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RESUME

Bien que la dépression gériatrique soit un probleme de santé mentale répandu, grave et sous-évalué dans
les établissements de soins pour personnes agées, peu de recherches ont été réalisées sur ce théeme au Canada.
Cette étude exploratoire a méthodes mixtes examine les perspectives et les pratiques du personnel infirmier
réglementé en matiere d’évaluation de la dépression gériatrique dans les établissements de soins en Alberta.
Les résultats d’enquétes quantitatives (n = 635) et d’entrevues qualitatives (n = 14) indiquent que la dépression
gériatrique n’est pas systématiquement évaluée dans ces milieux de soins en raison de multiples défis, incluant
un protocole d’évaluation manquant de clarté, 1'utilisation non uniforme de méthodes d’évaluation dans les
établissements et leur utilité clinique contestée, la disponibilité limitée des professionnels en santé mentale
dans ces établissements et les opinions divergentes concernant la responsabilité du personnel infirmier
professionnel dans 'évaluation de la dépression. Les implications et les orientations futures de la recherche sont
discutées.

ABSTRACT

Although geriatric depression is a prevalent, serious, and under-recognized mental health condition in residential
care facilities, there is a dearth of related research in Canada. This exploratory mixed methods study examines the
perspectives and practices of regulated nurse professionals on assessment of geriatric depression in residential care
facilities in Alberta. Findings from the quantitative surveys (n = 635) and qualitative interviews (n = 14) suggest that
geriatric depression is not systematically assessed in these care settings due to multiple challenges, including
confusing assessment protocol, inconsistent use and contested clinical utility of current assessment methods in
facilities, limited availability of mental health professionals in facilities, and the varied views of regulated nurse
professionals on who is responsible for depression assessment in facilities. Implications and future research
directions are discussed.
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Background

Depression is the leading cause of disability in the
world and a major contributor to the overall global
burden of disease (World Health Organization [WHO],
2018). Depression in older adults, also termed geriatric
depression, is a public health concern due to its high
prevalence and negative implications for the well-being
of older adults (WHO, 2017).

Geriatric depression comprises a constellation of affec-
tive, cognitive, and physiological manifestations as
defined in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) (American Psychiatric Asso-
ciation, 2013). The diagnostic criteria for clinically sig-
nificant depression state that five or more of the
following nine symptoms must be present for at least
two weeks: (a) depressed mood; (b) loss of interest or
pleasure in activities; (c) changes in weight or appetite;
(d) changes in sleep patterns; (e) psychomotor agita-
tion or retardation; (f) low energy; (g) feelings of
worthlessness; (h) poor concentration; and (i) recur-
rent suicidal ideation or suicide attempt (American
Psychiatric Association, 2013). One of these symp-
toms must be depressed mood or loss of interest and
pleasure in activities. Symptom count points to the
severity level of depression. For example, mild depres-
sion is diagnosed when five to six aforementioned
symptoms are present that are mild in severity
(Zuckerbrot et al., 2007). In these cases, the person
might experience only mild impairment in functioning.
In contrast, depression might be deemed severe if a
person experiences all nine of the depressive symptoms
with severe impairment in functioning (Zuckerbrot
et al., 2007). Moderate depression falls between these
two categories.

In addition, older adults may experience depressive
symptoms that do not fulfil the DSM-5 criteria for clin-
ically significant depression (Heok & Ho, 2008). These
include individuals having a dysthymic disorder, sub-
threshold depression disorder, and depression due to
dementia (Dillon et al., 2014). Zuckerbrot et al. (2007)
pointed out that these less severe forms of depression
should not be overlooked because older adults with
these conditions are at risk for developing clinical depres-
sion in addition to facing multiple co-morbidities, high
levels of stress, and social isolation without being diag-
nosed and treated (Hasche, Lee, Proctor, & Morrow-
Howell, 2013).

Geriatric depression is especially prevalent and under-
recognized in residential care facilities, such as nursing
homes or long-term care facilities and assisted living
settings (Canadian Institute for Health Information
[CIHI], 2010; Davison et al., 2007; Evers et al., 2002; Seitz,
Purandare, & Conn, 2010; Snowdon, 2010; Maxwell,
Gilbart, Wanless, & Strain, 2011).
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Despite the high prevalence of geriatric depression
in residential care facilities, detection rates have
been low (Bern-Klug, Kramer, & Sharr, 2010; Snowdon,
2010; Watson, Zimmerman, Cohen, & Dominik, 2009).
Unrecognized and untreated geriatric depression
leads to further health deterioration, increased med-
ical care utilization, poor quality of life, and prema-
ture death (Boyle et al., 2004; Smalbrugge et al., 2006).
Research in residential care facilities emphasises
limited knowledge and education about the symp-
toms of geriatric depression (Jansen & Murphy, 2009;
Mitchel & Kakkadasam, 2011; Molinari et al., 2008),
limited availability of mental health specialists (Craig &
Pham, 2006; McKay, 2009; Molinari, Hedgecock, Branch,
Brown, & Hyer, 2009; Maxwell et al., 2011), presence of
ageist and other misconceived beliefs (Choi, Wyllie, &
Ransom, 2009), and ineffective and unsystematic depres-
sion assessment methods and protocols (Davison et al.,
2007; Heiser, 2004; McCabe, Davison, Mellor, & George,
2008; Pachana et al., 2010; Soon & Levine, 2002;
Teresi, Abrams, Holmes, Ramirez, & Eimicke, 2001;
Wagenaar et al., 2003).

In Canada, about 44 per cent of the residents in these con-
gregate care settings have been diagnosed with depres-
sion (CIHI, 2010). In addition, depression is common
in residents with cognitive impairment due to demen-
tias and other conditions (Fiske, Loebach Wetherell, &
Gatz, 2009; Thompson, Herrman, Rapoport, & Lanctot,
2007). Depression prevalence in residential care facil-
ities in Alberta ranges from 34 to 44 per cent (Maxwell
etal., 2011).

There is a paucity of Canadian- and Alberta-specific
research on how geriatric depression is recognized
and assessed in facilities. Limited research, however,
emphasises the importance of early recognition and
effective assessment of geriatric depression in these
care settings (Adams-Fryatt, 2010; CIHI, 2010; Conn
et al., 2008; Maxwellet al., 2011).

Assessment of Geriatric Depression in
Residential Care Facilities

Various standardised scales and non-standardised
assessment strategies (e.g., observations, verbal reports,
etc.) are available for depression, the most common of
which are initial screening procedures and formal psy-
chiatric diagnostic assessment (Conn et al., 2008). Initial
screening procedures generally involve tests to identify
persons at increased risk of health conditions (Grimes &
Schultz, 2002). Screening that generates positive results
should always be followed by a full psychiatric diag-
nostic assessment (Pachana et al., 2010), conducted by
a trained mental health professional in a standardised
diagnostic interview based on psychiatric diagnostic
criteria (American Psychiatric Association, 2013).
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Routine periodic screening for geriatric depression in
residential care facilities has been identified as a means
of increasing detection and timely referral to treatment
(Azulai & Walsh, 2015; Hasche et al., 2013; Huang
etal., 2014; Soon & Levine, 2002). However, data on the
effectiveness and clinical utility of the growing number
of depression screening tests in these care settings is
mixed (Koopmans, Zuidema, Leontjevas, & Gerritsen,
2010; Pachana et al., 2010). Currently, the only type
of routine depression screening in residential care in
Canada is embedded within the InterRAI Minimum
Data Set resident assessment protocol (RAI-MDS 2.0)
(Azulai & Walsh, 2015), which is considered a powerful
identification tool in many health domains (Saliba &
Buchanan, 2008). However, performance of the Depres-
sion Rating Scale (DRS), embedded in the RAI-MDS
2.0, has been questioned (Schnelle, Wood, Schnelle, &
Simmons, 2001; Shin & Scherer, 2009).

National geriatric organizations in North America
recommend that the DRS should always be supple-
mented with other validated scales for accuracy
(American Geriatrics Society & American Association
for Geriatric Psychiatry [AGS & AAGP], 2003; Cana-
dian Coalition for Seniors” Mental Health [CCSMH],
2006). In the United States, the RAI-MDS 2.0 has
been replaced by the newer RAI-MDS 3.0 as a man-
dated assessment protocol for American long-term care
(LTC). Instead of the DRS, the RAI-MDS 3.0 includes
the Mood Questionnaire, a self-report and observa-
tion version of the robust 9-item Patient Health
Questionnaire (PHQ-9) (Saliba & Buchanan, 2008).
There is strong evidence for the superb performance
of the Mood Questionnaire in residential care facil-
ities for older adults in the United States (Saliba &
Buchanan, 2012). Azulai and Walsh (2015), in a system-
atic literature review of nine depression screening
instruments in residential care facilities for older adults
in the United States and Canada, recommend the use
of the Mood Questionnaire (Saliba & Buchanan, 2012)
in the Canadian facilities.

Grimes and Schultz (2002) warn, however, that although
screening can improve detection, it can also do harm if
administered improperly, leading to either false posi-
tive or false negative results. Therefore, screening
tests should be carefully selected by trained clinicians
based on their psychometric performance, purpose of
screening, residents” characteristics, and facility con-
text (Pachana et al., 2010).

Who Can Assess Residents for Geriatric
Depression?

As opposed to comprehensive diagnostic assess-
ment measurements, depression screening scales
may appropriately be used by a variety of disciplines
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(CCSMH, 2006). However, as the accuracy of the
screening is crucial for triggering appropriate treat-
ment responses, the administrator should have knowl-
edge not only of the psychometric properties of the
screening measures and their administration proce-
dures, but also of the distinction between screening
and diagnostic assessment, as well as confidentiality
regulations (CCSMH, 2006).

Physicians, nurse professionals, nursing assistants
(termed health care aides [HCAs] in Canada), psychol-
ogists, and social workers have all been identified in
the literature as suitable administrators of screening
for geriatric depression in residential care facilities
(AGS & AAGP, 2003; CCSMH, 2006; Morgan, 2015).
However, research demonstrates that residential care
staff, regardless of the discipline, are not well-trained
in recognizing and managing depression in old age
(Bagley et al., 2000; Davison et al., 2007; Teresi et al.,
2001) and often believe that depression is a natural
consequence of aging and relocation to institutional
living (Cepoiu et al., 2008; Davison, McCabe, Mellow,
Karantzas, & George, 2009; Hasche et al., 2013;
McCabe et al., 2008; Ogbeide, & Neumann, 2011).

There is no specific recommendation in the Cana-
dian Clinical Best-Practice Guidelines on the Assess-
ment of Depression in LTC as to who is responsible for
depression screening (CCSMH, 2006). In this vacuum,
the screening and assessment of depression in older
adults is typically part of the well-being assessment
in nursing practice (College and Association of Reg-
istered Nurses of Alberta [CARNA], 2019b; Regis-
tered Nurses Association of Ontario [RNAQO], 2003).
Indeed, some scholars suggest that direct care nurse
professionals, in general, are well-positioned to per-
form depression screening because they interact with
patients and should be able to observe symptoms on
a daily basis (Clibbens & Rylatt, 2008; Koopmans
et al., 2010; Kurlowicz & NICHE Faculty, 1997).
Other studies however, found that nurse profes-
sionals experience considerable difficulty identi-
fying depression in residents (Bagley et al., 2000;
Kerber, Dyck, Culp, & Buckwalter, 2008; Mitchell &
Kakkadasam, 2011; Teresi et al., 2001) due to a lack
of familiarity with the residents (Kohler et al., 2005),
ageist attitudes (Choi et al., 2009), and inadequate
training of staff in geriatric mental health (Davison
et al., 2007).

Geriatric Residential Care Landscape in
Alberta

Statistics Canada (2011) has defined residential care
facilities as congregate living settings with four or
more beds that are funded, licensed, or approved by
provincial or territorial departments of health or social
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services, regardless of the type of ownership. Facilities
for seniors that do not provide any level of care are not
included in this study.

In Alberta, residential care facilities for seniors are part
of the continuing care system that includes short or
long-term services for individuals with health condi-
tions or disabilities (Alberta Continuing Care Associ-
ation [ACCA], n.d). These services are typically
provided in home care, facility living, and supportive
living streams. Facility living in Alberta includes LTC
or nursing homes under the Nursing Home Act (Prov-
ince of Alberta, 2017), and auxiliary hospitals, under
the Hospitals Act (Maxwell et al., 2011). LTC facilities
are designed for persons with complex chronic care
needs who are unable to remain in their homes and
who require registered nurse (RN) services around-
the-clock (ACCA, n.d.). On the other hand, supportive
or assisted living settings are designed for residents
without complex care needs, staffed by fewer per-
sonnel than in LTC, and combine accommodation ser-
vices and other supports and care, including meals,
housekeeping, and social activities. In supportive
living, the level of care is usually defined from more
independent to less independent, and services are con-
tracted to private operators, including not-for-profit
and for-profit providers.

Some supportive living facilities have designated
beds, operated by the regional health authority Alberta
Health Services, to accommodate residents with
advanced health care needs and who can no longer
manage in their own homes, even with the support of
home care (Canadian Healthcare Association, 2009).
These facilities are referred to as designated supportive
living (DSL). In DSL, services include assistance with
medications and with activities of daily living (ADL,
i.e., personal hygiene, dressing, toilet use, locomotion,
and eating), around-the-clock supervision by a licensed
practical nurse (LPN), and access to an on-call RN
seven days a week (Alberta Health Services, n.d.).

The study described in this article focused only on
LTC and DSL settings because these types of facilities
usually provide care for residents with similar levels
of functioning, similar characteristics, and similar
rates of depression (Maxwell et al., 2011). Home care
was mentioned only when provided as a service in
these facilities.

Study Goal

There is no research on the geriatric depression assess-
ment practices of nurse professionals in Alberta and
Canada. Due to the high prevalence of this condition in
facilities in Alberta (Government of Alberta, 2015), it is
important to investigate how geriatric depression is rec-
ognized and assessed in residential care in the province.
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Hence, our goal for this exploratory study was to exam-
ine how regulated nurse professionals perceive, recog-
nize, and assess geriatric depression in residential care
facilities in Alberta and to answer the following research
questions:

1. Who assesses older adults for depression in residential
care facilities in Alberta?

2.  What assessment methods do they use?

3. How often do they conduct assessments?

The study was approved by the institutional research
ethics board at the University of Calgary (REB13-0058).

Methods
Study Design

The study employed a convergent, parallel mixed
methods design (Creswell & Plano-Clark, 2011), using
a cross-sectional survey (n = 635) and follow-up qualita-
tive semi-structured interviews (n = 14). This approach
allowed for the triangulation of qualitative and quanti-
tative research methods (Azulai & Rankin, 2012) to col-
lect rich data with the joint focus on depth and breadth
of the study of this under-researched phenomenon.

Quantitative Survey

A self-report fact-finding quantitative survey question-
naire included 91 items in six sections, taking study
participants about 15 minutes to complete. Section 1
inquired about facility characteristics (e.g., the type of
facility, level of care, location, the number of beds,
availability of mental-health services, etc.). Items in
this section were assessed on either dichotomous (yes/
no) or menu (check-all-that-apply) response formats.

Section 2 covered assessment practices, including
methods and frequency of assessment with either dichot-
omous (yes/no) or menu response. Section 3 inquired
about perceived successful practices versus barriers
in depression assessment. Information on successful
practices was collected by an open-ended question:
“What facilitators or successful practices for identifica-
tion and assessment of depression in residents can
you share?” Barriers were measured using a 12-item
Barriers to Working with Depressed Older People scale
developed by McCabe, Davison, & Mellor (n.d.), who
reported good internal reliability of the scale (Cronbach’s
o = .84). Scale responses were measured on a 4-point
Likert scale format (1 = strongly disagree; 2 = some-
what disagree; 3 = somewhat agree; 4 = strongly agree).
Possible total scores on the scale ranged from 12 to 48,
with a higher score representing stronger perceptions
of barriers. In addition, an open-ended item allowed
for collecting information on barriers that could not
have been accounted for in previous research: “What
additional barriers, [not mentioned in the Barriers


https://doi.org/10.1017/S0714980819000382

472  Canadian Journal on Aging 39 (3)

scale], to effective identification of residents with depres-
sion have you observed?”.

Section 4 was devoted to clinical knowledge and beliefs
about geriatric depression, measured by two different
scales: The first was a 12-item Late-Life Depression
Quiz (LLDQ), developed by Pratt, Wilson, Benthin,
and Schmall (1992), who reported high internal consis-
tency of the scale (o = .85) using the Kuder—Richardson
formula (KR-20). LLDQ offered a “true,” “false”, or
“don’t know” response format, with a total score
ranging from 1 to 12. Higher scores indicated greater
clinical knowledge of geriatric depression. The second
scale was an 18-item Knowledge of Geriatric Depres-
sion Scale, which was a modification of the 14-item
scale Views about Depression in Older People by
McCabe et al. (n.d.).

The original scale measured three aspects of knowl-
edge of depression: symptoms of depression, myths of
depression, and responses to depression. Items were
designed specifically for residential care, based on the
DSM-IV-TR criteria for major depressive disorder
(Davison et al., 2009; McCabe et al., 2008). Responses
were measured on a 4-point Likert scale (1 = strongly
agree, 2 = somewhat agree, 3 = somewhat disagree,
and 4 = strongly disagree). The internal reliability of the
original scale was low (Cronbach’s o = .40), although
McCabe et al. (n.d.) commented that low internal reli-
ability was expected as the items deliberately varied in
their degree of difficulty. We added four knowledge
items to the original scale to reflect the most recent
findings in the scholarly literature on geriatric depres-
sion. These items were measured using the same
4-point Likert scale and included the following:
“Changes in appetite and weight might be symptoms
of depression”, “Suicide attempts are not common in
older people in residential care facilities”, “Depression
is common among older adults with dementia”, and
“Psychotherapy combined with anti-depressant
medication is effective in treating older people with
depression”. Total scores on the resultant 18-item Knowl-
edge of Geriatric Depression Scale ranged from 18 to
72, with higher scores indicating a better level of
knowledge.

Section 5 covered depression-specific education,
including type and length of training in depression, as
well as familiarity with best-practice clinical guide-
lines for the assessment of geriatric depression in resi-
dential care facilities. Items were measured by either
dichotomous (yes/no) or menu response scale.

Finally, section 6 collected personal information on
respondents (e.g., occupation, education level, experi-
ence in working with older adults and residential care,
demographic data, etc.). The section also included an
item inquiring whether a participant is interested in an
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individual interview related to the survey topic. The
online study survey was piloted in October 2013 with
regulated nurse professionals in different types of resi-
dential care facilities in Calgary and Edmonton (1 = 6),
generating univocal positive reviews.

Qualitative Interviews

Due to the large geographical dispersion of partici-
pants, qualitative interviews were collected through
face-to-face meetings, Skype videoconferencing, and
telephone communication. The interview guide for
semi-structured interviews comprised 31 questions
that corresponded to specific sections in the quantita-
tive survey to allow for subsequent cross-comparison
of the findings. For example, questions such as “How
do you usually recognize residents with depression
in your facility” and “What assessment tools (e.g.,
screening scales and other means of depression detec-
tion) do you use in your facility” corresponded to the
survey items in section 2 on assessment practices. Sim-
ilarly, questions such as “What is your opinion on how
normal depression is in old age” and “In your opinion,
how common is depression in residents with dementia”
corresponded to some items in the section 4 of the sur-
vey on knowledge and beliefs about geriatric depres-
sion. Finally, questions such as “What successful
strategies in the process of identification and assess-
ment of residents with depression in your facility
would you share with other clinicians” and “What
potential or actual barriers to the effective recognition
and assessment of depression in residents would you
identify in your facility” corresponded to section 3 of
the survey on barriers and facilitators for depression
assessment in facilities.

Data Analyses

In this study, the qualitative and quantitative data
were collected and analysed independently and then
compared. We exported quantitative data from the
SurveyMonkey (2015) to the IBM SPSS 23 software for
statistical analyses. Some of the item responses in the
survey were missing. Calculations were conducted
on available data without missing-data manipula-
tion. Statistical procedures included descriptive and
inferential methods. Inferential statistics included
independent-samples t-test, one-way ANOVA, and
chi square.

We analysed open-ended survey questions and quali-
tative semi-structured interviews using qualitative
content analysis technique (Sandelowski, 2000). We
audiotaped interviews and transcribed them verbatim
before the data analysis. Member check procedure
(Jick, 1979) allowed for increasing the trustworthiness
of the qualitative content analysis findings by inviting
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participants’ feedback to enhance the credibility of the
data analysis. Seven out of 14 participants responded,
providing positive appraisal.

We conducted the comparison between the findings
using the integrative data analytic approach (Castro,
Kellison, Boyd, & Kopak, 2010), including the data trans-
formation approach and data consolidation matrix
(Jang, McDougall, Pollon, Herbert, & Russell, 2008).
For example, we quantified qualitative data from the
open-ended survey on the barriers and facilitators in
the depression assessment process to facilitate compar-
ison of the major themes and subthemes against sur-
vey data on the barriers. The data consolidation matrix
involved creating a blended database around main study
constructs (Bazeley, 2006) by combining the results from
both qualitative and quantitative data to integrate
blended data for further analysis. In this study, the
main constructs in the consolidation matrix derived
from the survey questions, qualitative themes and
subthemes from interviews and open-ended survey
questions, illuminated by relevant quotes and, when
applicable, by related numeric values from the quan-
titative findings. Given that the findings were exten-
sive, it was not feasible to include the consolidated
matrix in this article. Instead, we present the integra-
tion of the findings as a narrative in the next section.

Results
Participants

We collected the survey data and semi-structured inter-
views between December 2013 and February 2015.
Using a SurveyMonkey (2015) web-link collector ser-
vice, we distributed the survey to about 7,000 regu-
lated nurse professionals in Alberta, using a variety of
venues, including the Alberta Continuing Care Associ-
ation (ACCA), the Alberta Geriatric Nursing Associa-
tion (AGNA), the College and Association of Registered
Nurses of Alberta (CARNA), the College of Licensed
Practical Nurses of Alberta (CLPNA), and the Educa-
tion Research Centre (ERC). The total number of the
survey responses from all venues, online and paper-
based surveys, n = 696, constituted an approximate 9
per cent response rate. Out of the 696, a total of n = 635
surveys were included in this study: 19 surveys were
eliminated for not meeting the study eligibility criteria;
39 were incomplete; and there were 3 outliers.

More than half of the participants were from LTC
(Table 1). Also, more than half of the participants were
employed in one of the two provincial census metro-
politan areas of Calgary or Edmonton; the rest came
from a variety of municipal districts and counties in
Alberta. Almost half (47%) of participants were from
private facilities, and almost all of them (97%) were
located in the urban sector.
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Table 1: Participating residential care facilities

Residential Care Facility Characteristics n %

Type of Facilities (n = 635)°

Long-term care (LTC) 348 55

Designated supportive living (DSL) 203 32

DSL/LTC 84 13
Type of Ownership (n = 627)P

Private 294 47

Government 131 21

Not-for-profit 164 26

Don't know 38 6
Sector (n= 629)¢

Urban 610 97

Rural 19 3

Note. LTC = Nursing homes or long-term care facilities. DSL =
Designated supportive living settings. DSL/LTC = Combined
facilities with designated supportive living and long-term
care beds.

® n = 635 (number of participants who responded to the

question).
b n =8 participants omitted this question.
¢ n= 6 participants omitted this question.

As shown in Table 2, almost two thirds (60%) of the
survey participants were LPNs. Most were experienced
in working with older adults (66%) and in residential
care settings (56%). Nearly half (41%) of participants
assumed a role that combined supervisory and direct
care duties. The majority (58%) worked day shifts
only, and nearly half (46%) were full-time employees.
Only about one third of the participants had some
post-secondary education degree. Most participants
were between 18 and 45 years of age (55%). Finally, the
majority were women (95%), Caucasian (63%), and
born in Canada (60%).

All survey participants were invited for a follow-up
qualitative interview. Interested participants contacted
the lead researcher via email or telephone or provided
their contact information in the survey. Interview par-
ticipants consisted of those who directly contacted the
researcher via email or telephone after viewing the study
ad, as well as the survey participants who expressed
their interest in the interview and provided their con-
tact information. The researchers continued to recruit
interview participants until the point of data satura-
tion was reached, resulting in n = 14 interviews.

All interview participants were women. Eleven nurse
professionals were Caucasian; additionally, there was
one Black Canadian, one Filipina, and one Chinese.
Two participants were relatively new professionals
(1 to 5 years of nursing experience), another two were
mid-career professionals (6 to 8 years of nursing prac-
tice), and the rest of the sample were mature nurse pro-
fessionals (more than 9 years of experience). In terms
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Table 2: Demographic and employment characteristics of the
survey participants (n = 635)

Survey Participant Characteristics n %
Sex (n=516)*
Male 26 5
Female 490 95
Age at time of survey (years) (n = 516)°
18-25 27 5
26-35 124 24
36-45 134 26
46-55 13 22
56-65 101 20
66+ 17 3
Education (n= 518)°
No post-secondary degree 333 64
Post-secondary degree 185 36
Born in Canada (n = 517)¢
Yes 308 60
No 209 40
Ethno-cultural background (n = 516)¢
Caucasian 323 63
Southeast Asian 80 16
Black 40 8
South Asian 28 5
Chinese 18 4
Type of nurse professionals (n = 519)¢
RN 206 40
LPN 313 60
Professional roles (n = 519)f
Supervisor 79 15
Direct care professional 176 34
Combined supervisory/ direct care position 212 41
Other 52 10
Length of work with older adults (years) (n = 514)¢
0-2 70 14
3-5 102 20
6-8 79 15
9-1 57 N
12+ 206 40
Length of work in residential care fadilities (years) (n= 517)"
0-2 96 19
3-5 127 25
6-8 84 16
9-11 58 1
12+ 152 29
Employment workload (n = 518)
Full-time 239 46
1 day a week 2 0.4
2-3 days/ week 92 18
4 days/ week 84 16
Varies 101 19.6
Work shift (n = 515)i
Day 301 58
Afternoon/ evening 122 24
Night 50 10
Varies 42 8
Continued
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Table 2: Continued

Note. RN = registered nurse. LPN = licensed practical nurse.

? Number of participants who responded to this question.

Missing responses n=119.

Number of participants who responded to this question.

Missing responses n=117.

¢ Number of participants who responded to this question.
Missing responses n=118.

d Missing responses n= 116.
¢ Missing responses n=121.
f Missing responses n=118.
9 Missing responses n=117.
h

Missing responses n=120.

of the geographical distribution of facilities, most were
in urban settings, predominantly in the Calgary and
Edmonton areas; one participant was from a rural LTC
setting.

Integrating Findings from the Survey and the Interviews

All but four participants in the survey and all inter-
view participants considered depression assessment as
an important issue in residential care facilities. How-
ever, nurse professionals reported profound challenges
in the timely recognition of depression in these care
settings in Alberta, specifically referring to

1) limited availability of trained mental health professionals;

2) inconsistent use of standardized or other assessment
methods across facilities; and

3) lack of clear depression assessment protocol.

These challenges are described below in detail.

Limited Availability of Trained Mental Health
Professionals

Survey participants reported that professional men-
tal health assessment for depression in older adults in
Alberta residential care facilities was primarily con-
ducted by various external mental health consultants
hired by the regional health authority (Alberta Health
Services [AHS]). These included psychiatrists (men-
tioned by 40% of participants); geriatric mental health
community team from the AHS (by 40%); registered
psychiatric nurses (RPN) (by 37%); social workers (by
30%); and psychologists (by 14%).

Aside from the external professionals, almost 39 per
cent of participants stated that they did not have access
to any mental health professionals employed at on-site
facilities. Additionally, 49 per cent mentioned access to
on-site social workers; 18 per cent, to RPNs; 11 per
cent, to psychiatrists; 4 per cent, to psychologists; and
0.2 per cent, to pastoral care. Survey participants did
not select physicians and on-site RNs as mental health
professionals. In line with this notion, interview partic-
ipants reported that RNs in both DSL and LTC facilities
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had, indeed, minimal roles in the depression assessment
process. Although they routinely conducted physical
assessments of residents with suspected depression,
on-site RNs assumed primarily a coordinating role in the
depression assessment effort rather than in the assess-
ment itself. Contrary to the aforementioned survey
results, however, interview participants indicated that
family physicians in LTC and AHS home care case
managers in DSL (who are RNs hired by the AHS)
were, in fact, responsible for mental health assessment,
referral for mental health consultations, and the uptake
of mental health recommendations.

There was no univocal agreement among participants
on the responsibility of nursing for the assessment of
depression in facilities. For instance, 13 per cent of the
survey participants reported that their employers did
not believe that detecting depression is part of the
nursing role. This notion was stronger among inter-
view participants, who also mentioned perceived
limited depression-specific training of nurse profes-
sionals as an explanation. As one interview partici-
pant suggested, “It would be wonderful if [depression
assessment] could fall onto a social worker or psychi-
atric nurse, or somebody who has a more specialized
training.”

Only one interview participant endorsed full responsi-
bility of nurses for the assessment of depression in
facilities:
| do believe that depression detection should be
integral to the nursing care. | think that RNs and
LPNs should do that ... | think it should be a major

part of our job and education because [depres-
sion] is not recognized and detected.

Inconsistent Use of Standardized Scales and Other
Assessment Methods across Facilities

Survey participants mentioned various depression
assessment methods used in residential care facilities
in Alberta (see Table 3).

The least prevalent methods across all types of facilities
for assessing depression were laboratory tests, such as
blood samples (14%), and inter-professional conferences
(0.2%). Contrary to the survey results, interview partici-
pants endorsed inter-professional conferences, although
their use was perceived as inconsistent across facilities.
In DSL, for example, some participants noted having
regular weekly inter-professional meetings, while others
identified monthly nursing rounds with the geriatric
mental health teams, and still others reported only
annual family conferences. In LTC, inter-professional
conferences were conducted based on the internal
facility processes, and sometimes included bi-weekly
staff debrief meetings and at other times only quarterly
care conferences.
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The most prevalent methods of depression assessment
in the survey were observations of residents by staff
(cited by 92% of survey participants) and reports by
family and friends (74% of survey participants). Staff-
initiated one-to-one interviewing of residents was
mentioned by 62 per cent of survey participants and
resident-initiated reports were indicated by 43 per
cent. In this vein, interview participants confirmed that
they rarely rely on resident-initiated reports because
the older generation may under-report depression as a
result of either condition-related communication chal-
lenges or perceived stigma of depression. They found
family-initiated reports or observations of staff mem-
bers more reliable.

Contrary to these survey findings, however, interview
participants suggested that one-to-one interactions of
professional nursing staff with residents was limited,
which hindered opportunities for the effective observa-
tion of residents. Indeed, only one participant reported
consistently using one-to-one interviewing with resi-
dents for depression assessment, whereas the remain-
der outlined relying on other staff, such as social
workers, housekeeping, and HCAs (health care aides),
who seemed to have more opportunities for one-to-
one interactions with residents than did nurses. They
particularly emphasised the important role of HCAs.
Because of their limited contact with residents result-
ing from the shortage of professional staff, regulated
nurse professionals suspected they could easily miss
fluctuating signs in residents or fail to notice a pattern,
while the HCAs, if observant and skillful, could spot
the deviation from a resident’s usual behaviour owing
to their daily interaction.

Only 69 per cent of survey participants reported using
standardised screening scales (Table 3). Twenty-one
per cent of the survey participants were not aware of
any depression screening scales used in their facilities,
and 7 per cent claimed that no such scales were used at
their workplace. Even in LTC, where the RAI-MDS is
mandated, the use of the embedded Depression Rating
Scale (DRS) was reported only by 74 per cent of partici-
pants from these care settings. Similarly, most inter-
view participants reported inconsistent use of screening
scales for depression.

When standardised screening scales were used, the
DRS was the most common (68%), followed by the
original Geriatric Depression Scale (GDS) (13%) or the
GDS-15 (12%) (Table 4). Interview findings support
this notion: the DRS was perceived as accessible and
less demanding.

In non-mandated DSL settings, the AHS home care
case managers instead used the RAI-HC — a similar
resident assessment protocol, developed for home
care settings, which also includes the DRS. Interview
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Table 3: Depression assessment method by type of care setting (n = 365)

Type of Assessment Method Total n® (%) LTC n (%) DSL n (%) DSL/LTC n (%)
Observations of resident's behaviour 581 (92) 323 (93) 183 (90) 75 (89)
Family/ friends reports 471 (75) 263 (76) 149 (73) 59 (70)
Standardized screening scales (MDS, GDS, CSDD, etc.) 437 (69) 274 (79) 113 (56) 50 (60)
Staff-initiated verbal questioning of residents 366 (58) 206 (59) 108 (53) 52 (62)
Resident-initiated reports 254 (40) 135 (39) 83 (41) 36 (43)
Laboratory tests 90 (14) 55 (16) 22 (1) 13 (16)
Inter-professional staff conferences 1(0.2) 1(0.3) 0(0) 0(0)

| don't know 1(0.2) 0 (0) 0 (0) 1(1.2)
Total 635 348 203 84

Note. Percentages do not add up to 100 because participants were able to choose more than one response option. LTC = Nursing
homes/Long-term care facilities (including auxiliary hospitals). DSL = Designated supportive living settings. DSL/LTC = Combined
types of facilities with designated supportive and long-term care beds.

9 Number of participants who responded to this survey question.

b Percentage of respondents who selected specific response option from the total number of participants in the category.

participants from DSL indicated that when the DRS
had triggered depression, the AHS-HC case managers
sometimes used the GDS to corroborate the findings.
This was not a formal requirement, and demanded
extra work, thus was rarely used. Site RNs or LPNs in
DSL, on the other hand, were not required to adminis-
ter any depression screening scales besides cognitive
capacity tests.

In addition, some participants from LTC questioned
the clinical utility of the DRS, embedded in the RAI-
MDS. As one interview participant stated, “For us, the
MDS is only for funding. We do not use MDS for clinical
work.” Also, in some LTC facilities, RAI-MDS assess-
ments were done by specially designated nursing staff
(termed MDS nurses) who collected information from

RAI-MDS reports and other staff documentation in
medical charts without direct contact with residents.
Other participants stated that the accuracy of the DRS
values was heavily dependent upon individual inter-
pretations of the questions by administrating staff as
well as by residents. As one participant explained:

MDS has specific definitions for the questions that
they ask. How that's interpreted is subjective for
the person answering the questions. So, one of our
biggest problems [is] making sure it is coded prop-
erly. And sometimes, you will try to ask what you
think fits the scale so that you get the answer that
you want.

Another interview participant also expressed concern
about the scales’ accuracy related to the perceived

Table 4: Standardized screening scales for depression in residential care facilities (n = 624)

Name of Screening Scale n(%)°
DRS in RAI-MDS 2.0 427 (68)
Geriatric Depression Scale (GDS-30; GDS-15, GDS-5, or other) 181 (29)
Cornell Scale for Depression in Dementia (CSDD) 34 (5)
Patient Health Questionnaire, 9-item (PHQ-9) 25 (4)
RAI-HC 13 (2)
Single item screens 8(1)
Patient-Health Questionnaire, 2-item (PHQ-2) 6(1)
Hamilton Depression Rating Scale (HAM-D) 5(1)
Beck Depression Inventory (BDI) 4(1)
Behavior Symptoms Mapping Tool (BSMT) 4(1)
Montgomery-Asberg Depression Rating Scale (MADRS) 2(0.3)
Centre for Epidemiologic Studies Depression Scale (CES-D) 1(0.2)
Zung Depression Rating Scale (ZSDS or SDS) 1(0.2)

Note. Missing responses n=11. DRS = Depression rating scale. RAI-MDS 2.0 = Resident Assessment Minimum Data Set, version 2.

RAI-HC = Resident Assessment Minimum Data Set, Home-Care version. n= 132 (21%) of participants were unaware of any specific

depression screening scale in their facilities; n = 41(7%) pointed to no scales used.

@ Percentage of respondents who selected specific response option from the total number of participants who responded to the
survey question (n = 624). Percentages do not add up to 100 because participants were able to choose more than one response
option.
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stigma of mental health, as well as the level of com-
prehension of the items by the residents, which might
impact the accuracy of their responses:

It might be connected to stigma, doing these tests,
so clients will respond in a certain way. They might
not tell me what they really think and feel. There
might be people that will give me the impression
that everything is normal, but what | see is some-
thing else ... it is incongruent, right? Or sometimes
they don’t understand a question ... | might ask the
same question again and get a different answer ...
so, comprehension, right?

Some interview participants also drew attention to the
importance of matching the tools to characteristics of
residents for better effectiveness, such as using proper
scales to identify depression in residents with cogni-
tive decline. As one participant explained:

| just think that the DRS score of three and over is
not as effective for people with dementia, and it is
frustrating ...You find a positive score because,
maybe, they have pain every day or they have this
[face] expression because they are on specific
[medications].

In addition to the DRS and GDS, most interviewed
LTC and DSL participants (contrary to only 1% of sur-
vey participants) mentioned using the Behavior and
Symptom Mapping Tool (BSMT) that, although not
depression-specific, was endorsed by the AHS for
daily behavioural symptoms in residents. The geriatric
mental health team and some physicians require the
BSMT screening results when there is a reported need
for professional mental health assessment. However,
some interview participants questioned the clinical
utility and accuracy of the BSMT because, as one par-
ticipant noted, “to get the HCAs to complete BSMT
and not just copy the person who [completed] it before
has been a challenge.”

Nevertheless, most interview participants endorsed the
use of standardised screening scales. As one participant
pointed out, “using a screening scale would at least
trigger something we do not see [or] notice ... ”. Fur-
thermore, participants emphasised the importance
of using a variety of information sources for the assess-
ment of depression in addition to screening scales,
including residents” personal and medical histories in
the pre-admission summaries, admission assessment
notes, and post-admission staff progress notes in the
depression assessment process. These notes, however,
have value only if complete and accurate, which, as some
participants claimed, “was often a missing piece”.

Lack of Clear Depression Assessment Protocol
Over half of the survey participants indicated a lack
of standard procedures for depression assessment.
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Similarly, interview participants indicated an overall
difference in procedures between LTC and DSL set-
tings. In DSL, site RNs would provide referrals only to
the AHS home care case managers, who would then
conduct depression assessment, referring residents to
physician, psychiatrist, or the geriatric mental health
team if needed and coordinating the process.

In LTC settings, site RNs would assume a coordinating
role. After recognizing signs of depression in residents
or receiving a report from staff, residents, or families,
they would make a referral for a formal psychiatric
assessment to a physician, who in turn would assess
affected residents and either prescribe treatment or refer
cases for specialist psychiatric consultation by the geri-
atric mental health team. According to the interview
participants, physicians or psychiatrists inconsistently
followed the geriatric mental health team’s recommen-
dations, treatment, or re-assessments.

Inconsistent frequency of standardized screening in
facilities, when used, was another challenge, regard-
less of facility type. Most of the interview participants
noted that, in order to be effective, depression assess-
ment and screening should be done for all residents
routinely and not only after spotting depression symp-
toms. However, survey results (Table 5) show that res-
idents were most often screened on an as-needed basis
(69%) or, to a lesser extent, only upon admission to a
facility (37%) and quarterly thereafter (30%). Quarterly
assessments occurred disproportionally more often in
LTC than in DSL settings (Table 5), a notion confirmed
by interview participants, who reported that formal
depression assessment was conducted by AHS home
care case managers at admission and then only annu-
ally. Admittedly, most interview participants were not
sure what kind of frequency would be sufficient. As
one participant noted, “Even a three-month [interval]
between the DRS screenings might be too long for the
timely identification of depression ... You can’t wait
that long to help a person.”

In addition to the inconsistent frequency of depression
screening, most interview participants pointed to the
need for clear written procedures regarding what to do
when the screening results are positive. As one RN
noted, “What matters for clinical care is not only the ...
method [of] recognizing symptoms of depression but
also the action that follows, which may assist or fail the
assessment process.”

In summary, participants believed that depression
assessment should be universal, routine, and frequent
for all residents and that the timeline, methods of assess-
ment, referral, and follow-up procedures should be
clearly outlined. The assessment process of geriatric
depression in DSL and LTC facilities differed substan-
tially in many regards, including who assumed the
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Table 5: Frequency of the routine periodic screening for depression by facility type (n = 627)

Frequency LTC (n=348) DSL (n=203) DSL/LTC (n= 84) Total Number of Participants (%)
| don't know 4 4 0 8 (1)

Upon admission 142 59 32 233 (37)

Weekly 5 7 3 15 (2)

Monthly 25 9 3 37 (6)

Quarterly 154 17 17 188 (30)
Semi-annually 9 10 2 21 (3)

Annually 44 39 13 96 (15)

As needed 228 148 59 435 (69)

Never 18 12 8 38 (6)

Note. @ Percentage of participants who selected specific response option from the total number of respondents to the survey ques-
tion (n= 627). Percentages do not add up to 100 because participants were able to choose more than one response option. Missing
responses n= 8. DSL = Designated supportive living; LTC = Long-term care; DSL/LTC = Combined types of facilities with designated

supportive and long-term care beds.

responsibility for the assessment, who provided the
referrals to mental health professionals, frequency of
screening, and the use of assessment methods.

Discussion

This exploratory mixed methods study provided infor-
mation, previously unavailable, on how regulated nurse
professionals recognize and assess geriatric depression
in residential care facilities in Alberta. The findings
suggest that, despite the efforts of regulated nursing
staff, geriatric depression is not systematically recog-
nized and assessed in these care settings due to mul-
tiple challenges. Most study participants viewed the
current depression assessment process in facilities as
confusing, characterized by the lack of routine assess-
ment and inconsistent use of the assessment methods.
Nurse professionals relied for the initial recognition of
depression symptoms on HCAs, other staff, and fam-
ilies of the residents; also, for depression assessment
they relied on the external mental health professionals,
despite the noted inconsistent availability of those pro-
fessionals. There was also some reported uncertainty
about the responsibility of the nurse professionals for
the assessment of geriatric depression in residential
care: Some believed depression assessment should be
an integral part of the nursing practice, whereas others
suggested that regulated nurse professionals do not pos-
sess sufficient depression-specific and mental health
education to effectively recognize and assess for depres-
sion. These findings will be discussed below in the con-
text of previous research, study limitations, implications,
and future research directions.

Depression Screening Considerations

Previous research suggests that universal routine per-
iodic screening for geriatric depression in residential
care facilities increases the odds of detecting this
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mental health condition, decreases suicidal ideations,
and contributes to the timely referral to treatment
(Azulai & Walsh, 2015; Hasche et al., 2013; Huang et al.,
2014; Molinari et al., 2013; Oyama & Sakashita, 2016;
Soon & Levine, 2002). Findings from this study sup-
port the importance of screening that is universal,
routine, and frequent enough to allow for prevention
and early detection of geriatric depression. Although
quarterly routine assessment for depression has been
mandated in LTC facilities in Alberta through the RAI-
MDS 2.0 (Azulai, 2016; Azulai & Walsh, 2015), evalu-
ating whether quarterly frequency is indeed sufficient
for the timely detection of geriatric depression may be
necessary due to the long-standing prevalence of this
mental health condition in these care settings. More-
over, residents of DSL settings are at a disadvantage in
comparison to those in LTC because in DSL routine
screening is completed only annually.

Frequency and universality of screening is not the only
challenge. Findings of this study reveal how the most
often used depression screening tool in both LTC and
DSL - the DRS — may be of limited clinical utility. These
observations are congruent with the mounting evi-
dence of the DRS limitations (Azulai & Walsh, 2015). In
the United States, the use of the DRS in nursing homes
was discontinued in 2010 for its limited specificity and
clinical utility and replaced by a robust, well-studied
Patient Health Questionnaire (PHQ-9) modified for
those care settings. In Canada, however, the DRS con-
tinues to be used, for the most part, as the only depres-
sion screening instrument. Even though the Canadian
Clinical Best-Practice Guidelines on the Assessment
of Geriatric Depression in LTC (CCSMH, 2006; Conn,
Gibson, & McCabe, 2014) recommend that the DRS
always be supplemented by an additional scale, such
as the Geriatric Depression Scale, to ensure effective
identification of depression, our findings show that the
Geriatric Depression Scale is not required and not
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often used in residential care facilities in Alberta. This
under-utilization of the Geriatric Depression Scale
in residential care facilities is consistent with other
research in these care settings (Hammond, 2004; Pachana
etal., 2010).

In designated supportive living facilities in Alberta,
the use of standardised screening is less common than
in LTC, which supports previous research on depres-
sion assessment in assisted living facilities in North
America (Beuscher & Dietrich, 2016, Watson et al.,
2009). This is because DSL settings are regulated differ-
ently than for LTC: the DSL operators are not required
to routinely screen their residents for depression using
any standardized scales. Even though the AHS-HC
case managers, employed by the regional health
authority, conduct annual depression screening of DSL
residents, they still use the same DRS scale with all
aforementioned limitations. Moreover, annual screening
falls behind quarterly screening, recommended by the
Canadian Clinical Best-Practice Guidelines (CCSMH,
2006). There is a need to make the standards of depres-
sion screening in DSL at least equivalent to those of
regulated LTC.

A lack of Clarity in the Depression Assessment Protocol
in Facilities

Findings of this study show that regulated nurse pro-
fessionals perceived the current guidelines for depres-
sion assessment in facilities as confusing, inconsistent,
and lacking clear direction, hindering the ability of
nurse professionals to timely assisting residents with
suspected depression. According to Molinari et al.
(2013), geriatric depression assessment should include
standardized screening, as well as ongoing inter-
professional collaborative efforts to observe any changes
in residents” physical and emotional status, regular
one-to-one interviewing of residents and their families,
regular laboratory tests for depression markers, review
of personal and medical histories of residents, and the
collection of other collateral data to create a wholesome
picture of resident baseline behaviour and any devia-
tions. Congruent with this notion, findings from our
study reveal that regulated nurse professionals appre-
ciate the high value of one-to-one communication with
residents; however, they also often find one-to-one
interactions with all residents are not feasible due to the
current work force limitations in Alberta facilities.

Molinari et al. (2013) stated, “the proper assessment of
problems is the cornerstone of effective treatment”
(p. 41). Boyle et al. (2004), however, argued that detect-
ing and diagnosing depression should be done in the
context of treatment availability. There is little point in
screening and assessing without acting upon the find-
ings. Furthermore, initiating treatment for depression
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should not be the finish line; rather, there should be
ongoing follow-up and regular reassessment of resi-
dents with depression for treatment evaluation and
relapse prevention (Boyle et al., 2004). Thus, depression
assessment protocol should include periodic medica-
tion reviews and treatment plan revisions in accordance
with changes in a resident’s condition (Bern-Klug et al.,
2010; Davison et al., 2009). The Canadian Clinical
Best-Practice Guidelines for the Assessment of Depres-
sion in LTC (CCSMH, 2006; Conn et al., 2014) could
serve as a guiding compass in developing a clear
depression assessment protocol in residential care
facilities in Alberta. Therefore, increasing awareness
of facility operators and staff about these clinical
best-practice guidelines and promoting their imple-
mentation is important.

Access to Mental Health Professionals for Residents
with Depression

Findings of this study reveal that regulated nurse
professionals in residential care facilities in Alberta
believed that the majority of mental health profes-
sionals available for residents with depression are
external consultants, including psychiatrists, psychiatric
nurses, social workers, and the geriatric mental health
teams from the AHS. Access to these professionals was
inconsistent, however, and availability of on-site mental
health professionals was perceived as limited. Social
workers were most often mentioned as the on-site
mental health professionals in resident settings.

Interestingly, RNs were not perceived as mental health
professionals in this study. Regardless of the facility
type, RNs primarily assumed a coordinating role,
rather than completing the depression assessment per
se. Participants relied heavily on the HCAs, LPNs, and
other staff in facilities; on resident families, and, to a
lesser degree, on residents’ reports to recognize symp-
toms of depression and refer residents for mental
health assessment if needed. However, if those signs
were missed or unreported, it would have been unlikely
for the site RNs to become aware of the resident’s men-
tal health condition. Nurse professionals in the study
made a connection between their comfort to conduct
depression assessment and their perceived level of
knowledge of geriatric depression, indicating the need
for enhanced education in depression symptomology,
treatment options, and counselling skills.

It is thought-provoking that not all regulated nurse
professionals in this study believed that the assess-
ment of depression is a part of the nursing practice.
This finding contradicts the general provisions of the
nursing regulatory bodies in Alberta: that regulated
nurse professionals should assume the assessment
of physical and emotional well-being of their clients
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(CARNA, 2019a, 2019b; CLPNA, 2019). This finding is
congruent, however, with Waterworth, Arroll, Raphael,
Parson, and Gott (2015), who reported variations in the
sense of responsibility among nurse professionals for
the assessment of depression in institutionalised older
adults in New Zealand. Most nurses in that study
believed that talking with patients about their depres-
sion was neither their responsibility nor within their
scope of practice.

The Canadian Clinical Best-Practice Guidelines on
the assessment of depression in LTC do not endorse
any specific discipline, including nursing, as being
responsible for depression assessment (CCSMH, 2006;
Conn et al., 2008, 2014). Perhaps there is a need to
revise the guidelines to make an evidence-based rec-
ommendation on the best-suited discipline for the
role of depression recognition and assessment. Impor-
tantly though, any designated discipline among
those suitable for the assessment role (e.g., nurse
professionals, social workers, psychologists, physi-
cians, etc.) requires proper geriatric mental health
and counselling education to be effective (Bagley et al.,
2000; Clibbens & Rylatt, 2008; Kerber et al., 2008;
Mitchell & Kakkadasam, 2011; Koopmans et al.,
2010; Teresi et al. 2001).

The Nursing Homes Act of Alberta (Province of Alberta,
2017) does not include any reference to mental health
staff education or mental health services for residents.
At this point, RPNs are the only mental health profes-
sionals mentioned in the Act, albeit only in the defini-
tions section of the law but not among the list of
required nursing home staff or elsewhere in the docu-
ment. This has created a vacuum in the field of depres-
sion assessment and mental health, in general, which
has been filled at the discretion of facility operators,
clinical supervisors, and individual staff members.
Revising the Nursing Home Act to include mental
health would be timely.

Canadian LTC facilities are governed by the provincial
legislation that creates standards for care and institu-
tion-specific policies and practices, which should be
enforced and evaluated periodically for compliance
(Kontos, Miller, Mitchell, & Cott, 2010). According to
Kontos et al. (2010), institutional compliance was
straightforward when provincial legislation provided
clear directives; however, when the legislation was left
to interpretation, compliance resulted at the discretion
of facility operators. Is it possible that leaving the
legislative vacuum to the regulatory interpretations
and personal discretion of facility staff has contrib-
uted to the lack of clarity about professional respon-
sibility for depression assessment among nurse
professionals? There is a need for further research to
answer this question.
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Limitations

This exploratory mixed methods study has limitations.
First, the self-report nature of the quantitative survey
could have introduced sampling bias (Polit & Beck,
2008). Indeed, RPNs, male nurse professionals, and
participants from auxiliary hospitals and rural settings
in Alberta were underrepresented in this study.

Second, the response rate was 9 per cent despite the
use of a variety of recruitment venues. The response
rate was calculated based on the estimated 7,000 nurse
professionals to whom the recruitment invitations
were sent. However, it is unknown how many nurse
professionals from this total number actually received
invitations, due to inaccurate email addresses. Thus,
the actual response rate could be higher. Also, the
retained number of survey responses (1 = 635) met and
exceeded the estimated minimum sample of n = 365
for this population (Raosoft Inc., 2004; SurveyMonkey
Inc., 2015).

Third, it was expected that merging qualitative and
quantitative data would generate some divergent find-
ings, a common occurrence in mixed methods research
(Creswell & Plano-Clark, 2011). In this study, divergent
findings, as reported in the results section of this
article, were treated as opportunities to provide impor-
tant additional insights because differences in findings
may well reflect different views about geriatric depres-
sion and which are common in society (Creswell &
Plano Clark, 2011; Olive, 2014).

It is also possible that incongruences between quanti-
tative survey data and qualitative interviews suggest
that self-enrolled interview participants were not rep-
resentative of the survey participants. This suggestion,
however, may be overreaching because, for the most
part, responses of the survey and interview partici-
pants were aligned. Rather, it seems, some divergence
in opinions may be methodologically driven: Inter-
view participants had the time to provide extensive
responses about the complex study phenomenon,
generating additional data. As the study goal was to
obtain both in-depth and broadly applied initial insights
into the under-researched phenomenon, the compar-
ison of the qualitative and quantitative data allowed
for the richness of findings that could not have been
achieved using any one method alone.

Despite its limitations, this exploratory study provided
previously unavailable information on the recogni-
tion and assessment of geriatric depression in resi-
dential care facilities in Alberta and elsewhere in
Canada and offered specific practice-based recom-
mendations to inform policy, clinical practice, and
research to enhance geriatric depression care. As the
study sample is relatively small, generalizing findings
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to all nurse professionals in residential care facilities
in Alberta is limited. However, the study does provide
a snapshot from the perspectives of RNs and LPNs in
the province on the recognition and assessment prac-
tices and barriers to depression detection in mostly
urban LTC and DSL facilities in the province. It may
not, however, reflect the matter of things in auxiliary
hospitals that were underrepresented in this study, as
well as in rural facilities.

As geriatric residential care varies across Canadian
provinces, generalizing these study findings to the rest
of Canada may be of limited applicability. Yet, the com-
monalities between findings in this study and previous
research in the United States, as we mentioned earlier,
may suggest that results may be relevant to other Cana-
dian provinces because depression care challenges are
not unique to residential care facilities in Alberta.

Further research is needed to validate the findings of
this study in a larger sample. Also, investigating per-
spectives, clinical knowledge, and assessment prac-
tices of other professional staff in residential care
facilities in Alberta may improve understanding of the
roles of other disciplines in the inter-professional care
of residents with depression. Specifically, the role of
social workers in the recognition and assessment of
geriatric depression in residential care facilities should
be explored for the potential contribution of social
work profession in the provision of mental health ser-
vices in geriatric residential care.
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