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Abstract: Our study aims to estimate the prevalence of depressive symptomatology among older
adults and to assess their association with loneliness and quality of life according to institution-
alisation status in a Portuguese sample. Background: The World Health Organisation estimates
that by 2050, the world’s population over 60 will number two billion people, which poses complex
challenges in terms of maintaining the mental health of older adults. The COVID-19 pandemic
has increased the prevalence of depressive symptoms in this population, but the post-pandemic
phase has not yet been studied much. Methods: A cross-sectional survey was carried out in 2023
among institutionalised and non-institutionalised older adults (total n = 525; institutionalised = 458;
non-institutionalised = 67) who were selected by convenience sampling. The Patient Health Question-
naire (PHQ-9) was used to assess the presence of depressive symptoms, the WHOQOL-BREF to assess
perceived quality of life and the Loneliness Scale (UCLA) to assess negative feelings of loneliness.
Unconditional logistic regression models were fitted to compute crude adjusted odds ratios (ORs)
and the respective 95% confidence intervals (95%CIs) for the association between sociodemographic,
clinical and psychosocial characteristics and depressive symptomatology, according to institutionali-
sation status. The final model was adjusted for sex, age, QoL and feelings of loneliness. Results: Of
the 525 participants, 74.6% of the non-institutionalised participants had no or minimal depressive
symptoms, while 55.4% of the institutionalised participants fell into this category. Mild to moderately
severe depressive symptoms were present in 25.4% of the non-institutionalised participants. 26.9%
of the institutionalised participants had mild symptoms, 11.8% had moderate symptoms, 3.9% had
moderately severe symptoms, and 2.0% had severe depressive symptoms. Overall, a higher quality
of life was associated with lower levels of depressive symptoms. Participants describing feelings of
loneliness were more likely also to present depressive symptoms (OR = 78.10; 95%CI 2.90–2106.08 and
OR = 3.53; 95%CI 1.72–6.91 for non-institutionalised and institutionalised older adults, respectively),
independently of institutionalisation status. Conclusions: The prevalence of depressive symptoms
is high in older adults, which means that it has not decreased after the increase seen due to the
COVID-19 pandemic. A lower perception of quality of life and the presence of negative feelings of
loneliness are associated with the presence of depressive symptoms. These conclusions suggest that
plans should be developed to intervene in the dimensions of depressive symptoms, perceived quality
of life and negative feelings of loneliness.
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1. Introduction

The association between depression, loneliness and quality of life is complex and multi-
faceted, particularly in older adults. Research indicates that both depression and loneliness
can significantly affect perceived quality of life. Depression is a prevalent problem in
older adults and, if combined with loneliness, can decrease perceived quality of life [1].
Loneliness may also partially mediate the association between depression and quality
of life in older adults, indicating a complex interaction of psychological and sociological
factors in this population [1].

There may be a direct association between depression and feelings of loneliness, with
a negative impact on perceived quality of life without the mediation of other psychological
or sociological factors [2]. Loneliness is associated with depressive symptoms in older
adults, where higher levels of depression correlate with increased loneliness, particularly in
older populations [1,3], highlighting its negative impact on mental health during ageing [4],
and so the phenomenon of ageing must also be considered in its various dimensions.

The phenomenon of ageing is the natural, progressive, dynamic and irreversible
process that people go through over time, accompanying them throughout their lives, from
birth to death, emerging physical, biological, social, economic, cultural, environmental,
historical and psychological changes that occur in the person. This process is observed in all
forms of life and is an intrinsic part of the life cycle of all organisms, including humans [5,6].

In the human context, ageing is characterised by a series of changes that can vary
from person to person, but some common changes include physical changes such as
changes in skin, hair, nails, vision, hearing, muscle capacity and bone density. A decline in
cognitive function can also occur, where people can experience difficulties with memory,
concentration and the speed at which they process information. There can be an increased
susceptibility to disease, as with ageing, the immune system can become less efficient,
making the body more vulnerable to infections and illnesses. Changes in the emotional
dimension can also arise, as older people may face emotional challenges, such as dealing
with personal losses and facing issues related to mortality. Ageing can also involve changes
in social relationships, such as retirement and the establishment of new family roles [5–8].

Although ageing is inevitable, there are measures people can take to promote healthy
ageing and improve their quality of life as they get older. These can include a balanced diet,
regular exercise, activities that stimulate the mind and participation in a social support
network. It is important to recognise that ageing can also be a time of opportunity and
personal growth. Society can benefit from the contribution of older people, as they have
experience, wisdom and knowledge accumulated throughout their lives [6,8]. It is, therefore,
essential to respect and value people as they age and to ensure that they have access to
adequate resources and care to enjoy a full and meaningful life throughout their existence.

Population ageing is a phenomenon that exists in most countries around the world and
has led to very profound social changes [9]. This phenomenon associated with loneliness can
have serious consequences for the mental health of older adults, even more so when we know
that the COVID-19 pandemic has worsened the mental health of this population group [10–12].

In addition, the World Health Organisation (WHO) estimates that by 2050, the world
population over 60 will number two billion people [13], which poses complex challenges in
terms of maintaining the mental health of older adults, namely the emergence of depressive
symptoms, and because many of them live in solitude, this can affect their perception
of quality of life [14]. Depressive symptoms are often the cause of disability, especially
when associated with other chronic illnesses, leading to impaired functionality. Declining
functionality is a concern these days, as it leads to dependency and institutionalisation [15].

Depression is a mental disorder characterised by lasting feelings of sadness, hopelessness,
negativity, lack of interest in once pleasurable activities and a persistently low mood. In terms
of diagnostic criteria, these symptoms must be experienced most of the day, almost every day,
for a minimum period of two weeks, although it is often observed that these symptoms can last
longer [16]. This disorder can result in great suffering, disability and major limitations in the
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person’s day-to-day functioning [17,18], as well as being associated with cognitive dysfunctions
such as dementia [19,20] and higher suicide rates compared with younger ages [21].

There are studies that report that depressive symptoms are positively associated with
institutionalisation in older adults, and when compared with non-institutionalised older
adults, the latter have a lower prevalence of depressive symptoms [22–24]. The environment
in which people live plays a role in the results of studies. Depression may be more
prevalent in older adults living in institutions compared with those living in residential
homes [22] and in long-stay situations for older adults [23,24]. Older adults living in nursing
homes have higher levels of depression than those living in extended family environments,
indicating a significant association between depression and residential environments [25].

Loneliness can be defined as a subjective feeling of social isolation and by the perceived
disparity between an individual’s social needs and the degree to which those social needs
are met through meaningful social engagements [26,27] and is associated with negative
health outcomes, including depression [28], and consequently, a reduction in the feeling of
loneliness is associated with a general improvement in health [29].

Increased social interaction, reducing feelings of loneliness, can reduce the prevalence
of depressive symptoms in older adults [30]. Negative feelings of loneliness contribute
significantly to the onset of depressive symptoms, resulting in a decrease in perceived
quality of life [31], and according to Vaz Serra (2006), loneliness may be associated with a
lower perception of overall quality of life. The negative feeling of loneliness is present at all
ages but is more common in older adults [14], which may anticipate depressive symptoms,
but depressive symptoms are not predictive of negative feelings of loneliness [32,33].

The perception of overall quality of life is also a subjective feeling, but it is assessed by
the person considering various factors such as physical health, psychological factors, social
relationships, the environment, healthcare and the existence of leisure time [14,34].

Negative feelings of loneliness and depressive symptomatology interfere with quality
of life in older adults, but the mechanism by which depressive symptomatology mediates
the association between negative feelings of loneliness and quality of life in older adults is
unclear, but it can be assumed that negative feelings of loneliness can lead to the emergence of
depressive symptoms, and depressive symptoms reduce the perception of quality of life [14,35].

A study carried out in the context of the COVID-19 pandemic suggests that the
possibility of leaving home/institution is a protective factor in maintaining the quality of
life [36], which leads us to assume that institutionalisation can be a factor in reducing the
quality of life in older adults.

Institutionalisation and socialisation play crucial roles in the mental health and quality
of life of vulnerable populations, particularly older adults. Institutionalised older adults
have a higher prevalence of depressive symptoms, with a significant negative correlation
between depressive symptoms and physical quality of life [37,38]. Developing interventions
that promote socialisation can lead to better health outcomes and a better perception of
quality of life [39]. So, we might think that in the population of institutionalised older
adults, it could be very useful to promote socialisation, as this can lead to improvements in
various dimensions [38,40].

In fact, from a mental health prevention and promotion perspective, promoting social-
isation in institutional settings can reduce the risk of developing depressive symptoms and
improve the quality of life among institutionalised people. In addition, internal and external
social support plays a crucial role in predicting the quality of life of institutionalised older
adults, with a strong association found between social support and quality of life, i.e., social
support can be considered a predictor of quality of life in institutionalised older adults [41].

Therefore, understanding the association between depressive symptomatology, neg-
ative feelings of loneliness, and perceived quality of life in institutionalised versus non-
institutionalised older adults seems important so that we can find strategies to intervene,
minimising the consequences of depressive symptomatology and consequently providing
a better perception of negative feelings of loneliness and overall quality of life.
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We found no recent studies investigating the association between the prevalence
of depressive symptoms in institutionalised and non-institutionalised older adults and
the association between these depressive symptoms, negative feelings of loneliness and
perceived quality of life in Portugal in the aftermath of the COVID-19 pandemic.

Based on the literature review, we formulated the following hypothesis:

Hypothesis 1 (H1). There is a significant correlation between depressive symptomatology in
institutionalised and non-institutionalised older adults and their levels of negative feelings of
loneliness and perceived quality of life.

Thus, our study aims to estimate the prevalence of depressive symptomatology among
older adults and to assess their association with loneliness and quality of life according to
institutionalisation status in a Portuguese sample.

2. Materials and Methods
2.1. Sample
2.1.1. Inclusion and Exclusion Criteria

Inclusion criteria: age 60 or over, with the capacity to give informed consent or,
alternatively, informed consent given by a legal representative and sufficient command
of the Portuguese language. Exclusion criteria: people who refused to take part in the
study and individuals with serious psychiatric disorders such as schizophrenia and bipolar
disorder, as well as participants with cognitive impairment, to reduce study bias.

2.1.2. Participant Selection Process

A total of 1522 participants were initially contacted who were users of Portuguese
institutions, including nursing homes and residential facilities, both institutionalised and
non-institutionalised (day centres, where older adults go to dinner and sleep at home).
Participants were selected by convenience sampling and were recruited from institutions
that agreed to take part in the study in Portugal. Of the 1522 participants contacted,
1512 were aged 60 or over, 980 met the exclusion criteria, and 7 could not be given the
PHQ-9 instrument (due to participants giving up on taking part in the study, and so it was
not possible to harvest this instrument). The study lasted four months, from September to
December 2023. The participants filled in the instruments in the presence of the researcher.
Data from 525 participants was analysed.

After all the participants had given their informed consent, all the instruments were
applied to the participants. All participants who agreed to take part in the study were
given a code to guarantee their anonymity. Figure 1 shows the flow chart of participants
during the study.

2.1.3. Ethical Considerations

Participation in this study and its objectives were explained to the participants, and
informed consent was obtained. This study was approved by the ethics committee of
the University of Évora—opinion No. 22073. The confidentiality of the participants
was safeguarded in all the study procedures. All procedures took into account the 1964
Declaration of Helsinki and its subsequent amendments [42].
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2.2. Measures
2.2.1. Sociodemographic Questionnaire—From the Elderly Nursing Core Set (ENCS)

We used the sociodemographic questionnaire from the Elderly Nursing Core Set
(ENCS) [43] in which we questioned, for example, age, sex, marital status, level of education,
associated illnesses, whether they were visited by family or friends, and whether they spent
any time with family and friends because we considered it appropriate to the objectives of
this study.

2.2.2. Patient Health Questionnaire (PHQ-9)

The PHQ-9 was developed by Kroenke et al., 2001, with the aim of assessing the pres-
ence of depressive symptoms. The PHQ-9 was adapted for the Portuguese population by
Monteiro et al. (2013) and has satisfactory internal consistency (Cronbach’s alpha = 0.86) and
strong convergent validity with the BDI (r = 0.85; p < 0.01) [44]. This instrument consists of
nine items that assess the severity of symptoms associated with depression on a 4-point
Likert scale (from 0 “Never” to 3 “Almost every day”). The summed scores range from 0 to 27.
Scores between 0 and 4 indicate minimal depressive symptomatology, scores between
5 and 9 indicate mild depressive symptomatology, scores between 10 and 14 indicate mod-
erate depressive symptomatology, scores between 15 and 19 indicate moderately severe
depressive symptomatology and scores between 20 and 27 indicate severe depressive
symptomatology [45]. In the final model, we compared mild, moderate, moderately severe
or severe symptoms with no or minimal symptoms.

2.2.3. WHOQOL-BREF

This instrument is a shortened version of the original WHOQOL-100 instrument, which
consists of 100 questions that assess six domains: physical, psychological, level of indepen-
dence, social relationships, environment and spirituality/beliefs and personal/religiosity.
The WHOQOL-BREF consists of two general questions about the perceived general qual-
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ity of life and satisfaction with health and 26 items that assess four domains: physical,
social relationships, environment and psychological [32]. The WHOQOL-BREF (World
Health Organization Quality of Life Instruments—Brief) was developed by the World
Health Organization in 1998 [46] and was adapted for the Portuguese population by
Vaz Serra et al. (2006) The psychometric characteristics of the instrument have shown good
internal consistency [32,47].

2.2.4. Loneliness Scale—UCLA

UCLA, currently in its 3rd version developed by Russell (1996), was adapted for the
Portuguese elderly population by Pocinho, Farate and Dias (2010) and is used to assess negative
feelings of loneliness. The study revealed temporal stability [α (16 items) = 0.985], high internal
consistency (Cronbach’s alpha 0.905) and factorial validity (2 factors), which showed that
the UCLA scale has high reliability as an instrument for diagnosing loneliness in older
adults. The UCLA consists of 16 items, with two dimensions (social isolation and affinities),
each item having four response options: “Often”, “Sometimes”, “Rarely” and “Never”.
If the overall score is >32, it indicates negative feelings of loneliness (the higher the score,
the greater the feeling of loneliness). It is an instrument of hetero-administration [48,49].

3. Statistical Analysis

Statistical analysis was performed using STATA 15.1 [50]. Data were described as
counts and proportions for categorical variables and means and standard deviations (SDs)
for normally distributed continuous variables. Unconditional logistic regression models
were fitted to compute crude adjusted odds ratios (ORs) and the respective 95% confidence
intervals (95%CIs) for the association between sociodemographic, clinical and psychosocial
characteristics and depressive symptomatology, according to institutionalisation status.
The final model was adjusted for sex, age, QoL and feelings of loneliness.

4. Results

In the present study, 69.3% of the participants were female, 81.5% were aged 80 years
old or older, 17.3% were married or cohabiting, 33% did not attend school, and the majority
(95.3%) reported the diagnosis of 2 or more chronic diseases (Table 1). The mean (SD) QoL
ranged from 52.8 (10.9) for the physical dimension to 63.6 (13.3) for the environmental
dimension, with a mean value (SD) of overall QoL equal to 53.4 (18.7). More than a third
(34.2%) of the older adults assessed presented negative feelings of loneliness, with a mean
(SD) score of 29.2 (10.2) on the UCLA-16 scale. Women and younger participants were
more frequently non-institutionalised (p = 0.015 and p < 0.001, respectively), while those
institutionalised reported more frequent feelings of loneliness (p = 0.047). There were no
significant differences between non-institutionalised and institutionalised older adults
regarding marital status, educational level, multimorbidity and the perception of QoL for
any of the evaluated domains.

Table 1. Participant characteristics according to institutionalisation status.

Overall (n = 525) Non-Institutionalised (n = 67) Institutionalised (n = 458) p

Sex, n (%)
Male 161 (30.7) 12 (17.9) 149 (32.5)
Female 364 (69.3) 55 (82.1) 309 (67.5) 0.015

Age (years), n (%)
60–79 97 (18.5) 25 (31.3) 72 (15.7)
≥80 428 (81.5) 42 (62.7) 389 (84.3) <0.001

Marital status, n (%)
Married/cohabiting 91 (17.3) 14 (20.9) 77 (16.8)
Single/widowed/divorced/separated 434 (82.7) 53 (79.1) 381 (83.2) 0.410

Educational level, n (%)
Did not attend school 173 (33.0) 28 (41.8) 145 (31.7)
Attended school 352 (67.0) 39 (58.2) 313 (68.3) 0.099

Multimorbidity ¥, n (%)
No 25 (4.8) 5 (7.5) 20 (4.4)
Yes 500 (95.3) 62 (92.5) 438 (95.6) 0.266



Nurs. Rep. 2024, 14 2346

Table 1. Cont.

Overall (n = 525) Non-Institutionalised (n = 67) Institutionalised (n = 458) p

Quality of life (WHOQOL-BREF) *, mean (SD)
Physical 52.8 (10.9) 52.9 (9.6) 52.8 (11.1) 0.913
Psychological 55.0 (13.1) 57.8 (13.5) 54.6 (13.0) 0.062
Social Relationships 60.8 (13.6) 63.4 (12.7) 60.4 (13.7) 0.102
Environment 63.6 (13.3) 64.6 (11.3) 63.4 (13.6) 0.503
Overall 53.4 (18.7) 57.8 (16.0) 52.5 (19.1) 0.061

Feelings of loneliness (UCLA-16) ¶, n (%)
No 317 (65.8) 47 (77.1) 270 (64.1)
Yes 165 (34.2) 14 (22.9) 151 (35.9) 0.047

¥ Diagnosis of 2 or more chronic diseases. * World Health Organization Quality of Life Instruments —Brief (range: 0–100).
¶ UCLA—Loneliness Scale.

As can be seen in Figure 2, in comparison to institutionalised older adults, non-institutionalised
older adults had a significantly lower mean (SD) score of depressive symptomatology on
the PHQ-9 questionnaire (3.3 (4.3) and 5.2 (5.1), p = 0.005). Specifically, 74.6% of non-
institutionalised participants had no or minimal symptoms of depression, while 55.4% of
institutionalised older adults fell into this category. Mild to moderately severe depressive
symptoms were present in 25.4% of non-institutionalised participants, while 26.9% of
institutionalised participants had mild symptoms, 11.8% had moderate symptoms, 3.9%
had moderately severe symptoms and 2.0% had severe depressive symptoms.
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As can be seen in Table 2, there were no statistically significant differences between
participants reporting mild, moderate, moderately severe or severe symptoms in compari-
son to those reporting none or minimal symptoms of depression regarding sex, age, marital
status, educational level and morbidity. This was observed for both non-institutionalised
and institutionalised older adults.

Table 2. Crude and adjusted association between participants’ sociodemographic, clinical and
psychosocial characteristics and depressive symptomatology, according to institutionalisation status.

Non-Institutionalised Institutionalised

Crude OR (95%CI) Adjusted OR (95%CI) 1 Crude OR (95%CI) Adjusted OR (95%CI) 1

Sex
Male 1 1 1 1
Female 1.02 (0.24–4.33) 0.20 (0.01–3.69) 1.19 (0.80–1.77) 1.21 (0.61–2.39)

Age (years)
60–79 1 1 1 1
≥80 0.58 (0.19–1.77) 0.07 (0.01–1.12) 1.32 (0.79–2.20) 2.35 (0.94–5.83)
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Table 2. Cont.

Non-Institutionalised Institutionalised

Crude OR (95%CI) Adjusted OR (95%CI) 1 Crude OR (95%CI) Adjusted OR (95%CI) 1

Marital status
Married/cohabiting 1 - 1 -
Single/widowed/divorced/separated 0.53 (0.15–1.87) - 1.02 (0.62–1.67) -

Educational level
Did not attend school 1 - 1 -
Attended school 1.03 (0.34–3.16) - 1.11 (0.75–1.65) -

Multimorbidity ¥

No 1 - 1 -
Yes 1.39 (0.14–13.39) - 0.64 (0.26–1.59) -

Quality of life (WHOQOL-BREF) *
Physical 0.87 (0.80–0.94) 0.80 (0.63–1.02) 0.92 (0.90–0.94) 0.94 (0.91–0.98)
Psychological 0.96 (0.92–1.00) 0.97 (0.86–1.10) 0.95 (0.94–0.97) 0.99 (0.96–1.03)
Social Relationships 0.97 (0.92–1.01) 1.08 (0.96–1.22) 0.97 (0.95–0.98) 0.99 (0.97–1.03)
Environment 0.95 (0.90–1.01) 0.97 (0.85–1.10) 0.96 (0.95–0.98) 1.02 (0.98–1.05)
Overall 0.93 (0.87–0.99) 1.03 (0.91–1.17) 0.95 (0.93–0.96) 0.96 (0.95–0.98)

Feelings of loneliness (UCLA-16) ¶

No 1 1 1 1
Yes 10.29 (2.64–39.93) 78.10 (2.90–2106.08) 5.93 (3.83–9.19) 3.53 (1.72–6.91)

1 Adjusted for sex, age, QoL and feelings of loneliness. ¥ Diagnosis of 2 or more chronic diseases. * World Health
Organization Quality of Life Instruments—Brief. ¶ UCLA—Loneliness Scale.

5. Discussion

In Portugal, institutionalised older adults tend to be mainly women with multimor-
bidity [51], which is in line with our study because women in Portugal have a longer life
expectancy than men, and due to age, multimorbidity is common. Overall, institutionalised
older adults are more likely to be single [52] because if they are married, they may have some
support from their spouse, and with an average age of 84 [51] because at older ages, they are
more likely to need the support of institutionalisation, which is also in line with our study.

Our results showed that non-institutionalised older adults had a significantly lower
mean score for depressive symptomatology compared with institutionalised older adults,
and 74.6% of non-institutionalised participants had no or minimal depressive symptoms,
while 55.4% of institutionalised participants fell into this category. These results are in line
with previous studies reporting that institutionalised older adults tend to have higher rates
of depressive symptoms compared with non-institutionalised older adults [23], and in addi-
tion, older adults living in nursing homes had higher levels of depressive symptomatology
compared with those living in extended households [25].

In our study, 44.6% of institutionalised older adults had some kind of depressive
symptomatology (26.9% of the participants had mild depressive symptoms, 11.8% had
moderate depressive symptoms, 3.9% had moderately severe depressive symptoms and
2.0% had severe depressive symptoms), and “only” 25.4% of non-institutionalised older
adults had some kind of depressive symptomatology (15% of the participants had mild
depressive symptoms, 8% had moderate depressive symptoms, 2% had moderately severe
depressive symptoms and 0% had severe depressive symptoms). In fact, institutionalisation
and its association with depressive symptoms have been studied, and our results are
corroborated by previous studies [40,53]. This may be due to the fact that institutionalisation
can lead to a decrease in the frequency with which older adults socialise with friends and
family; it can lead to a change of place of residence with a whole new set of routines that
alter the daily life that the older adult was used to, and it can lead to moving away from
the city they have lived in for many years and less participation in leisure activities.

Although the results show a greater volume of depressive symptoms (and more
severe ones) in institutionalised older adults, these results highlight the importance of
developing interventions aimed at minimising depressive symptoms in institutionalised
older adults, but also in non-institutionalised older adults. This is because, although
non-institutionalised older adults had depressive symptoms of around 25.4% (lower than
institutionalised participants), this seems to indicate that the COVID-19 pandemic had
increased depressive symptoms in older adults overall because before the pandemic, it
was estimated that 5.7 per cent of older adults had depressive symptoms [17,54], and this
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percentage increased to 28.1% due to the COVID-19 pandemic [18]. In Portugal, the pandemic
was responsible for 52.9 per cent of older adults having depressive symptoms [55]. These
figures were maintained overall in our study despite the pandemic crisis having ended.

In fact, during the COVID-19 pandemic, the prevalence of depressive symptoms in
older adults, both institutionalised and non-institutionalised, has increased, with institu-
tionalised people suffering the greatest impact [56].

Our study shows that the prevalence of depressive symptoms in older adults has not
decreased to pre-pandemic levels. We know that the COVID-19 pandemic has increased
the prevalence of depressive symptomatology, and our study shows that this prevalence
remains overall in the older adults studied, even though we might have expected it to fall
once the pandemic crisis was over. According to the results of our study, the prevalence of
depressive symptoms continues in this population, which may come as a surprise because
we are no longer in a serious pandemic crisis.

Although there is no longer an active pandemic crisis, one study reports that the
prevalence of depressive symptoms in older adults has increased during the COVID-19
pandemic, with rates of 18.9 per cent, 28.1 per cent and 35.9 per cent before, during and
10 months after the outbreak [57] and, according to our study, there is still a fairly significant
prevalence of depressive symptoms in this population today. In addition, older adults with
a history of depressive symptoms are at greater risk of worsening symptoms during crises
such as the COVID-19 pandemic [58], emphasising the importance of intervening in this
population in order to be better prepared for a similar crisis in the future.

That is, the very significant pandemic consequences in terms of the increase in de-
pressive symptoms in older adults [59] continue today, indicating that interventions are
needed to minimise depressive symptoms in institutionalised and non-institutionalised
older adults despite the greater severity in institutionalised participants.

These findings emphasise the urgent need to develop interventions aimed at older
adults to address the increase in the prevalence of depressive symptoms and their mainte-
nance at high levels among older adults, especially in the post-pandemic period that we
are experiencing, contrary to what we might suppose.

In our study, institutionalised participants reported negative feelings of loneliness
more often, which is in line with previous studies that report that although negative feelings
of loneliness are present in both institutionalised and non-institutionalised older adults,
the situation is more acute in institutionalised ones [60,61].

Several studies have reported that negative feelings of loneliness are associated with the
development of depressive symptoms [62–64], including a review with meta-analysis that
reports that loneliness is an important variable in the onset of depressive symptoms [28], which
is in line with our study in which participants who described negative feelings of loneliness
were also more likely to have depressive symptoms (OR = 78.10; 95%CI 2.90–2106.08 and
OR = 3.53; 95%CI 1.72–6.91 for non-institutionalised and institutionalised older adults,
respectively), regardless of the institutionalisation situation.

Before the COVID-19 pandemic, the negative feeling of loneliness was already con-
sidered a risk factor for depressive symptoms [63,64], which has continued during the
COVID-19 pandemic [65] understandably due to the containment measures implemented
to contain the SARS-CoV-2 virus, and according to our study, feelings of loneliness remain
an important variable to consider in older adults in the context of mental health.

A recent Scoping Review reports that in the pre-COVID-19 era, estimates of feelings of
loneliness were highest in Nigeria (46 per cent) and lowest in Australia (5 per cent), with
an average prevalence of 25.6 per cent. It was also reported that the prevalence of feelings
of loneliness was higher in institutionalised older adults than in the general population,
with an estimated average prevalence of 47.8%, adding that during the pandemic crisis, the
prevalence of feelings of loneliness was higher than before the pandemic, with an average
prevalence of 39.4%, compared with 25.6 before the pandemic [66].

In fact, a substantial proportion of institutionalised older adults report moderate to
severe loneliness [60], emphasising the importance of addressing this problem. And, in this
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sense, it seems important to develop proactive interventions to minimise negative feelings
of loneliness in older adults and thus, by minimising negative feelings of loneliness, also
intervene in depressive symptomatology, and our results corroborate this need.

It might have been expected, once the lockdown measures to contain the SARS-CoV-2
virus had ended, that the negative feelings of loneliness reported would be fewer in number.
However, this did not happen, so we think it is important to develop interventions that
promote social interaction and thus minimise negative feelings of loneliness. In fact, these
interventions seem to play an important role in the perceived quality of life of older adults.
Studies suggest that approaches that facilitate and promote social interaction between
institutionalised and non-institutionalised older adults significantly improve their quality
of life (Li et al., 2023) and, consequently, their mental health [67].

In our study, despite the lack of statistical evidence for some domains, a higher quality
of life was associated with lower levels of depressive symptoms. After adjustment for sex,
age, QoL and feelings of loneliness, the physical domain (OR = 0.94; 95%CI 0.91–0.98) and the
general perception of QoL (OR = 0.96; 95%CI 0.95–0.98) remained inversely associated with
having mild to severe symptoms of depression, among older adults living in institutions.
This is in line with previous studies in which depressive symptomatology is inversely
associated with the perception of quality of life [68,69].

We know that in many cases, institutionalised and non-institutionalised older adults
do not have any activities or do so in small numbers due to various factors. We also know
that restricting activities significantly reduces health-related quality of life and increases
the likelihood of developing depressive symptoms [68]. Our study suggests that a lower
perception of quality of life is associated with the development of depressive symptoms,
and in this sense, it is necessary to develop interventions that can contribute to a higher
perception of quality of life, which may involve planning activities and thus contribute to a
reduction in depressive symptoms.

It is also important to emphasise that intervening in depressive symptoms is crucial to
improving quality of life and, of course, general mental well-being [70,71], which implies a
holistic approach to nursing care for older adults. A review of the literature emphasises
that care centred on the person with depressive symptoms must take into account shared
decision-making and respond to the specific needs of the person, taking their preferences
into account [72].

However, the universe of effective interventions for reducing depressive symptoms in
older adults extends to virtual interventions, such as cognitive-behavioural therapy via the
internet or telephone, which have also shown promise in reducing depressive symptoms,
as reported in a review by Goodarzi et al. (2023) Remote interventions (via the internet or
telephone) have already been reported to be effective in reducing depressive symptoms in
older adults during the pandemic period [73–76]. This leads us to propose that different
intervention methodologies are effective in reducing depressive symptoms in older adults.

Ageing compromises the physical and psychological capacities of older adults. Nurses
who practice in geriatric populations play a crucial role in promoting the mental health of
this population. The implementation of nursing strategies that focus on the perceived qual-
ity of life of institutionalised older adults has been effective in improving their perceived
quality of life [77,78]. On the other hand, it is also important for nurses who practice with
older adults to have education and training on the psychological consequences associated
with ageing so that they are better able to intervene [78], and they can also be vehicles for
change among the carers of older adults through specific training for them [79].

We therefore believe that nurses should intervene directly with older adults, but this
role is much broader, as they can implement training programmes with their careers.

Essentially, we know that the COVID-19 pandemic has increased the prevalence of
depressive symptoms, and currently, these figures have not decreased to pre-pandemic values,
which emphasises the importance of nurses developing interventions with older adults to
reduce depressive symptoms and feelings of loneliness and improving perceived quality of
life. It might have been expected that the prevalence of depressive symptoms would have
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decreased compared with the pandemic period and at least returned to pre-pandemic levels,
but this has not happened, and we feel it is important to know these data.

The development with older adults of psychotherapeutic interventions such as psy-
chotherapy, cognitive-behavioural therapy, behavioural therapy and reminiscence therapy
can be very useful in reducing depressive symptoms in older adults living in different
environments, including those living in long-term care institutions [80,81]. Research into
interpersonal psychotherapy also emphasises its effectiveness in reducing depressive symp-
toms and preventing relapses in depressed patients and also shows its effectiveness as
a good intervention option for older adults with depressive symptoms, as reported in a
recent Randomised Control Trial [82].

To summarise, although we are no longer in the presence of a pandemic crisis that has led
to an increase in the prevalence of depressive symptoms in older adults, this prevalence has
not decreased to pre-pandemic levels, nor have the negative feelings of loneliness reported,
which consequently reduces the perceived quality of life. This result of “no decrease” cannot
be ignored and seems relevant to us. This finding is important because it emphasises the
great need for nurses who practice with older adults to develop interventions aimed precisely
at reducing depressive symptoms, reducing negative feelings of loneliness and improving
perceived quality of life. Nurses can play a decisive role in this objective.

How the provision of quality nursing care adapted to the needs of older adults can
have a positive impact on outcomes and individual satisfaction, we recommend that nurses
focus on interventions aimed at reducing depressive symptoms, reducing negative feelings
of loneliness and improving perceived quality of life, in order to promote the mental health
of older adults. Creating a compassionate environment and facilitating interaction between
older adults and family and friends will also be important.

These results are relevant to the competencies of nurses specialising in mental health
nursing, as they can provide quality and safe care centred on the person and the family,
including risk assessment and management, understanding the principles of recovery,
communication skills, knowledge about mental disorders and their treatment, research
evaluation and the promotion of physical and mental health. And, in this sense, they can
develop a range of interventions with older adults in pursuit of these competencies; they
are trained to do so.

Limitations

This study has some limitations. Firstly, 69.3% of the participants were female, which is a
high percentage compared with males; a total of 80.5% were aged 80 or over in a sample with
participants aged 60 or over, which does not allow us to draw conclusions at ages closer to 60;
and a very different number between institutionalised and non-institutionalised older adults.

6. Conclusions

The results of this study are relevant to clinical practice, teaching and research. Firstly,
in terms of clinical practice, the results of this study could lead to an improvement in the
quality and safety of care provided to older adults, as it highlights the need to intervene
with the aim of reducing depressive symptoms, reducing negative feelings of loneliness
and improving quality of life. In terms of teaching, the results of this study can be used
to increase their analysis and discussion to promote students’ critical thinking and thus
prepare them to make informed decisions based on scientific evidence. In terms of research,
the results of this study could lead to the development of new approaches to advance
scientific knowledge.

The prevalence of depressive symptomatology is high in institutionalised and non-
institutionalised older adults, which means that it has not fallen following the increase due
to the COVID-19 pandemic, contrary to what might have been expected. A lower perception
of quality of life and the presence of negative feelings of loneliness are associated with
the onset of depressive symptoms. These conclusions suggest that nursing intervention
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plans should be developed to intervene in the dimensions of depressive symptomatology,
perceived quality of life and negative feelings of loneliness.

These interventions should address mental health challenges, in particular depressive
symptoms, but they can also make a decisive contribution to reducing negative feelings of
loneliness, thus contributing to a more positive perception of quality of life among older
adults. More important are these intervention plans so that we are better prepared for a
future pandemic situation.

We recommend similar studies in the future with a more equal sample of male and
female participants and a more balanced age distribution.
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