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Research on psychotherapy for older adults with psychiat-
ric disorders has demonstrated its effectiveness, although
the majority of research has been conducted on major
depression. Recent advances in extending this research to
additional diagnostic categories and treatment settings are
reviewed. Psychotherapy appears promising in the treat-
ment of minor depression, dysthymia, anxiety disorders,
depression with comorbid personality disorders, depres-
sion with comorbid cognitive impairment, and as an adjunc-
tive treatment in psychotic disorders. Psychotherapy also
has been successfully transported to the primary care set-
ting, and shows potential in long-term care and in-home
settings. Many of these studies are preliminary, however;
additional research is needed with larger, more diverse
samples across a variety of psychiatric diagnoses and treat-
ment settings.

Introduction

Research on psychotherapy with older adults with psychiatric
disorders has increased substantially in recent years, largely
demonstrating that it is an effective treatment modality for
this population. The purpose of the present article is to
review recent advances in psychotherapy research with older
adults, which include 1) increased attention to a wider range
of disorders and comorbidities, and 2) expansion to primary
care and other settings and improving access to services.
Before discussing these advances, a brief historical review of
psychotherapy research with older adults will be provided.
The article will conclude with a summary and recommend-
ations for future research.

Background: Focus on Major Depression

The majority of research on psychotherapy for older adults
has focused on major depression. In 1991, a National Insti-
tutes of Health consensus panel on treatment of late-life
depression [1] stated that not enough research existed to

support any conclusions regarding the efficacy or effective-
ness of psychotherapy, and reported that older adults may
be less accepting of psychotherapy than younger cohorts.
Since that time, numerous uncontrolled and controlled
studies have been conducted, leading more recent review-
ers to conclude that a variety of types of psychotherapy are
efficacious and effective for late life depression [2e+,3—6]
and that older adults generally find psychotherapy accept-
able [7], with 50% even preferring it over medication
[8=<]. In a 1997 update, the National Institutes of Health
consensus panel recognized that “psychosocial treatments
deserve greater emphasis, and it is clear...that late-life
depression can be treated successfully with psychotherapy”
[9]. A small number of studies indicate that gains are
maintained, on average, although these studies have rela-
tively short follow-up periods [2e<].

Several types of psychotherapy have been efficacious
with depressed older adults. Behavioral (BT), cognitive-
behavioral (CBT), and problem-solving (PST) are treatments
based on learning theory of personality and focus on teach-
ing patients new skills to cope with depression and psycho-
social problems [10,11]. Brief dynamic therapy (BDT),
interpersonal (IPT), and supportive therapy (ST) focus pri-
marily on resolution of interpersonal problems and pro-
cesses through exploration of affect [12]. Finally,
reminiscence, developed specifically for older adults, is
based on Erikson’s theory of human psychosocial develop-
ment and focuses primarily on integrating a patient’s history
into how they understand their lives at this point [13].

Of these therapies, CBT and IPT have the most empiric
support and are considered evidence-based practice [2e=,3—
6]. Several randomized studies have found CBT more effective
than usual care or control conditions [2=<]. In a recent meta-
analysis, Pinquart and Sérensen [14e] reported good effect
sizes for CBT (0.64 for self-rated depression, 1.18 for clini-
cian-rated depression, and 0.78 for well being). Studies of IPT
tended to examine it in combination with medication or pla-
cebo pills, and generally found it more effective than placebo
pill or medications alone [2=<].

Overall, few advantages have been found in compari-
sons of different types of therapy [2++,3-6], although there
have been a few exceptions. For example, two studies
found PST [15] or a similar goal-focused therapy [16] to be
superior to RT. Niederehe and Schneider [5] concluded
that RT appeared beneficial for milder but not more severe
depression. CBT and BDT showed similar efficacy in some
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earlier studies [17], and no published studies have com-
pared IPT with other forms of therapy. Matching type of
therapy to patient characteristics or preferences may be
important. For example, one study of caregivers (all over
age 55) found that BDT was more beneficial for new care-
givers and CBT was more beneficial for longer-term care-
givers. The authors suggested that new caregivers may need
to process affect around recent changes in caregiving
responsibilities, whereas longer-term caregivers may need
more structured problem solving [18].

Making general conclusions regarding comparisons of
psychotherapy and antidepressant medication, or their
combination, is difficult, because different studies have
reported different findings. Some clinical guidelines
recommend that psychotherapy is appropriate for mild-to-
moderate depression, but that antidepressants are neces-
sary for more severe depression, although there are few
empiric findings that adequately address this issue [5]. The
majority of studies comparing therapy with medications
have involved IPT, and these studies tend to suggest that
the combination of the two may be superior to each alone,
acutely and to prevent relapse [2+<]. The evidence compar-
ing CBT with medications is limited; one study suggested
that CBT was better than desipramine, and that the combi-
nation did not confer any additional benefit [19]. In their
review, Zeiss and Breckenridge [6] concluded that antide-
pressants may speed recovery, but that psychotherapy may
result in longer-term benefits.

Psychotherapy Research in

Different Diagnoses

Minor depression and dysthymia

The few studies conducted provide limited, but promising,
evidence for psychotherapy in minor depression and dys-
thymia. One study found interpersonal counseling (a very
brief form of IPT) more effective for minor depression than
usual care [20]. Another study found variable results across
sites in a randomized controlled trial of PST modified for pri-
mary care patients with dysthymia or minor depression [21],
compared with an antidepressant or placebo; PST was very
effective at some sites and worse than placebo at other sites.
The authors speculated that quality of the therapy delivered
may have contributed to the variability in findings, highlight-
ing the importance of assuring that therapists are appropri-
ately trained and providing quality services.

Anxiety disorders

Recently, a small number of studies examined psychother-
apy for older adults with anxiety disorders, mostly focusing
on generalized anxiety disorder (GAD). In a meta-analytic
review, Nordhus and Pallesen [22<] reported an average
effect size of 0.55 across 15 studies of various types of anxi-
ety disorders and symptoms. The studies were quite varied,
with approximately half of them including participants
with anxiety symptoms rather than specific anxiety disor-

ders. Most studies had small sample sizes and included a
variety of comparison groups (eg, pre- to post-treatment,
wait-list, and ST).

Two randomized controlled studies of CBT for GAD have
been published recently. For these studies, CBT was presented
in a group format and included education about anxiety,
relaxation skills, cognitive restructuring techniques, and
graded worry exposure. Participants had weekly out-of-ses-
sion assignments. Wetherell et al. [23] compared group CBT
with a support group that involved discussion of worry-pro-
voking topics and a wait-list control group. CBT and the dis-
cussion group were superior to wait-list in reducing GAD
severity and worry. CBT also improved depressive symptoms,
role functioning, and energy to a greater degree than the con-
trol group. Therefore, although there were few significant dif-
ferences between CBT and the discussion group and each
seemed beneficial, CBT appears to benefit a wider range of
outcomes. Only 5% of the control group spontaneously
remitted across the treatment period.

Stanley et al. [24] compared a similar group CBT inter-
vention with a minimal contact control group (who
received brief phone calls weekly to assess symptoms) and
achieved similar results for CBT. Significantly more CBT
participants improved on measures of anxiety, worry,
depression, and quality of life compared with the control
group, and these treatment gains were largely maintained a
year later. Only 8% of the control group remitted, similar
to the previous study, indicating the importance of active
treatment for this population.

A sizeable portion of participants in each study had a
comorbid depressive disorder; 20% in one study had a
depressive disorder [23] and 28% in the second study had
major depression [24]. In these studies, CBT decreased
depressive symptoms; therefore, this intervention appears
beneficial for individuals with anxiety and a coexisting
depressive disorder.

Personality disorders and

treatment-resistant depression

As with younger adults, older adults with personality disorders
tend to not respond as well to psychotherapy as those without
comorbid personality disorders. Dialectical-behavior therapy
(DBT) is a form of CBT that has been adapted for use with
older adults with comorbid depression and personality disor-
der [25]. DBT was originally developed for individuals with
borderline personality disorder [26], and is an intensive treat-
ment that may last a year or more involving individual and
group therapy and availability for telephone “coaching” dur-
ing crises. Skills taught in DBT entail mindfulness, interper-
sonal effectiveness, emotion regulation, and distress tolerance.
For older adults, the primary modifications relate to the targets
of treatment, mainly extreme, inflexible use of unhelpful cop-
ing styles that seem to make them vulnerable to depression
(eg, actively attempting to change all problems vs problem
avoidance, withdrawing from others, and denying distress ver-
sus excessive help-seeking) [25].
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In a small pilot study (n=34), older adults with depres-
sion (mostly chronic depression, not necessarily meeting cri-
teria for personality disorder) were randomized to receive
antidepressant medication alone or antidepressant medica-
tion plus DBT (28-week skills training group with weekly 30-
minute telephone coaching sessions, followed by reduced
frequency of telephone contacts for the next 6 months).
Results indicated that those who received medications plus
DBT had significantly fewer depressive symptoms (self-rated
and interviewer-rated) and lower relapse rates, and were
more likely to improve on measures of coping styles [27].
This intensive type of therapy appears acceptable to older
adults and may affect longstanding coping patterns, making
it promising with personality disorders.

Psychotic disorders

Behavioral approaches may be an effective adjunct to
medication treatment for older adults with longstanding
psychotic disorders. A small randomized study (n=40)
compared standard medication treatment with medication
treatment plus 24-week behavioral skills training groups in
middle-aged and older individuals (age range 42 to 69)
with chronic psychotic disorders (average length of 21
years with the disorder). The skills training involved com-
mon problems for individuals with psychotic disorders
including social skills, communication, and daily activi-
ties, such as transportation. Those who participated in the
BT groups did not improve on psychopathology, but
improved significantly on everyday living skills, compared
with those who only received medications immediately
after the intervention and 3 months later [28].

Cognitive impairment
Although depressive symptoms are prevalent in older
adults with cognitive impairment or dementia [29], these
individuals generally are excluded from psychotherapy
research. A few small studies examined this issue, however.
Alexopoulos et al. [30] recently reported on a pilot study
(n=25) comparing PST with ST in older adults with execu-
tive dysfunction; these patients tend to have a poorer
response to antidepressant medications [31-33]. Partici-
pants who received PST tended to improve more on
depressive symptoms than those receiving ST; PST was
hypothesized to address the specific behavioral and cogni-
tive deficits associated with executive dysfunction by help-
ing individuals initiate problem-solving behavior and
avoid persisting on problems or ineffective solutions.
Preliminary findings presented at recent professional pro-
ceedings suggest that psychotherapy may be feasible for indi-
viduals with mild dementia, particularly if caregivers are
involved, and that participants and caregivers find psychother-
apy helpful [34,35]. From the design of these studies, however,
evaluation of the efficacy or effectiveness of the psychotherapy
for depressive symptoms or quality of life is difficult. For indi-
viduals with more severe dementia, BT to train the caregiver to
increase the patient’s pleasant events or to train the caregiver in

problem-solving skills appear effective at reducing depressive
symptoms for patient and caregiver [36].

Medically ill

The majority of psychotherapy studies with medically ill
samples have not focused explicitly on older adults or spe-
cific psychiatric diagnoses, and usually focus on individuals
with a specific medical diagnosis, such as cancer or arthritis.
Although beyond the scope of this paper, studies generally
support the effectiveness of psychotherapy in decreasing
depressive and anxiety symptoms, enhancing coping skills,
and even affecting physical outcomes (eg, pain, disability)
across a variety of medical conditions (see Smith et al. [37]
for recent reviews across a variety of medical diagnoses).

A study cited previously [20] involved medically ill elders
who had recently been hospitalized and found that these
patients responded better to interpersonal counseling than
usual care for minor depression. Some intervention studies
do not exclude on the basis of psychiatric symptoms or diag-
nosis, but focus on enhancing coping for any individuals with
chronic illness, and often use multicomponent interventions.
For example, Rybarczyk et al. [38<] randomized 243 older
adults with a variety of chronic medical conditions to usual
care or a multicomponent group intervention (eight 2-hour
group sessions) involving education and exercises on the fol-
lowing: 1) mind-body link, 2) relaxation training, 3) cogni-
tive restructuring, 4) problem solving, 5) communication and
assertiveness training, and 6) techniques to improve sleep,
nutrition, and exercise. Intervention participants improved
significantly more than control participants on sleep, pain,
anxiety, depression, and control beliefs. One year later, the
intervention group still had better sleep, control beliefs, and
health behaviors, but depression and anxiety improvements
were not maintained. This type of integrative intervention is
very appealing with older adults, given the frequency of medi-
cal comorbidity and mood symptoms. Future research should
consider augmentation strategies to better maintain improve-
ments in mood symptoms, particularly for those with more
severe mood disturbance.

A few additional studies have examined the usefulness
of psychotherapy for older adults with medical illness in
various medical settings. These studies will be discussed
subsequently by treatment setting.

Extending Service Delivery to Medical Settings
Primary care settings

Older adults generally prefer to receive mental health ser-
vices in the same setting where they receive their general
medical care and often seek mental health care from their
primary care providers [39]. Therefore, researchers have
begun to examine the expansion of services, including psy-
chotherapy, into the primary care setting. This research has
largely focused on depression. In a recent review of studies
in primary care for depression (not restricted to older
adults), it was concluded that psychotherapy (CBT, IPT,
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and PST) was effective for major depression, with less evi-
dence for minor depression or dysthymia [40].

Primary care studies generally focus on effectiveness of
comprehensive treatment packages for depression that
include psychotherapy in comparison with usual care, as
opposed to trials in which psychotherapy conditions are
randomized. These studies have the advantage of generaliz-
ability to “real world” clinical settings, but provide less
information about the efficacy of psychotherapy alone. Still,
these studies suggest that the extension of psychotherapy for
older primary care patients is feasible and promising [39].

The IMPACT (Improving Mood-Promoting Access to
Collaborative Treatment) study [8=<] is one model of inte-
grating mental health services, including psychotherapy, into
primary care. IMPACT was a multisite (18 primary care clin-
ics across five states), randomized controlled trial comparing
usual care with a collaborative care model for treatment of
depression in 1801 older primary care patients. In the collab-
orative care model, participants worked closely with a
depression clinical specialist (nurse or psychologist), who
provided a comprehensive depression treatment program
(education, discuss treatment options, manage treatment,
monitor depressive symptoms, provide psychotherapy if
desired by the participant, and serve as liaison to rest of pri-
mary care team). Compared with usual care, patients receiv-
ing collaborative care were more likely to receive treatment
for depression (including being more likely to receive psy-
chotherapy), show reduction or remission of depressive
symptoms, report greater satisfaction with their depression
care, and report better overall functioning.

The IMPACT study demonstrated that brief psychotherapy,
in combination with other medical care, is feasible and effec-
tive for depressed older adults in primary care settings, many
of whom have comorbid medical conditions (average of 3.2
medical conditions in IMPACT). The type of therapy offered in
IMPACT was problem-solving therapy-primary care (PST-PC),
which involves teaching systematic steps for solving problems
across six 30-minute sessions. Psychologists and nurses, some
of whom had no mental health background, were able to
learn and apply the therapy appropriately after a 1-day work-
shop and close supervision of at least three training cases. This
study also demonstrated that the addition of a depression clin-
ical specialist can increase the availability and participation in
psychotherapy; 51% of participants preferred psychotherapy to
medications, but only 8% had received any specialty mental
health services (including but not limited to psychotherapy) in
the 3 months preceding the study.

The PROSPECT (Prevention of Suicide in Primary Care
Elderly: Collaborative Trial) study [41] is another multisite
randomized trial comparing comprehensive treatment of
depression in older primary care patients with usual care,
with a focus on assessing suicidal ideation and reducing sui-
cide risk. Similar to IMPACT, this study uses a health special-
ist who provides a variety of services, including assessment,
liaison with primary care physician, medication manage-
ment, monitoring symptoms and side effects, and closely

monitoring suicidal patients. Health specialists also provide
IPT to patients who choose it, who cannot tolerate medica-
tions, or who have psychosocial stressors that indicate aug-
menting medication with therapy. Although primary
outcomes of this study have not been published, after 1 year
of the study, Schulberg et al. [42] reported that health special-
ists (social workers, psychologists, and nurses) had been able
to learn and successfully apply IPT with their patients. There-
fore, this study provides further evidence that efficacious
brief psychotherapies can be transported to the primary care
setting and can be delivered by a variety of health profession-
als with appropriate training and supervision. As suggested
by the study of minor depression and dysthymia in primary
care described previously [21], however, quality assurance is
very important in extending psychotherapy to primary care
or other settings in which professionals delivering psycho-
therapy may have little mental health background.

Long-term care settings

Although disproportionate numbers of residents in long-
term care settings suffer from depression and anxiety [9],
very few empiric studies have been conducted, and exist-
ing studies tend to have small sample sizes and poor con-
trol conditions. Older studies suggested that PST and
reminiscence may benefit depressed nursing home
patients [2=]. A more recent study reported that valida-
tion therapy, which fosters communication among
patients with dementia in a structured manner, improved
staff-rated aggression and depression compared with a
less-structured social contact group or usual care [43]. A
separate study, which included no control groups, sug-
gested that BT may decrease the need for psychotropic
medications for behavioral problems [44].

Home and telemedicine

Because many medically ill and disabled elderly patients
have difficulty with transportation and may be home-
bound, psychosocial interventions that can be conducted
in the home or via communication technology can be very
valuable. Such interventions also would benefit rural
elders, for whom mental health resources are even more
limited. Very little research has been conducted to evaluate
the effectiveness or feasibility of such interventions, how-
ever. Small studies suggest that cognitive bibliotherapy (e,
reading assignments and exercises) in conjunction with
occasional face-to-face meetings and phone contact to
teach CBT coping strategies may benefit older adults with
disability [45], and that these improvements may be main-
tained for some patients up to 2 years [46].

Conclusions

A significant body of research now supports the effec-
tiveness of psychotherapy for older adults with psychi-
atric disorders. Support exists for several approaches,
particularly CBT and IPT, with relatively healthy older
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adults suffering from major depression. Over the past
few years, researchers have begun to examine the gener-
alizability of these findings to older adults with other
psychiatric diagnoses, comorbidities, and to different
treatment settings. Although preliminary, some forms
of psychotherapy appear promising for minor depres-
sion, dysthymia, anxiety, personality disorders, and
mild cognitive impairment (specifically, executive dys-
function). Integrated psychoeducational interventions
appear helpful for older adults with medical illness.
This increased diversity in research provides important
guidance to psychotherapists who work with the eld-
erly, as older adults comprise a diverse group with var-
ied issues and needs.

In addition to advances in treating different types of psy-
chiatric problems, researchers are making important gains in
increasing the availability of psychotherapy. Brief psychother-
apy appears transportable to medical settings, with most of
the research focused on the primary care setting, in an effort
to integrate mental health services with other medical and
social services. Even non—-mental health professionals, such
as nurses, are able to learn to administer brief, structured
psychotherapy. Appropriate training and supervision is
essential to ensure that quality psychotherapy is delivered.
The delivery of psychotherapy in other medical settings also
appears feasible and beneficial based on a small number of
studies; delivery of in-home services (in-person or via tele-
phone or other media) shows potential.

Despite these achievements, a great deal of addi-
tional research is needed. The research on diagnoses
other than major depression is just beginning; findings
from small studies require replication with larger sam-
ples. Minor depression and dysthymia often have been
studied together; these likely are separate disorders that
should be studied separately. As a more chronic disor-
der, dysthymia may require longer-term intervention.
Additional research on suicidal ideation also is impor-
tant in depression research, because older adults have
the highest rates of suicide [47]. The small amount of
anxiety research has been conducted with GAD and
should be extended to other anxiety disorders. Further-
more, the comorbidity of depressive and anxiety symp-
toms is very common and deserves increased attention.
Research with cognitively impaired elders should be
extended beyond executive dysfunction, because mem-
ory impairment and dementia also are common and
debilitating conditions. Finally, psychosocial interven-
tions may be very helpful with bipolar and psychotic
disorders, although almost no research has been con-
ducted with these populations.

Integrated psychoeducational interventions that target
physical and psychologic symptoms, as described by
Rybarczyk et al. [38<], are particularly promising for older
adults with comorbid physical illness. These interventions
may affect a wider variety of outcomes (eg, pain or disabil-

ity) than purely psychologic interventions, and may pre-
vent the development of psychiatric disorders in this high-
risk group. Future research will need to examine this type
of intervention with older adults, who may require aug-
mentation with more intensive psychotherapy, with more
severe physical and psychiatric illness.

Attention to ethnic and racial diversity in psychotherapy
research also is very important. The majority of studies to date
have included primarily Caucasian individuals, with sample
sizes too small to examine any ethnic differences in therapeu-
tic effectiveness. Therefore, future studies need to include
more minorities, because many minority elders are willing to
engage in psychotherapy (Arean, Unpublished data). This will
require special efforts to recruit minorities into psychotherapy
studies, including involving representative elders in designing
recruitment methods [48].

Future research also should consider the use of preven-
tive interventions, particularly for high-risk elderly patients,
such as homebound or institutionalized individuals. Such
interventions will need to follow participants over longer
periods and include a range of outcome measures other than
symptoms (eg, quality of life or social function) to demon-
strate effects.

Once efficacious interventions are developed across diag-
nostic categories and comorbidities, examining ways to inte-
grate these interventions into medical and other settings,
similar to the depression research in primary care, is impor-
tant. Long-term care settings are particularly important,
because they have disproportionate numbers of elders with
depression and anxiety. Only with continued work to expand
service delivery will many older adults actually experience
the benefits of any developments in therapeutic techniques.
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