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OBJECTIVES: To describe the implementation and ac-
ceptability of the TRaining In the Assessment of Depression
(TRIAD) intervention, which has been tested in a random-
ized trial. The primary aim of TRIAD is to improve the
ability of homecare nurses to detect depression in medically
ill, older adult homecare patients.

DESIGN: Description of the important components of
TRIAD, its implementation, and evaluation results from
nurse surveys.

SETTING: Three certified home healthcare agencies in
Westchester County, New York.

PARTICIPANTS: Thirty-six homecare nurses.

INTERVENTION: Participants randomly assigned to
TRIAD (n 5 17) were provided with the opportunity to
observe and practice patient interviewing. The approach
focused on clinically meaningful identification of the two
‘‘gateway’’ symptoms of depression and is consistent with
the newly revised Medicare mandatory Outcome and As-
sessment Information Set (OASIS-C). Control group par-
ticipants (n 5 19) received no training beyond that which
agencies may have provided routinely.

MEASUREMENTS: Baseline and 1-year nurse confidence
in depression detection, and postintervention acceptability
ratings of the TRIAD intervention.

RESULTS: Participants randomized to the TRIAD inter-
vention reported a statistically significant increase in con-
fidence in assessing for depression mood (Po.001),
whereas the usual care group’s confidence remained un-
changed (P 5.34) 1 year later.

CONCLUSION: An educational program designed to im-
prove depression detection by giving nurses the skills and

confidence to integrate depression assessment into the con-
text of routine care can be successfully implemented with
homecare agency support. The authors discuss the inter-
vention in terms of OASIS-C and the ‘‘real world’’ realities
of intervention implementation. J Am Geriatr Soc 58:122–
128, 2010.

Key words: depression; education; nursing; home health
care; recognition

Depression remains a significant public health problem
for older adults in all service sectors (hospitals, pri-

mary care, long-term care).1,2 The failure to detect and ad-
equately treat depression is associated with higher costs,3

morbidity, risk of suicide, and mortality from other
causes,1,2 but depression is a treatable condition.4–6 Guide-
lines based on evidence from pharmacotherapy, psycho-
therapy,7 and care models for the primary care setting have
been established,8 but there has been little research on
practical approaches to operationalizing depression detec-
tion or treatment for the homecare setting.9 There is a sub-
stantial need for depression research in homecare, with
major depression twice as common in older adults receiving
homecare services10 as in those receiving primary care.11 A
previous study found that 13.5% of subjects newly admit-
ted to homecare suffered from major depression,10 that de-
pression often remained unrecognized,12,13 and that few
(12%) received adequate treatment. 10

The aim of the TRaining In the Assessment of Depres-
sion (TRIAD) intervention14 is to address inadequacies and
improve routine depression case finding in older adult pa-
tients by homecare nurses. The U.S. Preventive Task Force15

recommends that all individuals aged 60 and older should
be screened for depression periodically, and evidence-based
nursing practice guidelines call for nurse depression screen-
ing.16,17 A few investigators have focused on the homecare
nurse’s ability to implement such screening.14,18–20 The
rationale for leveraging the role of homecare nurses in-
cludes their frequent and regular contact with patients. In
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Medicare-certified agencies, homecare nurses provide the
vast majority (85%) of skilled care21 and are mandated to
perform patient assessments periodically, including assess-
ment for depression symptoms, yet homecare nurses do not
feel adequately prepared22 and often fail to identify depres-
sion.12,13 Homecare nurses have expressed concerns about
‘‘asking direct questions about depression,’’ ‘‘invasion of pa-
tient privacy,’’ ‘‘precipitating patient distress (e.g., suicide
ideation),’’ and the added paperwork burden required for
screening activities.20 In addition, agencies may lack the
supportive infrastructure to improve depression case finding.

In a randomized trial,14 TRIAD was found to be a
successful intervention. Specifically, it was found that
nurses who received the TRIAD were 2.5 times as likely
to correctly identify depressed patients and refer them for
further evaluation, following agency protocols, and that
referrals led to better clinical outcomes. There was no effect
on unnecessary referrals for research-confirmed patients
without depression (i.e., the intervention did not promote
false-positive referrals).

To promote dissemination of a proven effective inter-
vention, this article describes in more detail the rationale,
development, and use of TRIAD as it was implemented in a
randomized controlled trial.14 It describes partnership ac-
tivities with participating homecare agencies, needs assess-
ment surveys, shadowing activities, and the content of the
training curriculum and reports on nurses’ acceptance of the
TRIAD intervention to develop their confidence in conduct-
ing depression detection, before and after the intervention.

METHODS

Development of the Intervention

TRIAD was developed in collaboration with three partner-
ing homecare agencies using an evidence-based community
partnership model.23 The Weill Cornell Homecare Re-
search Partnership’s approach to developing the depression
assessment training consisted of multiple modalities, in-
cluding surveys22 and shadowing activities conducted with
funding from a National Institute of Mental Health Inter-
ventions and Practice Research Infrastructure Program
Grant (primary investigator, MLB).

A survey to determine homecare nurses’ readiness to
approach geriatric depression detection was developed and
administered to 134 full-time and part-time registered
nurses employed at the three partnering homecare agencies
(participation rate 99%). The survey indicated that the
majority of nurses were aware of the problem of geriatric
depression but were not confident in their ability to detect
symptoms of depression. Results22 provided evidence that
there was a discrepancy between nurse’s self-perceived abil-
ity to detect depression and their understanding that de-
pression in older adults was a medical problem to be
addressed.

To help the researchers better understand how nurses
assess patients in medical, functional, and mental health–
related domains, agencies invited researchers to shadow
nurses in the field. Directly observing agency operations and
nurses in the field provided information about the realities
of depression recognition in a medically ill, homebound
older population. Potential agency pressure points and un-
tapped opportunities to improve recognition and referral of

suspected cases were also identified. These observations in-
formed the development of the TRIAD in a number of spe-
cific ways. For example, it was observed that nurses often
depended primarily on their own observations in assessing
depression symptoms and seldom asked directly about
symptoms, which is consistent with other reports.20 Addi-
tionally, nurses and agency leadership were resistant to
adding standardized assessments to the perceived already-
burdensome documentation requirements.

Survey findings, nurse shadowing, and ongoing discus-
sion with the agency’s staff helped provide a clear focus for
the content of the developing intervention. It was decided
that to improve depression recognition, TRIAD should im-
prove the ability of the homecare nurse to identify the two
cardinal symptoms of depression and make appropriate re-
ferrals for further evaluation of a suspected case of depres-
sion in accordance with agency procedures. At the same
time, TRIAD should not increase the amount of assessment
or documentation already required of nurses.

To balance workload concerns with the need to im-
prove depression screening, the Partnership chose to use the
Outcome and Assessment Information Set (OASIS) as a
framework for screening for and documenting depressive
symptoms. The Centers for Medicare and Medicaid Ser-
vices requires Medicare-certified homecare agencies to col-
lect OASIS data periodically when evaluating all adult,
nonpregnant patients as part of a comprehensive assess-
ment. The OASIS includes specific depression items scored
on a presence versus absence basis but without any guid-
ance on how to assess these symptoms.

It was determined through collaboration with agency
partners that using routine care as a framework would in-
crease the feasibility and uptake of this screening approach.
Nurses would be less likely to view use of OASIS as another
task but rather as an enhancement of an assessment already
performed.

The OASIS items include the ‘‘gateway’’ symptoms of
major depression, as specified in the Diagnostic and Statis-
tical Manual of Mental Disorders, Fourth Edition (DSM-
IV)24 (depressed mood and diminished interest or pleasure
in most activities; optional OASIS item). In this respect,
these two items are comparable to the Patient Health Ques-
tionnaire (PHQ)-2, as recommended by the U.S. Preventive
Task Force,15 and to other depression screens.25,26 Because
OASIS does not provide screening questions or guidance on
how to assess for depressive symptoms, nurses were trained
to ask specific standardized questions for the detection of
depressed mood (Figure 1) and diminished interest or plea-
sure in most activities. When symptoms were evident,
nurses were trained to evaluate whether symptoms were
clinically meaningful by asking follow-up questions on their
persistence and pervasiveness (How long? How much of the
day?). Symptoms were recorded as present only when they
met DSM-IV severity criteria of ‘‘being present for at least
two weeks and most of the day, nearly every day.’’

Nurses’ lack of confidence in assessing suicidal ideation
was another concern that agency staff and nurses raised.
Asking about these thoughts is an essential component of
providing depression care, as well as a component of the
OASIS assessment (recurrent thoughts of death and thoughts
of suicide), but posing questions about suicide can be diffi-
cult. Therefore, the authors worked with the agencies, at
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their request, to develop procedures for assessing level of
suicide risk. In TRIAD, specific questions that allow nurses
to make judgments about successive levels of suicide risk are
provided, along with corresponding action plans. Pilot test-
ing and refinement of the intervention occurred at two of the
partnering agencies that had multiple sites.

Implementation of the TRIAD

The core educational TRIAD intervention was 4.5 hours
long and was divided into two sessions, 1 month apart,
when implemented in the randomized trial.14 The interven-
tion also included, if not already in place, the modification
of the homecare agency’s procedures to support depression
detection and referral procedures. TRIAD was designed to
be delivered by a nurse, psychologist, social worker, or
medical doctor knowledgeable about geriatric depression
and barriers to recognition and referral in the homecare
setting. Both instructors for the TRIAD training trial14

(nurse educator; ELB and psychologist; PJR) had spent time
developing the intervention, piloting it, and learning from
the staff at the partnering agencies. The following para-
graphs provide the rationale for each TRIAD component and
describe how the intervention was implemented in the trial.14

The TRIAD intervention incorporated instructional
strategies with demonstrated effectiveness in continuing ed-
ucation, including the opportunity to observe the desired
behavior change, active learning, multiple sessions, and re-
minders.27–29 To engage nurses, realistic videotaped patient
encounters were provided that presented a general approach
to patient interviewing, with several nurse–patient interac-
tions that portray symptoms of depression and suicidal
ideation in ethnically diverse patient actors.30 These vi-
gnettes were developed based on experience conducting
hundreds of in-home patient interviews for a previous ep-
idemiological study10 and from interviewing homecare
nurses about detecting depression.12 The videotaped
patient encounters also demonstrated patient interviewing
and assessment in the context of medical illness, disability,
pain, anxiety, and worry. In the two-session training, there
were several opportunities for nurses to practice patient in-
terviewing and depression assessment and receive instructor
feedback. The decision to provide the intervention over two
sessions was based on the amount of content, the need for
nurses to have the opportunity to ask questions of the in-
structors after attempting new skills, and the finding that
multiple sessions are more effective in providing continuing
professional education.29,31

Table 1 provides an overview of the topics covered and
corresponding instructional strategies used. Session 1 began
with a true–false test used as a warm-up exercise and in-
cluded a class discussion focusing on myths about aging and
the medical illness of depression. Next, a brief lecture was
provided describing major depression. Although the lecture
as a teaching strategy has become less accepted in favor of
active learning methods, it was felt that it was important to
provide a foundation and motivation for the target behav-
ior: assessment of depression.32

In the TRIAD intervention, nurses were instructed to
use clinical judgment by evaluating behavioral signs, as well
as patient reports on the presence and persistence of de-
pressive symptoms. For example, some patients may deny
depressed mood (in one depiction the patient states: ‘‘De-
pressed? I don’t get depressed!’’) but may nonetheless show
behavioral signs of depression such as downcast expression
or becoming teary when discussing their life circumstances.
Nurses were trained to sensitively probe for depressed
mood in these cases by calling the client’s attention to their
nonverbal behavior. To achieve a pragmatic balance be-
tween sensitivity and specificity, nurses were taught to ask
follow-up questions about the duration and persistence of
symptoms as evidence of clinical relevance. A recurrent
theme of this program was the need for direct, focused
probing of depression symptoms. By training nurses to ask
standardized clinical questions that could be modified to fit
the language of the patient, this approach was adaptable
across diverse populations. This training was particularly
important given previous findings that nurses are reluctant
to talk about depression with culturally diverse patients.20

At the end of the first session, nurses were encouraged
to practice the depression assessment interviewing skills
(field trial assignment) before the second session. Addition-
ally, a depression tool kit was provided that included the
important components of the intervention so that what was
learned could be seamlessly brought into practice (note,
Table 1).

The second educational session began with a debriefing
session. The nurses were asked about their experiences in
implementing the depression screening. When instructors
encouraged the group to problem solve and discuss alter-
native strategies in approaching and conducting depression
screening, they were confronted with a variety of reasons
why nurses were hesitant to conduct depression screening.
A common concern that nurses voiced was that, ‘‘I am not
a psychiatric nurse, so how can I perform depression
screening?’’ Nurses also expressed concern about upsetting

How Item M0590 Appears in OASIS  Training on How to Operationalize M0590-1 
Depressive Feelings Reported or 
Observed in Patient: (mark all that apply.) 

“How has your mood been in the past couple of 
weeks? Have you been feeling depressed or down? 
How about sad or blue? … If yes, for how much of 
the day, how many days?” 

1. Depressed mood (e.g., feeling sad, 
tearful)→
2. Sense of failure or self-reproach 
3. Hopelessness 
4. Recurrent thoughts of death 
5. Thoughts of suicide 
6. None of the above feelings observed or 
reported

Figure 1. Outcome and Assessment Information Set (OASIS) item M0590 and training approach to assessment of depression symp-
toms. Source: 1998, Center for Health Services and Policy Research, UCHSC, Denver CO, OASIS-B1 SOC.
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patients and families when discussing mental health con-
cerns and consequently often relied solely on observation
rather than direct questioning. When this concern was
voiced, it was attempted to elicit nurse experiences from the
group in which patients felt comforted and cared for when
asked questions about mental health in a sensitive manner,
as opposed to becoming upset. This approach fostered so-
cial reinforcement and support among the nurses in asking
directly about symptoms. E-mail reminders were provided
4 and 8 months after the training. These brief reminders
focused on the importance of identification (reminder 1)
and the value of adequate depression treatment (reminder
2). Content for these reminders was taken directly from the
training program.

Intervention Evaluation

As described elsewhere,14 nurse participants in the TRIAD
trial were recruited from the three partnering agencies
through small group meetings. Nurses employed a mini-
mum of 20 hours per week and who provided written con-
sent were randomly assigned to the intervention (TRIAD,
n 5 17) or to a usual care comparison condition (n 5 19),
which received no training beyond that which agencies may
have previously provided routinely. The patient population
served by these agencies was predominantly medically ill
older adults and was representative of the national home-
care population.21

This article reports on survey findings for the nurses
randomly assigned to the TRIAD intervention and the usual
care comparison group. Surveys were administered to
nurses participating in the TRIAD trial14 before (baseline)
and after (1 year after the first TRIAD training session) the
intervention. The surveys gathered demographic data, as-
sessed perceived confidence related to depression assess-
ment skill, and determined postintervention acceptability of
the intervention. Survey items were developed in collabo-
ration with the partnering agencies and were pilot tested for
understandability.

Nurses were queried about their self-confidence in as-
sessing for depressed mood and diminished interest or plea-
sure in most activities using a 4-point Likert-type scale
(1 5 very uncertain to 4 5 very certain). Nurses were asked
to answer the questions, ‘‘How certain do you feel you can
assess for depressed mood (OASIS item) in the older adult?
and ‘‘How certain do you feel you can assess for diminished
interest or pleasure in most activities in the older adult?
Additionally, immediately after the second (final) TRIAD
session, intervention nurses were asked whether the pro-
gram content met the program objectives and whether the
information presented could be directly applied to their
practice.

In evaluating different nursing behavior between the
two groups (intervention and usual care), a two-sample t-
test for means was conducted for continuous variables, and
a chi-square test or Fisher exact test was conducted for
categorical variables. When reviewing differences at base-
line and after training, pair-wise t-tests were conducted to
determine statistical significance. Analyses were performed
using SAS, version 9.1 (SAS Institute, Inc., Cary, NC).

RESULTS

Nurse surveys at baseline and 1 year were available for 15
of 17 nurses who participated in the TRIAD intervention
and 14 of 19 nurses in the usual care group.14 All of the
participants were registered nurses, were female, and typ-
ical of the aging nurse work force, had an average age in the
mid-40s.33 There were no statistically significant differ-
ences in demographics, nursing experience, or education
between the intervention and usual care groups (Table 2).
All of the intervention nurses completed the two-session
educational program.

At baseline, the two groups of nurses shared the same
level of certainty regarding their ability to assess for de-
pressed mood. On average, the usual care group scored
2.6 � 0.8 (1 5 very uncertain to 4 5 very certain), and the
intervention nurses scored 2.6 � 0.7. One year later, the

Table 1. Topics and Corresponding Teaching Strategies: Trial of Depression Assessment14

Session and Topic Teaching Strategy

I.

Dispelling myths about depression, education about stigma, and agism in
depression detection. !

Test (warm-up exercise) and review of responses and rationale

Major depression (prevalence, diagnostic criteria, etiology, consequences,
treatment) in older adults. !

Lecture with Power Point slides

Depression assessment, suicide risk assessment, and patient
interviewing !

Videotape of patient–nurse interactions, role-play exercise, depression tool
kit,� and field trial assignment discussed

II.

Barriers to approaching depression detection and referrals of suspected
cases !

Discussion and debriefing from field trial assignment

Review of depression assessment and suicide risk assessment ! Videotape of patient–nurse interactions and participation in a self-test of
depression assessment skill

Agency policy and procedures for making a referral for a suspected
depression case to the psychiatric nurse and assessing suicide risk !

Discussion led by agency representative

�TRaining in the Assessment of Depression tool kit included depression assessment interview questions, patient and family educational materials, treatment

considerations for older adults, antidepressant medication overview, guide to working with patients with depression and making a mental health referral, a

glossary of important terminology, guide for assessment of suicidal ideation, and Web links to additional resources.30,37
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intervention group displayed a statistically significant in-
crease in confidence (3.3 � 0.6; degrees of freedom
(df) 5 14, t 5 4.18, Po.001), whereas the usual care
group’s confidence remained unchanged (2.8 � 0.6;
df 5 13, t 5 1.00, P 5.34). Likewise, both groups of nurses
shared a similar level of certainty in assessing for dimin-
ished interest or pleasure in most activities at baseline
(mean 2.6 � 0.8 for the usual care group, mean 5 2.710.7
for the intervention group; df 5 27, t 5 0.75, P 5.46). One
year later, the intervention nurses showed a statistically
significant increase in confidence in assessing for diminished
interest or pleasure in most activities (3.1 � 0.8; df 5 14,
t 5 2.17, P 5.048), whereas the usual care group remained
unchanged (2.7 � 0.5; df 5 13, t 5 0.37, P 5.72). Further-
more, nine of 15 intervention nurses reported an improve-
ment in confidence in assessing depressed mood 1 year later,
versus only four of 14 usual care group nurses (Fisher exact
test P 5.07). In assessing for diminished interest or pleasure
in most activities, eight of 15 intervention group nurses re-
ported improved confidence, versus two of 14 usual care
nurses (Fisher exact test P 5.03).

All nurses (n 5 15) in the intervention group evaluated
the TRIAD intervention using a brief questionnaire with
closed-ended questions. Nurses were queried, ‘‘In your
opinion, were the program objectives achieved (i.e., to im-
prove the ability of the nurse to identify cardinal symptoms
of depression and make appropriate referrals for further
evaluation of a suspected case of depression)?’’ (response
choices: yes or no). All of the nurses reported that these two
primary objectives were achieved, and all believed that the
content was consistent with the course objectives. In re-
sponse to the query, ‘‘Can the information presented be
applied in your practice?’’ (response choices: yes, some-
what, or no), 14 nurses responded ‘‘yes,’’ and one responded
‘‘somewhat.’’

Since the conclusion of the trial, TRIAD has been suc-
cessfully used to train nurses, social workers, physical ther-
apists, speech therapists, and occupational therapists.34 It
has been disseminated to 17 homecare agencies in nine
states with diverse populations. The TRIAD program has
been accredited for continuing nursing education and pos-
itively reviewed by a geriatric nursing journal.35

DISCUSSION

As previously reported in a randomized controlled trial, a
4.5-hour intensive skill-building intervention in assessment
and detection of symptoms of geriatric depression for
homecare nurses has been developed and implemented.14 In
addition, it has been shown that this intervention improves
geriatric depression detection and increases appropriate
depression referrals, leading to better patient outcomes.
This article describes the rationale for each of the important
components of the intervention and how the intervention
was implemented in the randomized controlled trial. Survey
results indicated that participating nurses found TRIAD
acceptable and that the relative confidence of nurses in
conducting depression screening increased 1 year after the
core training sessions.

Nurses were trained to use the depression sections of
the OASIS in a clinically meaningful way, as opposed to
adding a standardized depression screen to the OASIS. In-
put from nurses and administrators overwhelmingly em-
phasized concerns about increasing actual or perceived
burden of their assessment requirement. For these reasons,
measures such as the Geriatric Depression Scale or even the
PHQ-2, which also assesses the two gateway symptoms of
depressed mood and anhedonia, were not introduced, be-
cause the scoring systems were inconsistent with the OASIS
yes versus no scoring.

Table 2. Baseline Sociodemographic and Professional Characteristics of Homecare Nurses According to Randomized
Group Assignment (n 5 29)

Characteristic

TRaining In the Assessment of

Depression (n 5 15) Usual Care (n 5 14) P-Value�

Age, mean � SD (range 25–62) 44.9 � 9.3 47.1 � 11.7 .56

Female, n (%) 15 (100.0) 14 (100.0)

Ethnicity, n (%)

Caucasian 12 (80.0) 10 (78.6) .29w

African American 1 (6.7) 1 (7.1)

Hispanic 0 (0.0) 1 (7.1)

Asian 1 (6.7) 2 (14.3)

Other 1 (6.7) 0 (0.0)

Highest educational attainment, n (%)

Baccalaureate degree 7 (46.6) 8 (57.2) .25§

Master’s degree 2 (13.4) 2 (14.3)

Associate degree 5 (33.5) 2 (14.3)

Otherz 1 (6.7) 2 (14.3)

Years since obtaining nursing license, mean � SD (range 2–41 years) 20.4 � 12.0 19.5 � 11.7 .83

�P-values based on t-test, chi-square test, or Fisher exact test.
wFisher exact test; first group (Caucasian) versus others.
zDiploma program and other.
§ Fisher exact test; baccalaureate and master’s degree versus others.

SD 5 standard deviation.
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Medicare’s newly revised OASIS (OASIS-C), which is
scheduled to be put into practice January 2010,36 has
streamlined many assessments but enhanced the section on
depression. The OASIS-C queries nurses as to whether a
standardized approach (e.g., the TRIAD) has been used to
assess depressive symptoms and provides the PHQ-2 as a
specific alternative. As agencies begin to use the OASIS-C,
the scoring structure and specific language of the PHQ-2
questions are now integrated into the training, and new
vignettes have been filmed to support this option, but de-
spite the standardized wording offered by the PHQ-2,
nurses continue to benefit from assessment training given
the complex medical, cognitive, and functional status of
these patients, as well as the attitudes and beliefs that many
nurses have about depression.

A number of steps have been taken to disseminate
TRIAD. A detailed facilitator’s instructional guide has been
developed, ‘‘train the trainer’’ sessions have been conducted,
and a Web-based module has been developed with the ex-
pertise of an e-learning production team.37 The accessible
Web-based module37 includes the TRIAD depression tool
kit and core content of the educational program. The Web-
based version can be used to supplement active learning
activities (role play, field assignment) and reinforce or re-
fresh training. This module has not been evaluated as a
stand-alone intervention, and therefore it is recommended
that these materials be used as a component of faculty-led,
in-person training.

In implementing TRIAD, a number of considerations
are indicated. First, the content underlying this program
is based on the premise that agencies will modify their
procedures to support depression detection and referral
procedures. An instructor knowledgeable about geriatric
depression and the homecare setting is required to imple-
ment this program. Finally, the TRIAD program is primar-
ily a depression recognition, skills-building program that
requires availability of a primary care provider with train-
ing or expertise in managing psychological problems or a
mental health expert to evaluate suspected cases of depres-
sion after positive screens.

In summary, improving referral of suspected cases of
geriatric depression can be achieved in the homecare setting
using a brief educational program designed to give nurses
the skills and confidence to integrate depression assessment
into the context of routine care and with agency support.
This educational program provides a platform for planning
future programs focused on depression care in the home-
care setting.
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