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Abstract 

Depression is a common mental health disorder faced by older adults that can go 

undetected and untreated. It was determined that the project site was not using a 

screening tool for depression among their patient population to identify or treat possible 

depression. The purpose of this quantitative, quasi-experimental quality improvement 

project was to determine if the implementation of Yesavage's Geriatric Depression Scale-

15 (GDS-15) would impact the identification of risk factors for depression and the 

initiation of pharmacological treatment, follow-up, and referral to a mental health 

specialist among adults 65 and older. The project took place in a primary care office in 

southern California over four weeks. The theoretical framework of the project was 

Hildegard Peplau’s theory of interpersonal relations and Kurt Lewin’s change theory. 

Data was obtained from the project site’s electronic medical record with a total sample 

size of 443 with n = 252 in the comparison group and n = 191 in the implementation 

group. A chi-square test was indicated a clinical and statistically significant improvement 

in the identification rate of depression X2 (1, N = 443) = 49.76, p = .000; and follow-up 

X2 (1, N = 70) = 23.94, p = .000. There was no statistically significant improvement in 

pharmacological treatment X2 (1, N = 70) = .001, p = .983 or referrals to a mental health 

provider X2 (1, N = 70) = 2.77, p = .096. Clinical significance was demonstrated as 100% 

of all 57 at-risk older adults in the implementation group received follow-up and 

treatment, either pharmacological or non-pharmacological. Recommendations include 

sustaining the project at the current site and disseminating the results. 

Keywords: Primary care, depression, older adults, screening, Geriatric Depression 

Scale-15, Peplau theory of interpersonal relations, Lewin change theory  
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Chapter 1: Introduction to the Project 

Depression in older adults is a significant mental health concern increasingly 

overlooked in healthcare settings (Stanetić et al., 2020). Depression reduces the overall 

quality of life and contributes to decreased ability to function (Stanetić et al., 2020). 

Research showed those who suffer from depression in their later years have overall 

reduced satisfaction with life, a decreased activity of daily living, and an increased risk of 

suicide (Stanetić et al., 2020). These concerns cause this population to have a high 

utilization rate of health care services, thereby increasing cost and an overall self-

perception of poor health along with an increase in disability (Stanetić et al., 2020). All of 

these factors contribute to a global public health concern for the aging population. 

Depressive disorders were found to be very prevalent in the geriatric population 

around the world (Stanetić et al., 2020). The World Health Organization (WHO) found 

the prevalence of depression in older adults to be between 10% and 20% globally, with 

averages varying between countries (Stanetić et al., 2020). Many risk factors found in the 

literature associated with depression in this population ranged from social isolation, 

chronic co-morbidities, and a sedentary lifestyle (Stanetić et al., 2020). Despite the high 

prevalence and known risk factors associated with depression, the older adult population 

continues to be underdiagnosed and undertreated in primary care settings (Stanetić et al., 

2020). Stanetić et al. (2020) found symptoms of depression were often overlooked and 

undertreated because they often occur with other co-morbidities encountered in this 

patient population. Because of untreated and undiagnosed depression, this population has 

higher morbidity and mortality rates than their younger counterparts (Stanetić et al., 
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2020). The lack of identification of depression in the older adult patient population leads 

to overall lower quality and reduced life satisfaction.  

Primary care facilities can be the ideal health care setting for the implementation 

of routine depression screening. The literature showed that primary care settings are often 

the first point of contact for patients entering the health care system (Rhee et al., 2017). 

Older adults are less likely to visit a mental health specialist for their depression but will 

readily seek care at a primary care office (Rhee et al., 2017).  

In the late 1990s, the U.S. Preventative Services Task Force (USPSTF) put 

extensive effort into creating depression screening guidelines (Siu & USPSTF, 2016). In 

2002, the USPSTF recommended depression screening be done on all eligible adults and 

provided a fair amount of evidence that demonstrated how implementing routine 

depression screening improves patient outcomes (Siu & USPSTF, 2016). The USPSTF 

updated this recommendation in 2009 and 2016 (Siu & USPSTF, 2016). This 

recommendation was the foundation for this quality improvement project. 

This project implemented Yesavage's GDS-15 into a busy primary care office that 

primarily cared for patients over 65 years of age and did not have a routine depression 

screening in place before the start of this project. Yesavages GDS-15 is a shortened 

version of Yesavage's original 30-item GDS and was designed to detect risk factors of 

depression in an older adult population (Yesavage et al., 1982). The GDS-15 (see 

Appendix B) was implemented after a meeting at which the importance of a depression 

screening, the use of the GDS-15, and the importance of early treatment initiation or 

referral for mental health services for further treatment management if warranted were 
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explained. The goal was to have the primary care office staff utilize a proven depression 

assessment tool to identify older adult patients with depression. 

This first chapter will present the background of depression in the older adult 

population and the purpose of this project, and its guiding clinical question. The 

contributions, the projects' significance, and an overview of the rationale for this project's 

methodology and design are explored in this chapter. Lastly, the assumptions, limitations, 

and delimitations associated with this project will also be discussed. 

Background of the Project 

As the older adult population rises, the prevalence of depression in this population 

increases. With this increase comes increased medical burdens, such as hospitalization 

and medical services costs (Cho et al., 2017). The literature showed depression in the 

older adult population was associated with more chronic severe medical concerns than 

their younger counterparts, such as cerebrovascular disease, cognitive dysfunction, and 

increased morbidity, mortality, and disability (Cho et al., 2017). Due to these associated 

medical severe issues, early detection and management of depression in this population 

are of great importance.  

Depression in the older adult population is increasingly becoming a serious public 

health concern. The WHO determined over 300 million individuals suffer from 

depression worldwide, while more than 750,000 die from suicide each year (Aly et al., 

2018). The prevalence of depression in Western countries is over 16% of the older adult 

population (Aly et al., 2018). Unfortunately, even with this known high prevalence and 

increase in morbidity and mortality, depression in older adults continues to be a frequent 

health problem that is often not detected and undertreated (Aly et al., 2018). In one study, 
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Kato et al. (2018) found that specific populations are more likely not to be screened for 

depression, particularly men, people over the age of 75, minorities, and the uninsured. 

Hence, implementing a routine depression screening in the older adult population to 

increase the detection of depression and early intervention could help close this practice 

gap.  

Several depression screening tools are available in the literature that can be used 

for routine depression screening. Tools, such as the Hamilton Rating Scale for 

Depression, Beck Depression Inventory, or the Patient Health Questionnaire-9, were 

shown to be robust depression assessment tools; however, Yesavage's GDS-15 was 

shown to be the most valid and reliable scale for detecting depression in the older adult 

population with a specificity of over 95% (Faiq et al., 2017). The GDS-15 consists of 15 

yes or no questions with scores ranging from 0 to 15 (Faiq et al., 2017). A score of over 

five or above indicates the respondent has risk factors for depression (Faiq et al., 2017). 

By implementing a valid and reliable depression screening tool routinely into a primary 

care office that cares for the older adult population, risk factors for depression can be 

found sooner, which could also increase the implementation of early intervention and 

treatment of depressive symptoms (Kato et al., 2018).  

Treatment for depression in the older adult population can be pharmacological, as 

in antidepressant medications, or nonpharmacological, as in therapy, both individual and 

group (Liu & Aftab, 2020). Treatment can also be a combination of pharmacological and 

nonpharmacological therapies (Liu & Aftab, 2020). Nonetheless, depression is a global 

problem in the older population that remains undetected and undertreated.  
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The literature supported the routine use of depression screening for early 

detection, management, and treatment of depression in primary care (Stanetić et al., 

2020). Stanetić et al. (2020) found screening in primary care is an excellent opportunity 

to identify undiagnosed older adults with depression who are also seen for multiple 

somatic co-morbidities. Primary care also happens to be the most likely first point of 

contact between older adults and the healthcare system, so increasing screening efforts 

could help address this population's mental health needs (Stanetić et al., 2020).  

Prior to this project, providers used depression screening selectively based on 

their patient's presenting symptoms, but higher screening rates were associated with 

higher odds of depression diagnosis and treatment in the literature (Samples et al., 2019). 

Hence, implementing depression screening routinely for all adult patients could increase 

the identification of depression and the associated risk factors. Samples et al. (2019) 

found that even the slightest increase in depression screening rates could be meaningful 

in increasing the identification of depression and treatment in primary care settings. 

Patients identified as having increased risk factors for depression can either receive a 

further assessment by their primary care physician and be started on depression 

management or be referred to a mental health specialist for evaluation, treatment, and 

management. 

Problem Statement 

It was not known if or to what degree the implementation of Yesavage's Geriatric 

Depression Scale-15 would impact the identification of risk factors for depression and the 

initiation of pharmacological treatment, follow-up, and referral to a mental health 

specialist among adults 65 and older in a primary care office. The WHO estimated the 
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number of older adults globally could reach upwards of two billion by 2050 and stated 

older adults' health status has a significant impact on any country's overall health status 

(Krishnamoorthy et al., 2020). Krishnamoorthy et al. (2020) stated this population is 

particularly vulnerable to poor mental health, including depression, due to the additional 

stressors, such as loss and functional ability decline. These conditions affect 

approximately 7% of the older adult population globally, and the WHO estimated about 

6% of total Disability Adjusted Life Years (DALYs) are lost due to mental health 

disorders among this population (Krishnamoorthy et al., 2020). This expected increase in 

the older adult population and rise in DALYs deserved swift attention and intervention.  

Depression, specifically unidentified and untreated depression, is a genuine and 

valid global health concern in the older adult population. Depression in this population 

was associated with decreased physical, social, and cognitive abilities and a greater risk 

of self-neglect and even suicide (Krishnamoorthy et al., 2020). However, despite the 

concerns associated with depression later in life, depression remains under-identified and 

under-reported by health care professionals and older adult patients themselves 

(Krishnamoorthy et al., 2020). Stigma and comorbidities can make diagnosing depression 

challenging for healthcare providers. Delayed diagnosis of depression can contribute to 

severe disability and reduced quality of life (Krishnamoorthy et al., 2020). 

This project took place in a large metropolitan area encompassing roughly ten 

million people (United States Census Bureau, 2019). The project site served a very 

diverse population comprised sampled from the metropolitan population of 

approximately 70% White (with 46% of those being Hispanic or Latino descent and 24% 

being Caucasian alone), 15% Asian, 9% African American, 1% Native American, and the 
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rest other or mixed race (United States Census Bureau, 2019). The area adjacent to this 

site had approximately 20% under the age of 18 and about 13% over 65 (United States 

Census Bureau, 2019). This site was a primary care office whose patient population was 

an excellent representation of the city it served. 

Various depression tools have been implemented around the world to screen for 

depression. However, the GDS-15 is one of the most utilized instruments for detecting 

depression in older adults (Krishnamoorthy et al., 2020). This scale is commonly chosen 

because it can be utilized in acute or community settings and applied to normal, 

medically ill, and even cognitively impaired individuals (Krishnamoorthy et al., 2020). 

This project was set in a metropolitan primary care office. The GDS-15 was offered to 

anyone over the age of 65 who could read and understand English to increase early 

detection and management initiation of depressive symptoms, which, in turn, increased 

overall patient mental health outcomes.  

Purpose of the Project  

The purpose of this quantitative, quasi-experimental quality improvement project 

was to determine if the implementation of Yesavage's Geriatric Depression Scale-15 

(GDS-15) would impact the identification of risk factors for depression and the initiation 

of pharmacological treatment, follow-up, and referral to a mental health specialist among 

adults 65 and older. The project took place in a primary care office in southern California 

over four weeks. This project was conducted in a primary care office that mainly cared 

for an older adult population but did not have routine depression screening prior to this 

project. This project was needed because without a routine depression screening utilizing 

a valid and reliable tool, the depression of many older adults goes undetected. In turn, 
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these individuals never receive the appropriate treatment and management needed to 

increase their mental health and quality of life.  

The independent variable in this project was Yesavage's Geriatric Depression 

Scale-15 (GDS-15). The dependent variables were the identification of risk factors for 

depression in this older adult population and depression treatment initiation, follow-up, or 

referrals to a mental illness health specialist over four weeks. These variables were 

compared to those who were not screened for depression using the GDS-15 four weeks 

prior to the implementation. The values of the dependent variables were obtained by 

query of the electronic medical health record (EHR) both at baseline and post-

implementation at the site.   

This project contributed to the field of nursing and healthcare by supporting the 

recommendation by Siu and the USPSTF (2016) to implement evidence-based practice 

(EBP) depression screening tools routinely into primary care. By implementing this 

screening, older adults were identified early as having risk factors for depression, which 

led to early diagnosis, intervention, and management for their depressive symptoms. This 

increase in identification may have mirrored the prevalence data seen in the literature and 

demonstrated how to limit the un-diagnosis of depression in the older adult population.   

Clinical Question  

In this quality improvement project, one clinical question involved the risk factors 

for depression in the older adult population in a primary care office in metropolitan 

southern California. The primary care office had no routine depression screening in place, 

even though there was a recommendation for routine screening by Siu and the USPTSF 

(2016) and the Centers for Medicare and Medicaid Services (CMS, 2021). In response to 
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these two recommendations, an evidence-based depression screening tool, the GDS-15, 

was chosen to provide mental health screening and high-quality care. The following 

clinical question was utilized to guide this quasi-experimental, quantitative project: 

Q: To what degree does the implementation of Yesavage's Geriatric Depression 

Scale-15 impact the identification of risk factors for depression and the initiation 

of pharmacological treatment, follow-up, and referral to a mental health specialist 

among adults 65 and older in a primary care office in southern California? 

The independent variable was Yesavage's GDS-15. The dependent variables were 

the numbers of those identified with risk factors and the frequency of depression 

treatment initiation in primary care, and referrals to a mental health specialist post-

implementation of the project. These numbers were then compared to the same numbers 

from the four weeks prior to implementation of the intervention. This intervention should 

have increased the number of risk factors for depression identified in the older adult 

population. It should have also increased the number of depression treatment initiation 

and the referrals to mental health specialists. Again, this project was implemented to 

improve the mental health patient outcomes and overall quality of life in the older adult 

population.  

Advancing Scientific Knowledge 

This project was significant because it focused on applying the recommendation 

by Siu and the USPTSF (2016) and the CMS (2021) to screen all adults over 18 for 

depression in primary care. Current literature supported screening the older adult 

population with an evidence-based tool, such as the GDS-15, to identify those at risk for 

developing depression (Krishnamoorthy et al., 2020). The GDS-15 is a reliable and 
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validated tool for screening depression in many different languages worldwide (Durmaz 

et al., 2018; Ștefan & Băban, 2017; Sugishita et al., 2017; Yesavage et al., 1982). 

Implementing a valid and reliable evidence-based tool to screen older adults for 

depression is crucial for accurate, early detection and intervention, which is imperative to 

improving this population's patient outcomes (Stanetić et al., 2020). 

The implementation of this project was vital to the known long-term adverse 

effects of undiagnosed and untreated depression in older adults. The advancement of 

patient health outcomes was aided by implementing a routine screening tool into the 

primary care setting to improve the detection and initiation of treatment in this at-risk 

population (Samples et al., 2019). This project advanced scientific knowledge by 

providing evidence on improving the screening and detection process of depression in a 

metropolitan primary care clinic serving the older adult population in southern California. 

Moreover, increasing follow-up in primary care with the initiation of treatment for 

depression and referrals to mental health specialists for follow-up and maintenance.  

Many nursing theorists have developed frameworks or guidelines for 

implementing research into nursing practice. Hildegard Peplau was a nursing theorist 

who emphasized that many nursing concerns can be overcome by strengthening the 

interpersonal relationship between healthcare providers and their patients in her book 

Interpersonal Relations in Nursing: A Conceptual Frame of Reference for 

Psychodynamic Nursing. Peplau (1952) developed her theory through a qualitative, 

analytical-descriptive study and then analyzed the findings using a model of analysis 

proposed by Barbara Barnum called the criteria of usefulness.  
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With the implementation of a routine depression screening tool, the nurse and 

patient's relationship during the screening was of utmost importance to help make the 

screening successful and sustainable. Older adults need to feel comfortable with and trust 

their nurses when talking about such a sensitive subject as the state of their mental health. 

Peplau (1952) developed the theory of interpersonal relations and identified four distinct 

stages to the provider-patient relationship: orientation, identification, exploitation, and 

resolution. These four stages identified by Peplau were utilized to guide the 

implementation of a depression screening as well as strengthen the relationship and trust 

between the healthcare provider and their patient during this sensitive screening process.  

This process was strengthened by following Peplau’s four stages when conducting 

the depression screening between the nurse and the patient. First, the orientation phase is 

where the nurse and patient introduced themselves to establish a trusting working 

relationship. This orientation phase was completed in the privacy of a patient’s room 

within the primary care office. This privacy and forming of relationships were of utmost 

importance to assist with the development of trust, according to Peplau (1952). Then in 

the identification phase, the depression screening was completed with the nurse, and 

notification of the results to the provider took place. Peplau (1952) also states that this 

phase is where the problem is identified, and patient goals are formed. Next, in the 

exploitation phase, the problem solving between the provider and patient came into play. 

According to Peplau (1952), in this phase, the provider should use interview techniques 

to explore, understand, and adequately, together with the patient, develop the best 

treatment plan possible. Lastly, the final phase, or the resolution phase, was when 

eventually termination of the professional relationship occurred again, according to 
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Peplau (1952). This phase was only reached in this project if the patient was referred to a 

mental health specialist instead of following up in primary care for their depressive 

symptoms. Otherwise, the other older adults screened have not yet reached this phase 

because they chose to continue in primary care for their depression follow-up and thus 

are still in the exploitation phase.   

A change theory was utilized to implement this project. Kurt Lewin's change 

theory, first published in Human Relations un the title “The Frontiers in Group 

Dynamics: Concept, Method, and Reality of Social Science; Social Equilibria and Social 

Change,” guided the implementation process of a new routine depression screening tool 

into a primary care office to help make this project successful and sustainable. After 

observing group dynamics and change, Lewin (1947) introduced a form of qualitative 

inquiry into applied social sciences. Lewin (1947) created his change theory through 

qualitative research and a type of research Lewin coined as action research. Action 

research is comparative research on the causes and effects of various forms of social 

interaction done through observation and in multiple steps (Burnes, 2020). Lewin 

developed this model to resolve social conflict, and the underlying basis of this model 

was Lewin’s field theory (Burnes, 2020). Lewin's change theory guided the change 

process for the front desk staff, the licensed vocational nurses, and the primary care 

providers who worked at this project site. Kurt Lewin's (1947) theory of planned change 

consists of three stages: the unfreezing stage or letting go of the usual practice, the 

transition stage or incorporation of new perspectives, and then refreezing stage or 

accepting a new normal.    
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This project included the implementation of a routine depression screening tool 

for older adults into a primary care clinic that did not have one. Prior practice consisted 

of relying on self-reporting of depressive symptoms from older adult patients. By 

utilizing Lewin's change theory, staff concerns were addressed during the unfreezing 

stage regarding the new practice change. This unfreezing stage was also where the sense 

of urgency was presented through the literature regarding the increased risk of depression 

in the older adult population. Then, during the change phase, the actual changes were 

implemented. These changes were negotiated with stakeholders and primarily focused on 

changes in patient care protocols previously in place in this primary care facility. Then 

the intervention was refrozen as the status quo by demonstrating the significant benefits 

of routine depression screening with the GDS-15 in clinical practice.  

Lewin's change theory was best to guide the implementation process of this QI 

project, because as Hussain et al. (2018) found, utilizing Lewin's change theory to 

incorporate and increase employee participation leads to high-quality change and less 

resistance to the implementation stage. By using Lewin’s change theory, both the staff's 

and the stakeholder's buy-in were a priority to make this project successful and 

sustainable. This project advanced Peplau’s interpersonal relations theory by showing the 

importance of successfully establishing a solid nurse-patient relationship to implement a 

new routine depression screening. By developing that trust between the nurse and patient 

first, the patient is more likely to feel comfortable complying with screening for 

depression. This project also advanced the use of Lewin’s change theory by showing how 

his change processes can inform and guide the successful, sustainable implementation of 

a new depression screening into a busy primary care office.  
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Significance of the Project 

This project's implementation promoted Siu’s and the USPTSF's (2016) 

recommendation for a routine depression screening in the adult population to increase 

detection and early intervention in an outpatient primary care office in metropolitan 

southern California. Depression is a severe health concern. Although depression is seen 

in all age groups, late-life depression has been associated with devastating patient 

outcomes, such as sleep disorders, malnutrition, self-neglect, and even an increased risk 

of suicide (Durmaz et al., 2018). Hence, early detection, diagnosis, and treatment are 

essential to this population’s long-term outcomes.  

However, depression was shown in the literature to be difficult to diagnose due to 

the uncommon affective symptoms in older adults compared to their younger 

counterparts (Durmaz et al., 2018). Depression may present itself with cognitive or 

somatic symptoms, and health care professionals themselves can attribute the symptoms 

to being senile or to other existing co-morbidities (Durmaz et al., 2018). Furthermore, 

due to depression being a subjective illness plagued with social stigma, many older adults 

are also masking their signs of depression, making the detection by health care providers’ 

observations less reliable (Beebe & Utley, 2018). Therefore, implementing a routine 

depression screening is vital for clinical practice, as was using an EBP screening tool, 

such as the GDS-15, to enable reliable detection of risk factors in the older adult 

population.  

Even though a routine depression screening was recommended, it was seldom 

implemented at the time of this project. Less than 5% of all adult patients are being 

screened for depression in primary care, even with an annual depression screening being 
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fully covered under the Affordable Care Act by most insurance companies and Medicare 

(Beebe & Utley, 2018). Siu’s and the USPTF’s (2016) guidelines call for a routine 

depression screening for older adults regardless of concurrent medical diagnosis (Beebe 

& Utley, 2018). Primary care is the main access point to healthcare in the U.S., and 

primary care providers encounter a large portion of the population with depression 

(Beebe & Utley, 2018). Also, primary care providers assume much responsibility for 

treating depression mainly due to medication advances and the rise of managed care 

(Beebe & Utley, 2018). However, estimates suggested that over 75% of primary care 

patients with depression remain untreated (Beebe & Utley, 2018). However, low 

treatment rates can partially be explained by low identification rates and diagnostic 

uncertainty by health care providers (Beebe & Utley, 2018); hence, the implementation of 

a routine depression screening could help increase identification rates.   

Depression screening tools were designed to reduce diagnostic uncertainty. Also, 

the USPSTF recommended routine screening based on evidence of the utility of 

screening in the primary care setting (Beebe & Utley, 2018). The USPSTF acknowledged 

critic's concerns regarding inadequate or unnecessary treatment but concluded that the 

benefits of implementing a depression screening outweigh the potential harms (Beebe & 

Utley, 2018). This project implemented a valid and reliable depression screening tool, the 

GDS-15, into a busy metropolitan primary care office in southern California to increase 

the identification and treatment rates of depression among the older adult population. The 

project site had no routine depression screening in place, so this project encouraged a 

practice change supported by the USPSTF recommendation and then evaluated the 

effectiveness of the intervention. This project promoted EBP to improve the detection of 
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depression in the older adult population for the early intervention and management of 

depression. This project was in line with several other projects in the literature in which 

the GDS-15 was implemented into primary care routinely to increase the identification of 

risk factors for depression in the older adult population (Bincy et al., 2021; Padayachey et 

al., 2017; Stanetić et al., 2020). This project adds to the body of knowledge by showing 

an increase in identifying at-risk for depression older adults after implementing a routine 

depression screening using the GDS-15 (Bincy et al., 2021; Padayachey et al., 2017; 

Stanetić et al., 2020).  

For instance, Bincy et al. (2021) also screened older adults in outpatient primary 

care settings for depression, utilizing the GDS-15. This project found depression among 

the more aging adult population to be high and that screening helps for the early detection 

of depression (Bincy et al., 2021). Then, another study conducted by Padayachey et al. 

(2017) implemented a depression screening using the GDS-15 to screen for depression in 

the older adult population. Padayachey et al. (2017) also found a high rate of undetected 

depression among older adults, and implementing a routine screening was beneficial for 

detecting those suffering sooner. Lastly, Stanetić et al. (2020) also conducted a study that 

implemented a depression screening into primary care clinics specifically for older adults 

and again utilized the GDS-15 as the screening tool. In this study, Stanetić et al. (2020) 

also found that after implementing the routine depression screening using the GDS-15, 

the prevalence of undiagnosed depression in older adults was high. In addition, Stanetić 

et al. (2020) also concluded that screening in primary care was effective for early 

identification and diagnosis. This current QI project is in alignment with the three studies 

mentioned here. This project adds to the body of knowledge by confirming that an 
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increase in the detection of depression in at-risk older adults was found by routinely 

implementing a valid and reliable depression screening tool into the primary care setting.  

Furthermore, this project confirmed an increase in follow-up for depression in 

primary care follows once the identification of being at-risk for depression is confirmed. 

This project also confirmed that once the recognition of depression was established, both 

providers and older adults were willing to pursue follow-up and treatment, whether 

pharmacological or non-pharmacological, for their depressive symptoms to increase 

overall mental health outcomes. However, that identification needs to be made first for 

treatment and follow-up to occur, which are the two outcomes required to improve 

overall patient outcomes and quality of life in this at-risk older adult population. In sum, 

the implementation of this project improved the quality of care for depressed older adults 

and reduced their suffering in silence. This project was practically significant for the 

primary care site because it enabled this site to improve compliance with current 

depression screening and follow-up recommendations. 

Rationale for Methodology 

After analyzing both the quantitative and qualitative methods, a quantitative 

methodology was chosen for this project. The quantitative method can be defined as 

testing and describing the relationship between numerical variables (Bloomfield & 

Fisher, 2019). In this project, an EBP depression screening tool, the GDS-15, was 

implemented into a primary care office for older adults. Then data on identification, 

follow-up rates, referrals, and treatment rates were collected; therefore, quantitative was 

the best choice. This project used a quantitative method because the number of screenings 

was the primary variable. The other numerical variables obtained in this project were the 
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number of patients either started on treatment or referred to a mental health specialist 

after implementing the GDS-15. Bloomfield and Fisher (2019) explained quantitative 

research generates numerical data, which was done in this project. The quantitative 

methodology can be used to test a clinical question by drawing a sample of individuals 

from a known population, such as patients 65 and older, and then measuring the variables 

and testing them using statistical analyses (Bloomfield & Fisher, 2019). Hence, the 

quantitative methodology was chosen for this project.  

This project examined the impact of implementing a standardized depression 

screening tool, the GDS-15, into an outpatient primary care office. The goal of this 

project was to see if implementing this tool led to better assessments of risk factors for 

depression than the previous practice of no standardized depression screening. 

Previously, the approach was to rely on patient's self-disclosure of their depressive 

symptoms. The quantitative method involves using statistical and mathematic tools to 

show results (Zaccagnini & White, 2017). Quantifiable data on the numbers of positive 

GDS-15 screenings with a score of five and above, as well as how many older adults 

were then either started on depression treatment with their primary care physician or 

referred to a mental health specialist for further evaluation and treatment, were collected 

from the EHR at the project site. These data were then compared to baseline data 

received from a query of the EHR of how many patients were documented as having 

elevated risk factors for depression and either started or referred for further treatment for 

depressive symptoms four weeks before the implementation of the intervention. 

Quantitative methodologies allow investigators to quantify a problem or concern 

(Zaccagnini & White, 2017). This project set out to quantify the number of older adults 
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identified as having increased risk factors for depression after implementing a routine 

depression screen tool. This project also set out to quantify the number of older adults 

either started on treatment for their depressive symptoms in primary care or referred to a 

mental health specialist for further assessment and possible management.  

Nature of the Project Design  

Quantitative methods can follow an experimental, quasi-experimental, 

descriptive, or correlational design (Zaccagnini & White, 2017). The selected design for 

this project was quasi-experimental. This project aimed to implement an EBP depression 

screening tool, the GDS-15, into a primary care office that previously did not have one. 

This tool was this project's independent variable. However, this was done without 

randomly assigning a control or experimental group as required in an experimental design 

(Zaccagnini & White, 2017); hence, the quasi-experimental was the best chosen design. 

A quasi-experimental design is a type of quantitative method aimed to measure 

how an intervention impacts a specific population's challenges (Zaccagnini & White, 

2017). However, in a quasi-experimental project, the investigator does not assign subjects 

to specific groups and has less control over the project participants (Zaccagnini & White, 

2017). In this project, all patients over the age of 65 who read and speak English were 

offered the GDS-15 when they were seen in the primary care office for the four weeks of 

the intervention period. In this project, no groups were assigned, and no control over 

project participants was made; therefore, a quasi-experimental design was the best design 

for this project. Quasi-experimental designs are often chosen due to their ability to be 

adapted into real-life situations when the primary investigator cannot exercise control on 

the variables being utilized in the project (Zaccagnini & White, 2017). There was no 
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exercise of control over any of the variables in this project, which aligned with the quasi-

experimental design. 

In this project, the number of older adults who screened as having risk factors for 

depression on the GDS-15 with a score of five or above was compared to the baseline 

data received via a query of the EHR of the number of older adults found to be at risk for 

depression four weeks prior to the implementation of this project. Another frequency that 

was looked at in this project was the number of older adults who were either started on 

treatment for depression with their primary care provider or referred to a mental health 

specialist for further assessment, treatment, and management post-implementation. These 

numbers were then be compared to baseline data. The results of these analyses 

determined the effectiveness of implementing the GDS-15 into primary care practice to 

screen for depression among older adults.   

Definition of Terms 

Primary care physicians (PCPs), licensed vocational nurses (LVNs), and front 

desk staff working in this primary care office were trained during an initial meeting on 

how to utilize the GDS-15 depression screening tool. The introductory meeting with the 

healthcare staff allowed them to understand the project's purpose and goal better. This 

meeting assisted in providing a smooth transition for implementing a new routine 

depression screening. Below are several terms that were used operationally in this project 

and their definitions.  

American Psychiatric Association (APA) 

The APA is a medical specialty society that consists of both U.S. and 
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international member physicians who collaborate to ensure humane care and effective 

treatment for all individuals with mental illness (Shiel, 2021).  

Comparative Group 

 The comparative group is the group of adults 65 and older seen at the project site 

four weeks before implementing the GDS-15. The comparative group is the group of 

subjects used as baseline data for this project (USC, 2021).  

Depression 

Depression is a common and serious medical illness that negatively affects how 

one feels, thinks, and acts by causing sadness and loss of interest in activities one once 

enjoyed (APA, 2021b). 

Diagnostic and Statistical Manual of Mental Disorders (DSM-V) 

The DSM-V is a publication by the APA to classify mental disorders using 

everyday language and standard criteria (APA, 2021a). The DSM-V is the handbook used 

by healthcare professionals in the U.S. and much of the world as the authoritative guide 

to diagnosing mental disorders (APA, 2021a). 

Geriatric Depression Scale-15 (GDS-15) 

A validated screening tool is an instrument that has been psychometrically tested 

for reliability, validity, and sensitivity to correctly identify a patient with a condition (The 

Joint Commission, n.d.). In this project, the validated screening tool being used was the 

Geriatric Depression Scale-15, which was developed by J. A. Yesavage et al. (1982) and 

published in the Journal of Psychiatric Research. It has been shown to have sensitivity 

for screening for depression in the older adult population (Yesavage et al., 1982). 
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Identification Rates 

For this project, being at-risk for depression was identified using the GDS-15 

depression screening tool. Identification rates were the number of older adults identified 

as at-risk for depression compared to the overall number of older adults screened for 

depression. Rates are defined as a measure, quantity, or frequency and are typically 

measured against some other quantity or measure (USC, 2021). This identification rate 

was a dependent variable in this project. 

Implementation Group  

The implementation group is adults 65 and older who were screened using the 

intervention in this project, the GDS-15, for depression. The implementation group data 

were compared to the data from the comparison group in data analysis for this project 

(USC, 2021).  

Licensed Vocational Nurse (LVN) 

 An entry-level health care provider who is responsible for rendering basic nursing 

care and practices under the direction of a physician or a registered nurse (BVNPT, 

2021). 

Older Adults 

Subjects are individuals whose characteristics and responses are the study objects 

(USC, 2021). In this project, an older adult is identified as 65 and older, which is the 

older adult age identified by Medicare in the U.S. (CMS, 2021). 

Participants 

 Participants are individuals performing the independent variable (USC, 2021), as 

in this project. 



23 

 

Referral Rates 

In this project, referrals rates were calculated by the number of referrals to a 

mental health specialist, such as a referral to a licensed marriage and family therapist, 

psychologist, or psychiatrist. Again, rates are defined as a measure, quantity, or 

frequency and are typically measured against some other quantity or measure (USC, 

2021). This referral rate was a dependent variable in this project. 

Risk Factors 

Risk factors are characteristics at the biological, psychological, or cultural level 

that precede or are associated with a higher likelihood of adverse outcomes in the future 

(Substance Abuse and Mental Health Services Administration [SAMHSA], n.d.). Some 

depression risk factors found in the literature include chronic co-morbidities, social 

isolation, adverse life events, a personal history of depression, and a sedentary lifestyle 

(Neufeld et al., 2021). 

Treatment 

Treatment for depression is defined as pharmacological, as in antidepressant 

medication, or non-pharmacological, as in therapy with a licensed therapist or by using a 

complementary or alternative medical treatment, or a combination of the two (Liu & 

Aftab, 2020). The pharmacological treatment rate was a dependent variable in this 

project. 

Assumptions, Limitations, Delimitations 

One assumption of this project was that implementing a routine screening tool for 

depression into a primary care office to identify risk factors for depression would 

encourage older adults with these increased risk factors to seek help. Also, it was 
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assumed the primary health care providers caring for these older adults would be able to 

refer patients who screened positive for depressive risk factors to a mental health 

specialist or provide effective interventions themselves. These assumptions may not have 

held. Older adults may have refused depression screening altogether, and older adults 

who were identified as having increased risk factors for depression may have refused 

treatment and referrals to a mental health specialist. The primary health care providers 

may have been unable to refer these older adults to a mental health specialist or may not 

have provided effective interventions themselves. It was believed that older adults would 

want to get help for their depressive symptoms, but this may not have been the case. It 

was also thought that primary care physicians would manage depressive symptoms 

themselves in primary care, but this might also not have been the case. Lastly, it was 

believed that referrals to mental health specialists would be available, but this may not 

have been the case or may have taken patients several months to be seen.  

This project may have been limited by the resistance of medical and nursing staff 

to implement a standard depression screening tool. This project added workload to an 

already busy primary care office. Addressing these workload concerns in the pre-

implementation phase was of utmost importance to this project's success. Also, this 

project may not be sustainable long-term due to a lack of financial support or lack of 

support from the providers themselves. Medicare part B reimburses for an annual 

depression screening each year plus follow-up visits for treatment (CMS, 2021). This 

project also met the quality measure requirements for the Merit-Based Incentive Payment 

System Program (MIPS) developed by the CMS for its Medicare providers, such as the 

provider at the project site (CMS, 2021). The largest limitation of this project was the 
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time frame in which this project needed to be completed as well as the specifications of 

the program. These included a hands-off patient approach, an EBP tool to be used, and a 

dependent variable directly linked to a patient outcome while being a quantifiable 

measure.  Lastly, this project was conducted during COVID-19, and referrals to mental 

health specialists became an unforeseen challenge.  

This project's delimitations included the sample size being screened, the 

implementation design, and this project was limited to a single private primary care 

practice location, therefore this project's patients’ outcomes may not be generalizable to 

other primary care settings in different geographical areas The specific choices made in 

these delimiting factors were made with the practicality of time in mind and this project's 

validity. The number of variables chosen on which to collect data was based on the 

projected sample size and project design of this QI project.  

Summary and Organization of the Remainder of the Project 

Depression in the older adult population is a relevant public health concern. 

Depression is considered the leading cause of mental health disorders worldwide (Hajjar 

et al., 2017). Depression is of great significance among the older adult population as this 

population also suffers from multiple medical concerns (Hajjar et al., 2017). The severity 

of an initial depressive episode, coupled with lack of treatment, can contribute to an 

unfavorable prognosis in most case scenarios (Hajjar et al., 2017). If detected early, 

primary care providers can either provide further assessment and treatment under primary 

care or refer older adults to a mental health specialist for further follow-up and 

management of their depression (Hajjar et al., 2017). The Mental Health Action Plan 

developed by the WHO emphasized the importance of promoting mental well-being by 
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detecting, managing, and preventing mental illness (Hajjar et al., 2017). Therefore, 

implementing a depression screening tool for the older adult population into the primary 

care setting where older adults are seen regularly to improve mental health patient 

outcomes was warranted.  

Evidence-based practice (EBP) depression screening tools are designed to reduce 

diagnostic uncertainty. Siu and the USPSTF (2016) recommended implementing an EBP 

routine screening tool for all adults established from the evidence of screening in primary 

care clinics (Samples et al., 2019). Based on this recommendation, the GDS-15 was 

routinely implemented into a primary care office and offered to all patients 65 and older 

for four weeks. This project aimed to increase the identification of risk factors for 

depression in this aging adult population and initiate treatment for depression as well as 

referrals to mental health specialists when warranted by the screening.  

 This project was implemented to determine what degree Yesavage's Geriatric 

Depression Scale-15 would impact the identification of risk factors for depression and the 

initiation of pharmacological treatment, follow-up, and referral to a mental health 

specialist when compared to current practice among adults 65 and older in a primary care 

office in southern California. It is difficult to diagnose depression in the aging adult 

population due to many medical co-morbidities, multiple side effects from medications, 

and somatic complaints (Durmaz et al., 2018). These complications lead to diagnostic 

uncertainty for primary care physicians who rely on their patients' observations as their 

assessment (Samples et al., 2019). On top of that, diagnosing mental illness is 

complicated, and primary care physicians have limited mental health training, resulting in 

a lack of expertise and confidence (Samples et al., 2019).  
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This project set out to quantify the number of older adults identified as having 

increased risk factors for depression after implementing a routine depression screen tool. 

This project also set out to quantify the number of older adults either started on treatment 

for their depressive symptoms in primary care or referred to a mental health specialist for 

further assessment and possible management. Due to the quantifying of numbers and 

there being no control over the sample groups in this project and a new screening tool 

intervention implemented, a quantitative methodology and quasi-experimental design 

were chosen for this project. 

The purpose of this quantitative, quasi-experimental quality improvement project 

was to determine if or to what degree the implementation of Yesavage's Geriatric 

Depression Scale-15 (GDS-15) would impact the identification of risk factors for 

depression and the initiation of pharmacological treatment, follow-up, and referral to a 

mental health specialist when compared to the current practice among adults 65 and older 

in a primary care office in southern California over four weeks. This project was 

conducted in a primary care office that mainly cared for an older adult population but did 

not have routine depression screening prior to this project. The independent variable in 

this project was Yesavage's Geriatric Depression Scale-15 (GDS-15), and the dependent 

variables were the identification of risk factors for depression in this older adult 

population as well as depression treatment initiation or referrals to a mental health 

specialist over four weeks. The numbers of these variables were compared to those who 

were not screened for depression using the GDS-15 four weeks prior to the 

implementation.  
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This project was significant because it focused on applying the recommendation 

by Siu and the USPTSF (2016) and the CMS (2021) to screen all adults over 18 for 

depression in primary care. The implementation of this project was vital to the known 

long-term adverse effects of undiagnosed and untreated depression in older adults. The 

advancement of patient health outcomes was aided by implementing a routine screening 

tool into the primary care setting to improve the detection and initiation of treatment in 

this at-risk population (Samples et al., 2019). This project advanced scientific knowledge 

by providing evidence on improving the screening and detection process of depression in 

a metropolitan primary care clinic serving the older adult population in southern 

California. 

This project's implementation promoted Siu’s and the USPTSF's (2016) 

recommendation for a routine depression screening in the adult population to increase 

detection and early intervention in an outpatient primary care office in metropolitan 

southern California. Depression is a severe health concern. Although depression is seen 

in all age groups, late-life depression has been associated with devastating patient 

outcomes, such as sleep disorders, malnutrition, self-neglect, and even an increased risk 

of suicide (Durmaz et al., 2018). Hence, early detection, diagnosis, and treatment are 

essential to this population’s long-term outcomes.  

Chapter 2 will review the literature and the theoretical frameworks chosen to 

guide this project. Hildegard Peplau’s theory of interpersonal relations was chosen to 

guide the depression screening between the nurse and the older adult. In addition, Kurt 

Lewin’s change theory was chosen to guide the change process of adding a routine 

screening into a busy primary care office for all staff. The review of literature provided a 
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wealth of information regarding screening for depression in the older adult population. 

The literature also indicated how implementing a routine screening with a valid and 

reliable tool in a primary care office setting is an effective way to screen for depression 

early on to identify risk factors with early intervention. Chapter 3 will describe the 

project's chosen methodology and design, data collection procedures, and approaches to 

data analysis. Next, in Chapter 4, the data analysis results, including a detailed 

description of statistical tests used to describe project outcomes, are presented. Lastly, 

Chapter 5 discusses the results, provides recommendations for future research, and 

summarizes this project's findings.   
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Chapter 2: Literature Review 

Depression is one of the most common mental health disorders globally and is 

highly prevalent in the older adult population. Depression not only affects an individual's 

quality of life, but it is also the leading cause of disability today (Kato et al., 2018). 

Despite its high prevalence and known impact, depression continues to be 

underdiagnosed and undertreated in the older adult population (Kato et al., 2018). In 

2016, the USPSTF recommended routine depression screening be implemented into 

primary care for all adults over 18 regardless of whether their health care provider or 

themselves felt they were at risk or had any symptoms (Kato et al., 2018). Unfortunately, 

many Americans, especially older adult Americans, continue not to have their depression 

needs assessed (Kato et al., 2018). The USPSTF's recommendation was the foundation of 

this project. 

The purpose of this quantitative, quasi-experimental quality improvement project 

was to determine if or to what degree the implementation of Yesavage's Geriatric 

Depression Scale-15 (GDS-15) would impact the identification of risk factors for 

depression and the initiation of pharmacological treatment, follow-up, and referral to a 

mental health specialist when compared to the current practice among adults 65 and older 

in a primary care office in southern California over four weeks. Previously, the project 

site relied on patients to self-disclose depressive symptoms and had no routine depression 

screening in place. The site providers felt this was an ineffective way to assess for 

depression. The literature agreed, showing depression in older adults continues to be 

under-detected and undertreated in primary care settings, with current primary care 

physicians continuing to rely on clinical judgment for their diagnoses or only screening 
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patients under certain circumstances instead of routinely (Samples et al., 2019). This 

practice gap was the driving force behind this project's purpose.  

Before implementing this project, an extensive literature review was conducted, 

specifically on the older adult population, depression, depression screening, and primary 

care. Both relevant and current literature to support this project was found by using 

numerous academic search engines, including Grand Canyon University (GCU) online 

library, Mount Saint Mary's University (MSMU) online library, Google Scholar, 

CINAHL, OVID Nursing Journals, PubMed, ProQuest Nursing & Allied Health Source, 

and Medline. Search terms used included older adults, elderly, senior, depression, late-

life depression, depression screening, primary care, and geriatric depression screen-15 

with Boolean combinations of all these terms. The limiters utilized in this search were 

peer-reviewed journals and dates set within the last five years, and the most recent and 

valid studies were selected for review. More specifically, randomized control trials, 

longitudinal studies, population-based studies, cross-sectional studies, and systematic 

reviews and meta-analyses were all given preference during the selection process. Over 

50 studies were selected and reviewed for this project. Four themes and three to four 

subthemes created for each theme were created to organize the literature.  

Depression is one of the most common mental health conditions in the older adult 

population and is considered a severe health concern (Yu et al., 2020). In the U.S., Yu et 

al. (2020) conducted a study on trends in depression from 2005 through 2016 using a 

weighted univariate regression model and found a trend of moderate depression in adults 

ages 20 to 39 and an increasing trend of severe depression in adults over the age of 65. 

Although depression is indeed seen across all age groups, depression in the geriatric 
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population can be associated with devastating patient outcomes, such as malnutrition, 

self-neglect, loss of independence, and increased risk of morbidity and mortality (Durmaz 

et al., 2018). Also, depression in this population can be the initial sign of other diseases 

and disorders (Durmaz et al., 2018). Unfortunately, depression is difficult to diagnose 

later in life. The thought is that affective symptoms of depression are uncommon in this 

population compared to their younger counterparts, and depression can present itself with 

cognitive and somatic symptoms that are already common in this population (Durmaz et 

al., 2018). Providers attribute these cognitive and somatic symptoms to the patient 

becoming senile or due to other existing co-morbidities (Durmaz et al., 2018). All of this 

creates diagnostic uncertainty on behalf of the primary care provider.  

Implementing an EBP valid and reliable screening tool for depression could 

decrease this diagnostic uncertainty and close this practice gap to increase the detection 

of depression in this older adult population. Screening tools for depression are designed 

to reduce diagnostic confusion (Samples et al., 2019). This project was implemented into 

a metropolitan primary care office in southern California that previously had no formal 

depression screening tool in place and mainly cared for patients over the age of 65 who 

received Medicare benefits in the U.S.  

There are many valid and reliable depression screening tools in the literature. The 

Geriatric Depression Scale-15 (GDS-15) was chosen for this project because it was 

designed specifically for older adults. The GDS was initially developed by J. A. 

Yesavage in 1983 and originally consisted of 30 questions but was considered time-

consuming (Durmaz et al., 2018). For both patients and clinicians, a short form, the GDS-

15, comprising only 15 items, was developed again by J. A. Yesavage and was found to 
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be effective for diagnosing depression in the older adult population (Durmaz et al., 2018). 

The GDS-15 was more straightforward, brief, and more time-efficient for use with both 

patients and providers (Durmaz et al., 2018). Because of these newfound characteristics 

of the GDS-15, it is now a validated and widely used tool to screen for depression in 

older adults globally (Durmaz et al., 2018). The GDS-15 is a valid and reliable EBP tool 

and is why it was the chosen depression screening intervention for this project.  

This chapter presents the evidence and literature that supported the development 

and implementation of this project. First, the theoretical frameworks, Peplau’s theory of 

interpersonal relations and Lewin’s change theory, are described in relation to the project. 

Then, the literature is discussed according to the following four themes: depression in the 

older adult population, detection and screening for depression, appropriateness of the 

GDS-15 tool, and treatability of depression in older adults. 

Theoretical Foundations  

Hildegard Peplau's theory of interpersonal relations provides a solid framework 

for the nurse-patient relationship. Hildegard Peplau was a nursing theorist who offered 

significant contributions to psychiatric nursing by defining the nurse-patient relationship 

in her interpersonal relations theory (Arabacı & Taş, 2019). Peplau (1952) emphasized 

the most critical factor in this relationship is the communication between the two and that 

the relationship is built on trust. Peplau (1952) stated the problems identified and 

resolved based on this nurse-patient relationship serve as the basis for psychiatric 

nursing. Arabacı and Taş (2019) stated that Peplau's theory is effective when applied to 

practice. Depression can be a sensitive subject to discuss, especially with the older adult 

population. Peplau's interpersonal relations theory-guided and structured difficult 
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conversations between the nurses and their patients when discussing the importance of 

completing a depression screening. For these conversations to be successful, they needed 

to be built on trust, as Peplau stated.  

Providing depression screening within a theoretical model framework like 

Peplau's theory of interpersonal relations helped develop the nursing profession by 

translating the literature into practice. Peplau (1952) stressed many nursing problems 

could be overcome with a strong interpersonal relationship between the nurse and the 

patient. Applying Peplau's four-stage theory to the screening process for depression in the 

older adult population helped guide and structure the screening process. The goal of 

utilizing Peplau's theoretical framework to guide the implementation process was to 

strengthen the relationship and communication between the LVNs and the older adult 

patients in this primary care office by emphasizing the development of trust between the 

two. Developing trust between the nurse and the patient helped make this project 

successful when bringing up such a delicate and sensitive topic as depression.  

Peplau's theory consists of four stages. The first stage is the orientation stage, in 

which the patient seeks help while the health care provider identifies a problem or 

concern (Peplau, 1952). This initial stage was when the depression screening took place. 

Then the second stage, the identification stage, the nurse and the patient began to plan 

and determine the goals depending on the outcome of the GDS-15 (Peplau, 1952). Next, 

in the exploitation stage, the patient was informed of their depression screening outcome, 

and the patient can learn to cope, with the help of the provider and the nurse, with this 

possible new concern through follow-up and even possible initiation of treatment 

(Peplau, 1952). Lastly, in the resolution stage, the patient was expected to be successful 
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in all activities and goals discussed (Peplau, 1952). In this stage, the patient should be 

able to make individual decisions regarding their care and follow-up as needed for their 

depressive symptoms. This whole screening process aimed to strengthen the interpersonal 

relationship between the nurse providing the depression screening and the patient 

receiving the screening to establish trust. This building of confidence between the two 

helped this new screening process be successful and sustainable. 

Along with Peplau's theory, Kurt Lewin's change theory was also utilized to help 

guide the implementation of a new routine depression screening process with staff into a 

metropolitan primary care office in southern California. Lewin's change theory has 

contributed to nursing theory by addressing many nurses practice changes, including 

implementing other depression screenings into primary care clinics. For instance, Fabiku 

(2021) utilized Lewin's theory three-step change-management model to successfully 

facilitate the development and implementation of the Patient Health Questionnaire-9 

(PHQ-9) into an outpatient setting for adults. 

This project implemented routine depression screening for older adults into a 

primary care clinic that previously did not have one in place, which required a change to 

meet USPTF guidelines. Lewin's (1947) change theory consists of three phases: the 

unfreezing phase, the change phase, and the refreezing phase. Staff concerns were 

addressed during the unfreezing stage regarding implementing another routine screening 

into an already busy workflow. This unfreezing stage presented the sense of urgency 

through the literature regarding the prevalence of increased depression in the older adult 

population. Furthermore, how untreated depression could lead to increased morbidity and 

mortality in this population and that less-than-optimal depression screening was a weak 
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and unacceptable practice was emphasized in this stage to create a change coalition. 

Next, during the change phase, the GDS-15 was implemented as a routine depression 

screening tool. This phase was where the changes were negotiated with the stakeholders. 

The primary focus was on changes that needed to be made to patient care protocols in this 

primary care facility. Lastly, the new screening protocol and tool were refrozen by 

demonstrating the significant benefits of the change to clinical practice. 

For this project, Peplau’s theory was in place to help guide the depression 

screening itself, whereas Lewin’s change theory was utilized to drive the organizational 

change. Lewin’s approach was shown to increase employee involvement and input into 

decisions that affect an organization’s performance and employee wellbeing (Hussain et 

al., 2018). Hussain et al. (2018) found utilizing Lewin’s change theory to incorporate 

employee participation leads to high-quality change and less resistance to the 

implementation stage. Hussain et al. (2018) concluded Lewin’s change theory is 

instrumental in implementing change in an organization. The hope was that this project 

would have the same response by utilizing Lewin’s approach during the implementation 

process. The framework would engender staff and stakeholder buy-in so that this project 

would be successful and sustainable. 

Review of the Literature 

This literature review is separated into four themes, with three to four sub-themes 

found for each theme. The first theme found in the literature for this project was 

depression in the older adult population. Its subthemes were social isolation and 

loneliness, chronic comorbidities, and a sedentary lifestyle. The second theme found was 

detection and screening for depression. Its subthemes were the primary care setting, 
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difficult to detect and diagnose, and consequences of undiagnosed and untreated 

depression. The third theme found for this project was the appropriateness of the GDS-15 

tool. Its subthemes were early detection of risk factors, easy to implement and use, 

designed for the older adult population, and a valid and reliable tool. Lastly, the fourth 

and final theme found in the literature for this project was the treatability of depression in 

older adults. 

Today, as people continue to live longer, they become a more vulnerable 

population medically and psychologically. The World Health Organization has described 

depression as a significant cause of disability globally, with depression in the older adult 

population needing special attention (Goswami et al., 2017). The WHO estimated the 

overall prevalence of depressive symptoms among the aging adult population is upwards 

of 20% worldwide; however, despite these statistics, depression is a neglected concern 

(Goswami et al., 2017). Early detection followed by timely referrals for early intervention 

and management in the older adult population is essential due to the late-life associations 

with increased morbidity, mortality, and overall adverse patient outcomes (Padayachey et 

al., 2017). The findings of this literature and statistics created the foundation for the 

implementation of this project. 

Depression in the Older Adult Population 

Depression is a significant mental health concern for the older adult population. 

The WHO recognized this by stating depression among older adults is an illness with a 

significant global burden (Neufeld et al., 2021). Several risk factors have been linked to 

the development of depression later in life, including chronic co-morbidities, social 

isolation, adverse life events, a personal history of depression, and a sedentary lifestyle 
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(Neufeld et al., 2021). Depression later in life worsens the outcomes of other medical 

disorders. It increases hospitalization frequency, early entry to facility-based care, risk of 

death, and death by suicide (Neufeld et al., 2021). All these risk factors and subsequent 

outcomes are why depression in our older adult population is a severe public health 

concern. 

Social Isolation and Loneliness. Social isolation and loneliness were a subtheme 

found in the literature associated with depression later in life. In a quantitative, cross-

sectional study, Dell et al. (2019) examined the relationship between loneliness and 

depressive symptoms among 100 older adult participants. In Dell et al.’s (2019) study, 

the GDS-15 was used to measure depressive symptoms, while the de Jong Gierveld 

Loneliness Scale was used to measure social and emotional loneliness. In addition, Dell 

et al. (2019) utilized a hierarchical regression model to find emotional loneliness 

uniquely associated with more significant depressive symptoms in the aging adult 

population. Results showed that at least 70% of the older adult population with 

depressive symptoms represented in this study also showed mild loneliness (Dell et al., 

2019). 

Then Curran et al. (2020) conducted a quantitative, cross-sectional, longitudinal 

study to examine depression and anxiety in older adults. First, Curran et al. (2020) guided 

this study using the Irish Longitudinal Study on Aging data, and perceived loneliness was 

measured using the TILDA questionnaire. Curran et al. (2020) then ran a latent class 

analysis only to find their results showed a distinct association between loneliness and 

depression, specifically in older adults, and more consistently so for older adult females. 
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As a result, Curran et al. (2020) felt more attention needed to be focused on the mental 

health of older adults with chronic co-morbidities that were also at risk for loneliness.  

Lastly, Misawa and Kondo (2019) revealed social factors were related to 

depression in Japan’s aging adult population. Misawa and Kondo (2019) conducted a 

quantitative, longitudinal survey study of over 3,000 older adults over 65 with data from 

the Aichi Gerontological Evaluation Study project. In Misawa and Kondo’s (2019) study, 

the outcome variable was depression and was evaluated using the Geriatric Depression 

Scale. A generalized linear model was used to find a strong correlation between social 

interaction and perceived emotional support with depression (Misawa & Kondo, 2019). 

This found correlation was significant for preventing depression in the aging adult 

population, showing that social interaction and lack of support played a role in 

developing depression in this population (Misawa & Kondo, 2019). All three studies’ 

findings encouraged increasing social support for the older adult population. 

In a community-based quantitative, cross-sectional study conducted over a month 

in 2020, almost 1,000 participants were selected via a computer-generated random 

sampling technique to assess the prevalence and associated factors of depression among 

older adults (Mulat et al., 2021). Next, data were collected using the GDS-15 through 

face-to-face interviews with bivariate and multivariable logistic regression analysis to 

identify the associated factors of depression in the elderly (Mulat et al., 2021). Finally, an 

adjusted odds ratio with a confidence interval was reported and a statistical significance 

with a p-value of < 0.05 to find the prevalence of depression (Mulat et al., 2021). In this 

study, older age, a presence of a known chronic disease, marital loss, and a flawed social 
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support system were all contributing factors with loneliness and depression having a 

strong association (Mulat et al., 2021). 

Currently, with COVID-19, social loneliness is at an all-time high in the older 

adult population. Robb et al. (2020) initiated a quantitative, rapid response study a few 

weeks into lockdown to investigate the impact of COVID-19 and social isolation on the 

older adult population. Over 7,000 participants were surveyed using data from the 

CHARIOT COVID-19 Rapid Response Study (Robb et al., 2020). In this study, 

depression was assessed using the Hospital Anxiety Depression scale (Robb et al., 2020). 

Robb et al. (2020) found a significant negative association between subjective loneliness 

and worsening components of depression in 12.8% of older adults. This original research 

article supported the need for increased concern for older adults in isolation and 

associated mental health with the current global pandemic. 

Chronic Co-Morbidities. Chronic co-morbidities were another subtheme found 

in the literature that is associated with depression later in life. In a quantitative, cross-

sectional study conducted by Carandang et al. (2019), over 1,000 Filipino senior citizens 

were surveyed using the GDS-15 for factors related to depressive symptoms. This study 

utilized a multiple linear regression analysis to identify factors independently associated 

with depressive symptoms and found loneliness at 26% and chronic co-morbidities at 

33% to be the two major risk factors associated with depressive symptoms in the older 

adult population (Carandang et al., 2019). In another quantitative, cross-sectional study, 

Kugbey et al. (2018) also examine the prevalence of depression using the GDS-15 later in 

life. However, they had a much smaller survey of only 250 older adults, and over 35% 

had depression with a chronic illness predicting the depression in these participants. Both 
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studies highlighted chronic co-morbidity as being a risk factor for depression later in life. 

Kugbey et al. (2018) encouraged increased coping skills in the older adult population 

with chronic comorbidities, hoping this population would not develop depression later in 

life. 

A quantitative, longitudinal study conducted on adults over 60 in Costa Rica was 

done to look at risk factors associated with late-life depression (Gertner et al., 2017). The 

study utilized baseline interviews conducted on over 2,800 participants with follow-up 

interviews three to four years later (Gertner et al., 2017). This study used the GDS-15 as 

a screening tool to identify depression in their participants and then relied on self-

reporting any antidepressant uses or chronic medical concerns (Gertner et al., 2017). The 

longitudinal study showed an increase in disability associated with a depression diagnosis 

and new and chronic medical conditions related to risk factors of late-life depression 

(Gertner et al., 2017). This study also found recent widowhood and loneliness to be risk 

factors of late-life depression. Gertner et al. (2017) stated that depressive symptoms 

found in the older adult population lead to a worsening of chronic co-morbidities, a 

decrease in quality of life, and an increase in mortality, supporting the need for early 

routine screening to increase detection. 

Leung et al. (2020) conducted a study that looked at different types of co-

morbidities and how they can affect the mental health of older adults. Leung et al. (2020) 

set out to examine the impact of various co-morbidities on depressive symptoms in the 

older adult population. This quantitative, longitudinal study was conducted on over 

11,000 participants over four years to estimate the prevalence of co-morbidities (Leung et 

al., 2020). Leung et al. (2020) then utilized a latent class analysis to identify patterns of 
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how depressive symptoms changed over time by calculating the odds ratios or worsening 

or improved levels of depression by the types of co-morbidities experienced. Leung et al. 

(2020) found that the prevalence of depression differed by the kinds of co-morbidities 

experienced in older adults with diseases like asthma, liver kidney disease, and arthritis 

who had lower levels of depression initially but experienced increasing depressive 

symptoms over time. In contrast, participants with memory-related diseases, arthritis, and 

stroke had a higher level of depression at baseline and continued to decline over time 

(Leung et al., 2020). Given the higher rates of depression with specific comorbidities in 

this population, paying attention to the mental health in this older adult population is 

imperative. 

Lastly, a population-based, quantitative study conducted by Radevic et al. (2019) 

aimed to determine demographic factors, socio-economic factors, and health status 

characteristics present with depression in the older adult population. This study had over 

3,500 participants, and the PHQ-9 questionnaire was utilized to assess the presence of 

depressive symptoms (Radevic et al., 2019). Results showed participants with limited 

daily activities and two to three chronic co-morbidities were three times more likely to 

suffer from depression later in life than those without (Radevic et al., 2019). Thus, this 

study supported the subtheme of chronic co-morbidities associated with developing 

depression later in life. 

Sedentary Lifestyle. A sedentary lifestyle was the third subtheme found in the 

literature for older adults with depression. A quantitative, population-based study 

conducted by Eriksson et al. (2020) examined how a sedentary lifestyle and length of a 

sedentary lifestyle were risk factors for developing late-life depression. This study was a 
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cross-sectional survey using the Healthy Aging Initiative data with sedentary behavior 

and depression using the GDS-15, measured objectively using logistic regression analysis 

(Eriksson et al., 2020). Eriksson et al.'s (2020) results showed a more significant 

percentage of the day spent sedentary and more prolonged average sedentary bouts were 

associated with an increased risk of depression. 

A meta-analysis conducted by Schuch et al. (2017) also supported sedentary 

behavior and low physical activity as predictors of depression. In Schuch et al.’s (2017) 

study, electronic databases were searched, and 24 eligible studies were looked at with 

almost 3,000 adults with major depressive disorder studied. In addition, Schuch et al. 

(2017) conducted a meta-regression analysis that concluded adults with depression 

engage in low levels of physical activity and high levels of sedentary behavior, which 

were independent predictors of mortality in older adults. Lastly, a quantitative, 

population-based study of over 2,000 participants conducted by Holmquist et al. (2017) 

aimed to profile risks for developing depression, focusing on functional performance in 

the aging adult population. Depression was again assessed using the GDD-15 and 

physical activity objectively using the ActiGraph (Holmquist et al., 2017). In addition, 

these researchers conducted an explorative cluster analysis to find that low levels of 

operating performance and a more sedentary lifestyle were both predictors of depression 

in the older adult population (Holmquist et al., 2017). 

A mixed-methods, population-based elderly study of over 8,000 participants was 

conducted to understand the direct and indirect effects of overall lifestyle behaviors on 

mental health outcomes (Bhandari & Paswan, 2021). This study examined six lifestyle 

behaviors: physical activity, smoking, alcohol consumption, diet, family relation, and 
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social action in older adults (Bhandari & Paswan, 2021). Mental health, including anxiety 

and stress, was identified using the 12-item General Health Questionnaire (GHQ-12) 

(Bhandari & Paswan, 2021). Results showed that anxiety and depression were more 

common among older adults with a sedentary lifestyle, regular smokers, socially isolated, 

and strained family relations (Bhandari & Paswan, 2021). Multivariate analysis showed 

poor physical health, characterized by a functional limitation and disability, had an even 

more substantial influence on developing late-life depression (Bhandari & Paswan, 

2021). A moderation analysis showed both physical activity and social activity have a 

moderation effect on depression over socio-economic risk factors in the older adult 

population. The authors concluded a lifestyle modification with increased physical 

activity and increased social interaction could effectively reduce the depressive 

symptoms in older adults (Bhandari & Paswan, 2021). 

In summary, the 18 studies mentioned under the first theme supported the high 

prevalence and risk factors associated with depression in the older adult population. First, 

Dell et al. (2019) found emotional loneliness uniquely associated with more significant 

depressive symptoms in the aging adult population. Then, Curran et al.'s (2020) results 

showed a distinct association between loneliness and depression, specifically in older 

adults. Next, Carandang et al. (2019) and Kugbey et al. (2018) found the presence of a 

chronic illness predicting depression in older adults and being a risk factor for depression 

later in life. Lastly, Eriksson et al.'s (2020) results show a more significant percentage of 

the day spent sedentary and more prolonged average sedentary bouts were associated 

with an increased risk of depression. These findings also concur with the studies 
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conducted by Holmquist et al. (2017) and Schuch et al. (2017). The next theme looks at 

detection and screening for depression and the three subthemes found within that theme. 

Detection and Screening for Depression 

Depression is a significant concern in the adult population and even more so in 

the geriatric population. Over 40% of adults experience depressive symptoms in their 

lifetimes (Colligan et al., 2020). If left undiagnosed and untreated, physical health can 

worsen because of underlying psychobiological changes related to depression, leading to 

an increased risk for conditions such as obesity, a sedentary lifestyle, and poor adherence 

to medical treatments (Colligan et al., 2020). Depressive symptoms are often missed in 

the older adult population by providers because depression manifests itself differently in 

this population, and often, older patients themselves do not think they suffer from 

depression (Colligan et al., 2020). Older adults interpret their fatigue, sleeping 

difficulties, and memory changes as part of the typical aging process when affective, 

somatic, and cognitive symptoms of depression (Colligan et al., 2020). However, if left 

undiagnosed and untreated, depression could lead to loss of function, a decreased quality 

of life, and even death by suicide in this aging population (Colligan et al., 2020). 

Therefore, detection of depression in this population is of utmost importance. 

Implementing a routine depression screening into a primary care office is a way to 

increase the detection of depression in this population. An average of about 60% of older 

adults who complete suicide had contact with their primary care providers one month 

before their death (Colligan et al., 2020). Despite the availability of effective treatments 

for depression and the universal health insurance coverage for older adults in the U.S. 

under Medicare, depression continues to be underdiagnosed and undertreated in this 
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population (Colligan et al., 2020). This generation is also less likely than their younger 

counterparts to seek treatment for depression, making the primary care office an ideal 

setting for identifying depressive symptoms, addressing depression with this population, 

and referring them to a mental health specialist if warranted (Colligan et al., 2020). A 

review of several subthemes regarding detection and screening for depression were 

found: the primary care setting, difficult to detect and diagnose, and lastly, the 

consequences of undiagnosed and untreated depression in the older adult population. 

Primary Care Setting. The primary care office is an ideal setting to implement a 

routine EBP depression screening tool. A quantitative, cross-sectional study conducted by 

Stanetić et al. (2020) set out to look at the prevalence of undiagnosed depression among 

primary care older adult patients. Stanetić et al. (2020) sampled over 1,000 primary care 

patients over the age of 65. Over 40% of participants screened positive for depressive 

symptoms with a score of five or above on the GDS-15 (Stanetić et al., 2020). Stanetić et 

al. (2020) stated the results of their study showed a high prevalence of older adults with a 

positive screening for depression who were previously undiagnosed and, therefore, not 

receiving treatment in primary care. Stanetić et al. (2020) felt their study showed a need 

to strengthen depression screening and early detection in this older adult population in 

primary care clinics because primary care is the first point of contact between this 

population of patients and the health care system. This study strengthened the need for 

routine depression screening in primary care for older adults. 

Another quantitative, population-based study conducted by Padayachey et al. 

(2017) also looked at the prevalence of late-life depression in primary care. This study 

also utilized the GDS-15 and randomly administered it to over 250 older adults at a local 
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community clinic (Padayachey et al., 2017). In Padayachey et al.'s (2017) study, just as in 

Stanetić et al.’s (2020) study, over 40% of their older adults screened positive for 

depression. This study had a smaller participant pool but received similar results, 

supporting implementing a routine depression screening into a primary care clinic. 

Padayachey et al. (2017) also concluded that greater awareness needs to be created at the 

primary health care level to screen for depression in the older adult population. 

A more extensive quantitative study with 7,000 participants in India was 

performed over two years and utilized the GDS-15 in primary care (Bincy et al., 2021). 

This study was a community-based cross-sectional study using a multivariate regression 

analysis with a 95% confidence interval. The results showed the prevalence of depression 

in older adults was over 67% in primary care clinics (Bincy et al., 2021). This large 

prevalence study also supported screening for depression in primary care clinics to help 

detect depression in this older adult population (Bincy et al., 2021). 

Lastly, Jha et al. (2019) led a quantitative, retrospective analysis of over 25,000 

participants screened for depression using the Patient Health Questionnaire (PHQ-2) in 

several primary care clinics. Jha et al.'s (2019) results showed over 17% of the 

participants screened positive for depression. Of that 17%, 65% started pharmacological 

therapy for their depression and had multiple follow-ups with their primary care 

physician. Jha et al. (2019) also showed a substantial prevalence of undetected depression 

in primary care but found that implementing a routine screening for depression along 

with a measurement-based treatment option for patients in primary care clinics showed 

better patient engagement and retention. This structured follow-up project allowed for 

frequent visits for timely treatment adjustments for effective management of depression 
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in the primary care setting (Jha et al., 2019). This study was like those conducted by 

Bincy et al. (2021), Padayachey et al. (2017), and Stanetić et al. (2020) in that it 

supported the implementation of a routine depression screening, but Jha et al. (2019) also 

showed the importance of a structured follow-up management plan for engagement and 

retention. 

Difficult to Detect and Diagnose. Depression is challenging to identify and 

diagnose in the older adult population. A quantitative, cross-sectional study conducted by 

Goswami et al. (2017) set out to determine the magnitude of depression among the aging 

adult population and find its correlations. The GDS-15 was also utilized in this study to 

screen for depression. The study was conducted over two months using convenience 

sampling (Goswami et al., 2017). Goswami et al. (2017) found the magnitude of 

depression to be over 40% of the screened population who were previously undiagnosed 

and not receiving treatment. The study found this population needed special attention 

with their depression screening because positive signs of depression could easily be 

missed as typical signs of aging, mistaken for other chronic physical ailments, or 

medication side effects (Goswami et al., 2017). Goswami et al. (2017) stated the older 

adult population could be more challenging to screen for depression because of all their 

other chronic co-morbidities and suggested screening programs be formed as well as 

timely follow-up for management and treatment. This study showed how difficult 

depression is to detect in the older adult population. 

However, recognition of depression by primary care providers also needs to be 

studied. A quantitative, cross-sectional survey delivered by Fekadu et al. (2017) 

evaluated the level of recognition of depression by providers working in primary care in a 
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rural area. This survey was conducted because the literature stated that an effective way 

of recognizing and detecting depression is crucial for the effective management of 

depression in primary care (Fekadu et al., 2017). Fekadu et al.’s (2017) cross-sectional 

survey was completed in eight separate health care centers serving over 150,000 

individuals; the depression tool utilized here was the PHQ-9 indicator of probable 

depression. Over 1,000 participants were assessed for depression in this survey. Of those 

1,000, the primary care providers diagnosed 13 with depression, whereas the PHQ-9 

showed over 115 participants to have probable depression (Fekadu et al., 2017). 

In conclusion, in over 98% of the cases, the PHQ-9 was used to flag probable 

depression that the primary care providers missed (Fekadu et al., 2017). Fekadu et al. 

(2017) found this finding concerning considering the known effects of undiagnosed and 

untreated depression. These known effects are why having an EBP tool like the PHQ-9 or 

the GDS-15 to flag those with increased risk factors for depression can be significant to 

the overall detection of depression in a primary care setting. 

Lastly, to look at barriers to screening for depression in a primary care clinic, 

Smith and Meeks (2019) conducted a quantitative, cross-sectional online survey to 

explore the effects of clinical discipline, time pressure, patient difficulty, and level of 

symptoms on providers’ likelihood to screen for depression. This survey was conducted 

on over 200 providers. Results showed lower time pressures and more significant 

symptom severity in their patients increased their likelihood of even completing a 

depression screen in primary care (Smith & Meeks, 2019). The results of this survey 

showed providers’ decisions to be subject to their judgment and affected by barriers in 

their office, which resulted in the recommendation that providers should be educated as 
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well as trained to screen for depression on their first contact with a patient and routinely 

(Smith & Meeks, 2019). This study confirmed that if providers are pressed for time and 

no symptoms are noted, a depression screening is less likely to be performed; therefore, 

depression is more likely to be missed. 

Consequences of Undiagnosed and Untreated Depression. There are many 

consequences of undiagnosed and untreated depression in the older adult population, 

including malnutrition and cognitive impairment. A quantitative, population-based study 

conducted by Mantzorou et al. (2020) aimed to evaluate the aging adult population's 

nutritional status in relation to cognitive decline and depression. In this study, the Mini-

Mental Status Exam was used along with the GDS-15 to assess the cognitive abilities and 

depressive symptoms and how those impact nutritional status (Mantzorou et al., 2020). 

Of the older adult participants sampled, using the Student’s t-test and ANOVA for 

continuous variables, over 35% were at risk for malnutrition, 11% were malnourished, 

almost 35% were cognitively impaired, and 32% screened positive for depressive 

symptoms (Mantzorou et al., 2020). Mantzorou et al. (2020) found depression to be high 

in the older adult population and found it to be directly associated with malnutrition and 

cognitive impairment. This study's sample size was over 2,000, but the authors asserted 

more studies should be conducted to see if they show the same results. 

Chronic physical co-morbidities are common in older adults with depression. Xu 

et al. (2019) conducted a quantitative, population-based study that included over 7,000 

female participants and followed them for over a decade. At the start of this study, all 

participants were free from either being diagnosed with depression or a chronic physical 

condition, with data on both being updated regularly throughout the study (Xu et al., 
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2019). Depressive symptoms were assessed using the Center for Epidemiological 

Studies- Depression Scale (Xu et al., 2019). Xu et al.’s (2019) conducted a 1-to-1 

matched cohort analysis and results showed over 40% of their participants reported 

elevated depressive symptoms, and over 60% developed multimorbidity after the 20-year 

follow-up. Xu et al. (2019) also stated individuals with depressive symptoms worsened as 

well as increased probability of physical multimorbidity both before and after the onset of 

their depression. This study’s most significant limitation was that it was conducted on 

only females. Still, the correlation between depression and chronic physical co-

morbidities was there. 

Besides malnutrition and physical co-morbidities, suicide is another long-term 

concern of undiagnosed and untreated depression. There have been several studies to 

show this. One quantitative, population-based study by Sang-Wook Yi (2016) was 

conducted in a population of over 100,000 men from the Korean Veterans Health Study. 

The participants had a mean age of 59, and all who participated in a postal survey were 

followed up for suicide mortality over six years (Sang-Wook Yi, 2016). In the follow-up, 

about 400 men died by suicide, and more severe depressive symptoms were associated 

with a greater risk of death by suicide (Sang-Wook Yi, 2016). 

In conclusion, Sang-Wook Yi (2016) found symptoms of depression assessed 

using the GDS-15 to be a good predictor of suicide in the older population. Therefore, 

predictors of suicide need to be taken seriously and evaluated routinely in this population. 

This study was limited by only being conducted on a single-gender but still added to the 

body of knowledge of undiagnosed and untreated depression consequences. 
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In summary, all 11 studies mentioned in this theme supported early detection of 

depressive symptoms in the older adult population. Primary care is the first point of entry 

for most older adults. Primary care is already where this population routinely visits health 

care providers for other chronic co-morbidities, and it is a place where they will more 

likely continue to follow up for management and treatment (Colligan et al., 2020). Using 

an EBP screening tool decreases diagnostic uncertainty on the provider's side with the 

multiple medications, co-morbidities, and somatic complaints often already seen in this 

population (Goswami et al., 2017). Having screening in a primary care office instead of a 

mental health center can take away part of older adults' stigma (Stanetić et al., 2020). 

Lastly, the consequences of undiagnosed and untreated depression should not be ignored 

due to possible physical co-morbidities, malnutrition, and even increased suicide risk 

(Mantzorou et al., 2020; Sang-Wook Yi, 2016; Xu et al., 2019). All studies reviewed 

under this theme further supported the need to identify depression in this older adult 

population in primary care with an EBP routine depression screening. This support brings 

up the next and third theme, the appropriateness of the GDS-15 tool along with its four 

subthemes of early detection of risk factors, easy to implement and use, designed for the 

older adult, and a valid and reliable screening tool. 

Appropriateness of the GDS-15 Tool 

Growing older causes biological and psychological changes for everyone, and 

depression is currently the most common psychological change facing the aging adult 

population. Therefore, the literature favored screening for early detection of risk factors 

related to depression, especially in our older adult population, using EBP tools, such as 

the GDS-15 (Alves Gomes e. Silva et al., 2019). The GDS-15 is a tool designed to 
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discover risk factors for depression, specifically in the older adult population, through 

simple yes or no questions of how individuals have felt recently (Alves Gomes e. Silva et 

al., 2019). The GDS-15 comprises 15 items used to identify feelings of worthlessness and 

disinterest, with a score of five or above suggesting probable depression (Alves Gomes e. 

Silva et al., 2019). Therefore, this tool can contribute to both diagnoses and the 

evaluation of depression so that providers can support this population in monitoring 

depression and treatment results (Alves Gomes e. Silva et al., 2019). The theme of the 

GDS-15 tool includes several subthemes: early detection of risk factors, easy to 

implement and use, designed for the older adult population, and a valid and reliable tool 

to screen for depression. 

Early Detection of Risk Factors. Early detection of risk factors for depression is 

essential to early diagnosis and early treatment in the older adult population. A 

quantitative, population-based study conducted by Kakrani et al. (2015) assessed the 

extent and to what degree depression was in the aging adult population using the GDS-

15. This study consisted of randomly selected participants over 60 who attended a 

geriatric clinic, and researchers utilized the GDS-15 to screen participants for depressive 

symptoms (Kakrani et al., 2015). Kakrani et al. (2015) found over 50% of their 

participants experienced depressive symptoms, with over 80% of those over 75 

experiencing depression symptoms. In this study, the undetected and otherwise 

undiagnosed depression was relatively high, and the prevalence of the depressive 

symptoms only increased with age. Kakrani et al. (2015) stated the GDS-15 was a simple 

tool to implement for early detection of risk factors, leading to prompt attention for 

management and treatment. In this study, Kakrani et al. (2015) found the GDS-15 to have 
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a 92% sensitivity with an 89% specificity when evaluated against diagnostic criteria 

(Kakrani et al., 2015).  Kakrani et al. (2015) felt their study showed the older adult 

population should be considered a vulnerable population for depression even with their 

small sample size. Even though they had a relatively small sample size, this study added 

to the body of knowledge for prevalence and early detection of risk factors for depression 

in this population. 

A more extensive quantitative, cross-sectional, community-based study was 

conducted to determine the proportion of depression in the older adult population, also 

utilizing the GDS-15, which was performed by Aly et al. (2018). This study showed 

about two-thirds of participants suffered from depressive symptoms, with most having 

mild depressive symptoms (scores 5 to 8 on the GDS-15) (Aly et al., 2018). Aly et al. 

(2018) also stated, in alignment with Kakrani et al. (2015), that their findings highlighted 

the need to introduce the GDS-15 into older adult community clinics to evaluate regularly 

for early detection of risk factors for depression. Even if older adults only score as having 

mild depressive symptoms, by detecting risk factors early on, healthcare providers can 

positively impact this population’s quality of life and patient outcomes through early 

intervention and maintenance of these mild symptoms (Kakrani et al., 2015). 

A more extensive quantitative, population-based study of about 700 participants 

conducted by Shin et al. (2019) set out to investigate the multistage discriminating ability 

of the GDS-15. Shin et al.’s (2019) participants were also over the age of 65. However, 

their participants were already diagnosed with minor depression, major depression, or 

never been diagnosed with depression. In this study, Shin et al. (2019) utilized multi-

category receiver operating characteristic (ROC) surfaces to evaluate the three stages of 
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older adult depression. Shin et al. (2019) found the GDS-15 to be a valuable tool to 

classify phases of aging adult depression into either minor or significant and detect early 

depression early for early intervention, which Aly et al. (2018) and Kakrani et al. (2015) 

did not do. Therefore, this study was different because it showed the GDS-15 was an 

effective tool for detecting early risk factors for depression. The GDS-15 also helped 

classify depression between minor and significant. 

Easy to Implement and Use. The literature showed the GDS-15 is an easy tool to 

implement and use. Several studies set out to analyze the screening performance of the 

GDS-15 in different languages and cultures. For example, Apóstolo et al. (2018) 

conducted a quantitative, cross-sectional survey to investigate the screening performance 

of the Portuguese version of the GDS-15 against the diagnostic criteria for depression. 

This survey was a multicenter study consisting of about 130 older adult participants 

recruited from primary healthcare centers (Apóstolo et al., 2018). The sensitivity and 

specificity for the different cut-off points were based on the ROC curve analyses, and it 

was found the Portuguese version of the GDS-15 was an easy and effective tool to 

implement for screening for depressive symptoms in the older adult population in 

primary care (Apóstolo et al., 2018). In addition, Apóstolo et al. (2018) found the GDS-

15 was simple to understand and easy to use as well as provided relevant data in a 

timesaving and resource-saving way, especially for already busy primary care clinics. 

Another quantitative, population-based study by Sarkar et al. (2015) set out to 

validate the Tamil version of the GDS-15 in a rural population of about 240 participants 

over 60. All participants were assessed for depression using the GDS-15. That assessment 

was then compared to an evaluation for depression completed by a clinical psychiatrist 
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who saw the same older adults (Sarkar et al., 2015). Sarkar et al.'s (2015) results showed 

a mean score of 7.4 on the GDS-15, with a prevalence in their sample of depression being 

about 6%. Moreover, Sarkar et al. (2015) also mentioned their study showed the GDS-15 

to be a valid tool with 95% confidence intervals, easy to administer, and easy to 

implement into different cultures as well as various primary care settings. 

Another quantitative, community-based study conducted by Niu et al. (2018) set 

out to evaluate the validity and exceptional cut-off values of the GDS-15. In their 

research, Niu et al. (2018) applied psychological autopsy to collect data from over 200 

consecutive suicide cases with over 200 paired living community controls. Using the 

Spearman correlation analysis, Niu et al. (2018) found that suicide cases were associated 

with a higher score of depressive symptoms than the living controls in this study. In 

conclusion, Niu et al. (2018) found the GDS-15 easy to implement and use as well as a 

valid and reliable tool for assessing depressive symptoms. Thus, even though this study 

differed significantly from those of Apóstolo et al. (2018) and Sarkar et al. (2015), this 

study still showed the GDS-15 is easy and effective to use. 

Designed for the Older Adult Population. The Geriatric Depression Scale was a 

scale explicitly designed to assess depression in the geriatric population (Midden & Mast, 

2018). Midden and Mast (2018) examined the GDS-15 to investigate the differential item 

functioning (DIF) of the different items on the GDS-15 and determine whether they were 

biased based on individuals' cognitive abilities. Midden’s and Mast's (2018) quantitative, 

population-based study screened 215 individuals diagnosed as cognitively impaired for 

depression and evaluated the DIF using multiple invariance levels. Most invariance levels 

showed the items on the GDS-15 operated equivalently across the groups with p = 0.12, 
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concluding clinicians could be confident the GDS-15 screens for depression in 

individuals with cognitive impairment and those who are cognitively intact (Midden & 

Mast, 2018). This study dramatically added to the body of knowledge when screening in 

the older adult population. 

A study conducted by Rajgopal et al. (2019) set out to study the psychometric 

properties of the GDS-15 in quantitative, community-based research. Rajgopal et al. 

(2019) stated mental disorders had a high prevalence and a low priority in India, with 

depression in the geriatric population being the most common treatable mental condition. 

Also, there are very few adequately trained mental health professionals in India; 

therefore, their study evaluated the Kannada version of the GDS-15 for use in the 

geriatric population (Rajgopal et al., 2019). Rajgopal et al. (2019) conducted a cross-

sectional study over six months, and almost 350 participants were screened for 

depression with the GDS-15. Rajgopal et al. (2019) found the GDS-15 to have 100% 

sensitivity and 88.8% specificity with a p-value of less than 0.0001 and a Cronbach’s 

Alpha reliability of 0.99 in screening for depression in their senior population. In 

conclusion, Rajgopal et al. (2019) and Midden and Mast (2018) showed the GDS-15 to 

have good psychometric properties and be a valid instrument for screening for depression 

in the older adult population. 

Next, a systematic review and meta-analysis performed from 2000 to 2019 by 

Park and Kwak (2020) examined the predicted reliability and validity of the GDS-15 in 

screening for depression in patients over 65. This study was conducted because Yesavage 

designed the GDS to screen for depression in older adults (Park & Kwak, 2020). Park and 

Kwak (2020) utilized electronic searches in multiple databases and applied the Quality 
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Assessment of Diagnostic Accuracy Studies-2 to assess bias risk. They found over 30 

studies with almost 9,000 older adult participants who had been screened with the GDS-

15. The meta-analysis results demonstrated that the GDS-15 had a consistent, moderate 

predictive validity with a sensitivity of 0.8 or higher. Park and Kwak (2020) felt the 

GDS-15 emerged as a stable and accurate tool for detecting depression in older adults. 

Valid and Reliable Tool. Many studies added to the body of knowledge the 

GDS-15 is a valid and reliable tool. A quantitative, cross-sectional survey conducted by 

Sugishita et al. (2017) examined the validity and reliability of the Japanese version of the 

GDS-15 and compared it to the diagnostic criteria for depression in the American 

Psychological Association’s Diagnostic Manual for Mental Disorders-V (DSM-V). The 

DSM-V is currently what most clinicians use to diagnose depression. Sugishita et al.'s 

(2017) study comprised over 120 older adults in outpatient settings over 55 who were 

placed in two categories: clinically depressed and non-depressed patients. Logistical 

regression analysis demonstrated the GDS-15 score to have excellent validity based on 

receiver operating characteristic analysis. The Japanese version of the GDS-15 also had a 

Cronbach’s alpha of 0.83, which showed high internal consistency (Sugishita et al., 

2017). 

In conclusion, Sugishita et al. (2017) found the GDS-15 to be a valid and reliable 

screening tool. Two highly desirable features were that it was easy to use and its 

administration's time-effectiveness (Apóstolo et al., 2018; Niu et al., 2018; Sarkar et al., 

2015). Therefore, this study showed the GDS-15 to be a valid and reliable screening tool 

and a good one to implement into an already busy primary care office since it is short and 

easy to use. 
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A quantitative, population-based study conducted by Massai et al. (2018) assessed 

the reliability and validity of the GDS-15 in patients with Parkinson’s disease. This study 

had a smaller sample size of only 70 adults, all clinically diagnosed with Parkinson’s, and 

recruited via convenience sample from a rehabilitation center (Massai et al., 2018). The 

reliability of the GDS-15 in terms of internal consistency was evaluated utilizing 

Cronbach’s alpha was excellent (0.903) (Massai et al., 2018). The GDS-15 was found to 

be a valid and reliable tool for detecting and measuring depressive symptoms in patients 

with Parkinson’s disease (Massai et al., 2018). This study added to the body of 

knowledge showing the validity and reliability of the GDS-15 even stands in patients 

with neurocognitive disorders. 

Another study examined the diagnostic accuracy of various forms of the GDS. 

Krishnamoorthy et al. (2020) conducted a systematic review via multiple databases, with 

the quality of studies assessed using the Quality Assessment of Diagnostic Accuracy 

Studies-2 tool. Krishnamoorthy et al. (2020) performed a bivariate meta-analysis to 

obtain each GDS form's sensitivity, specificity, and diagnostic odds ratio. After looking 

at over 50 studies with over 15,000 participants all screened using different forms of the 

GDS tool, Krishnamoorthy et al. (2020) found all GDS forms are beneficial for detecting 

depression among the older adult population, and each having a high sensitivity (86%) 

and specificity (79%). However, the diagnostic performance was better in shorter 

formats, such as the GDS-15 and the GDS-10, than the GDS-30 (Krishnamoorthy et al., 

2020). Krishnamoorthy et al. (2020) stated a significant publication bias for the GDS-15, 

which may have reduced their analysis' power. Krishnamoorthy et al. (2020) could not 
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test the GDS-10 or the GDS-4 because of the fewer studies; therefore, future research 

could further evaluate the shorter versions of the GDS's validity and reliability. 

Lastly, a quantitative, population-based study conducted by Durmaz et al. (2018) 

on over 300 outpatients assessed participants utilizing both the GDS-30 and the GDS-15. 

Screening results were compared with the scores from the DSM-V. The results showed 

the correlation of the GDS-30 with the GDS-15 to be r = 0.966 (p < 0.001) with a 

receiving operating characteristic curve to have a 95% confidence interval when the 

cutoff value for depression was five or above and the Cronbach alpha coefficient to be 

0.920 (Durmaz et al., 2018). In conclusion, Durmaz et al. (2018) felt the GDS-15 and the 

GDS-30 were beneficial scales in determining depression in the aging primary care center 

population. This study also showed excellent psychometric properties for this tool. 

In summary, all 14 studies in this theme demonstrated the appropriateness of the 

GDS-15 as a screening tool for depression in the older adult population. Patients already 

diagnosed with depression or neurocognitive disorder show the GDS-15 to be a valid and 

reliable tool (Massai et al., 2018). A valid and reliable tool is of utmost importance in 

diagnostic uncertainty, especially in older adults (Krishnamoorthy et al., 2020). Second, 

depressive symptoms present differently in different people; hence, it was essential to 

show the literature’s support for the GDS-15 for this specific population. The studies 

mentioned in this theme showed support for the GDS-15 in detecting risk factors for 

depression in the older adult population. Results were positive whether participants were 

cognitively intact or not, and the tool was valid and reliable across cultures and languages 

(Apóstolo et al., 2018; Sarkar et al., 2015; Sugishita et al., 2017). Lastly, early detection 

of risk factors is essential because early intervention and early management would not 
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occur without initial detection. Improved intervention and management could increase 

this population's quality of life and mental health outcomes. The fourth and final theme of 

this project, the treatability of depression in the older adult population, are discussed next. 

Treatability of Depression in Older Adults 

There are many treatment options for depression today, including 

pharmacological and nonpharmacological. The prevalence of depression increases among 

older adults, with numbers increasing among patients in acute care facilities (Liu & 

Aftab, 2020). The concern lies in that many older adults will not respond to the first line 

of antidepressant medication and will need to switch to another agent, or treatment will 

need to be done in conjunction with other non-pharmacological therapies (Liu & Aftab, 

2020). The inability to tolerate antidepressant treatment may be due to the medication's 

adverse effects or drug interactions with other medical medications, leading to non-

adherence (Liu & Aftab, 2020). This inability to tolerate medication is why appropriate 

identification, diagnosis, and assessment of depression in older adult patients needs 

special consideration before deciding on treatment therapies (Liu & Aftab, 2020). In 

collaboration with a mental health specialist, a primary care physician can make the best 

identification, assessment, diagnosis, and treatment decisions for the older adult patients 

(Liu & Aftab, 2020). The literature showed working collaboratively as a team leads to the 

best patient outcomes. 

Antidepressants are the known pharmacological therapy for individuals suffering 

from depression. A quantitative, cross-sectional study conducted by Prasko et al. (2019) 

set out to determine the prevalence of depressive episodes and recurrent depressive 

disorders despite the length of therapy and type of antidepressants. This study included 
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over 50 participants on treatment for depression for at least three months seen in primary 

care over two years (Prasko et al., 2019). This study utilized an x2 and t-test as well as a 

non-parametric Spearman correlation test with a multivariate regression analysis of 

variance (ANOVA) (Prasko et al., 2019). The results showed treatment success in about 

10% of the participant population with maintenance treatment for depressive symptoms 

in the remaining 90% of participants (Prasko et al., 2019). Only one depression scale, the 

Hamilton Depression Scale, was utilized to screen for depression and the screenings' 

consistency (Prasko et al., 2019). This study's response rate was excellent. 

However, a meta-analysis and systematic review conducted by Gutsmiedl et al. 

(2020) examined the response rates of older adults on antidepressants and determined the 

antidepressant response. Gutsmiedl et al. (2020) searched using multiple data based on 

randomized control trials with antidepressants in older adults. Gutsmiedl et al. (2020) 

found the response rate to be about 50% on a validated rating scale. In a total of 44 

studies and over 6,000 participants, improvement was found in about 50% of older adults 

suffering from depression while being treated on antidepressant medication (Gutsmiedl et 

al., 2020). Gutsmiedl et al. (2020) stated a considerable limitation could be that multiple 

depression scales were utilized in different studies to define the response criteria, and this 

could have skewed their data. The utilization of numerous depression scales to screen for 

depression is the significant difference between this meta-analysis and the single study 

mentioned by Prasko et al. (2019), where only one depression screening tool was used. 

The consistency of a single tool added to the validity of their data. 

A quantitative, population-based survey on adult functioning and disability in the 

U.S. was conducted to estimate the prevalence of depression and antidepressant use 
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among older adults with disabilities (Xiang et al., 2020). Over 30,000 adults over the age 

of 50 participated in this survey over four years, with a logistic regression being used to 

estimate the prevalence of depressive symptoms and antidepressant use by disability type 

(Xiang et al., 2020). Xiang et al.’s (2020) result demonstrated one out of every ten older 

adults reported feeling depressed daily or even weekly, but less than half of them were on 

an antidepressant for their depressive symptoms. Xiang et al. (2020) went on to say that 

various forms of disability are associated with depression in the older adult population, 

but their study found antidepressants to be underutilized, and future studies should aim at 

developing tailored treatments to the needs of older adults suffering from depression. 

The World Health Organization recommended that treatment of depression in 

places with a scarcity of mental health professionals could be done in primary care and 

include a prescription of antidepressant medications for moderate to severe depression 

(Pillai et al., 2021). Pillai et al. (2021) conducted an extensive quantitative, population-

based study of primary care clinics to examine the relationship of actual to recommended 

prescribing practices for depression among all patients who screened positive for 

depression. Participants in over 20 primary care clinics were screened for depression, and 

providers were free to prescribe antidepressants, with follow-up interviews taking place 

at two, six, and 12 months (Pillai et al., 2021). Pillai et al. (2021) utilized a two-level 

hierarchical logistic regression model to examine diagnostic factors associated with the 

prescription of antidepressants and one-month adherence. Over 45% of participants who 

screened positive for depression received a prescription for an antidepressant, with about 

60% of those having moderate to severe depression and about 40% with mild depressive 

symptoms (Pillai et al., 2021). In this study, women and older adults were more likely to 
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receive a prescription for an antidepressant, with over 45% of patients who received a 

prescription adhering to treatment for one month or more, with adherence being 

significantly better among older adults (Pillai et al., 2021). This study supported older 

adults adhere to depressive treatment if prescribed. 

In mental health, the best patient outcomes come from a combination of both 

pharmacological and nonpharmacological therapies. A mixed-methods study conducted 

by Rani and Gayatridevi (2018) examined the use of cognitive-behavioral therapy (CBT) 

to reduce stress and depression in the older adult population. This study included over 

200 participants, and depression was detected utilizing the GDS-15 (Rani & Gayatridevi, 

2018). The participants were divided into a control and intervention groups. The 

intervention group consisted of over 60 participants, and results showed the intervention 

group was free of depressive symptoms after receiving the CBT, leaving the control 

group still suffering from depression (Rani & Gayatridevi, 2018). Rani and Gayatridevi 

(2018) felt their study added to the body of knowledge that CBT is a useful 

nonpharmacological tool for treating depression in the older adult population. 

The quantitative, randomized control pretest-posttest study by Lok et al. (2017) 

also aimed to determine how a physical activity program for the older adult population 

affected depressive symptoms and quality of life. This study included over 80 adult 

participants at least 65 years old divided into an intervention group and a control group 

(Lok et al., 2017). In this study, they utilized Beck Depression Scale (BDI) to measure 

depressive symptoms, and this program consisted of 50 minutes of daily exercise four 

days a week (Lok et al., 2017). Lok et al.'s (2017) utilized the Mann-Whitney U test to 

analyze pretest-posttest results and showed a significant decrease in the BDI after 
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completing the ten-week program, but only in the intervention group. Lok et al. (2017) 

felt their study added to the body of knowledge that increasing physical activity in the 

older adult population can also be a non-pharmacological therapy to decrease depressive 

symptoms. 

Besides a physical activity program and CBT, another non-pharmacological 

therapy that was studied in the literature was reminiscence intervention. A quantitative, 

randomized control study was conducted on reminiscence intervention to investigate the 

extent to which it reduces depressed mood and improves life satisfaction in the older 

adult population (Viguer et al., 2017). In this study, over 150 older adults participated in 

a ten-session intervention and utilized an experimental pretest and posttest design, 

comparing a control and intervention group to evaluate the effectiveness of this 

nonpharmacological intervention (Viguer et al., 2017). A mixed model ANOVA showed 

significant increases in life satisfaction and overall psychological well-being as well as 

decreases in depression in the intervention group after treatment (Viguer et al., 2017). 

Follow-up measures were taken to determine this intervention’s positive effects over 

time, and the effects remained three months after the study concluded (Viguer et al., 

2017). This study’s results supported the effectiveness of another nonpharmacological 

treatment of depression in the older adult population. 

Lastly, Marx et al. (2017) reviewed the literature to examine nonpharmacological 

therapies tested on older adults with depression living in assisted living facilities. Marx et 

al. (2017) looked at 13 studies that met the inclusion criteria of their research and found 

eight of the 13 studies found positive outcomes in their older adults suffering from 

depression when treated with nonpharmacological therapies. In this literature review, 
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activity-based and music therapy customized to the older adult participants' interests and 

abilities showed the most promise of all the nonpharmacological therapies tested (Marx et 

al., 2017). Marx et al. (2017) then concluded that when adopting an evidenced-based 

treatment modality as an intervention, the best patient outcomes come from tailoring 

activities or interventions to the population being treated. 

In summary, the nine studies discussed in this last theme supported 

pharmacological and non-pharmacological treatment options shown to be successful in 

the older adult population. Treatment options for depression include pharmacological, 

such as antidepressants mentioned in the studies by Gutsmiedl et al. (2020) and Prasko et 

al. (2019); then, non-pharmacological, such as CBT said in the study by Rani and 

Gayatridevi (2018) or reminiscence therapy mentioned in the study by Viguer et al. 

(2017); or in a combination of both pharmacological and non-pharmacological treatment 

for the best patient outcomes as mentioned in the article by (Liu & Aftab, 2020).   

Knowing and understanding all treatment options can help improve depressive symptoms 

(Liu & Aftab, 2020). Education and collaboration between primary care providers and 

mental health specialists are essential to enhancing the older adult population's quality of 

life and safety outcomes. 

Summary 

Depression later in life is a relevant public health concern as the global population 

ages. The literature showed implementing an EBP tool for routine depression screening 

into primary care is necessary to identify and detect depression in older adults. 

Depression is of great importance in the aging adult population who are also suffering 

from multiple medical concerns and lack of treatment—all of which contribute to an 
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unfavorable prognosis (Hajjar et al., 2017). Primary care physicians can either start 

effective treatment themselves or offer mental health specialists referrals based on the 

severity of the disorder (Hajjar et al., 2017). Therefore, early detection in this population 

is of great importance. 

All studies presented in this chapter agreed that the likely prevalence rate of 

depression among the older adult population fell somewhere between 6% (Sarkar et al., 

2015) to upwards of 67% (Bincy et al., 2021). Using a systematic depression screening 

tool and process increases the identification of depressive symptoms in older adults in 

primary care (Beebe & Utley, 2018; Bincy et al., 2021; Jha et al., 2019; Padayachey et 

al., 2017; Stanetić et al., 2020). Lastly, upwards of three-quarters of the studies 

mentioned in this literature review utilized the GDS-15 to screen for depression in the 

older adult population. Investigators' frequent use of the GDS-15 for depression 

screening suggested the research community holds this tool in high esteem when studying 

depression in the aging adult population. 

Studies also showed the excellent psychometric properties for the GDS-15. All 

studies mentioned in this literature review showed the GDS-15 to be a valid and reliable 

tool for detecting depression (Durmaz et al., 2018; Massai et al., 2018; Sarkar et al., 

2015; Ștefan & Băban, 2017; Sugishita et al., 2017). The reported Cronbach alpha 

coefficients for the GDS-15 range between 0.83 to 0.92, which shows a high degree of 

internal consistency (Durmaz et al., 2018; Sugishita et al., 2017) and 95% confidence 

intervals (Sarkar et al., 2015). An over 90% sensitivity and 89% specificity in the GDS-

15 were found when evaluated against diagnostic DSM-V criteria (Kakrani et al., 2015). 

Therefore, multiple studies supported the validity and reliability of the GDS-15. 
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The literature review showed a wealth of information regarding screening for 

depression in this population. The Mental Health Action Plan developed by the WHO 

emphasized the importance of promoting mental wellbeing while detecting and 

preventing mental disorders, providing care, and improving the recovery of those who 

have a mental illness (Hajjar et al., 2017). Therefore, it is relevant to analyze and propose 

effective depression screening measures in primary care settings to improve the older 

adult population’s patient outcomes (Hajjar et al., 2017). There was also compelling 

evidence in the literature that screening with an EBP tool is necessary due to the 

diagnostic uncertainty in this population (Fekadu et al., 2017; Goswami et al., 2017; 

Smith & Meeks, 2019). This literature review showed conducting a depression screen 

using a valid and reliable tool implemented into a primary care office could effectively 

improve early identification of depression in the older adult population for early 

intervention and management. 

Applying Peplau’s theory of interpersonal relations and Lewin’s change theory 

could help guide and structure the implementation of routine depression screening in 

primary care using the GDS-15. Peplau’s approach provided a framework of trust for the 

depression screening process between the nurse and the patient. Peplau’s theory was used 

to strengthen the interpersonal relationship by adding trust between the nurse and the 

patient when discussing a sensitive topic like depression. Then, Lewin’s change theory 

guided the implementation of the change in workflow among the staff, both providers and 

nurses, to encourage staff participation and buy-in to the implementation process and the 

organizational change. Both theories helped to make this project a success and assisted 

with the sustainability of this new depression screening in the long run. 



69 

 

In Chapter 3, this project's methodology and design are more thoroughly 

discussed. The problem and clinical question are restated as well as the population and 

sample utilized for this project. Then, the data sources utilized, and the validity and 

reliability of this project are addressed. The data collection procedures are laid out in 

detail within the next chapter. Lastly, the data analysis plan and the ethical considerations 

and limitations of this project are also summarized. Then, in Chapter 4, the data analysis 

results are presented. Lastly, Chapter 5 discusses the results, recommendations, and a 

summary of all project outcomes.  
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Chapter 3: Methodology 

Depression continues to be one of the most common behavioral health disorders 

in the U.S. Depression affects the quality of life of an individual and is also the leading 

cause of disability (Kato et al., 2018). It is associated with higher mortality in the older 

adult population (Kato et al., 2018). Despite the high prevalence and known long-term 

effects of depression, a large portion of older adults living with depression go undetected, 

undiagnosed, and undertreated (Kato et al., 2018). In 2016, the USPSTF recommended 

implementing a routine screening using an evidence-based practice (EBP) valid and 

reliable tool for all adults seen in primary care regardless of whether the patient or the 

provider was aware of any depressive symptoms (Kato et al., 2018). However, current 

data in the literature suggested the recommendation of universal screening is not 

commonly practiced in outpatient care settings (Kato et al., 2018). Hence, this project 

was implemented to fill the practice gap identified in the literature review. 

The purpose of this quantitative, quasi-experimental quality improvement project 

was to determine if or to what degree the implementation of Yesavage's Geriatric 

Depression Scale-15 (GDS-15) would impact the identification of risk factors for 

depression and the initiation of pharmacological treatment, follow-up, and referral to a 

mental health specialist when compared to the current practice among adults 65 and older 

in a primary care office in southern California over four weeks. Properly screening older 

adults for depression is an essential part of their care. Undetected and undiagnosed 

depression later in life is associated with disability as well as an increase in morbidity and 

mortality (Rahman et al., 2020). Implementing an EBP depression screening tool, like the 

GDS-15, routinely can increase the detection of depression in the older adult population. 
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Siu and the USPSTF's (2016) recommendations were to routinely implement an EBP 

depression screening tool into primary care to identify depression for early diagnosis, 

intervention, and treatment. 

A quantitative methodology with a quasi-experimental design was chosen for this 

project. Data were collected from the project site’s electronic medical record (EMR) at 

baseline and four weeks post-implementation of the intervention. Two outcomes were 

measured in this project: the number of patients identified as at risk for depression as well 

as the number of patients either started on treatment with their primary care provider or 

referred to a mental health specialist for follow-up management both at baseline and post-

implementation. These dependent variables were the two direct patient outcomes 

examined to determine the efficacy of implementing the GDS-15 into primary care. 

In this chapter, the methodology and design chosen for this project are discussed 

in further detail. Next, the clinical question that guided this project and the population 

and sample selection utilized are reviewed. Then the sources of data and the validity and 

reliability of this project are discussed. Lastly, the data collection procedures are 

discussed in detail, and this project's ethical considerations and limitations are thoroughly 

explained. 

Statement of the Problem 

It was not known if or to what degree the implementation of Yesavage's Geriatric 

Depression Scale-15 would impact the identification of risk factors for depression and the 

initiation of pharmacological treatment, follow-up, and referral to a mental health 

specialist among adults 65 and older in a primary care office. Despite national 

recommendations for older adults to be routinely screened for depression, many living in 
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the U.S. are still not receiving routine screening (Kato et al., 2018). Specific populations 

are even more likely to remain unassessed, specifically adults 75 and over, men, 

minorities, and the uninsured (Kato et al., 2018). The USPSTF stated having a routine 

screening and having collaborations with a specialist are essential to ensure accurate 

diagnosis, treatment, and follow-up of depression (Kato et al., 2018). This collaboration 

would ensure early detection along with early intervention and management to increase 

the mental health outcomes of this patient population. 

The literature supported the GDS-15 as a valid and reliable EBP tool to screen for 

depression in older adults in primary care (Bincy et al., 2021; Jha et al., 2019; 

Padayachey et al., 2017; Stanetić et al., 2020). Moreover, that by using a systematic 

depression screening tool and process increases the identification of depressive symptoms 

in older adults in primary care (Beebe & Utley, 2018; Bincy et al., 2021; Jha et al., 2019; 

Padayachey et al., 2017; Stanetić et al., 2020). Lastly, by detecting risk factors early on, 

healthcare providers can positively impact this population’s quality of life and patient 

outcomes through early intervention and maintenance of these depressive symptoms 

(Kakrani et al., 2015).  

Clinical Question 

This quantitative quasi-experimental project examined the relationship between 

routine depression screening utilizing the GDS-15 screening tool and the identification of 

risk factors for depression. This project's focus population was older adults over 65 who 

could read and understand English. The expected outcome was to increase the 

identification of risk factors and early management of depression for this at-risk 
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population. The following clinical question was utilized to guide this quasi-experimental, 

quantitative project: 

Q1: To what degree does the implementation of Yesavage's Geriatric Depression 

Scale-15 impact the identification of risk factors for depression and the initiation 

of pharmacological treatment, follow-up, and referral to a mental health specialist 

among adults 65 and older in a primary care office in southern California? 

The independent variable for this project was Yesavage’s GDS-15. The two 

dependent variables being measured in this project were the number of patients identified 

as having risk factors for depression and the number of patients who either started 

treatment or follow-up for depression with their primary care provider or received a 

referral to a mental health specialist both before and for four weeks after the 

implementation of the project. The implementation numbers were compared to the same 

numbers from the four weeks prior to implementation. These dependent variables were 

nominal or categorical data whose values were obtained via the EMR for a comparative 

(four weeks before) and implementation (four weeks after) sample. All data were 

received de-identified from the project site’s office manager. 

Project Methodology 

The quantitative methodology was the chosen methodology for this project. The 

quantitative methodology is used to investigate numeric data analyzed by statistical 

analysis (Melnyk & Fineout-Overholt, 2019). In contrast, the qualitative methodology 

involves collecting data in a non-numeric form, such as personal interviews, to describe 

a phenomenon or experience to seek an in-depth understanding (Melnyk & Fineout-

Overholt, 2019). In this project, the number of older adults identified as having risk 
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factors for depression was analyzed with statistical analysis. Other rates analyzed were 

depression treatment initiation in primary care as well as referrals to mental health 

specialists. These were all the numeric data explored in this project using statistical 

analysis; hence, a quantitative methodology was the chosen methodology for this 

project. 

The independent variable for this project was the implementation of Yesavage’s 

GDS-15. The independent variable is the variable that influences the dependent 

variables or patient outcomes (Melnyk & Fineout-Overholt, 2019). In this project, two 

dependent variables were measured based on the implementation of the independent 

variable, the GDS-15. The first dependent variable was the number of older adults 

identified with a score of five and above on the GDS-15 as having risk factors for 

depression. The second dependent variable was the number of older adults who started 

treatment for depression with their primary care physician or were referred to a mental 

health specialist for further assessment, management, and treatment of depression after 

being screened with the GDS-15. These numeric data were then analyzed using 

statistical analysis after the four-week implementation period. All de-identified data 

were collected from the project site’s EMR by the site’s office manager.  

This project’s clinical question regarded the numbers of identifying risk factors 

for depression in the older adult population, thereby determining the necessity of 

collecting numeric data and using a quantitative method. In contrast, a qualitative 

methodology would have been chosen to answer clinical questions regarding human 

experience, thoughts, feelings, and concerns about a particular phenomenon or 

independent variable (Melnyk & Fineout-Overholt, 2019). Since no information 
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regarding the lived experiences of participating in a depression screening was collected, 

this methodology was not appropriate for this project. 

Instead, this project examined the relationship between the independent and 

dependent variables of depression screening rates and treatment or referral to treatment 

rates. The quantitative methodology is a formal, objective, systematic process used to 

describe variables involved as well as to examine the cause and effect of the association 

between the variables by generating numerical data (Bloomfield & Fisher, 2019). A 

quantitative method is used to find the true answer to a clinical question using objective 

and impartial scientific methods (Bloomfield & Fisher, 2019). By observing how the 

number of identifying risk factors of depression in older adults changed after the 

implementation of Yesevage’s GDS-15, it was possible to make some reasonable 

inferences about this intervention’s impact as well as to answer the clinical question 

posed in this project. 

Project Design 

A quasi-experimental design was chosen for this project. Designs in which an 

independent variable, such as the GDS-15, is introduced, but there is no random 

assignment, or a control group is called quasi-experimental (Melnyk & Fineout-Overholt, 

2019). Quasi-experimental designs are considered more practical and feasible than 

experimental designs, especially in health care settings when random assignment is not 

possible (Melnyk & Fineout-Overholt, 2019). In this project, random selection or control 

over groups was not possible. The intervention, the GDS-15, was offered to every adult 

65 and over who could read and understand English. Quasi-experimental designs are 

considered weaker than other authentic experimental designs available to establish cause 
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and effect inferences; however, random assignments required in experimental designs can 

sometimes be disruptive, especially in health care settings (Melnyk & Fineout-Overholt, 

2019). Despite the known limitations of quasi-experimental designs, this design can still 

be remarkable in eliminating alternative explanations for the relationship between the 

intervention, such as the GDS-15, and the project's patient outcomes (Melnyk & Fineout-

Overholt, 2019). Through a quasi-experimental design, this project aimed to increase the 

identification of risk factors and early intervention for depression in the older adult 

population four weeks after implementation of the GDS-15. 

This project was implemented to find and then analyze the relationship between 

the project variables. A quasi-experimental design examines relationships to determine an 

independent variable's effect on a project's dependent variables (Bloomfield & Fisher, 

2019). In this project, the impact of the GDS-15 on the number of identifying risk factors 

for depression and the initiation of depression treatment, follow-up, and referrals to 

mental health specialists were all examined. Therefore, these were two primary outcomes 

being measured in this project. The first outcome measured was the number of older 

adults identified as having risk factors for depression four weeks before and four weeks 

after implementing the GDS-15. The second outcome was the number of older adults 

identified as having risk factors for depression who were either started on treatment for 

depression in primary care or referred to a mental health specialist. These numbers were 

collected and compared for two separate comparative and implementation patient 

samples. 

The GDS-15 was implemented for four weeks in a primary care office in southern 

California after the staff was trained on its effectiveness and use in screening for 
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depression. This project population included two samples of older adults 65 and older 

who received care before (comparative sample) and after (implementation sample) the 

project intervention. This project’s quasi-experimental design was used to establish a 

relationship between the GDS-15, the independent variable, and dependent variables, the 

numbers of detection of risk factors of depression in older adults, and the numbers of 

depression treatment initiation. Both comparative and implementation data were received 

via a query of the EMR and in paper form of the GDS-15 at the site after being de-

identified by the project site’s office manager. Establishing a quantifiable relationship 

between the GDS-15 and identification and treatment numbers was essential and 

accomplished through statistical analysis. 

Population and Sample Selection 

This project’s site’s population consisted of a large metropolitan area 

encompassing roughly ten million people (United States Census Bureau, 2019). This site 

served a very diverse population comprised of approximately 70% White, with 46% of 

those being Hispanic or Latino descent and 24% being Caucasian alone, 15% Asian, 9% 

African American, 1% Native American, and the rest other or mixed race in this 

metropolitan area (United States Census Bureau, 2019). The area surrounding this site 

was approximately 20% under 18, and about 13% of the population was over 65 (United 

States Census Bureau, 2019). This site was a primary care office whose patient 

population was an excellent, diverse representation of the city. This site served a 50% 

African American, 25% Hispanic, and 25% Caucasian patient population. Lastly, about 

80% of the patient population at this site was over 65.  
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The sample was a convenience sample recruited from a metropolitan primary care 

office in southern California without a routine depression screening tool. All adults 65 

and over were offered the GDS-15 for a depression screening, whether coming in for an 

annual or follow-up visit. When adults 65 and over came in to be seen at the site, the 

front desk staff verified the inclusion criteria of being over 65 and could read and 

understand English. Once those three requirements were noted to be met, the older adults 

were placed in a patient room to be seen, and a GDS-15 form was placed on their chart 

for screening. The front desk staff then notified the LVN to offer depression screening. 

Participation in this project was strictly on a volunteer basis, and any older adult had the 

right to refuse depression screening without any adverse consequences. The exclusion 

criteria included adults under the age of 65 and those who cannot read and understand 

English. 

A G*Power analysis software version 3.1.9.4 for Windows was conducted to 

determine the needed sample size before running this project. It is imperative to calculate 

the sample size before beginning a clinical project, and it is done to demonstrate the 

project's validity, accuracy, and reliability (Ko & Lim, 2021). A G*Power analysis was 

conducted with an effect size of 0.5, an error probability or alpha of less than 0.05, a 

confidence level of 0.80, and a two-tail ratio of 2:1. The G*Power analysis determined 

that a total sample size of 144 was needed for this project. 

No informed consent was needed for this project as this site determined it was 

unnecessary since screening is part of routine care, it would not deviate from the standard 

of care, and there was minimal risk to the older adults. Also, no personal identifying 

participant information was collected in this project. No participation was required. This 
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project was strictly voluntary. Lastly, this project was also deemed a quality improvement 

project by Grand Canyon University’s Institutional Review Board; therefore, no informed 

consent was needed (see Appendix A). 

Confidentiality was addressed in this project by following mandated HIPPA 

guidelines. This site already complied with HIPPA and had its own HIPPA consent on-

site, which every patient signs before being seen. All data obtained from this site were 

received already de-identified from the project site’s office manager so that no personal 

health information was shared while conducting this project. 

The health care providers involved in this project only included the providers who 

worked at the site concurrent to the implementation timeframe. There were no registered 

nurses employed at this project site; therefore, permission was granted from GCU to 

proceed with this project incorporating the licensed vocational nurses (LVNs) employed 

at this site as the nursing staff utilized in the implementation of this project. The other 

staff involved included the front desk staff also employed at the project site. The front 

desk staff and the LVNs were notified by the onsite primary care providers (PCPs) about 

this project and that they were expected to participate in project implementation for the 

four-week timeframe. This notification was made during the implementation meeting 

held on day one of the project. The front desk staff were utilized to help with the 

exclusion and inclusion requirements of the sample. Then the LVNs at this site were the 

providers who conducted the depression screenings with their patients once they were in 

their private patient room. Once a screening was complete, the LVN then passed the 

completed screening onto the primary care provider for further assessment, 

documentation, and determination of the need for follow-up. 
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Instrumentation and Sources of Data  

There were two processes utilized to collect data for this project. The first 

mechanism was to review the project site’s EMR to identify the number of patients over 

65 who were seen at this site four weeks prior to implementation. Secondly, the total 

number of patients who had a note by the primary care provider indicating they were at 

risk for depression was noted from EMR reviews. Thirdly, the number of patients who 

were either started on treatment or referred to a mental health specialist all four weeks 

before implementation was also noted from EMR reviews. These data provided 

information on the comparative patient sample. No demographic data was collected on 

the comparative group. 

The implementation data collected were the total number of patients screened 

using the GDS-15 in the four weeks of the project. These data also included the total 

number of patients with a five or above score on the GDS-15 indicated as at-risk for 

depression. Finally, the total number of patients who started treatment and follow-up for 

depression with the primary care provider or were referred to a mental health specialist 

for further assessment and management was also collected for analysis. 

The electronic medical record (EMR) utilized at this site was Practice Fusion. 

Practice Fusion is the number one cloud based mobile EMR platform in the U.S., 

supporting thousands of outpatient medical practices and delivering care to over five 

million patients (Practice Fusion, 2021). All data collected were de-identified by the 

site’s office manager prior to pulling the information from the EMR. Any patient 

identifying information, such as patient's names or medical record numbers, was not 

collected or stored. All data acquired were held on a portable USB drive and securely 
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stored in a locked office. Also, lengthy passwords were placed on all computer systems 

used for this project to provide extra security. All patients’ health information was 

secured in the site’s EMR to ensure their personal health information was secure and not 

compromised. 

The tool chosen for use in this project was Yesavage’s Geriatric Depression 

Scale-15 (GDS-15) or the Geriatric Depression Scale-Short Form (GDS-SF) (see 

Appendix B). Permission to use this tool was granted via email from J. Yesavage (see 

Appendix C). The GDS-15 was reviewed and counted for the number of screenings 

conducted as well as the number of participants who identified as having positive risk 

factors for depression. Again, a query of the site’s EMR was conducted to collect the 

number of those who screened positive as having risk factors of depression and who were 

either started on treatment with the primary care provider or received a mental health 

referral for follow-up within the four-week implementation period. 

The Geriatric Depression Scale is a psychometric instrument developed by J. 

Yesavage in the early 1980s and was specially designed to identify and measure 

depression in older adults (Ștefan & Băban, 2017; Yesavage et al., 1982). The GDS-15 is 

considered an excellent scale for screening for depression in the aging adult population, 

and it has been widely used in clinical and research settings (Ștefan & Băban, 2017). To 

better adapt GDS-15 for use in the older adult population, the authors excluded items 

corresponding to somatic symptoms that tend to be expected in this population (Ștefan & 

Băban, 2017). The advantage of the GDS-15 over other depression scales is the ease and 

time-effectiveness of its administration (Sugishita et al., 2017). These advantages made 

this tool a good fit for an already busy primary care office. 
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The GDS-15 is composed of 15 questions. All questions are arranged on a one-

page questionnaire with an easy-to-understand yes/no format (Sugishita et al., 2017). Ten 

of the items on the GDS-15 indicate the presence of depression when answering yes, 

while the remaining five items indicate depression when answering no (Sugishita et al., 

2017). Scores are determined by adding up the number of bolded yes or no answers at the 

bottom of the form. The bolded responses indicate risk factors for depression, with one 

point given for each bolded answer (Sugishita et al., 2017). Five or more bolded answers 

show a positive screening for depression risk factors, while over ten bolded answers show 

a positive screen for severe risk factors for depression (Sugishita et al., 2017). The 

answer key was placed on the backside of the GDS-15 form. This answer key was for the 

LVN to tally before handing the completed form to the patient’s primary care provider 

for assessment, documentation, and follow-up. 

The GDS-15 is a valid and reliable tool to screen for depression regardless of the 

age or sex of the participant (Sugishita et al., 2017). Sugishita et al. (2017) also found the 

GDS-15 to be a clinically useful screening instrument for depression. Because the GDS-

15 is a yes or no questionnaire, the measurement level is nominal, with nominal data are 

used to classify data separated into two discrete categories like a yes = 1 or no = 2. All 

data received via the GDS-15 were nominal or categorical data used to analyze and show 

the independent relationship between the variables in this project. 

Validity 

A project's validity is critical to determine to see if the project's results measure 

what the investigator intended. Techniques to enhance the rigor of a quantitative measure 

project include strategies to strengthen the internal and external validity (Melnyk & 
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Fineout-Overholt, 2019). Internal validity is the ability to say that the independent 

variable, in this case, the GDS-15, is what causes the change in the dependent variables 

or patient outcomes (Melnyk & Fineout-Overholt, 2019). The external validity 

determined the generalizability of the findings from a project’s sample to a larger sample 

(Melnyk & Fineout-Overholt, 2019). In this project, the hope was internal validity would 

be shown through statistical analysis. However, the project’s sample size might not have 

been large enough to make this project’s findings generalizable to a larger sample. 

The validity of the GDS-15 was widely discussed in the literature. Multiple 

studies have been done on the validity of the GDS-15 in various languages and with 

populations and cultures (Durmaz et al., 2018; Krishnamoorthy et al., 2020; Massai et al., 

2018; Sugishita et al., 2017). Specifically, Durmaz et al.’s (2018) study found the GDS-

15 receiver operating characteristics (ROC) analysis to be an optimal balance of 

sensitivity and specificity in distinguishing individuals with depression from those 

without at a cut-off value of five points with a sensitivity of 92% and a specificity of 91% 

and utilizing a valid depression screening tool to conduct the project's routine screenings 

strengthened its internal and external validity.  

 Practice Fusion (2021) is the leading and most widely used cloud based EMR 

platform for doctors and patients in the United States. Practice Fusion (2021) facilitates 

over five million patient visits a month with more than 600 connected partners and helps 

to coordinate care within the most prominent healthcare ecosystem in the U.S. Practice 

Fusion (2021) has the Office of National Coordinator for Health Information Technology 

(IT) (ONC) Health IT certification which is a certification of health IT standards, 

implementation of specifications, and certification criteria. This certification assures 
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purchasers and other users that Practice Fusion can offer specific technological 

capability, functionality, reliability, validity, and security features defined by the ONC 

(Practice Fusion, 2021). According to Practice Fusion (2021), this EMR has been 

certified since 2015. These standards and criteria set forth through ONC have been 

established in conjunction with the Centers for Medicare and Medicaid Services. For 

each calendar year, these standards need to be met to be considered a meaningful user 

and avoid a downward payment adjustment for Medicare providers (CMS, 2021). This 

certification speaks to the validity of the Practice Fusion EMR program utilized in this 

project.  

Reliability 

Quantitative projects use statistics to report the relationship between their 

variables. Project organizers need to have a general understanding of how to interpret the 

numeric results. The main concerns are the size of the intervention effect and how 

precisely this effect is estimated (Melnyk & Fineout-Overholt, 2019). These two findings 

together determine the reliability of a project. 

Many studies in the literature showed the GDS-15 to be a reliable tool across 

languages, populations, and cultures (Durmaz et al., 2018; Krishnamoorthy et al., 2020; 

Massai et al., 2018; Sugishita et al., 2017). The reported Cronbach alpha coefficients 

found in the literature ranged from 0.83 to 0.92 (Durmaz et al., 2018; Krishnamoorthy et 

al., 2020; Massai et al., 2018; Sugishita et al., 2017). The English language version of the 

GDS-15 specifically had Cronbach alpha coefficients of 0.920. Results showed the GDS-

15 was a highly reliable tool to screen for depression, and its use contributes to this 

project's overall reliability. 
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As mentioned above in validity, Practice Fusion EMR currently had the ONC 

certification created in conjunction with CMS since 2015 (Practice Fusion, 2021). 

Practice Fusion (2021) shows the EMR's current reliability daily on its website, and it 

currently has a reliability of 99%. Practice Fusion (2021) states it serves the largest health 

care community in the U.S. with zero EMR downtime, also speaking to the reliability of 

its program.  

Data Collection Procedures 

Permission was first granted from Grand Canyon University Institutional Review 

Board (IRB) to implement this project (see Appendix A). Permission was also received 

from the site to conduct this project. Once the outcome letter and the site authorization 

letter were received, the primary care providers (PCPs), the licensed vocational nurses 

(LVNs), and the front desk staff attended an initial implementation meeting on utilizing 

the GDS-15. Staff was notified of this meeting by the primary care physicians at the site. 

This meeting was mandatory as the practice change was an expectation set by the owner, 

a primary care provider, of all front desk staff, LVNs, and PCPs employed at this site. 

At this meeting, the staff was introduced to this project and  what it entailed. The 

hope was that after attending this meeting and hearing the literature and 

recommendations regarding the importance of a routine depression screening for older 

adults, all staff would want to be involved and assist with this project. In this meeting, it 

was explained how to use and read the GDS-15. Then the process for when the screening 

would take place, with whom, and how was also thoroughly explained. In this meeting, 

the staff was also introduced to Peplau’s interpersonal relations theory and Lewin’s 

change theory and how both theories were utilized to guide and structure this project. In 
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this project, the LVNs were the ones offering and conducting the screening with the 

patients. The primary care physicians then completed the interpretation and follow-up of 

screening results for assessment and possible treatment options if their patients were 

noted as being at risk for depression. 

This project met the requirements of a quality improvement project, and therefore, 

informed consent forms were not needed for this project. Informed consent was not 

needed for this project because this project was conducted with minimal risk to all 

participants involved, and the participants’ rights and welfare were not adversely affected 

by this project. Also, no personal identifying participant information was collected. All 

participants 65 and older who were seen at the site during the four-week implementation 

period were offered this screening. This depression screening was conducted as part of 

routine care and did not deviate from standard care. Participation in this project was 

strictly on a volunteer basis, with any older adult having the right to refuse this 

depression screening at any time. 

This project's sample included all older adults, 65 and older, who presented to this 

project site, a metropolitan primary care office located in southern California. All adults 

65 and older who could read and understand English were offered the GDS-15 depression 

screening when coming in for either a routine or follow-up appointment within four 

weeks. The exclusion criteria included any adults under the age of 65 who could not read 

or understand English. The sample included both men and women from all ethnic, 

educational, and socioeconomic backgrounds. The sample was a convenience sample 

from a metropolitan primary care clinic in southern California with no standardized 

depression screening or mental health referral process. This site also mainly serves 
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patients over 65. Medicare part B, the national public payee for all individuals over 65 in 

the U.S., pays for one depression screening per year conducted in a primary care office or 

clinic (Beebe & Utley, 2018). Since this site was a primary care clinic in the U.S. that 

mainly cared for patients over 65 who were Medicare part B recipients, the cost of this 

depression screening was covered.  

All older adults, 65 and older, who presented to the primary care office were 

asked to complete the English version of the GDS-15. A paper form of the GDS-15 was 

kept at the front desk with the front desk staff. The front desk staff then verified if the 

adults were 65 and over and could read and understand English. If the older adults meet 

those three inclusion criteria, they were then placed in a room to be seen, and a GDS-15 

form was placed on their chart outside their door. Then the front desk staff notified the 

LVN to offer the depression screening. The LVNs then offered the screenings to their 

patients. 

All adult patients over 65 were offered the GDS-15; however, if they declined the 

screening, then this was documented in the EMR by the LVN. Older adults who refused 

to complete the GDS-15 were educated on depression by their primary health care 

provider on the day of the visit, and this was documented by the PCP in the EMR. If the 

older adult chose to complete the GDS-15 with the LVN, their screening outcomes were 

then entered into the site’s EMR, and their PCP determined if any follow-up care was 

needed, which was also documented in the EMR. The PCPs then went over the answers 

on the GDS-15 with the participants and explained the meaning of the tools’ results. 

Once completed, the paper form of the GDS-15 then went back to the front desk office 

staff, who then filed the paper form of the GDS-15 in the patient’s secured office chart. 
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The primary investigator did not collect this; instead, all numeric data from the 

depression screenings needed for this project were obtained via the office manager 

already de-identified through the project site’s EMR. In addition, some basic 

demographic data were also collected on the implementation group only. These 

demographic data included age, gender, ethnicity, marital status, and primary diagnosis. 

These data were also retrieved by query of the EMR by the site’s office manager. 

Older adults who scored a five or above on the GDS-15 discussed treatment 

options with their PCP. One option was to continue follow-up at the site with their PCP 

for their depressive symptoms and possible treatment. The second option was to receive a 

referral to a mental health specialist for further treatment and follow-up. These choices 

were dependent on the assessment completed by the primary health care provider as well 

as considerations of the option that would best accommodate the patient. 

To collect the numbers of older adults 65 and older seen, those identified as 

having risk factors for depression and those started on treatment or follow-up in primary 

care or given referrals, a query of the EMR was conducted for the four weeks before the 

start of this project by the project site’s office manager. These data provided a 

comparative sample. Then, four weeks after the implementation of the project, the office 

manager ran this query again for the implementation data, which included the number of 

GDS-15 paper screenings that were completed. No patient-identifying data were obtained 

from the EMR as it was all received de-identified, and all data were organized on a 

Microsoft Excel spreadsheet prior to analysis. 

Some basic demographic data were also collected on the implementation sample. 

The demographic data that were collected included gender, age, ethnicity, marital status, 
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and primary diagnosis. These data were also received by the primary investigator from 

the site’s office manager in a de-identified format. These data were organized onto a 

Microsoft Excel spreadsheet prior to analysis. 

All de-identified data were obtained on a portable external USB drive securely 

stored in a locked desk behind a locked office door at the project site. Long passwords 

were used on all computer systems to prevent force attacks. The regulation required all 

data to be kept for a minimum of three years after project completion, and then data will 

be destroyed (Princeton University, 2021). All electronic data stored on the USB drive 

will be permanently deleted three years post-implementation. 

Data Analysis Procedures 

The clinical question utilized to guide this quasi-experimental, quantitative project 

was: To what degree does the implementation of Yesavage's Geriatric Depression Scale-

15 impact the identification of risk factors for depression and the initiation of 

pharmacological treatment, follow-up, and referral to a mental health specialist among 

adults 65 and older in a primary care office in southern California? The independent 

variable was the GDS-15. The dependent variables were the number of older adults who 

screened positively with a score of 5 or above on the GDS-15.  Along with the number of 

older adults who were either started on treatment or follow-up with their primary care 

physician or referred to a mental health specialist after receiving the GDS-15. Some basic 

demographic data were collected, including age, gender, ethnicity, marital status, and 

primary diagnosis, on the implementation sample. 

All data were received and de-identified from the project site’s office manager 

post-implementation on an external USB file. Comparative sample data included the total 
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number of patients over 65 who were seen as well as the total number of patients who 

had a physician’s note indicating risk for depression and the total number of patients who 

either started on treatment or follow-up for depression or received a referral to a mental 

health specialist. Then the implementation data that were collected included the total 

number of patients who were screened using the GDS-15, the number of patients who 

received a score of five or above on the GDS-15, and the number of patients at risk for 

depression started on treatment or received for depression by their primary care physician 

or received a referral for a mental health specialist. All data collected were placed into a 

Microsoft Excel spreadsheet, and IBM’s Statistical Package for the Social Sciences 

(SPSS) version 27 software was utilized to analyze the data collected for this project. 

A descriptive analysis was conducted for all variables. Campbell (2016) stated 

before beginning any analysis of quantitative data, deciding what kind of variables are 

collected is imperative. The types of variables collected will determine how and what 

tests will run the analysis (Campbell, 2016). Lastly, understanding how to present and 

interpret the data is also essential (Campbell, 2016). The GDS-15 is a yes and no 

questionnaire. This project wanted to determine how many patients received the 

depression screening, the GDS-15, and how many patients screened positive with a score 

of five or above as having risk factors for depression. These numeric data were collected 

on the implementation sample to compare to the data collected on the comparative 

sample. These data and the numeric data of how many were started on depression 

treatment or received a mental health specialist referral were the ratio data collected. For 

all ratio and nominal data, frequencies and percentages were analyzed. The means for 

central tendency, including the means, medians, and standard deviations, were calculated 
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for interval scaled and ratio variables (Dimitriadis et al., 2019). A descriptive analysis 

was conducted on the entire sample. 

The Pearson's chi-squared test was utilized to compare the depression 

identification numbers before and after the implementation of the GDS-15. Both 

Pearson’s chi-squared and Fisher’s exact tests are non-parametric tests used with nominal 

data (Sylvia & Terhaar, 2018). Non-parametric tests are chosen when no known normal 

distribution is obtained through a quasi-experimental design (Sylvia & Terhaar, 2018). 

The two most common non-parametric statistical tests to determine whether data from 

two independent groups are the chi-squared test and the Fisher’s exact test (Sylvia & 

Terhaar, 2018). Both tests are used for testing the independence that is typically seen in a 

2 x 2 contingency table as data are presented for this project. 

Both tests work by relying on computing the p-value, but the Fisher exact test 

may not work for large sample sizes, whereas the chi-square works better in large sample 

sizes (Sylvia & Terhaar, 2018). Also, the chi-square test gives approximate accuracy, 

whereas Fisher’s exact test gives exact accuracy (Sylvia & Terhaar, 2018). The chi-

square test should be avoided in small sample sizes but is suitable for contingency tables 

whose dimensions exceed 2 x 2 (Sylvia & Terhaar, 2018). In this project, only two 

variables were examined, and both tests appeared to be appropriate for two variables. 

Still, according to Sylvia and Terhaar (2018), Fisher’s exact test tends to be more 

accurate than the chi-square test only when the sample size is small. The statistical 

analysis test was chosen for this project once the sample size was obtained. 

In this quasi-experimental design project, two independent samples were 

compared. The comparative sample provided baseline data of all adults 65 and over being 
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seen at this site for routine care. The other independent sample was all adults 65 and over 

being screened using the GDS-15 for depression as part of new routine care. Both groups 

were independent of one another, and nominal data of the two dependent variables were 

obtained on both groups. The chi-square test is a nonparametric test that can show 

statistical significance of a relation between nominal variables but can only show whether 

the two groups are significantly different in some measured attribute (Sylvia & Terhaar, 

2018). Moreover, because the chi-square is less demanding about the data that can be 

analyzed with it, it can be used in a variety of designs, such as the quasi-experimental 

design conducted in this project. 

The levels of significance of a chi-square test usually are at a value of .05 and 0.1 

for the given degrees of freedom seen in the tables, and if the calculated value of chi-

square is greater than the tabulated value, then it is said to be significant (Sylvia & 

Terhaar, 2018). A chi-squared test was conducted to determine whether the difference 

between the expected and observed frequencies was significant (Sylvia & Terhaar, 2018). 

The goal for this project was to run the chi-square test on the comparative and 

implementation data of older adults identified as being at risk for depression to show if 

there was an increase in the identification of older adults at risk for depression after being 

screened utilizing the GSD-15 as opposed to the previous practice of no routine 

screening. 

Potential Bias and Mitigation 

Potential bias and mitigation are always of concern when collecting quantitative 

data. Project organizers are called to present information transparently to allow others to 

make their own informed decisions regarding a project's findings (Johnson et al., 2020). 
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It is traditional for project organizers to learn from quantitative mentors on the best 

theory and methods for analyzing their project’s data (Johnson et al., 2020). 

Before the start of any project, there was much to be considered. Some 

considerations included the sample size needed, the design of an intervention, and the 

best method to evaluate data needed to best answer the clinical question (Johnson et al., 

2020). Beyond this project's binary significance, it addressed the magnitude and 

meaningfulness of the results found (Johnson et al., 2020). This project aimed to report 

and find the least possible bias in the results. 

This project’s data were collected regularly and on an organized weekly schedule 

for the four weeks of the project implementation. No data were omitted to present only 

significant binary data. All data collected were analyzed, and results were reported 

accurately. All data retrieved from this project’s site EMR were provided and validated 

for accuracy by the site office manager. 

Ethical Considerations 

The primary problem with utilizing participants in healthcare is protecting their 

well-being as well as protecting their private personal health information. Before 

conducting this project, this primary investigator completed the CITI ethics training, 

both the introductory research course and the social and behavioral responsible 

conduct of the research course. All ethical considerations and confidentiality were 

upheld. 

This site did not have an Institutional Review Board (IRB). Therefore, prior to 

implementing this project, Grand Canyon University’s IRB's approval was obtained 

(see Appendix A). A site authorization letter was also received from this project’s site 
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before starting this project. The intervention in this project was offered to every 

patient over 65 who came into the project site to be seen within the four-week 

implementation period. The GDS-15 was part of routine care for this patient 

population and involved no more than minimal risk to the participants involved in this 

project. 

Confidentiality of the subjects’ private information was protected according to 

the HIPPA Privacy Law, and no personal identifying information was collected or 

stored by the primary investigator. The principle of data minimization was also 

utilized to reduce confidentiality risks (Paxton, 2020). All data were kept on an 

encrypted external USB drive in a locked desk in a locked office at the project site. 

All participation in this project was strictly voluntary. The Belmont Report was 

utilized as a framework for all ethical considerations that might arise (Paxton, 2020; 

HHS, 2016). The Belmont Report is the basis for all ethical standards in human 

research. These standards were addressed in this project as all the participants enrolled 

in this project were treated with respect, autonomy was upheld, as well as justice and 

beneficence (Paxton, 2020). Autonomy was supported by upholding the right of each 

older adult to choose if they would like to receive the depression screening or not. 

Then justice and beneficence were upheld as every older adult over 65 who could read 

and understand English coming in be seen were offered this routine depression 

screening in all fairness and good faith.  

Limitations 

The quasi-experimental design of this project was a limitation. Because the 

comparative and implementation samples were created by convenience and not by 
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random assignment and were not of equal size, there may have been other unexplored 

differences between the groups (Melnyk & Fineout-Overholt, 2019). These unknown 

differences could also account for the differences found in this project's two dependent 

outcomes (Melnyk & Fineout-Overholt, 2019). It was also unknown if the two groups of 

participants from whom data were collected in this project were like the key variables 

being assessed, creating internal validity concerns. This project only showed a causal link 

between the implementation of the GDS-15 and an increase in identifying risk factors of 

depression in older adults.  

Another limitation was the time constraint in which this project was completed. 

This time constraint did not afford enough time to measure the treatment patient 

outcomes needed for this project to show statistical significance. Antidepressants need 

more time to show efficacy than was afforded in this project. The third limitation in this 

project was that the population sample was only obtained from a single metropolitan 

primary care clinic. This single site may affect the generalizability of the findings. All 

limitations mentioned in this project were noted. However, this project still added some 

insight to the literature on identifying risk factors for depression in the older adult 

population within the primary care community. 

Summary 

Depression in the older adult population continues to be a severe public health 

concern. Unfortunately, it also continues to be under-detected and undertreated, 

specifically in this patient population (Bincy et al., 2021). Screening older adults for 

depression at the primary care level aids in the early detection of risk factors, diagnosis, 

and treatment for depression (Bincy et al., 2021). Hence, implementing a routine 
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depression screening tool, the GDS-15, into a primary care clinic to screen older adults 

for early detection and management of their depressive symptoms is considered best 

practice. 

This project aimed to improve the recognition of risk factors for depression in 

older adults by implementing the GDS-15 depression screening tool routinely into a 

metropolitan primary care clinic in southern California. In addition to increasing the 

detection of risk factors, an increase of referrals to mental health specialists or treatment 

initiation and follow-up in primary care was expected with the implementation of this 

new routine screening protocol. This project also aimed to increase the mental health 

outcomes and overall quality of life in this at-risk population. 

Chapter 3 included details on the quantitative methodology with a quasi-

experimental design that was utilized in this project. The quantitative methodology was 

chosen since numerical data were collected and evaluated to answer the clinical question. 

Also, the quasi-experimental design was chosen because there was no control over 

groups or sampling in this project. The population sampled were older adults 65 and 

older who were shown to be at risk for depression in the literature (Stanetić et al., 2020). 

The inclusion criteria included older adults 65 and older who could read and understand 

English. The exclusion criteria included all adults under the age of 65 and those who 

could not read or understand English.  

This chapter also detailed the instruments used in this project: the GDS-15 and the 

site’s EMR, Practice Fusion, and the validity and reliability of both tools used in this 

project. This chapter also gave a detailed description of the data collection procedures 

utilized in this project. This project had a quasi-experimental design to compare the 
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identification of risk factors for depression in the older adult population before and after 

implementing the GDS-15, or independent variable. Through a query of this site’s EMR, 

comparative data were collected of the four weeks before the project from all patients 

over 65 seen as well as any patients identified as having risk factors for depression, 

follow-up for depression, or started on or referred for treatment of depression symptoms. 

After completing the project, the same post-implementation numbers were obtained by a 

query of the site’s EMR for the four weeks of the project. All data were received de-

identified from the project’s site office manager. 

Statistical analysis involved the computation of all descriptive statistics. Pearson’s 

chi-square test was utilized to determine if there was a relationship between the numbers 

of identified risk factors with follow-up and the implementation of the GDS-15 tool. 

Identifying older adults at a higher risk of developing depression early on is vital to this 

population's overall quality of life and their mental health patient outcomes—this project 

adhered to the ethical considerations to protect the sample population’s confidentiality 

and data. Potential bias and mitigation regarding this project were also discussed and 

noted in this chapter. Lastly, while there were limitations noted, including design and 

timeframe, these limitations were not expected to impact the significance of the results. 

Next, Chapter 4 provides the discussion of the analysis of all data received in this 

project as well as presents a report of all findings. An analysis of the statistics received 

will follow the results. Then, Chapter 5 includes an overview of the entire project along 

with a summary of findings. Lastly, a conclusion with the project results' theoretical, 

practical, and future implications is provided.  
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Chapter 4: Data Analysis and Results 

Failure to screen routinely for depression in the older adult population was the 

identified problem for this project. Despite the known recommendations to screen for 

depression in primary care, screening for depression continues to be low, especially in 

outpatient care centers. The purpose of this quantitative, quasi-experimental quality 

improvement project was to determine if or to what degree the implementation of 

Yesavage's Geriatric Depression Scale-15 (GDS-15) would impact the identification of 

risk factors for depression and the initiation of pharmacological treatment, follow-up, and 

referral to a mental health specialist when compared to the current practice among adults 

65 and older in a primary care office in southern California over four weeks. This project 

was conducted at a metropolitan primary care office in southern California that 

previously did not have a depression screening process.  

The project methodology was quantitative with a quasi-experimental design that 

examined the numeric relationship between the independent and dependent variables. 

The independent variable introduced in this project was the GDS-15, while the dependent 

variables were the number of older adults identified as at risk for depression and the 

number of older adults who were either following up with their primary care provider for 

their depressive symptoms or referred to a mental health specialist for further treatment 

and follow-up. These two dependent variables were also the two patient outcomes 

measured in this project. The numbers for the dependent variables were obtained from the 

EMR. 

A quantitative methodology was chosen because the goal of this project was to 

increase the identification numbers of older adults at-risk for depression and their follow-
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up by implementing a standardized depression screening tool routinely into a busy 

primary care office. A quasi-experimental design was chosen for this project due to 

convenience sampling, and there was no control over the sample or groups exercised. 

Nevertheless, an independent variable was introduced, and this project aimed to examine 

the relationship between the independent and dependent variables by quantifying their 

relationship. This chosen methodology and design best answered the clinical question 

asked in this project and validated the independent variable. 

The purpose of Chapter 4 is first to restate the problem statement along with the 

quantitative methodology used to answer the clinical question. This chapter also provides 

a descriptive summary of the older adult population utilized in this project. Then data 

analysis procedures along with the data collected in this project are described, organized, 

and analyzed by comparison. Next, the results of the project are presented in an unbiased 

and organized manner. Lastly, a detailed summary of the project and its findings are 

provided. 

Descriptive Data 

The sample for this project included all adults 65 and older who could read and 

understand English and were seen in a primary care office located in southern California 

over four weeks. The implementation sample’s data were compared to a comparative 

sample of adults 65 and older who were seen at this same primary care office the four 

weeks before the intervention. There was a total of 443 adults 65 and older included in 

this project’s sample. The comparative sample included 252 older adults, and there were 

191 older adults in the implementation group.  
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Basic demographic data were collected on the implementation sample, including 

gender, age, ethnicity, marital status, and primary diagnosis. They were all obtained by 

query of the site’s electronic medical record (EMR) by the site’s office manager and de-

identified weekly as the older adults came into the office to be seen and screened. The 

demographic data are presented in Table 1.  

As seen in Table 1, there were 71 males (37.2%) and 97 females (50.8%), and 23 

(12.0%) had an unknown gender. The most common age range was 75 to 84 (n = 72, 

37.7%) and the least common age range was 85 or older (n = 24, 12.6%). There were 32 

(16.8%) patients whose age was unknown. The majority were African American (n = 79, 

41.4%) followed by 46 (24.1%) Caucasian, 22 (11.5%) Hispanic, 17 (8.9%) 

Asian/Pacific Islander, 1 (0.5%) Native American/Native Indian, 1 (0.5%) Other, and 25 

(13.1%) unknown ethnicity or race. Marital status was collected and showed 31 (16.2%) 

were single/never married, 50 (26.2%) were married, or in a domestic partnership, 51 

(26.7%) were widowed, 28 (14.7%) were divorced, 5 (2.6%) were separated, and 26 

(13.6%) had unknown marital status. The most common primary diagnosis was heart 

disease (n = 46, 24.1%), and the least common was thyroid disease (n = 2, 1.0%). There 

were nine participants (4.7%) for whom the primary diagnosis was unknown. 
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Table 1 

Descriptive Data for Intervention Patients (N = 191) 

Variable n % 

Gender   
Male 71 37.2% 

Female 97 50.8% 

Unknown 23 12.0% 
Age   

65-74 63 33.0% 

75-84 72 37.7% 
85 or older 24 12.6% 

Unknown 32 16.8% 

Ethnicity   

Caucasian 46 24.1% 
Hispanic/Latino 22 11.5% 

Black/African American 79 41.4% 

Native American/Native Indian 1 0.5% 

Asian/Pacific Islander 17 8.9% 

Other 1 0.5% 

Unknown 25 13.1% 

Marital Status   

Single/Never Married 31 16.2% 

Married or domestic partnership 50 26.2% 

Widowed 51 26.7% 

Divorced 28 14.7% 

Separated 5 2.6% 

Unknown 26 13.6% 

Primary Diagnosis   

Hyperlipidemia 3 1.6% 

Diabetes 28 14.7% 

Hypertension 22 11.5% 

Heart Disease 46 24.1% 

Pulmonary Disease 15 7.9% 

Chronic pain 29 15.2% 

End Stage Renal 5 2.6% 

Cancer 15 7.9% 

Cerebrovascular Disease 6 3.1% 

Thyroid disease 2 1.0% 

Other 11 5.8% 

Unknown 9 4.7% 
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Summary statistics were computed for the implementation sample group for 

gender, age, ethnicity, marital status, and diagnosis. Figure 1 displays the summary 

statistics for the implementation patients identified as at-risk for depression using the 

GDS-15. According to the summary statistics, females (n = 38, 66.7%) were most likely 

to screen positive for depression. Other risk factors for a positive depression screen were 

being in the age range 75 to 84 (n = 26, 45.6%), African American (n = 20, 35.1%), and 

widowed (n = 15 26.3%). The most common primary diagnosis among patients with a 

positive depression screen was heart disease (n = 13, 22.8%). 
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Data Analysis Procedures 

The number of depression screenings conducted and the number of older adults 

who screened positive were received from the site’s EMR. Then the number of older 

adults who were either followed up in primary care or were referred to a mental health 

specialist were all obtained again through a query of the site’s EMR. The setting for this 

project was a primary care office located in a large metropolitan area of southern 

California. The implementation sample population included older adults 65 and older 

seen in primary care who completed the GDS-15. All older adults 65 and older who could 

read and understand English and presented to this primary care office either for an initial 

visit or a follow-up were offered the English version of the GDS-15 in the four weeks.  

The GDS-15 was placed on a clip board with the front desk staff at the project 

site. The front desk staff screened patients according to the inclusion and exclusion 

criteria. Every older adult who met the inclusion criteria was placed in a room, and the 

GDS-15 form was placed on every older adult’s chart. Once inclusion and exclusion 

criteria were applied, the front desk staff notified the LVNs when an older adult should 

be offered the screening.  

The LVNs then offered and explained the purpose of the screening. This 

screening was strictly voluntary, and if patients declined to participate, it was 

documented on their chart. If accepted, the screening was explained and conducted with 

the LVN, and the results were then placed on the chart for the primary care provider 

(PCP) to review.  

The PCP then saw their patients with screening results to assess and discuss the 

findings. In collaboration with the patient, the PCP would then decide if the patient 
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needed follow-up in primary care, referred out to a mental health specialist, or started 

pharmacological or non-pharmacological treatment for their depressive symptoms. In 

some cases, older adults refused to be referred out or refused a pharmacological measure. 

Instead, they choose to follow up with their PCP in one month and try a non-

pharmacological option first. This treatment decision was also noted and documented in 

the patient’s EMR by the PCP. 

The office manager at this project site conducted a query of the EMR each week 

of the project to collect the number of screenings performed and de-identified the data 

were collected every Friday by the primary investigator for the four Fridays of the post-

intervention period. The number of older adults who screened positive on the GDS-15 

and the number of positive older adults who then either chose to follow-up with their 

primary care doctor or received a referral to a mental health specialist was also obtained. 

Lastly, the office manager also separated the data of older adults who were either started 

on pharmacological or non-pharmacological treatment with their primary care provider. 

These implementation data were then compared to the comparative sample data. 

The comparative data included the number of older adults seen at this primary care office 

four weeks before the start of the intervention as well as the number of older adults seen 

in primary care with a note regarding depression and the number of older adults either 

followed up in primary care for depression or who received a mental health specialist 

referral. All these data were received de-identified from the office manager on an 

encrypted portable external drive to be organized onto a Microsoft Excel sheet for data 

analysis and protected behind lengthy passwords. All data collected and received from 
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the project site will be preserved for a minimum of three years after the collection date in 

accordance with data policies (Princeton University, 2021). 

A statistician was then consulted to conduct quantitative data analysis to transfer 

the data into a form that could be explained, interpreted, and understood. Conclusions 

from the interpretation of the data were presented in the results section. Data analysis was 

conducted to examine the relationships between the independent and dependent variables. 

All data collected were from the project’s site was placed onto a Microsoft Excel sheet 

for organization before analysis. These data were then given to a statistician, who 

transferred them to SPSS, version 27, to produce tabulated tables and figures.  

The project's central question was whether the number of older adults identified 

as being at risk for depression would increase due to having a new depression screening 

process in place. First, the data were examined for outliers and missing values. Then, to 

answer the clinical question, the number of older adults identified as being at risk for 

depression were compared between the comparative and implementation samples using 

Pearson’s chi-square test and a .05 level of significance. This project aimed to determine 

if the results were significant with an alpha level or p-value of less than .05. The 

Pearson’s chi-square test was utilized to compare the numbers of older adults identified 

as at risk for depression before and after the intervention. There were no obvious sources 

of error that would impact the data collected. 

The Pearson’s chi-square test was ultimately chosen over Fisher’s exact test 

because the sample size ended up being more significant than initially expected. At this 

project’s site, the primary care providers initially underestimated how many patients they 

saw in their office every month. Initially, the primary care providers thought they saw 
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approximately 200 patients each month, with about 80% of those being 65 and older. 

Once the project started and comparative data were received, it was determined that this 

site saw almost 300 patients a month, with about 80% over 65. When this sample size 

was realized, Pearson’s chi-square test was ultimately chosen due to its ability to work 

with larger sample sizes, like the one found in this project. 

The tool chosen for this project was also crucial to its internal consistency and 

reliability. This project's independent variable to screen for depression, GDS-15, was 

shown to have excellent psychometric properties in the literature. All studies reviewed in 

the literature showed the GDS-15 to be a valid and reliable tool for detecting depression 

(Durmaz et al., 2018; Massai et al., 2018; Sarkar et al., 2015; Ștefan & Băban, 2017; 

Sugishita et al., 2017). The reported Cronbach alpha coefficients for the GDS-15 range 

between 0.83 to 0.92, which shows a high degree of internal consistency (Durmaz et al., 

2018; Sugishita et al., 2017) and 95% confidence intervals (Sarkar et al., 2015). An over 

90% sensitivity and 89% specificity in the GDS-15 were found when evaluated against 

diagnostic DSM-V criteria (Kakrani et al., 2015). In sum, multiple studies supported the 

validity and reliability of the GDS-15.  

Beyond choosing a valid and reliable tool to screen for depression in this project, 

choosing the correct statistical test to analyze the nominal data received from the GDS-15 

also supported the reliability and validity of this project. Hence, choosing Pearson’s chi-

square test was significant. The choice of this non-parametric test helped to statistically 

show if there was a notable difference between the comparative and implementation data 

received in this project.   
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Results 

The project site previously had no depression screening in place and relied on 

patient self-disclosure and primary care physician assessment to identify older adults 

suffering from depression. The results of the chi-square test comparing identification 

rates are presented in Table 2.  

Table 2 displays the identification of at-risk patients for the comparative and 

intervention groups. The identification rate increased significantly from the comparative 

(n = 13, 5.2%) to the intervention group (n = 57, 29.8%), X2 (1, N = 443) = 49.76, p = 

.000. The p-value is less than .05, indicating that the difference in the rate of 

identification of at-risk patients was statistically significant after implementing the GDS-

15. 

Table 2 

Identification of At-Risk Patients for the Comparative and Implementation Group 

 

Variable 

Comparative  

(n = 252) 

Implementation 

(n = 191) 

 

X2 

 

p 

Identification Rate 13 5.2 57 29.8 49.76 .000 

Figure 2 displays the identification rates for the comparative and intervention 

patients. The rate for the comparative group was 5.2%. The rate for the implementation 

group was 29.8%. 
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Figure 2 

Identification of At-Risk for Depression Rates 

 

The results of the chi-square test comparing PCP follow-up rates are presented in 

Table 3. The PCP follow-up rate increased significantly from the comparative (n = 6, 

46.2%) to the implementation group (n = 55, 96.5%), X2 (1, N = 70) = 23.94, p = .000. 

The p-value is less than .05, indicating that the difference in PCP follow-up was 

statistically significant after the implementation of the GDS-15. 

Table 3 

PCP Follow-Up Rates for the Comparative and Implementation Groups 

 

Variable 

Comparative  

(n = 13) 

Implementation  

(n = 57) 

 

X2 

 

p 

PCP Follow-Up  6 46.2 55 96.5 23.94 .000 

Figure 3 displays the PCP follow-up rates for the comparative and 

implementation samples. The rate for the comparative group was 46.2%. The rate for the 

implementation group was 96.5%. 
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Figure 3 

PCP Follow-Up Rates 

 

The results of the chi-square test comparing pharmacological treatment for 

depression rates are presented in Table 4. The pharmacological treatment for depression 

rate decreased from the comparative (n = 3, 23.1%) to the implementation group (n = 13, 

22.8%), X2 (1, N = 70) = .001, p = .983. The p-value is greater than .05, indicating that 

the difference in pharmacological treatment rates was not statistically significant after 

implementing the GDS-15. 

Table 4 

Pharmacological Treatment for the Comparative and Implementation Group 

 

Variable 

Comparative  

(n = 13) 

Implementation  

(n = 57) 

 

X2 

 

p 

Pharmacological 

Treatment for 

Depression 

3 23.1 13 22.8 .001 .983 
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Figure 4 displays the pharmacological treatment rates for the comparative and 

implementation patients. The rate for the comparative group was 23.1%. The rate for the 

implementation group was 22.8%. 

Figure 4 

Pharmacological Treatment Rates 

 

The chi-square test results comparing referral to a specialist for treatment for 

depression are presented in Table 5. The referral rate decreased from the comparative (n 

= 2, 15.4%) to the intervention group (n = 2, 3.5%), X2 (1, N = 70) = 2.77, p = .096.  The 

p-value is greater than .05, indicating that the difference in referral rates was not 

statistically significant after implementing the GDS-15. 

Table 5 

Referral to Specialist for the Comparative and Implementation Group 

 

Variable 

Comparative  

(n = 13) 

Implementation  

(n = 57) 

 

X2 

 

p 

Referral Rate 2 15.4 2 3.5 2.77 .096 
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Figure 5 displays the referral to specialist rates for the comparative and 

implementation patients. The rate for the comparative group was 15.4%. The rate for the 

implementation group was 3.5%. 

Figure 5 

Referral to Specialist Rates 

 

Summary 

This quality improvement (QI) project was conducted at a primary care office in a 

metropolitan area in southern California with no depression screening process in place. 

All older adults who presented for an initial or follow-up visit during the four-week 

implementation period and met the inclusion criteria were offered the GDS-15 depression 

screening. The clinical question for this project was: To what degree does the 

implementation of Yesavage's Geriatric Depression Scale-15 impact the identification of 

risk factors for depression and the initiation of pharmacological treatment, follow-up, and 

referral to a mental health specialist among adults 65 and older in a primary care office in 

southern California? 
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A total sample of 443 older adults was included in this project, with n = 252 in the 

comparative group and n = 191 in the implementation group. The descriptive data 

collected on older adults screened in the intervention group showed that African 

American females ages 75 to 84 who were widowed with a primary diagnosis of heart 

disease were the group most at-risk for developing depression. Next, the data on 

identifying at-risk for depression, PCP follow-up, pharmacological treatment, and referral 

to a mental health specialist was collected and analyzed from the site’s EMR. The 

numbers for each outcome were compared between the comparative and the 

implementation groups using the non-parametric chi-square test.  

The identification rate increased significantly from the comparative (n = 13, 

5.2%) to the implementation group (n = 57, 29.8%), X2 (1, N = 443) = 49.76, p = .000. 

Also, the PCP follow-up rate increased significantly from the comparative (n = 6, 46.2%) 

to the implementation group (n = 55, 96.5%), X2 (1, N = 70) = 23.94, p = .000. Both 

patient outcomes also show clinical significance as there was an increased identification 

of older adults at-risk for depression and then an increase in the number of older adults 

now being followed up in primary care specifically for their depressive symptoms.  

However, the pharmacological treatment for depression rate had a slight 

percentage decrease from the comparative (n = 3, 23.1%) to the implementation group (n 

= 13, 22.8%), X2 (1, N = 70) = .001, p = .983. Therefore, this outcome was not 

statistically significant but still clinically significant. In the comparative group, only three 

older adults were started on pharmacological treatment for their depression. Whereas, 

post-implementation, 13 patients were started on pharmacological treatment for their 
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depression. That is ten more patients who may have otherwise not received treatment for 

their depressive symptoms.  

Lastly, the referral rate also decreased from the comparative (n = 2, 15.4%) to the 

implementation group (n = 2, 3.5%), X2 (1, N = 70) = 2.77, p = .096. The referral rate was 

also not statistically significant in this project, which may have been because referrals to 

mental health specialists became challenging during the COVID-19 pandemic. The wait 

to get an older adult to see a mental health specialist was months long and unable to be 

tracked in this project's short four-week time frame. Moreover, in general, older adults 

chose to follow up with the primary care provider before being referred to a specialist.  

Unfortunately, this project could not analyze the non-pharmacological treatment 

option since these data were not captured in the comparative group. However, the 

intervention group captured the data. The results were quite significant as 44 out of 57 

(77%) at-risk older adults chose to start a non-pharmacological treatment option before 

trying a pharmacological treatment option for their depressive symptoms. Furthermore, 

they chose to review the effectiveness of this non-pharmacological treatment option at 

their follow-up appointment with their PCP in one month.  

The most significantly improved patient outcome in this project was that many 

older adults chose to receive a follow-up visit with their primary care physician instead of 

being referred to a mental health specialist. Also, even with an increased number of older 

adults detected as at-risk for depression, more older adults chose to try a non-

pharmacological treatment option first before a pharmacological option. This decision 

even occurred when a pharmacological treatment was offered. An increase in the 

identification of older adults at-risk for depression, along with an increase in older adults 
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followed up in primary care specifically for depression and started on either a 

pharmacological or non-pharmacological treatment option, suggests the answer to the 

clinical question asked in this project was affirmative. Clinical significance was 

demonstrated by 100%, all 57, at-risk older adults in the implementation group received 

follow-up either in primary care or with a referral to a mental health specialist and 

treatment, either pharmacological or non-pharmacological, for depression. 

This project addressed the health disparity of underdiagnosed and under-treated 

depression in the older adult population by effectively, adequately, and routinely 

screening for depression using a valid and reliable tool and then referring at-risk older 

adults for follow-up and treatment for their depressive symptoms. Identification and 

management are essential to improve the depression screening process, increase 

awareness of mental illness in the older adult population, and improve this population's 

mental health outcomes. This project was imperative because, without a routine 

depression screening in place, many older adults would go undetected, undiagnosed, and 

untreated, leading to increased morbidity and mortality in this population (Cho et al., 

2017). Hence, this project showed that having an adequate depression screening and 

follow-up process was essential for decreasing the negative long-term consequences of 

late-life depression. 

The implications of the results presented in this chapter will further be discussed 

in Chapter 5. In Chapter 5, the project will be summarized, as will the project’s findings 

and conclusions. Then the implications of this project are explored along with the 

recommendations for future projects and practice related to the recognition of depression 

in the older adult population.  
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Chapter 5: Summary, Conclusions, and Recommendations 

The current empirical literature identified a need to properly screen for depression 

using a valid and reliable tool, like the GDS-15, routinely in primary care for older adults 

(Goswami et al., 2017). This project’s results supported the literature. The identified 

problem for this project was in a metropolitan primary care office in southern California 

that did not have a routine depression screening and follow-up process in place for their 

patients, especially older adults. The lack of quality, regular screening, and follow-up 

process for late-life depression is a concern for this known at-risk aging population 

(Hajjar et al., 2017).  

This project supported the recommendation set forth by the USPSTF to complete 

a routine depression screening on all adults and that the benefits of screening outweighed 

the risks (Siu & the USPSTF, 2016). This recommendation was also supported by the 

Center for Medicare and Medicaid Services, which reimburses for an annual depression 

screening of up to 15 minutes on all its Medicare part B recipients and follow-up visits 

for depression in primary care (CMS, 2021). Nevertheless, even with these known 

recommendations set forth and the known reimbursement by Medicare, less than 5% of 

adults are being screened for depression in primary care (Beebe & Utley, 2018). Some 

rationales found in the literature were due to diagnostic uncertainty on the side of the 

primary care provider and relating to the stigma surrounding mental health in the aging 

population (Beebe & Utley, 2018). Either way, the mental health of the aging population 

should not be ignored by the health care community.  

Implementing a known valid and reliable screening tool, like the GDS-15, could 

decrease PCPs’ diagnostic uncertainty and start some of those otherwise difficult 
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conversations between provider and patient regarding their current mental health status. 

Primary care is optimal for implementing a depression screening process because it is the 

point of entry into healthcare for many older adults and a place that this known at-risk 

population already visits routinely and frequently (Stanetić et al., 2020). Therefore, 

primary care is ideal to detect depressive symptoms early for possible diagnosis and early 

initiation of treatment and management if needed to increase older adults’ overall mental 

health outcomes. 

This project was designed with a quantitative methodology and a quasi-

experimental design. One clinical question was asked in this project. The question asked 

in this project had to do with the numeric data regarding the detection of older adults at 

risk for depression and their subsequent follow-up and treatment if warranted. The 

current concern at this metropolitan primary care office in southern California was that 

they did not have a depression screening and follow-up process in place, especially with 

the present circumstances of COVID-19 and the isolation of the older adult population 

and community. By implementing a systematic depression screening process using the 

GDS-15, the hope was to increase the early identification of older adults at risk for 

depression. The significance of all results found in this project is explored in this chapter. 

Summary of the Project 

The clinical question presented in this project was: To what degree does the 

implementation of Yesavage's Geriatric Depression Scale-15 impact the identification of 

risk factors for depression and the initiation of pharmacological treatment, follow-up, and 

referral to a mental health specialist among adults 65 and older in a primary care office in 

southern California? This question was measured and answered by comparing a 
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comparative and implementation sample of patients. This project was conducted at a 

metropolitan primary care office in southern California with no routine depression 

screening and follow-up process. 

The implementation of this QI project was imperative due to the large volume of 

evidence suggesting that depression in the older adult population is prevalent but often 

undetected, underdiagnosed, and undertreated, leading to an increase in morbidity and 

mortality rates for this at-risk population (Stanetić et al., 2020). This project supported 

the USPSTF recommendation guidelines that state to complete a routine depression 

screening on all eligible adults in primary care settings annually (Siu & the USPSTF, 

2016). The literature showed that undetected and untreated late-life depression leads to 

increased self-perception of poor health, higher dependence on others to complete daily 

living activities, and increased utilization of health care services and costs (Stanetić et al., 

2020). Hence, there was a need to find a good tool and practice to support early detection, 

diagnosis, and management of depressive symptoms in this at-risk population. 

The premise of this project was that by implementing a routine depression 

screening and a follow-up process for older adults, their depressive symptoms could be 

detected, diagnosed, and treated. This project accomplished the screening process using 

the GDS-15 depression screening tool, designed specifically for the aging population 

(Yesavage et al., 1982). All older adults 65 and older being seen in the project site 

primary care office who could read and understand English were offered this screening. 

In this project, every older adult offered this screening complied. However, if they did 

not, it would have been documented in their EMR, and their primary care provider's 

education about depression would have been completed. In this case, since all older 
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adults offered complied, the primary care providers then confirmed a diagnosis of 

depression or not. In a collaboration between the primary care providers and the older 

adults, in conjunction with their family members or caretakers, follow-up was decided on 

the best action plan.  

A summary of the results and conclusions of this project are discussed and 

presented in this chapter. The summary includes the theoretical, practical, and future 

implications of having a routine depression screening in place for older adults in primary 

care. This chapter also discusses recommendations for future direct practice improvement 

projects and practices surrounding depression screening.  

Summary of Findings and Conclusion 

This project aimed to determine if the implementation of a routine depression 

screening using a valid and reliable tool, the GDS-15, within four weeks would increase 

the identification numbers of older adults found to be at-risk for depression. As a result of 

this project and the GDS-15 screening, there was an increase in the number of older 

adults found to be at-risk for depression and an increase of older adults receiving follow-

up in primary care for their depressive symptoms. Specifically, the identification rate 

increased significantly from the comparative (n = 13, 5.2%) to the implementation group 

(n = 57, 29.8%), X2 (1, N = 443) = 49.76, p = .000. These findings paralleled current 

literature published on the GDS-15. Notably, the conclusions of this project validate 

published literature and recommendations on the benefits of routinely screening for 

depression on the older adult population in primary care (Bincy et al., 2021; Jha et al., 

2019; Padayachey et al., 2017; Stanetić et al., 2020). 
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Post-screening patient outcomes also improved as reflected in the increase in 

depression follow-up appointments in primary care with the PCP follow-up rate 

increasing significantly from the comparative (n = 6, 46.2%) to the implementation group 

(n = 55, 96.5%), X2 (1, N = 70) = 23.94, p = .000. However, two patient outcomes did not 

increase or show statistical significance: pharmacological treatment and a mental health 

specialist referral. The pharmacological treatment for depression rate decreased slightly 

from the comparative (n = 3, 23.1%) to the intervention group (n = 13, 22.8%), X2 (1, N = 

70) = .001, p = .983. Nonetheless, this pharmacological option still shows clinical 

significance. In the comparative group, only three older adults were started on a 

pharmacological option for depression. In contrast, 13 older adults were newly started on 

a pharmacological option in the intervention group. This increase of ten newly identified 

at-risk older adults who started on a pharmacological option compared with the 

comparative group is a clinically significant patient outcome.  

The second patient outcome that did not show statistical significance was the 

referral rate to a mental health specialist. The referral rate decreased from the 

comparative (n = 2, 15.4%) to the implementation group (n = 2, 3.5%), X2 (1, N = 70) = 

2.77, p = .096. It is possible that COVID-19 impacted this referral rate as it became 

challenging to find a referral as the waitlists to see a mental health specialist were months 

long which could not be tracked in the short four-week time frame of the project. 

However, 100% of older adults screened in the implementation group agreed to some 

form of follow-up care either in primary care or with a referral to a mental health 

specialist. Moreover, 100% of older adults screened in the intervention group agreed to 

some form of treatment, whether pharmacological or non-pharmacological treatment, for 
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their depressive symptoms. These results also show clinical significance for increasing 

follow and treatment in this older adult primary care patient population.  

Lastly, the comparative group did not capture the non-pharmacological treatment 

option data; therefore, data analysis could not be completed. However, it was noted in the 

implementation group that out of the 57 at-risk older adults found in this project, 44 

(77%) chose to start a non-pharmacological option before starting a pharmacological 

treatment option. Then it was agreed upon to follow up with their PCP in one month to 

assess and re-evaluate the effectiveness of this option.   

In addition to the patient outcomes shown above, descriptive data were collected 

on the intervention group. The findings from collecting these descriptive data showed 

that African American women ages 75 to 84 who were widowed and had a primary 

diagnosis of heart disease were the most at-risk group for depression in this project. 

These findings add to the body of knowledge seen in the literature regarding the well-

established co-morbidity of heart disease and depression in women (Ai & Carretta, 2021; 

Bucciarelli et al., 2020).  

The findings of this project correlated with other results that many primary care 

providers do not screen routinely for depression in their practices (Stanetić et al., 2020). 

Secondly, this project confirmed that implementing a valid and reliable tool, like the 

GDS-15, routinely to screen older adults for depression in primary care could increase the 

identification of depression in this at-risk population (Durmaz et al., 2018; Massai et al., 

2018; Sarkar et al., 2015; Ștefan & Băban, 2017; Sugishita et al., 2017). Thirdly, this 

project supported the notion found in the literature that implementing a systematic 

depression screening process increases early detection and could also increase the 
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number of older adults receiving follow-up and treatment in primary care for depression 

(Stanetić et al., 2020).  

This project had similar findings to other studies conducted in primary care 

settings (Bincy et al., 2021; Jha et al., 2019; Padayachey et al., 2017; Stanetić et al., 

2020). The significant similarity found across all these projects, including this one, was 

that implementing a routine depression screening using a valid and reliable too enabled 

the identification of older adults at risk for depression early who potentially would not 

have otherwise been identified (Beebe & Utley, 2018; Bincy et al., 2021; Jha et al., 2019; 

Padayachey et al., 2017; Stanetić et al., 2020). The prevalence numbers in the 

identification of older adults at risk for depression detected in this project (29.8%) was 

also comparable to the numbers reported by other studies in the literature (Bincy et al., 

2021; Fekadu et al., 2017; Goswami et al., 2017; Jha et al., 2019; Mantzorou et al., 2020; 

Padayachey et al., 2017; Stanetić et al., 2020; Xu et al., 2019). Beyond the prevalence of 

numbers detected, the increase in patients being seen in primary care for their depressive 

symptoms also increased in this project from 46.2% to 96.5%, as was reported in other 

primary care clinic studies (Bincy et al., 2021; Jha et al., 2019; Padayachey et al., 2017; 

Stanetić et al., 2020). 

Along with statistical significance, clinical significance was demonstrated by 

100% of older adults, all 57, who were found to be at risk for depression during the 

implementation period either received follow-up in primary care or a referral to a mental 

health specialist specifically for depression. Moreover, 100% of those same at-risk older 

adults were also started on pharmacological or non-pharmacological treatment for their 

depressive symptoms post-implementation. This outcome was not the case in the 
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comparative group, where 13 older adults were found to be at-risk, and only eight were 

followed-up, and only three started on treatment for their depression. Beyond clinical and 

statistical significance, the primary care providers at this site have decided to continue 

with the routine screening, opening the screening up to all patients beyond older adults 

and even other primary care clinic sites, which adds to the project’s success and 

sustainability.  

Implications 

The implications of this QI project are two-fold. The realization for the health 

care providers that routine screening can increase the identification of patients at risk for 

depression was eye-opening. Also, 29.8% of older adults in this primary care practice 

were at risk for depression. The patient population, most at risk for depression at this 

primary care office, were African American females, ages 75-84, who were widowed and 

suffering from cardiac disease. These first two findings were a revelation for all health 

care providers at this project site. Then the depression screening itself ended up being a 

great conversation starter between the health care providers and their older adult patients. 

The screening provided the space and time during an office visit to talk and focus on 

mental health.  

On the other side, implications were two-fold because of the realization that many 

older adults had never been asked questions about their mental health from their primary 

health care providers. Some older adults expressed being scared to answer honestly for 

fear that others, meaning their nurses and doctors, would think they were “crazy.” 

However, once sitting down with their nurse or primary care provider in private and 
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learning about the importance of the screening, especially during COVID-19, the older 

adults started to feel more comfortable honestly and openly filling out the screenings.  

Theoretical Implications  

From a theoretical perspective, the implications were substantial. Using Peplau’s 

theory of interpersonal relations to guide the depression screening gave the interviewing a 

structure both the LVNs and providers could follow to help build the trust between 

themselves and their patients to complete the screenings openly and honestly. Peplau’s 

theory was a great reminder of how vital a trusting relationship is in health care. There 

was a moment in week one when the office became extremely busy. Due to the increase 

in patient workload, the nursing staff started to give the screenings to the patients to fill 

out on their own in the waiting room. This change in the screening process caused the 

patients not to take the screenings seriously and not fill them out honestly. Once the 

primary care provider discovered this change, Peplau’s theory was looked to and re-

examined for guidance and structure of how to conduct a depression screening interview 

properly. Once Peplau’s theory was re-infused into the interviewing process design, and 

the screenings once again began to be completed in the privacy of the patient’s room 

along with the LVN, the older adults felt more comfortable, and the screenings started to 

be done entirely and truthfully again. 

Kurt Lewin’s theoretical foundation was also highly impactful. Lewin’s theory 

was utilized to structure the whole implementation process. This process started by first 

holding a staff meeting on day one of implementation, where Lewin’s initial stage, the 

unfreezing stage, began. This meeting aimed to introduce the staff to the project and 

create a sense of urgency by demonstrating that not screening for depression in the older 
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adult population was inadequate and unacceptable. At this first meeting, the timely 

discussion of COVID-19 was also had and how this virus had specifically affected this 

older population through isolation, anxiety, and fear. Lastly, this initial meeting was also 

an opportunity to give the primary care staff a chance to build the project's workflow and 

voice any concerns regarding this project. 

Once all concerns were expressed, and the implementation plan was agreed upon 

by all members involved, Lewin’s second stage, the change stage, began. In this stage, 

the depression screenings started on all patients 65 and older who could read and 

understand English coming into primary care to be seen for four weeks. Once this four-

week change period was complete, the final stage of Lewin’s theory, the re-freezing 

stage, was reached. In this final stage, another staff meeting was held to discuss the 

project's outcomes. In this meeting, the data, patient outcomes, strengths, and weaknesses 

were shared. In addition, the primary stakeholders addressed the sustainability of this 

project and their future with depression screening and mental health follow-up for all 

older adults found to be at-risk. 

The findings of how this project also supported Peplau’s interpersonal relations 

theory predictions were also discussed at this final meeting. Peplau’s theory states that 

the trusting relationship between the nurse and the patients is of utmost importance to 

increase patient outcomes (Peplau, 1952). The results of this project strongly supported 

Peplau’s prediction since there was an increase in older adults identified as at risk for 

depression after the implementation of Peplau’s theory was infused into the depression 

screening process. There was also an increase in the number of older adults being follow-
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up in primary care, specifically for depression, after Peplau’s theory had been integrated 

into this primary care practice.  

Practical Implications  

The first practical implication of this project was for healthcare providers to 

realize that screening for depression can increase patient outcomes and is directly related 

to their patient’s mental health outcomes. This result was supported by this project and all 

the current empirical literature. From a practical perspective, this project results imply 

that depression in this older population is prevalent. However, mental health is not easily 

discussed with this population and is not readily introduced by the healthcare providers in 

primary care. Nevertheless, if the topic is presented through screening and in a trusting, 

private manner, both sides are willing to discuss depression. Furthermore, once the 

screening was conducted and brought to the attention of both the older adults and the 

primary care providers that there might be a concern, both parties were willing to follow 

up and treat this concern.  

In this project, every older adult found to be at risk for depression at the very least 

agreed to a follow-up appointment with their primary care provider or a mental health 

specialist for their depressive symptoms. In some instances, patients decided to start on 

an antidepressant medication, while others preferred to try a non-pharmacological option 

first. The difference was that after implementing a routine depression screening and the 

increase in identification of those at risk for depression, all older adults agreed to some 

form of follow-up care for their depressive symptoms. This agreement was decided upon 

once the concern was made apparent by the screening. In other words, both the primary 

health care providers and the older adults merely needed the cue of action created by the 
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screening to engage in the help-seeking behaviors needed to increase mental health 

outcomes. These findings are of utmost importance. Without these findings, stakeholders 

might resist a project because implementing another routine screening into an already 

busy primary care office can be time-consuming and disrupt workflow. 

Future Implications 

This project was limited to the older adult population. According to the USPSTF 

recommendation guidelines, all eligible adults in primary care settings should have an 

annual routine depression screening (Siu & the USPSTF, 2016). Therefore, opening the 

screening to all adults seen at this primary care office would be feasible. Also, this 

project was limited mainly to the quantifiable numbers related to screening for depression 

and the initial follow-up due to the short time frame of only four weeks. In the future, a 

more expansive project that includes a comprehensive look into the follow-up 

appointments and the actual treatments for depression that are agreed upon between 

patient and provider should be attempted. It would be of great interest to see how many 

older adults continued to follow up with treatment for their depression or to see the 

number of older adults who decided to go on an antidepressant or switch to a referral to a 

mental health specialist after their initial depression follow-up visit in primary care. This 

extended follow-up over a more extended period to measure patient treatment outcomes, 

whether in primary care or with a mental health specialist, would be of great importance. 

Lastly, a qualitative approach into the lived experience of a depression screening 

for patients and providers in primary care would provide insightful data demonstrating 

how each side felt about adding this new routine screening and what it brought to their 

practice and lives. Implementing a depression prevention program for older adults or an 



128 

 

educational program for older adults about the risks of depression could both be effective 

options, which could be shown with a qualitative project. Lastly, an educational 

opportunity or program for primary care providers surrounding assessing, diagnosing, 

and treating depression in their patients is always needed, as was expressed during this 

project by the primary care providers at this site. The need for education surrounding 

depression for both providers and their patients is always warranted. 

Recommendations 

The lessons learned from this project lead to several recommendations for future 

projects and future primary care practices. This project's first and most crucial 

recommendation is to build relationships between primary care providers and mental 

health specialists to ensure follow-up can be provided if warranted for the older adult. 

This lack of a collaborative relationship was single-handedly the most challenging aspect 

of this project. When a patient wanted to be referred to a mental health specialist for 

follow-up, finding one who took Medicare in an outpatient setting for older adults was 

extremely difficult. The reimbursement for Medicare mental health services on an 

outpatient basis is low, and it was found during this project, fewer mental health 

specialists are taking it. The low reimbursement rates on top of this project being 

implemented during COVID-19 made finding mental health referrals for older adults 

challenging.  

The second recommendation found in this project is for primary care providers 

and future project organizers to increase their knowledge and understanding of the 

complementary and alternative medicine (CAM) options available to treat depression. 

The findings in this project showed that many older adults wanted to try a CAM therapy 
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option before beginning psychopharmacology, including reiki, mindfulness, meditation, 

aromatherapy, and massage. This high request for nonpharmacological treatment options 

left the primary care providers struggling to educate themselves on the outcomes and 

benefits of these therapies in treating depression.   

Recommendations for Future Projects  

The first recommendation for future projects is to understand all depression 

treatment options available to increase patient outcomes. Secondly, relationships need to 

be formed with mental health specialists ahead of time. These relationships are needed so 

that when a patient is found to be at-risk and requests to see a mental health specialist for 

follow-up, the primary care provider already has a mental health specialist lined up and 

available for the patient to see. Understanding and developing relationships is essential to 

improving patient care coordination and facilitating interprofessional collaboration 

between all providers involved for the best patient outcomes. Established relationships 

would also ensure patients do follow-up and receive the mental health treatment needed 

to alleviate their symptoms of depression. Without these relationships in place, many 

follow-up appointments get canceled or never exist in the first place, as seen in this QI 

project. 

This lack of established interprofessional relationships brought on the third 

recommendation for future projects. It would be ideal to have a mental health specialist 

on-site at the primary care clinic in a more integrative and collaborative approach to the 

care model. Even if only on a part-time basis. This integrative, collaborative care model 

would increase the referral follow-up numbers with mental health specialists that this 

project lacked.  
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A fourth recommendation is that since this project found mental health specialists 

on an outpatient basis specifically hard to find, future projects might consider 

implementing and integrating an online mental health service option for patients who 

screen positive for depression. This online service could be in telehealth, which has been 

increasing in popularity since COVID-19. A telehealth mental health system would also 

increase the follow-up numbers with mental health specialists that this project lacked.  

All four of these recommendations could be examined with a quantitative 

methodology and quasi-experimental design to see an increase in patient outcomes 

regarding mental health follow-up and treatment for depression. However, to truly see an 

increase in patient outcomes, all project recommendations would also need to be 

followed for a more extended period than the four weeks followed in this project. To see 

any improvement in depression, follow-up for months or years would need to be 

incorporated into future projects.  

Lastly, the fifth recommendation is to use a qualitative methodology with a case 

study or focus study design. This recommendation would be to hold educational sessions 

on the prevention of depression in the older adult population both to primary care 

providers and the older adult patients themselves. These educational sessions could be 

conducted in different outpatient care settings by educating on the symptoms and 

awareness of depression in this known at-risk population. This education could include 

encouraging older adults to seek help when experiencing the symptoms of depression and 

providing education to providers on how to detect and manage depression in older adults. 

Educational programs could also help increase patients' mental health outcomes seen in 
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primary care when given to both patients and providers by mental health specialists, 

which could be evaluated using a qualitative methodology.  

Recommendations for Practice  

Several recommendations for future practice can be made based on the 

conclusions of this project. First, it is recommended that all older adults 65 and older 

receive a depression screening using a valid and reliable tool routinely whenever coming 

into being seen, not just when self-disclosing depressive symptoms or when providers 

suspect depression. This project demonstrated that screening for depression is essential 

even if the mental health services are hard to find. This screening was efficiently and 

effectively conducted using the English version of the GDS-15.  

Second, primary care providers should provide follow-up in primary care with 

their patients suffering from depression. The primary care providers could reach out for 

professional guidance and assistance in treating depression when needed. This project 

showed that depression screening could activate help-seeking behaviors among older 

adults and bring awareness to primary care providers that they have another concern that 

needs attention. This recommendation stems from Sarkar et al. (2015), who stated that 

older adults are highly unlikely to directly seek help for their depressive symptoms. 

Therefore, screening instruments could be used to assess depression in the primary care 

population, and if done during routine visits, the screening would take away some 

diagnostic uncertainty that primary care providers feel about diagnosing depression.  

Third, it would be proactive to implement depression screening as part of a 

standardized intake assessment or annual physical assessment. Patients’ mental and 

physical health needs to be addressed annually. When all older adults come in for their 
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annual physical, they can be given the GDS-15 with their nurse and the provider to 

discuss depression at this yearly visit. Results from this screening can then begin an 

otherwise tricky conversation between the older adult and their provider and allow for the 

follow-up discussion to take place if warranted by the screening.  

A fourth recommendation is to have a built-in relationship with a mental health 

specialist to refer older adults suffering or to consult regarding treatment and 

management options. This collaborative relationship between PCP and mental health 

specialists could significantly increase follow-up concerning older adults' mental health 

outcomes. Lastly, PCPs should have at least some working knowledge of CAM options 

available to treat depression, as non-pharmacological treatment options were highly 

sought after by the older adult patients in this project.  

The results of this project showed that it is essential for primary care offices to 

provide a systematic depression screening using a valid and reliable tool to all older 

adults to identify those at risk for developing depression. This recommendation agrees 

with the recommendations set forth by the USPSTF and investigative results of this 

project, along with the current empirical literature on this topic. Depression can have 

lasting adverse effects on this population's overall quality of life, and many older adults 

and their primary care providers could benefit from the findings of this project.  

Therefore, all primary care providers and outpatient clinic providers should 

improve their awareness and detection of depression in this known at-risk population. 

This improved awareness and detection can be done by stressing the importance of 

implementing a systematic depression screening process. By addressing the need to 

effectively screen for depression in the older adult population and referring these older 
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adults for appropriate follow-up and treatment collaboratively as a health care 

community, the mental health outcomes and health disparities associated with late-life 

depression can be improved.  
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