prevalence, 

diagnostic criteria, 

etiology, 

consequences, 

treatment) in older 

adults 

 

Depression and 

suicide 

assessment, 

Patient 

interviewing skills 

 

Review barriers to 

depression 

detection. 

Improve referrals 

skills. 

 

Review of agency 

policy and 

facilitate 

procedures for 

referral of a 

suspected 

depression. 

Balance 

workload 

concerns with 

increased 

depression 

detection 

therefore 

training 

incorporated 

skills to 

increase 

compliance of 

existing agency 

depression 

screening 

instrument as 

opposed to 

adding an 

additional 

standardized 

depression 

screen. 

 

Input from 

nurses and 

administrators 

guided training 

content. The 

content tailored 

to address the 

specific needs 

of the setting.  

4.5 hours long 

and was divided 

into two sessions, 

1 month apart. 

 

Incorporated 

feedback from 

staff into training 

content.  

 

Agency specific 

needs also 

incorporated 

Instructional 

strategies with 

demonstrated 

effectiveness in 

continuing 

education i.e., 

opportunity to 

observe the 

desired behavior 

change, active 

learning, multiple 

sessions, 

videotaped patient 

encounters, and 

reminders. 

Bruce et 

al. 

(2007) 

Content built on 

evidence based 

knowledge of old 

age depression 

 

Training 

conducted in 

agency time in 

collaboration 

with agency 

4.5 hours divided 

into two sessions, 

1 month apart  

Didactic 

presentation, role 

play, tool kits, 

direct observation 

of trainer 
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Skills to identify 

fundamental 

depression item 

recognition 

 

Distinguish 

between 

depression and 

other symptoms. 

Understanding 

aspects that 

normally 

complicate 

depression 

assessment in 

homecare patients 

 

Observe 

behavioral or 

nonverbal signs 

such as flat affect 

or facial 

expression, lack 

of eye contact, 

and tendency to 

cry or become 

teary. 

 

follow-up 

questions about 

duration and 

persistence of 

symptoms to 

increase accuracy 

in detecting 

depressive 

symptoms as 

evidence of 

clinical relevance 

 

Review of 

agency-specific 

protocols for 

mental health 

referrals. Review 

strategies that 

nurse educators 

 

Training 

developed in 

partnership with 

agencies. 

 

Considerations 

given to not 

increasing nurse 

burden, build on 

nurses’ clinical, 

avoid further 

stigmatization 

of depression.  

interviewing 

patients and 

reverse 

demonstration by 

the learner, and a 

video 

demonstrating 

different scenarios 

of depression 

assessment in the 

context of the use 

of OASIS. 
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facilitate these 

referral 

Butler 

and 

Quayle 

(2007) 

Background 

information on 

late life 

depression. 

Review of : 

epidemiology, 

aetiology 

symptoms 

comorbidity, 

diagnostic 

difficulties, 

general 

assessment, 

detection and 

management of 

late life, practical 

skills training in 

assessing training 

in assessing older 

persons for 

depression 

Participants 

received 16 

hours of 

educational 

input. 

 

Administrators 

were involved 

in planning 

when training 

was delivered in 

order to 

minimize 

disruption to 

service and 

ensure the units 

remained 

adequately 

staffed.  

Two day training 

for one day a 

week over four 

consecutive 

weeks 

Face-to-face 

facilitation, group 

discussion, 

lectures, role 

plays, case 

discussion and 

skills training in 

assessment using 

case vignettes. 

Course facilitated 

by 

multidisciplinary 

team  

Delaney 

et al. 

(2012) 

Background on 

depression. 

Consequences and  

statistics negative 

outcomes of 

depression 

 

Depression 

screening skills 

 

Depression and 

non-

pharmacological 

interventions; 

 

Interactive case 

studies 

Design 

curriculum to 

meet time 

constraints 

unique to this 

setting; 

2 hour training 

 

Two points post-

training 

evaluations. 

Immediately after 

training and 

several months 

after training. 

Written 

intervention 

manuals 

 

Interactive case 

study formats 

 

Presented Video 

clips 

Delaney 

et al. 

(2011) 

Prevalence of 

depression on the 

older patients and 

its impact on 

home healthcare 

 

Express interest 

in becoming a 

trainer 

4-hour train the 

trainer. Assess 

trainer’s 

readiness to train 

colleagues 

Training video of 

actors portrayed 

as both assessors 

and patients. 

Content based on 

TRIAD.  
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Use PHQ-2 and 

PHQ-9 to identify 

depression. 

 

Describe and 

implement actions 

to address mild to 

moderate 

depression 

 

Skills on 

implementation of 

depression 

screening 

 

Power point slides 

show 

 

Case studies  

Mayall 

et al. 

(2004) 

Assessment and 

detection of 

symptoms of 

depression in 

older people 

Assessing for 

suicide 

 

Treatment and 

intervention 

(including risk 

management and 

suicide 

prevention) 

 

Policy on 

available local 

resources  

 

Geriatric 

depression Scale 

(GDS) 10. 

Course 

accredited with 

Royal College 

of Nurses 

(RCN). Stated 

course based on 

review of 

current 

literature.  

4-hour, 1 day 

workshops over 6 

weeks 

 

Course designed 

locally by 

multidisciplinary 

committee 

Face-to-face 

 

Case scenarios. 

McCabe 

et al. 

(2008) 

Assessment skills 

Effective 

communications 

skills 

Nature of geriatric 

depression. 

Use of checklist to 

recognize hidden 

signs of 

depression 

Staff provided 

paid time to 

attend training 

program. 

 

Additional 

training given to 

RNs 

Beyondblue 

training. 

Six session 

program was 

developed for 

RNs including 

basic 90 min 

session followed 

by a 2 hour 

sessions 

Face-to-face  
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Prevalence of 

depression 

differentiate 

between 

depression and 

dementia 

Use of validated 

screening tools 

GDS 15 and 

Cornells Scale for 

depression in 

Dementia 

Impact of 

depression on the 

physical health of 

the elderly. 

 

Skills and use of 

screening tools to 

help recognize 

depression in the 

elderly. 

Respond 

appropriately once 

depression 

detected including 

referral process. 

delivered over 5 

weeks. 

 

Training on 

recognition of 

depression. 

Training on use 

assessment tools 

for depression. 

McCabe 

et al. 

(2012) 

Nature of and 

prevalence of 

depression 

 

Suicide and 

comorbidities 

 

Impact of 

depression on the 

physical health of 

the elderly. 

 

Skills to help 

recognize 

depression in the 

elderly. 

 

Use of simple 

checklist to cue 

Study champion 

of senior staff to 

support and 

encourage staff 

to ensure study 

protocol is 

implemented. 

 

Use of 

checklists to 

prompt 

screening 

Beyondblue 

 

Face-to-face 
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assessment  

 

Reinforce referral 

procedures 

Mellor 

et al. 

(2010) 

Review nature of 

late-life 

depression 

 

Use of checklist in 

routine detection 

of depressive 

symptoms 

 

Skills to 

distinguish 

depression from 

other 

comorbidities  

 

Care planning and 

referral process 

 

Teach the use of 

standardized 

validated 

screening tools 

(Use of GDS-15) 

 

Skills in collection 

of appropriate 

psychiatry 

information. 

Skills to enhance 

collaboration with 

patients’ 

physicians and 

other specialists. 

Training 

manuals 

tailored to 

residential 

setting and 

community 

setting. 

 

Foundational 

training given to 

both licensed 

and unlicensed 

staff. Additional 

content 

developed 

specific for 

RNs.  

 

Separate 

analysis for 

junior and 

senior staff. 

Beyondblue 

Four session 90 

minute 

foundational 

modules given to 

all care. 

 

Additional 2 hour 

advanced training 

given to 

registered nurses 

and care 

managers. 

Face-to-face 

didactic training. 

  

Case studies 

Smith et 

al. 

(2010) 

Understanding 

depression in late 

life 

 

Effective 

depression 

assessment 

Effective care 

planning and 

Use of 

previously 

tested training 

product (DTN) 

based on 

IMPACT 

principles. 

Emphasize the 

role of the nurse 

Depression 

Training to 

Promote Nurses 

as Advocates for 

Older adults 

(DTN). CD based 

self-directed four 

part training. 

CD-based 

training, exercises 

and case-based 

learning. 

Strategies to help 

in application of 

knowledge to a 

person in their 

care. 
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nursing 

interventions. 

Increased 

effective 

communication, 

and referral 

 

Collaborating to 

promote positive 

outcomes  

in improving 

geriatric 

depression care 

Smith et 

al. 

(2013) 

Part 1: 

Understanding 

depression in late 

life 

 

Common signs 

and symptoms of 

depression in 

older adults 

(barriers and 

factors causing 

masking of 

depression in 

older people). 

 

Part 2: Assessing 

depression. 

 

How to administer 

and interpret 

PHQ-9 

assessment tool. 

 

Part 3:Depression 

Care for Older 

Adults 

 

Part 4: Making 

referral, Nurse 

physician 

communication, 

talking to older 

adults about 

depression, use of 

antidepressants. 

Organizational 

Support for 

training sought 

by the 

researchers 

through facility 

participation 

agreement for: 

 

Providing nurse 

participants 

time to 

complete 

training during 

working hours; 

 

Training was 

free; 

 

Continuing 

Education units 

(CEU) of 9 

units for 

completing the 

course.  

Depression 

Training to 

Promote Nurses 

as Advocates for 

Older adults 

(DTN). CD based 

self-directed four 

part training.  

Self-directed 

model. 

 

CD based with 

psychiatric nurse 

facilitator. Case 

base learning 

Wood et Train to identify Tailored to the 60 minutes Video tape 
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al. 

(2002) 

classic depressive 

behaviours for 

example sad affect 

and negative 

statements. 

 

Identify anxiety 

related signs and 

behaviours. 

Identify somatic 

complaints as well 

as differentiating 

between 

symptoms and no 

symptoms. 

long-term care 

environment. 

Kept brief. 

Small monetary 

incentive to 

encourage 

participation. 

modules in four 

series given over 

four weeks 

recordings of 

patients and face-

to-face facilitation 

of learning. 
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Appendix E: Course Evaluation and Outcomes Measured 

 

Authors Instruments Evaluation 

time point 

Outcome 

measured 

Themes 

Brown 

et al. 

(2010). 

4-point Likert-type 

scale 

 

(1+ very uncertain to 

4 = very certain) 

Pre –test and 

post-training. 

Baseline and 1 

year after 

training1 year 

post-training 

self-reported 

improved 

confidence and 

ability to 

detect geriatric 

depression and 

their 

understanding 

of the 

depression as a 

medical 

condition 

Self-report 

confidence in 

routine use of 

OASIS for 

screening 

patients 

Confidence in 

assessing 

depression 

mood 

Bruce et 

al. 

(2007) 

Patient interviews and 

agency records. 

 

Trained research 

assistants used SCID 

and study psychiatrist 

reviewed symptoms to 

establish 

presence/absence of 

depression 

 

Hamilton Depression 

Severity Scale 

(HDRS) is used to 

score severity of 

depression.  

Patients 

interviewed at 

baseline and 8 

weeks after 

training. 

Decline in 

depressive 

symptoms after 

8 weeks because 

patients with 

persistent 

depressed mood 

were 

successfully 

referred 

appropriately. 

Knowledge  

Skills in routine 

use of 

assessment 

tools by nurse 

to assess 

depression in 

home health 

 

Increased 

appropriate 

referral rates 

 

Referrals led to 

improvement of 

depression 

Butler 

et al. 

(2007) 

Late-life depression 

Quiz (by Pratt et 

al.1992). 

 

Depression Attitude 

Questionnaire (by 

Botega et al. (1992). 

 

Pre and post-

training for 

knowledge and 

attitude. 

 

1 and 3 

months self-

reported 

Knowledge 

about depression 

Attitudes to 

depression 

 

How often 

nurses screen 

patients as part 

Knowledge 

 

Attitude  

 

Practice change 

(Use of 

screening tools 

in routine care) 
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Practice questions 

(developed by 

researchers). Self-

report impact on 

Clinical Practice 

questionnaire. 

impact on 

practice 

questionnaire 

following 

training 

of routine care 

 

Self-report on 

use of brief 

screening 

protocol 

(PRIME-MD 

and SALSA). 

Delaney 

et al. 

(2012) 

28-item survey 

instrument (CAHCH, 

validity reported). 

 

Self-reported survey 

appraisal of attitude 

and self-confidence 

using 4 point Likert –

type scale. 

Pretest post-

test at baseline 

and 12 month 

follow up 

Knowledge 

levels in 

evidence based 

screening  

 

Self confidence 

in screening 

patients. 

Recognizing 

depression 

 

Attitude change 

 

Impact of the 

workshop on 

clinical practice 

 

Willingness to 

implement 

training in 

agency 

Satisfaction with 

training 

Knowledge  

 

Self-efficacy 

 

Attitudes 

shifted from 

negative to 

positive. 

  

Use of 

standardized 

screening 

instruments 

 

PHQ-2 and 

PHQ-9 

Delaney 

et al. 

(2011) 

5-point scale 

satisfaction survey 

with 1 indicating 

lowest and 5 highest. 

 

21-item survey 

instrument (CAHCH, 

validity reported). 

Pre-test post-

test baseline 

and 

immediately 

after training. 

 

Satisfaction of 

the project was 

analyzed using 

open-ended 

questions, 

evaluation form 

related to 

accomplishment 

of learning 

objectives and 

willingness to 

conduct training 

Self-reported 

attitudes 

 

Self-efficacy 

 

Knowledge  

 

Most beneficial 

aspects of 

training 

 

Willingness to 

be a trainer in 

their agency. 

Mayall Questionnaire Pretest post- Knowledge of Knowledge  
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et al. 

(2004) 

consisting of 20 

questions of 

agree/disagree  

 

Case scenario to test 

knowledge of 

depression 

 

Course evaluation of 

the course 

 

Rate of patient referral 

Increased screening 

tool measured by 

asking participants 

were asked to self-

report and estimate 

the number of patients 

seen and how many 

referred.  

test 

Baseline and 

immediately 

after training 

depression in 65 

and older 

persons 

 

Confidence in 

detecting and 

managing 

depression 

 

Depression 

screening 

practice using 

GDS 

 

Confidence  

 

Practice change 

through routine 

use of GDS -10. 

McCabe 

et al. 

(2008) 

Self -developed 

questionnaire on 

confidence in working 

with depressed older 

people 

Pretest, Post--

test fourth 

sessions for 

RNs and 6 

months follow 

up knowledge 

mean reported. 

Knowledge 

 

Self-efficacy  

 

Communication 

 

Reduction of 

barriers to caring 

for older people 

both test and 6 

months follow 

up 

Improved 

knowledge in 

depression 

detection 

 

Increased 

referral rates 

after 6 months 

post-training 

follow up 

evaluation. 

 

Reduced 

perceived 

barriers post-

training 

reported. 

McCabe 

et al. 

(2012) 

A 20 item 

questionnaire with 

agree/disagree to test 

knowledge, 

confidence in 

detecting and 

managing depression. 

 

Case scenarios to test 

Before 

training, and 

post-training. 

Follow up 

unclear 

Knowledge 

 

Attitude 

 

Self-efficacy 

Sensitivity and 

specificity 

between trained 

and untrained 

staff. 
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knowledge pre and 

post. 

 

Self- report on 

number of patients 

referred.  

 

Review of 

documented actions 

taken to address 

depressive symptoms 

Mellor 

et al. 

(2010) 

Knowledge of late-life 

Depression Scale 

(Davison et al. 2009). 

 

Confidence in 

working with 

depressed older 

people (McCabe et al., 

(2008c). 

 

20 item Depression 

Attitude 

Questionnaire based 

on five point Likert 

scale (Botega et al. 

1992). 

Pre- Program, 

Post-Program, 

3 month 

follow up. 

Knowledge of 

depression  

 

Self-efficacy of 

caring for 

depressed older 

people 

 

Attitudes 

towards late-life 

depression 

 

Referral rates 

 

Knowledge 

 

Self-efficacy  

 

Attitudes  

 

Communication 

 

Number of 

referrals 

completed by 

staff. 

 

High 

satisfaction with 

the training 

program 

Smith et 

al. 

(2010) 

Open ended questions 3 month 

follow up 

Changes in care 

and the influence 

of knowledge on 

resident 

outcomes of 

pain,  

 

Things done 

differently post 

training 

 

Knowledge 

Referral skills 

Increase quality 

of life of care 

for the patients 

Smith et 

al. 

(2013) 

Narrative response 

from nurses field 

notes, notes on patient 

assessment scales 

 

Self-report measures 

 

Baseline and 8 

weeks, 12 and 

16 weeks post-

training 

evaluation. 

Knowledge.  

 

Change in 

depression care 

 

Patient related 

factors: pain, 

Knowledge.  

 

Depression 

severity levels 

for patients 

 

Quality of life. 
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Semi structured 

interviews 

 

Depression training  

 

Evaluation tool 

 

Chart reviews 

Quality of life Score  

anxiety and 

quality of life. 

Nurse perception 

of the DTN 

training 

programme 

 

Wood et 

al. 

(2002) 

A written test 

A vignette test.  

 

Qualitative course 

evaluation/motivation 

test 

Baseline and 4 

months follow 

up. 

Detection of 

depressive 

mood. 

Knowledge 

Skills in 

detecting 

depressive 

moods among 

the elderly.  

 

 


