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The Future of Psychosocial
Treatments for Elderly Patients
EElllleenn  JJ..  KKllaauussnneerr,,  PPhh..DD..
GGeeoorrggee  SS..  AAlleexxooppoouullooss,,  MM..DD..

Psychosocial interventions are
expected to be an increasingly
important part of the geriatri-

cian’s armamentarium for treatment
of psychiatric disorders. Among el-
derly patients, medical illnesses in-
crease the risks of psychopharmaco-
therapy either directly or through
potential drug interactions, and poor
compliance may reduce its effective-
ness. Moreover, psychotherapy and
other psychosocial interventions may
help elderly patients cope with late-
life stressors, such as loss of loved
ones and increases in functional dis-
ability, which contribute to the de-
velopment of psychopathology and
influence its course.

Most elderly patients with psychi-
atric symptoms or disorders are
treated by primary care physicians

(1,2). Recognition of psychiatric
symptoms and syndromes may be
complicated by comorbid medical
disorders, the attitudes of patients
and physicians, and other factors
(3–5). Because psychopathology wor-
sens the outcome of medical illness-
es (6) and promotes disability (7,8),
recognition and treatment of geri-
atric psychiatric disorders may have
a wide range of desirable outcomes.
Therefore, studies that examine the
delivery of psychotherapy in the pri-
mary care setting may offer informa-
tion important for designing a sound
health care system for elderly per-
sons.

Research on psychotherapy with
elderly patients is limited, although
most findings suggest that psy-
chotherapy is effective for this group

Geriatric psychiatric disorders usually occur in the context of medical
illness, disability, and psychosocial impoverishment. Preliminary evi-
dence suggests that psychotherapy can reduce not only psychopatholo-
gy but also physical complaints, pain, and disability and that it can im-
prove compliance with medical regimens. Psychotherapy has been
found effective in treatment of depression related to bereavement and
caregiver burden. Modification of available treatment strategies to ad-
dress infirmity and life adversity may have a major impact on rehabili-
tation from psychiatric and medical disorders and may reduce utiliza-
tion of nonpsychiatric health services. Most elderly patients with psy-
chiatric problems prefer to be treated by their primary care physician.
Models need to be developed and tested to integrate psychotherapy and
other mental health services in primary care settings so that timely and
appropriately targeted interventions can be provided. (Psychiatric Ser-
vices 50:1198–1204, 1999)

of patients. This paper reviews exist-
ing knowledge about the use of psy-
chosocial interventions with elderly
patients and discusses directions for
future practice and research that
may improve the care of the elderly
population.

Brief standardized therapies
Brief standardized psychotherapies,
typically based on treatment manu-
als, target the stressors and losses
common in late life with an aim of
reducing psychopathology and en-
hancing the quality of life. In a
meta-analysis of 17 studies of cogni-
tive, behavioral, supportive, inter-
personal, reminiscence, and eclectic
psychosocial interventions for late-
life depression, treatment was found
to be more effective than no treat-
ment or placebo with an overall
mean effect size of .78 (9). The effi-
cacy of diverse psychotherapeutic
approaches may in part be explained
by the presence of common ele-
ments among the various treat-
ments. The following sections sum-
marize studies of the use of brief
standardized psychotherapies with
elderly patients.

Cognitive-behavioral therapy
The goals of cognitive-behavioral
therapy are to change thoughts, im-
prove skills, and modify emotional
states that contribute to psycho-
pathology. In one study, cognitive,
behavioral, and brief psychodynamic
therapies were shown to reduce de-
pressive symptoms among 70 per-
cent of elderly patients (10). In a
two-year follow-up study, 70 percent
of these patients maintained treat-
ment gains and no longer met crite-
ria for major depression (11).
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The same investigators reported
that a psychoeducational interven-
tion administered in a group format
reduced depressive symptoms
among elderly patients (12). In an-
other trial, depressed older adults
were randomly assigned to receive
cognitive group therapy and alprazo-
lam, cognitive group therapy and
placebo, placebo alone, or alprazo-
lam alone (13). The groups who re-
ceived cognitive therapy had greater
improvement in depressed mood
and sleep efficiency than the groups
who received alprazolam alone or
placebo. The gains from treatment
were evident three months later. The
efficacy of cognitive-behavioral ther-
apy has also been demonstrated in
the treatment of other geriatric dis-
orders, including anxiety disorders
(14,15), insomnia (16), and the be-
havioral and mood symptoms of de-
mented patients (17,18).

Problem-solving therapy
Problem-solving therapy posits that
deficiencies in social problem-solv-
ing skills increase vulnerability to
depression and other psychiatric
symptoms. Improvement in prob-
lem-solving skills is assumed to
make elderly patients better able to
cope with current and future diffi-
culties and less likely to develop psy-
chopathology (19).

Problem-solving therapy has been
found to be effective in the treatment
of depression of geriatric patients and
other medical patients. Elderly pa-
tients who participated in problem-
solving therapy and reminiscence
therapy had reduced depressive
symptoms and signs, compared with
those who were placed on a waiting
list (20). However, problem-solving
therapy led to greater improvement
than reminiscence therapy.

In a study of depressed younger
primary care patients, six sessions of
problem-solving therapy were found
to be as effective as amitriptyline and
were associated with greater compli-
ance with treatment (21). Finally, a
randomized clinical trial involving
terminally ill patients demonstrated
that problem-solving therapy is both
feasible and acceptable despite some
practical difficulties with its imple-
mentation (22).

Interpersonal psychotherapy
Interpersonal psychotherapy, devel-
oped as a time-limited treatment for
mid-life depression, focuses on grief,
role disputes, role transitions, and in-
terpersonal deficits (23). Interperson-
al psychotherapy is likely to be a
meaningful treatment for patients
with late-life depression, which is as-
sociated with multiple losses, role
changes, social isolation, and help-
lessness.

Controlled treatment trials have
suggested that interpersonal psy-
chotherapy alone or in combination
with pharmacotherapy is effective in

the acute, continuation, and mainte-
nance treatment of geriatric major
depression. Interpersonal psycho-
therapy was found to be equally as ef-
fective as nortriptyline in treatment
of depressed elderly outpatients, and
both treatments were more effective
than placebo (24–26). In another
study, interpersonal psychotherapy
combined with nortriptyline and psy-
choeducational support groups re-
duced attrition and led to remission
of major depression among 79 per-
cent of the elderly patients who com-
pleted 16 weeks of treatment (27).
Similarly, interpersonal psychothera-

py was found to be effective in the
treatment of depression following be-
reavement (28).

Unpublished data suggest that
monthly sessions of maintenance in-
terpersonal psychotherapy combined
with nortriptyline at plasma levels of
80 to 120 ng/ml is more effective in
preventing recurrences of geriatric
major depression than interpersonal
psychotherapy alone, nortriptyline
alone, or placebo (Reynolds CF, per-
sonal communication, 1998). Inter-
personal psychotherapy alone was
found to be more effective than
placebo in preventing recurrences of
geriatric major depression.

Nonstandardized therapies
Psychodynamic psychotherapy
The goals of psychodynamic psycho-
therapy vary depending on patients’
medical health and functioning. For
elderly patients who are not disabled,
psychodynamic psychotherapy focus-
es on resolution of interpersonal con-
flicts, reconciliation of personal ac-
complishments and disappointments,
and adaptation to current losses and
stressors (29). For frail elderly pa-
tients, the aim of psychodynamic psy-
chotherapy is to facilitate mourning
of lost capacities, promote accep-
tance of physical limitations, address
fears of dependency, and promote
resolution of interpersonal difficul-
ties (30).

The effectiveness of various forms
of psychodynamic psychotherapy has
been compared with that of cogni-
tive-behavioral therapy in reducing
symptoms of geriatric depression. An
earlier study noted that psychody-
namic psychotherapy was associated
with a higher relapse and recurrence
rate within one year compared with
cognitive and behavioral therapy (11).
However, in a larger sample, psycho-
dynamic psychotherapy was equally
as effective as cognitive and behav-
ioral therapies and superior to place-
ment on a waiting list in preventing
depressive recurrences over periods
of one and two years (31).

Reminiscence therapy
Reminiscence therapy was developed
as a treatment for elderly persons. Its
basic assumption is that reflection on
positive and negative past life experi-
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ences enables individuals to over-
come feelings of depression and de-
spair (32,33).

Reminiscence therapy has been
found to reduce depressive symptoms
in nonclinical samples and among
cognitively impaired nursing home
residents. Reminiscence therapy was
shown to be more effective than no
treatment among elderly community
volunteers (34). Similarly, reminis-
cence therapy produced a short-lived
amelioration of depression among
cognitively impaired nursing home
residents (35). Among homebound
elderly patients, the effect of reminis-
cence therapy on depression was
comparable to friendly visits (36).
Reminiscence therapy was found to
be less effective than problem-solving
therapy among depressed elderly out-
patients (20).

These observations suggest that
some elements of brief psychothera-
pies are more beneficial than others.
Future psychosocial interventions
would benefit from combining tech-
niques with known therapeutic val-
ue to target problems relevant to el-
derly patients, such as coping with
pain, disability, and loneliness.

Interventions for 
particular patient groups
Elderly patients with disabilities of-
ten develop psychopathology that in-
fluences their rehabilitation (7,8).
Among nursing home residents with
major or minor depression, psy-
chosocial interventions that in-
creased patients’ control over recre-
ational and other activities were
found to enhance problem-solving
skills and socialization (37). Weekly
cognitive-behavioral therapy group
sessions appear to reduce pain and
pain-related disability among pa-
tients in nursing homes (38).

In a recent study in which individ-
ual behavioral treatment was used for
older African Americans with de-
pression who were receiving medical
rehabilitation, outcomes for groups
treated by either a psychologist or an
occupational therapist were com-
pared with those of a no-treatment
group (39). Patients in both treat-
ment conditions became less de-
pressed than those in the no-treat-
ment group. Besides becoming less

depressed, patients treated by occu-
pational therapists became less func-
tionally disabled than patients who
received no treatment. These results,
if confirmed in future studies, may
indicate that non-mental-health pro-
fessionals are able to deliver brief,
standardized psychosocial interven-
tions for frail elderly patients with
depression and may lead to these ser-
vices becoming available to larger
numbers of patients.

Family members 
and caregivers
Elderly patients with dementing or
other psychiatric disorders are cared
for principally by their families.

Caregivers of elderly patients are at
risk for depression, anxiety, and med-
ical problems (40). A meta-analysis of
18 studies examined the efficacy of
psychosocial interventions in alleviat-
ing caregiver and family distress (41).
Interventions included psychoeduca-
tion, support, cognitive-behavioral
techniques, self-help, and respite
care. Both individual and respite pro-
grams reduced caregiver burden and
dysphoria, but group interventions
were only weakly effective.

Although most controlled studies
have focused on middle-class Cau-
casian caregivers, one multisite study
is currently examining the efficacy of

several psychosocial interventions
designed to enhance the quality of
life of Hispanic caregivers of Alz-
heimer’s patients (42). This study
may help develop useful strategies
for interventions with caregivers in
this group and perhaps in other eth-
nic groups.

The increasing diversity of the el-
derly population suggests that new
interventions should take into con-
sideration cultural attitudes toward
caregiving. Other factors that are ex-
pected to influence the nature of new
interventions include whether the
patient has a cognitive or functional
disability, the duration of the pa-
tient’s disability, whether the caregiv-
er is a member of the patient’s fami-
ly, whether the caregiver is a child or
spouse of the patient, and type of dis-
tress experienced by the caregiver,
including dysphoria, anxiety, somati-
zation, and disability.

Bereaved patients
Most studies of bereavement have
focused on the death of a spouse and
its effect on the surviving elder.
Spousal bereavement appears to be
associated with declining physical
and mental health (43) and increased
mortality (44). Self-help groups ap-
pear to ameliorate depression, im-
prove social adjustment, and reduce
the use of psychotropic drugs among
widows (45,46). The efficacy of self-
help groups approximates that of
brief psychodynamic psychotherapy
among elderly bereaved individuals
without significant prior psycho-
pathology (47). Group psychothera-
py, however, has been found to be
only slightly more effective than no
treatment (48).

The coming decade is expected to
see the development of psychosocial
interventions that will take into con-
sideration the mourning practices of
different cultures as well as the needs
of frail and disabled elderly survivors.
Controlled studies will need to exam-
ine the efficacy of psychotherapies in
treating depressive syndromes that
complicate bereavement.

Cognitively impaired patients
As the number of patients with de-
menting disorders rises, so will the
relevance of psychosocial interven-
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tions for behavioral disturbances re-
sulting from these conditions. De-
pression and anxiety occur most fre-
quently during the early stages of de-
menting disorders, while psychotic
symptoms and aggressive behavior
are observed at later stages (49,50).
Research findings suggest that cogni-
tive-behavioral therapy is beneficial
in the treatment of depressed de-
mented elderly patients (15,16).

Psychosocial interventions target-
ing the caregivers of cognitively im-
paired elderly patients with dementia
not only reduce caregiver burden but
also influence many patient- or care-
giver-related outcomes. A psychoso-
cial intervention for spouses who
were caregivers was shown to delay
institutionalization of demented pa-
tients (51). Focused behavioral tech-
niques have been found to improve
the quality of caregivers’ sleep (52),
and psychoeducation and family sup-
port appeared to facilitate patient
management (53). These observa-
tions suggest that development and
study of psychosocial interventions
appropriately targeted to problems
related to caregiving can improve the
care of demented patients as well as
the quality of life of both patients and
caregivers.

Primary care patients
Most of elderly patients with psychi-
atric problems are treated by primary
care physicians (1,2). Approximately
6 to 9 percent of primary care pa-
tients meet criteria for major depres-
sion (54,55), and 17 to 37 percent
have minor depression syndromes
(3). Minor depression may evolve into
major depression within a two-year
period in 25 percent of cases (54).
Moreover, minor depression is associ-
ated with high medical burden (3,5,
54) and disability (56). Depression af-
fects the prognosis of comorbid med-
ical diseases, and leads to prolonged
time to recovery, long hospital stays,
increased medical complications, and
mortality (6). Depressed patients in
ambulatory medical settings have less
severe depression, briefer episodes,
and more somatic symptoms than de-
pressed patients seen in psychiatric
settings (55,57). 

More than 80 percent of primary
care patients prefer to receive help

for emotional distress from their pri-
mary care physician, while only 5 per-
cent wish to be referred to a mental
health specialist (58). When younger
primary care patients are referred to
mental health specialists, approxi-
mately half fail to follow through
(59,60). Failure to pursue mental
health consultation may be even
more frequent in populations of el-
derly patients, who may have more
negative attitudes toward mental
health care than younger adults (61).

These findings suggest that mental
health care for elderly patients
should best be provided at the prima-
ry care site. Integration of mental
health and primary care services may

be promoted by capitated insurance
coverage, as attention to psychiatric
problems may improve the outcomes
of treatment for both medical and
psychiatric disorders (62,63). Savings
in the care of elderly psychiatric pa-
tients may be particularly significant
because these patients have a high
prevalence of medical comorbidity
and disability.

A direct benefit of psychosocial
treatments is that they have the po-
tential to increase compliance with
medical and psychiatric regimens.
Developing rapport, providing psy-
choeducation, and addressing the pa-
tient’s concerns and misconceptions
are part of psychosocial treatment re-
gardless of orientation. Frequent fol-

low-up offers an opportunity to mon-
itor compliance and intervene if the
patient becomes negligent or resis-
tant to treatment.

Psychosocial interventions that are
modified to target not only psychi-
atric symptoms but also disability
may have a significant impact on the
adjustment of elderly patients. A
study of depressed elderly patients
has shown that impairment of instru-
mental activities of daily living was
associated with anxiety and depres-
sive ideation (64). Based on these
findings, investigators developed a
treatment that combines cognitive-
behavioral techniques targeting anxi-
ety and hopelessness with rehabilita-
tion approaches aimed at reducing
disability (65). The assumption un-
derlying this treatment has been that
its dual focus will disrupt the down-
ward spiral of depressive symptoms
and disability that interferes with re-
covery. This intervention was found
to be more effective than reminis-
cence therapy in the treatment of de-
pressed elderly patients with specific
symptoms and outcomes that were
resistant to pharmacotherapy.

Suicidal patients
The rate of suicide almost doubles in
late life and reaches a rate of 22.8
per 100,000 in the population age 75
to 84 (66,67). Among adults who at-
tempt suicide, elderly persons are
most likely to die as a result of their
attempt; the ratio of completed to at-
tempted suicides increases from 1 to
200 among young women to 1 to 4
among elderly persons (67). These
observations suggest that aging re-
duces the rate of suicide attempts
but increases their lethality.

Depression is the most common
psychiatric diagnosis among elderly
suicide victims (67–69). Approxi-
mately 76 percent of elderly suicide
victims have psychopathology; 54
percent meet criteria for major de-
pression, and 11 percent meet crite-
ria for minor depression (70).

The clinical profile of depressed
elderly suicide victims suggests that
they would have had a favorable
prognosis if their depression had
been treated. Several studies have
observed that depression among el-
derly suicide victims is of mild to
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moderate severity, is often a first
episode, and usually occurs with no
comorbid substance abuse or per-
sonality disorder (67,70). These char-
acteristics have been associated with
good response to psychotherapy or
combined psychotherapy and phar-
macotherapy.

Hopelessness is strongly associat-
ed with suicidal ideation (71,72). El-
derly patients with severe depression
are more likely to have suicidal
ideation with increasing hopeless-
ness (72). In contrast, hopelessness
appears to have little effect on suici-
dal ideation among mildly depressed
patients (72). Psychotherapeutic in-
terventions aimed at depressive
symptoms and hopelessness may be
particularly effective in reducing sui-
cide risk. However, specific studies
are needed.

More than 70 percent of suicide
victims see their physicians within
the month before their death (67,
70). A program designed to educate
primary care physicians in Sweden
about the diagnosis and treatment of
mood disorders was able to reduce
suicide rates (73). However, this ef-
fect was not maintained three years
later (74).

These observations suggest that
interventions delivered at the prima-
ry care site may reduce the rate of
suicide. Structuring primary care
practices in a way that permits on-
site psychotherapeutic and psy-
chopharmacological treatment may
improve the outcome of depression
and reduce suicidal ideation. Mental
health professionals integrated in
primary care practices may provide
effective screening, as well as timely
and appropriately targeted interven-
tions and follow-up. The presence of
mental health workers in the prima-
ry care office is crucial because edu-
cational methods aimed at primary
care physicians have been found to
have little sustained impact on either
physician behavior or patient out-
comes (74,75).

As currently organized, the typical
primary care office is not equipped
to take full advantage of psychosocial
interventions. The paucity of studies
of the economics of psychosocial in-
terventions also casts doubt on their
feasibility in primary care settings.

Given that older adults are less like-
ly to follow through with psychoso-
cial referrals, it behooves the health
care system to bring psychosocial
services to primary care. If research
demonstrates that psychosocial in-
terventions incorporated in primary
care reduce medical morbidity and
disability and the resultant health
care costs, medical insurance may
find psychosocial interventions cost-
effective and elect to provide reim-
bursement.

For example, a collaborative care
model has the potential to destigma-
tize mental health care. In this mod-

el, mental health specialists assist
physicians in the assessment of pa-
tients’ psychosocial needs and pro-
vide treatment and consultation
when specific clinical situations
arise, such as residual psychiatric
symptoms, suicidal gestures, or de-
cline in functional status. Further,
the collaborative care model may be
expanded to include innovative tech-
niques such as telephone links or
computer-assisted disease manage-
ment systems to assess and treat
homebound or rural elders, thereby
increasing the utilization of mental
health services and improving the
quality of life of such individuals.

Conclusions
The literature on use of psychosocial
treatments for elderly patients sug-
gests the following directions for fu-
ture practice and research. 

♦ Psychosocial interventions will
play an increasingly important role
in the treatment of psychiatric syn-
dromes and symptoms of older
adults. Increased life expectancy and
the resultant medical comorbidity
may complicate the use of pharma-
cotherapy among a large percentage
of elderly patients. Moreover, grow-
ing numbers of old-old individuals
are expected to experience stress
from increasing disability and psy-
chosocial impoverishment. Psycho-
therapeutic interventions have the
potential to help elderly patients de-
velop mechanisms for coping with
life adversity.

♦ Further research on brief stan-
dardized psychotherapies is expect-
ed to provide effective and well-ac-
cepted treatments for elderly per-
sons. This view is based on the fact
that existing therapies, including in-
terpersonal psychotherapy, problem-
solving therapy, and cognitive-be-
havioral therapy, have been found to
be beneficial in the acute treatment
of geriatric depressive and anxiety
disorders. Some of these therapies
may be effective continuation and
maintenance treatments for elderly
patients who have recovered from
major depression and may even en-
hance the efficacy of prophylactic
pharmacotherapy. Because some re-
search suggests a specific treatment
effect—for example, problem-solv-
ing therapy is more effective than
reminiscence therapy—it is expect-
ed that brief standardized therapies
that combine the most therapeutic
ingredients will be developed.

♦ The goal of psychotherapies will
be expanded to include reduction of
disability, pain management, and ad-
herence to medical and rehabilita-
tion regimens. Because much of the
stress experienced by elderly per-
sons results from medical disorders
and disabilities, psychotherapeutic
interventions that strengthen coping
mechanisms and reinforce health-
promoting behaviors are expected to
be a crucial part of health care.

♦ Self-help groups and counseling
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will play an increasing role in the
care of bereaved elderly persons and
in the care of caregivers of elderly
patients. Depressive symptoms and
syndromes, medical morbidity, and
poor adjustment during bereave-
ment or caregiving may be alleviated
by participation in self-help groups.
Brief, focused psychotherapeutic in-
terventions may be particularly use-
ful for individuals who develop sig-
nificant psychopathology or find psy-
chotherapy to be meaningful in en-
hancing adaptation.

♦ Increased efforts to optimize
recognition and treatment of geri-
atric depressive and anxiety symp-
toms in primary care are expected.
Because most elderly patients with
emotional problems prefer to be
treated by primary care physicians,
and indeed do receive care from pri-
mary care physicians, improved
recognition and treatment of psychi-
atric symptoms and disorders will
benefit a large number of elderly pa-
tients. Amelioration of psychopath-
ology is expected to improve the out-
come of medical disorders and re-
duce disability.

♦ Integration of psychotherapeu-
tic services in primary care practices
is anticipated. However, traditional
methods for educating primary care
physicians about mental health issues
have had limited and temporary im-
pact on physicians’ behavior and pa-
tients’ outcomes. Integration of men-
tal health professionals in primary
care practices will allow the timely
and appropriately targeted interven-
tions and follow-up necessary for the
treatment of psychiatric disorders,
most of which are chronic. ♦
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