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Treatment of mental disorders among older
Americans has become a major public health need.
The number of people over the age of 65 with psy-
chiatric disorders will more than double by the
year 2030, from 7 million in 2000 to 15 million
(1). The past decade has seen dramatic growth in
research on the causes and treatments of the psy-
chiatric problems of older adults.

In this article we provide an overview of empiri-
cally validated treatments as reflected in systematic

reviews of the literature on geriatric mental health
interventions. Three types of evaluations of the lit-
erature on major geriatric mental health disorders
are summarized: systematic evidence-based-practice
reviews, meta-analytic studies, and expert consensus
statements. Next we summarize major barriers to
the dissemination and implementation of these
practices. Finally, we describe possible strategies for
disseminating and implementing evidence-based
practices in geriatric mental health care.
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The past decade has seen dramatic growth in research on treatments for the psychiatric problems of older
adults. An emerging evidence base supports the efficacy of geriatric mental health interventions. The
authors provide an overview of the evidence base for clinical practice. They identified three sources of
evidence—evidence-based reviews, meta-analyses, and expert consensus statements—on established and
emerging interventions for the most common disorders of late life, which include depression, dementia,
substance abuse, schizophrenia, and anxiety. The most extensive research support was found for the effec-
tiveness of pharmacological and psychosocial interventions for geriatric major depression and for demen-
tia. Less is known about the effectiveness of treatments for the other disorders, although emerging
evidence is promising for selected interventions. Empirical support was also found for the effectiveness of
community-based, multidisciplinary, geriatric psychiatry treatment teams. The authors discuss barriers to
implementing evidence-based practices in the mental health service delivery system for older adults. They
describe approaches to overcoming these barriers that are based on the findings of research on practice
change and dissemination. Successful approaches to implementing change in the practices of providers
emphasize moving beyond traditional models of continuing medical education to include educational
techniques that actively involve the learner, as well as systems change interventions such as integrated
care management, implementation toolkits, automated reminders, and decision support technologies.
The anticipated growth in the population of older persons with mental disorders underscores the need
for a strategy to facilitate the systematic and effective implementation of evidence-based practices in geri-
atric mental health care.

(Reprinted with permission from Psychiatric Services 2002; 53:1419–1431)
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AN IMPENDING PUBLIC HEALTH CRISIS

At least one in five people over the age of 65 suf-
fers from a mental disorder (1). By 2030 the num-
ber of persons with psychiatric disorders in this
older group will equal or exceed the number with
such disorders in younger age groups (age 18 to 29
or age 30 to 44) (1). Despite the growing require-
ment for mental health services for older persons,
there is substantial unmet need. The 1999 Surgeon
General's report on mental health (2), the
Administration on Aging’s 2001 report (3), and an
expert consensus statement (1) underscore the
need to plan for the provision of services for the
growing number of elderly persons with major
mental disorders.

Older adults with mental disorders are more
likely than younger adults to receive inappropriate
or inadequate treatments (4). Bridging the gap
between research and clinical services has been
identified as one of the most important priorities
in health care (5, 6). Among the greatest challenges
is the “expertise gap” that affects clinicians practic-
ing in routine settings. This gap is the result of
inadequate training in geriatric care and a failure
to incorporate contemporary research findings and
evidence-based practices into usual care.

EVIDENCE-BASED PRACTICES

Many of the underlying principles of evidence-
based practice reflect Cochrane's (7) assertion three
decades ago that our limited health care resources
should be applied to providing interventions that
have proven effectiveness based on well-designed
evaluation trials, with emphasis on randomized con-
trolled trials. In this respect, evidence-based practice
draws heavily on the use of external evidence to sup-
port clinical judgment (8). Criteria for evidence-
based practices define different levels of empirical
support based on the quality of the data (8, 9). The
specific criteria vary, but the underlying principles
for identifying effective treatments are the same:
support must be derived from well-designed con-
trolled trials, and findings must be replicated by dif-
ferent investigators with sufficiently large samples
from which results can be generalized (8, 9).

In the hierarchy of evidence-based reviews of the
literature, the highest level is occupied by system-
atic reviews that evaluate the level of evidence with
strict criteria and by aggregate meta-analyses of all
relevant randomized controlled trials (8). The fol-
lowing section provides an overview of the evi-
dence base for geriatric mental health
interventions derived from this standard of empir-
ical evidence. This overview of published evidence-

based reviews and meta-analyses is not intended to
be an exhaustive summary of the research literature
but rather a starting point that defines geriatric
mental health treatments with proven effectiveness.

English-language review articles that examined
the effectiveness of geriatric mental health services
were identified for the most common psychiatric
problems among older adults: depression, demen-
tia, alcohol abuse, schizophrenia, and anxiety dis-
orders (10) through searches of MEDLINE,
PsycINFO, and the Cochrane Library. Disorders
for which we were unable to identify evidence-
based reviews, meta-analyses, or consensus state-
ments specifically targeting older adults, such as
bipolar disorder, were not considered.

Searches were conducted of articles published
through the year 2001, including but not limited
to the terms evidence-based review, meta-analysis,
consensus statement, consensus review, and review
article. The evidence-based reviews included were
those that systematically categorized studies and
applied strict criteria for rating the level of evi-
dence. The meta-analyses included were those that
described and applied standardized meta-analytic
statistical procedures. Expert consensus statements
were included that described a systematic method
of obtaining, evaluating, and summarizing expert
consensus opinion on effective treatments.

This approach identified eight evidence-based
reviews, 26 meta-analytic studies, and 12 expert
consensus statements, which are summarized in the
five tables. The first two categories were used to
determine the evidence base defining effective
treatments and services, and the third was included
to provide a synopsis of effective treatments and
best practices from the perspective of researchers
and clinicians.

GERIATRIC DEPRESSION

As shown in Table 1, there is general agreement on
the effectiveness of antidepressants for geriatric
depression (11–22). In general, more than half of
older adults treated with antidepressants experience
at least a 50 percent reduction in depressive symp-
toms (12). However, a recent meta-analysis of anti-
depressant studies that included all age groups found
that antidepressants offer only a 20 percent (2
points) greater reduction in scores on the Hamilton
Rating Scale for Depression compared with placebo.
This analysis suggests that placebo medication com-
bined with visits by the prescribing physician may
account for 80 percent of the effect of antidepres-
sants (23). In addition, the comparative efficacy and
tolerability of different classes of antidepressants
remain controversial. Meta-analyses have not shown
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significant differences between the selective sero-
tonin reuptake inhibitors (SSRIs) and the older tri-
cyclic agents in terms of efficacy or treatment
dropout from adverse effects. In contrast, expert
consensus statements recommend SSRIs as first-line
agents for geriatric depression and suggest avoiding
tertiary amine antidepressants, such as amitriptyline,
imipramine, and doxepin, because of the serious side
effects, including cardiovascular and anticholinergic
side effects, associated with their use (18–22).

Although the meta-analyses did not find a differ-
ence in tolerability between SSRIs and tricyclics on

the basis of rates of discontinuation due to side
effects, clinically significant differences may still be
present. For example, common reasons for discon-
tinuing SSRIs include sleep disturbance, gastroin-
testinal distress, anxiety, headaches, and weight
loss, whereas common complications of tricyclic
agents include more worrisome side effects, such as
postural hypotension and arrhythmia (14).

Table 2 summarizes the efficacy of psychosocial
treatments for geriatric depression (11, 14, 16, 18,
20–22, 24–30). In general, cognitive therapy,
behavioral therapy, and cognitive-behavioral ther-

BARTELS ET AL.

Evidence Source and Reference

Evidence-based reviews
Thorpe et al., 2001 (11)

Meta-analyses
Wilson et al., 2001 (12)

Anderson, 2000 (13)

Gerson et al., 1999 (14)

Mulrow et al., 1999 (15)

McCusker et al., 1998 (16)

Mittmann et al., 1997 (17)

Expert consensus statements

Alexopoulos et al., 2001 (18)

Mulsant et al., 2001 (19)  

American Society of Health-
System Pharmacists, 1998 (20)

Lebowitz et al., 1997 (21)

National Institutes of Health,
1992 (22)

Comments

18 studies rated using standard guideline development criteria to determine preferred treatments. First-
line treatments include bupropion, citalopram, fluvoxamine, mirtazapine, moclobemide, nefaxodone,
paroxetine, sertraline, and venlafaxine. Electroconvulsive therapy (ECT) is effective.

17 randomized controlled trials (RCTs) reviewed of community patients and inpatients over age 55.
Tricyclics are effective. Selective serotonin reuptake inhibitors (SSRIs) and monoamine oxidase inhibitors
(MAOIs) are likely to be effective. Discontinuation rates are similar across agents and placebo.

11 RCTs support efficacy and tolerability for SSRIs and tricyclics among depressed adults over age 65.
No significant difference in efficacy or tolerability between SSRIs and tricyclics.

41 RCTs reviewed for treatment of major or unipolar depression for patients over age 55. Tricyclics,
SSRIs, and “other” antidepressants are superior to placebo. Comparable efficacy and tolerability between
tricyclics and SSRIs, but patients taking “other” antidepressants had lower dropout rates due to side
effects.

27 RCTs reviewed for treatment of major depression among outpatients over age 60. SSRIs, newer SSRIs,
and tricyclics are superior to placebo. Efficacy and discontinuation rates do not differ between classes.

26 controlled studies reviewed for treatment of depression among adults aged 55 and over in commu-
nity, outpatient, or nursing home settings. Heterocyclics and SSRIs are equally effective.

49 RCTs evaluated through 1996 for treatment of moderate or severe major or unipolar depression among
patients over age 60. SSRIs, newer SSRIs, tricyclics, and MAOIs have similar efficacy, safety, and tolerability.

SSRIs preferred for all depression types; especially favorable results for citalopram, sertraline, and
paroxetine. SSRIs or venlafaxine plus psychotherapy preferred for major depression. SSRIs plus psy-
chotherapy preferred for mild depression or dysthymia. SSRIs or venlafaxine plus an atypical antipsy-
chotic preferred for psychotic major depression. ECT is effective and a first-line treatment.

SSRIs recommended as first-line antidepressants. Patients unable to tolerate or unresponsive to antide-
pressants can be switched to another agent or be treated with interpersonal psychotherapy.

Similar efficacy for different classes of antidepressants. Selection based on side effect profile, prior
treatment response, type of depression, severity of symptoms, and concurrent drug therapy.

SSRIs and tricyclics have comparable efficacy. However, SSRIs may be preferred because they are easier
to use, require less dosage adjustment, and have more favorable side effect profiles.

Most antidepressants are equally effective. Amitriptyline and imipramine should be avoided. Newer anti-
depressants favored due to decreased anticholinergic and cardiovascular side effects. Treatment should
be continued at a sufficient dose for six to 12 weeks.

Table 1. Pharmacological Treatments for Geriatric Depression
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Evidence Source and Reference

Evidence-based reviews

Laidlaw, 2001 (24)

Thorpe et al., 2001 (11)

Gatz et al., 1998 (25)

Meta-analyses
Pinquart and Soerensen,

2001 (26) 

Gerson et al., 1999 (14) 

Cuijpers, 1998 (27) 

McCusker et al., 1998 (16)

Engels and Verney, 1997 (28)

Koder et al., 1996 (29)

Scogin and McElreath,
1994 (30)

Expert consensus statements

Alexopoulos et al., 2001 (18)

American Society of Health-
System Pharmacists, 1998 (20)

Lebowitz et al., 1997 (21)

National Institutes of Health,
1992 (22)

Table 2. Psychosocial Treatments for Geriatric Depression

Comments

6 meta-analyses and 10 outcome studies evaluated cognitive therapy for older adults with depression. It
is effective for geriatric depression.

4 studies evaluated using standardized procedures to evaluate efficacy. Cognitive-behavioral therapy and
interpersonal therapy for mild to moderate depression have the most support among psychotherapies.

21 studies evaluated using evidence-based criteria to determine efficacy. Cognitive therapy, behavior
therapy, cognitive-behavioral therapy, brief psychodynamic therapy, life review, reminiscence therapy
are “likely to be effective.”

122 controlled psychotherapeutic studies compared; each had an untreated control group with depres-
sion (mean age of over 55). Cognitive-behavioral therapy, brief psychodynamic therapy, and supported
psychotherapy are effective.

4 randomized controlled trials (RCTs) evaluated, comparing treatment response and tolerability for peo-
ple over age 55. Cognitive-behavioral therapy, brief psychodynamic therapy, and drug treatment have
similar efficacy and tolerability.

14 studies evaluated of the effectiveness of outpatient psychotherapy for adults over age 55, including
12 RCTs. Comparable efficacy found for cognitive-behavioral therapy, problem-solving therapy, behavior
therapy, supportive therapy, reminiscence therapy, and brief psychodynamic therapy.

14 controlled studies evaluated for treatment of depression in adults age over age 55 in community, out-
patient, and nursing home settings. Cognitive therapy and behavior therapy better than no treatment but
not better than a similar amount of nontherapeutic contact or attention given to a control group.

17 studies assessed for treatment of depression; age range, 52 to 81 years; mean age, 69 years.
Treatment is more effective than placebo or no treatment. Behavior therapy and cognitive therapy are
equally effective, and more effective than cognitive-behavioral therapy and brief psychodynamic psy-
chotherapy. Individual therapy is more effective than group therapy.

7 studies evaluated of cognitive therapy for older people; mean age range, 65 to 70 years. It is more
effective than wait-list control group and may be more effective than behavior therapy or brief psycho-
dynamic psychotherapy.

17 studies of the efficacy of psychosocial treatments for depressed patients; mean age, 62 to 85 years.
Comparable efficacy of cognitive therapy, behavior therapy, interpersonal therapy, and supportive therapy.

Preferred psychotherapies include cognitive-behavioral therapy, supportive  psychotherapy, problem-solv-
ing therapy, and interpersonal therapy. Psychoeducation and family counseling are also supported.

Cognitive therapy, behavior therapy, and interpersonal therapy are effective as primary interventions for
older adults with mild to moderate depression or can be used in combination with pharmacotherapy.

Cognitive-behavioral therapy, behavior therapy, problem-solving therapy, and interpersonal therapy are
effective alone and in combination with drug treatments.

Psychosocial treatments are indicated in patients who do not tolerate or accept biological treatments.
Cognitive-behavioral therapy, behavior therapy, interpersonal therapy, and brief psychodynamic psy-
chotherapy are moderately effective.

apy have the greatest empirical support for effec-
tiveness in the treatment of geriatric depression. A
variety of other psychosocial interventions are
likely to be efficacious among older adults, includ-
ing problem-solving therapy, interpersonal therapy,

brief psychodynamic therapy, and reminiscence
therapy. Moreover, it is likely that a combination of
pharmacological and psychosocial interventions is
more effective than either intervention alone in
preventing recurrence of major depression,
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Table 3. Pharmacological and Psychosocial Treatment for Cognitive Symptoms of
Dementia

Comments

7 meta-analyses or systematic reviews and 21 studies evaluated using U.S. Food and Drug Administration
standards. Cholinesterase inhibitors supported for people with mild to moderate dementia. Ginkgo biloba
has a small effect on cognitive performance, but evidence is weaker than for cholinesterase inhibitors.

82 studies evaluated using standardized criteria to assign levels of evidence. Cholinesterase inhibitors have
modest benefit for patients with Alzheimer’s disease; vitamin E likely delays clinical worsening; selegiline,
other antioxidants, and anti-inflammatories require further study. Estrogen should not be prescribed to treat
Alzheimer’s disease.

22 studies evaluated to determine empirical support for reality orientation therapy and memory training.
Memory training may optimize remaining ability. Reality orientation is useful for interpersonal but not cogni-
tive functioning.

18 studies evaluated using evidence-based criteria. Memory and cognitive retraining programs may be
effective in slowing decay of skills. Reminiscence is not effective. Reality orientation may improve orientation
but does not generalize to other settings.

8 randomized controlled trials (RCTs), 5 for tacrine and 3 for donepezil, support modest improvement of cog-
nition with cholinesterase inhibitors. Possible delay of poor outcomes suggested by 1 RCT of vitamin E and 7
RCTS of selegiline. No indication for ergot mesylate in treatment of Alzheimer’s disease based on 7 RCTs.

5 RCTs for donepezil, 5 for rivastigmine, and 3 for galantamine and 3 systematic reviews for donepezil, 3 for
rivastigmine, and 1 for galantamine. All agents significantly improved cognitive functioning.

15 RCTs evaluated for selegiline (a selective monoamine oxidase inhibitor at low doses) administered to
patients with dementia for more than 1 day. Improvement in several memory tests, yet not enough evidence
to recommend use in routine practice.

8 RCTs of donepezil (a cholinesterase inhibitor) evaluated for patients with mild to moderate Alzheimer’s dis-
ease treated for 12, 24, and 52 weeks. Modest improvements in cognitive functioning and global clinical rat-
ings compared with placebo.

11 RCTs of nicergoline (an ergot derivative) assessed. Potential benefit found for cognitive and behavioral
symptoms in vascular dementia, but is associated with an increased risk of adverse effects. No definitive
studies of use in Alzheimer’s disease.

12 RCTs of cytidinediphosphocholine (a phosphatidylcholine precursor) assessed. Some evidence suggests
positive short-term effects on memory, behavior, and global impression.

7 RCTs evaluated of galantamine (a cholinesterase inhibitor) for mild to moderate Alzheimer’s disease
administered for 3 to 6 months. Galantamine improves global ratings, cognition, activities of daily living, and
behavior with effect and tolerability comparable to that of other cholinesterase inhibitors.

6 RCTs of reality orientation assessed. Some evidence that reality orientation benefits cognitive and behav-
ioral symptoms of dementia.

7 RCTs of rivastigmine (a cholinesterase inhibitor) evaluated for patients with Alzheimer’s disease treated for
more than 2 weeks. Rivastigmine is more effective than placebo in improving cognitive function and activi-
ties of daily living.

12 RCTs of lecithin (a dietary source of choline) evaluated. Evidence does not support the use of lecithin in
the treatment of dementia or cognitive impairment.

12 RCTs of tacrine (a cholinesterase inhibitor) assessed. It reduces deterioration in cognitive performance
over the first 3 months of treatment and may result in global improvement.

4 RCTs of ginkgo biloba for patients with Alzheimer’s disease. Small effect on cognitive function over 4 to 6
months of treatment. No significant adverse effects.

12 studies reviewed supporting an evidence-based consensus statement. Donepezil improves cognitive
functioning in mild to moderate dementia. Insufficient evidence to recommend vitamin E or ginkgo biloba for
treatment or prevention of Alzheimer’s disease.

Cholinesterase inhibitors slow cognitive decline. Evidence for other agents is inconclusive. Reality orientation
and memory retraining may be beneficial, but the associated risks of frustration and depression may out-
weigh the small benefits.

Evidence Source and Reference

Evidence-based reviews
Brodaty et al., 2001 (33)

Doody et al., 2001 (34)

Kasl-Godley and Gatz,
2000 (35)

Gatz et al., 1998 (25)

American Psychiatric
Association, 1997 (36)

National Institute for Clinical
Excellence, 2001 (37)

Birks and Flicker,
2001 (38)

Birks et al., 2001 (39)

Fioravanti and Flicker,
2001 (40)

Fioravanti and Yanagi,
2001 (41)

Olin and Schneider,
2001 (42)

Spector et al., 2001 (43)

Birks et al., 2000 (44)

Higgins and Flicker,
2000 (45)

Qizilbash et al., 1998 (46)

Oken et al., 1998 (47) 

Patterson et al., 1999 (48)

Small et al., 1997 (49)

Expert consensus statements

Meta-analyses
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Table 4. Pharmacological and Psychosocial Treatment for Behavioral Symptoms
of Dementia

Small et al., 1997 (49)

Comments

94 studies of pharmacological and psychosocial treatment evaluated. Antipsychotics are
effective for agitation or psychosis when environmental approaches fail; antidepressants are
effective in depression with dementia. Behavior modification and skills training can also be
effective.

22 studies of psychosocial and behavioral interventions evaluated.Reminiscence and life
review result in small improvements in interpersonal behavior. Support groups and cognitive
therapy or behavior therapy help build coping skills and reduce distress. Behavioral
approaches are helpful with early-stage dementia.

12 studies of psychosocial and behavioral interventions evaluated using DSM criteria.
Reinforcement, extinction, and stimulus control are effective, although they have a limited
scope. Environmental approaches, such as milieu therapy, a token economy, and environmen-
tal modifications, are effective.

7 randomized controlled trials (RCTs) of pharmacological interventions reviewed. Modest
improvement of agitation and psychosis in dementia with conventional antipsychotics. 7 RCTs
of benzodiazepines show improvement of agitation compared with placebo but not better than
antipsychotics. Insufficient data to assess atypical antipsychotics or anticonvulsants. 5 RCTs of
antidepressant treatment of depression in dementia suggest benefit, although limited by small
samples and by selection criteria.

Evidence Source and Reference

Evidence-based reviews
Doody et al., 2001 (34)

Kasl-Godley and Gatz, 2000 (35)

Gatz et al., 1998 (25)

American Psychiatric
Association, 1997 (36)

Lonergan et al., 2001 (60)

Kirchner et al., 2001 (59)

Olin et al., 2001 (61)

Lanctot et al., 1998 (62)

Schneider et al., 1990 (63)

Expert consensus statements
Herrmann, 2001 (64)

Patterson et al., 1999 (48)

Alexopoulos et al., 1998 (65)

12 RCTs evaluated for thioridazine (a conventional neuroleptic). No evidence to support its use
in the treatment of dementia. Only positive effect was reduction in anxiety.

5 RCTs of haloperidol (a conventional neuroleptic) assessed for agitation in dementia. Evidence
supports its use in the control of aggression. No evidence for improvement in other forms of
agitation, and there are frequent side effects.

19 RCTs evaluated for hydergine (an ergoloid mesylate). Significant treatment effects when
assessed by either global ratings or comprehensive rating scales. Because of uncertainty in
diagnostic criteria, the efficacy of hydergine for dementia is not clear.

16 RCTs (1966 to 1997) of conventional neuroleptics. No difference in efficacy between differ-
ent agents. Conventional neuroleptics have modest efficacy compared with placebo.

7 RCTs of conventional neuroleptics (1960 to 1982). They are modestly more effective than
placebo, but the effect size was small (r=.18). No single agent is better than another.

Nonpharmacological approaches favored as first-line treatment for behavioral symptoms of
dementia, although high-quality research is limited. Atypical antipsychotics, antidepressants,
and anticonvulsants are modestly effective in reducing behavioral symptoms. Benzodiazepines
may be used if necessary. Pharmacotherapy should be monitored for effectiveness and side
effects.

24 studies reviewed supporting an evidence-based consensus statement. Environmental and
behavioral modifications should be first-line treatments for behavioral problems. If medications
are required, low doses of antipsychotics, a selective serotonin reuptake inhibitor (SSRI), or tra-
zodone should be considered.

Combined medication and environmental interventions favored as first-line treatment for agi-
tation in dementia. Mild agitation treatment: structured routines, reassurance, and socializa-
tion; severe agitation treatment: supervision and environmental safety. Both should include
education and support for family and caregivers. Preferred medication varies with presenting
conditions: For psychosis, risperidone or a conventional, high-potency antipsychotic; for
depression, an antidepressant alone (sertraline or paroxetine); for aggression and anger,
divalproex, risperidone, a conventional, high potency antipsychotic, an SSRI, trazodone, or
buspirone.

SSRIs favored as first-line treatments for depression in dementia. Tricyclics are effective but
have greater side effects. Antipsychotics are modestly effective for behavioral problems and
psychotic symptoms. More studies are needed to establish efficacy of other agents.
Psychotherapy may decrease behavioral problems and improve mood.

Meta-analyses
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although replication of these findings is warranted
(2, 18). Expert consensus findings recommend the
combined use of antidepressants and psychotherapy
in the treatment of late-life depression, especially
for episodes in which there is a clearly identified
psychosocial stressor (18). Finally, a meta-analysis
that compared the rates of response to pharmaco-
logical and psychological treatments of depression
among patients over the age of 55 found similar
effectiveness for antidepressants (tricyclics and
SSRIs) and psychotherapeutic interventions (cogni-
tive-behavioral, behavioral, and psychodynamic
therapies), although firm conclusions are not possi-
ble given the small number of studies (14).

Evidence-based reviews of interventions for geri-
atric depression primarily address major depression,
with little attention to the treatment of associated
conditions such as minor depression or suicidal
behaviors. The number of studies addressing the
treatment of minor depression among older persons
is limited. For example, the results of randomized
placebo-controlled studies of SSRIs in the treatment
of older adults with minor depression suggest only
modest benefits (31). In addition, little is known
about the efficacy of interventions in preventing sui-
cidal behaviors among older adults, even though the
rate of suicide among older adults is greater than in
any other age group (32). An evidence-based review
of the literature suggests that the only supported pre-
ventive intervention for late-life suicide is the identi-
fication and effective treatment of depression (32).

In summary, there is a well-substantiated evi-
dence base supporting the efficacy of antidepres-
sants and cognitive, behavioral, and cognitive-
behavioral therapy in the acute and short-term
treatment of geriatric major depression. However,

caution is indicated in interpreting the results of
individual studies that report the superiority of one
treatment over another—for example, SSRIs over
tricyclic agents—because of the potential sources of
bias, which include industry sponsorship of clinical
trials, sample selection, and study design.

DEMENTIA

Evidence of treatment effectiveness for dementia
can be separated into studies of cognitive symp-
toms, such as problems with memory, language,
and abstraction, and studies of behavioral symp-
toms, such as agitation, psychosis, and depression.

COGNITIVE SYMPTOMS

As shown in Table 3 (25, 33–49), for patients with
mild to moderate dementia associated with
Alzheimer’s disease, evidence-based reviews and
meta-analyses agree on the effectiveness of
cholinesterase inhibitors compared with placebo in
modestly reducing the rate of decline or enhancing
cognitive functioning over the course of six to 12
months. In addition, evidence is emerging that
cholinesterase inhibitors may be effective in delaying
nursing home placement (50) and that they may
improve cognitive functioning in severe Alzheimer’s
dementia (51) and in some non-Alzheimer’s demen-
tias (52). Selegiline may also be used, although it has
a less favorable risk-benefit ratio and less supporting
evidence (34, 38). In the one placebo-controlled
trial of vitamin E, no significant differences were
found in cognitive signs and symptoms, although
vitamin E minimally slowed progression to institu-
tionalization (53). The effectiveness of other antiox-

BARTELS ET AL.

Evidence Source and Reference

Evidence-based reviews

Gatz et al., 1998 (25)

Expert consensus statements
Center for Substance Abuse

Treatment, 1998 (72)

Council on Scientific Affairs,
1996 (73)

Table 5. Pharmacological and Psychosocial Treatment for Geriatric Alcohol Abuse

3 studies evaluated using evidence-based criteria to determine treatment efficacy. Reminiscence,
age segregation, and a supportive climate are promising but require further study.

Brief interventions, motivational counseling, and family interventions recommended. Treatment prin-
ciples: age specific; supportive group  treatment; focus on coping with depression, loneliness, and
loss; rebuilding social support network; pace and content appropriate for older persons; clinicians
interested and experienced in older adult populations; linkage with medical and aging services,
case management, and referral sources.

Detoxification should occur in a hospital setting and medications should be carefully monitored.
Age-specific groups and programs that emphasize social relationships and positive aspects of a
patient's life have better outcomes for older adults.

Comments
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idants, anti-inflammatories, estrogen replacement,
ginkgo biloba extracts, and other agents is not sup-
ported by evidence. However, research on the phar-
macotherapy of Alzheimer’s disease is a rapidly
advancing field, and a variety of multicenter trials
that hold promise for expanding the array of avail-
able evidence-based treatments are under way.

In general, psychosocial treatments for the cog-
nitive symptoms of dementia are not effective (25,
34, 35, 49). A review of the empirical evidence for
cognitive retraining programs and reality orienta-
tion suggests that these interventions may tem-
porarily improve cognitive, behavioral, and
functional skills, but compelling evidence of sus-
tained benefit is lacking (25, 43).

In summary, despite a traditionally pessimistic
view of treatments for dementia, there is an emerg-
ing evidence base supporting modest effectiveness
of cholinesterase inhibitors in temporarily decreas-
ing cognitive decline and enhancing cognitive
functioning for mild to moderate Alzheimer’s
dementia over six to 12 months.

BEHAVIORAL SYMPTOMS

Thirty to 40 percent of persons with Alzheimer’s
dementia experience behavioral symptoms, includ-
ing agitation, psychosis, and depression, at some
point during the disease (49). Limited research
consisting of individual randomized placebo-con-
trolled studies of conventional antipsychotics
(54–56) and novel antipsychotics (56–58) supports
the modest effectiveness of these agents for the
treatment of agitation and dementia compared
with placebo. However, aggregate analyses of mul-
tiple trials of antipsychotics are less conclusive.

As shown in Table 4 (25, 34–36, 48, 49, 59–65),
evidence-based reviews of pharmacological treat-
ments generally have found that antipsychotic
agents are effective in the treatment of behavioral
symptoms; however, meta-analyses of studies of sin-
gle agents or classes of antipsychotics have shown no
effect or modest improvement. In contrast, consen-
sus statements widely support the use of antipsy-
chotics and favor the use of novel antipsychotics over
conventional agents (48, 49). In addition, there is
accumulating evidence that antidepressants and
anticonvulsants are effective in reducing agitation
and other behavioral symptoms of dementia (64).

A limited body of literature suggests that the use
of cholinesterase inhibitors can result in changes in
behavior and functioning that are detected by both
physicians and caregivers, although these findings
are based on subanalyses of trials that did not enroll
patients with dementia specifically for behavioral
problems (34). In addition, a considerably smaller

literature base has examined treatments for depres-
sion in dementia. The effectiveness of tricyclic anti-
depressants for depression in dementia is not
supported (66). However, a recent review suggests
that SSRIs may have some benefit (34).

Behavioral and environmental modifications are
also effective in enhancing functioning and reducing
problem behaviors associated with dementia.
Interventions include light exercise or music (34, 35,
67), behavioral or social reinforcement, and envi-
ronmental modifications, such as access to an out-
door area, simulated home environments, and
reduced-stimulation units for agitated residents (25,
67). Psychoeducational training and support groups
for caregivers have been shown to delay placement in
nursing homes and to decrease caregiver stress (34).

In summary, empirical evidence supports the
value of psychosocial interventions in addressing
behavioral symptoms of dementia, but there is less
agreement on the effectiveness of antipsychotic,
anticonvulsant, and antidepressant agents.
However, aggregate analyses of the literature
should be interpreted with caution because of the
substantial heterogeneity in diagnostic criteria, the
inclusion of patients with different types of demen-
tia, the variability in specification of the interven-
tions, and the difficulty of rigorously assessing
outcomes in this population.

Finally, it is imperative that clinical assessment of
all behavioral and cognitive symptoms includes the
differential diagnosis of delirium. The increased
risk of delirium among older persons (68) and the
poor prognosis (69) warrant a careful and system-
atic assessment of the wide spectrum of possible
etiologies and the appropriate treatment of the
cause and associated symptoms (70, 71).

ALCOHOL ABUSE

Consensus statements (72, 73) and general
reviews (74, 75) provide little endorsement for the
effectiveness of pharmacological interventions for
geriatric alcohol abuse. In contrast, psychosocial
interventions are likely to be effective for older per-
sons with alcohol use disorders (Table 5).
Promising treatment components include separate
treatment groups for older persons, supportive and
nonconfrontational treatment approaches, and
group or individual cognitive-behavioral therapy
(25). In particular, there is compelling evidence
that brief cognitive-behavioral interventions are
effective in treating late-life alcohol abuse (76).

In summary, age-specific, nonconfrontational,
brief motivational, and cognitive-behavioral thera-
pies show promise as interventions for alcohol
abuse in geriatric populations.
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SCHIZOPHRENIA

We found no evidence-based reviews or meta-
analyses of treatment for schizophrenia among
older persons. Nonetheless, a consensus statement
on late-life schizophrenia (77) and general reviews
of the treatment of psychosis in the elderly popula-
tion (78, 79) endorsed the view that antipsychotic
medications are effective.

For example, reviews have compared the relative
merits and potential complications of conventional
antipsychotic agents (80, 81) and novel antipsy-
chotics (80–84) for the treatment of psychosis among
older persons. Clinical reviews have reported that
older persons are more susceptible to adverse effects
of conventional antipsychotics, including parkinson-
ian side effects and tardive dyskinesia (80–82).
Recent research on the use of novel antipsychotics
among older adults is largely limited to open-label
uncontrolled studies (85–88) and a small number of
controlled trials (89, 90). Overall, the reports and
reviews suggest that atypical antipsychotics should be
considered as firstline agents in the treatment of
schizophrenia among older persons. Recent system-
atic reviews comparing the effectiveness and cost-
effectiveness of conventional agents and atypical
agents other than clozapine among younger patients
did not find evidence of significant differences in effi-
cacy (91, 92). However, atypical agents have been
shown to be safer for older persons in terms of motor
side effects, especially tardive dyskinesia (93).

Data on psychosocial interventions for older adults
with schizophrenia are lacking. The literature on the
effectiveness of psychosocial treatments for geriatric
schizophrenia is limited to a single controlled pilot
study suggesting the potential benefits of a combina-
tion of cognitive-behavioral therapy and skills train-
ing (94). A consensus statement supports residential
alternatives rather than long-term hospitalization and
the provision of social and vocational skills training,
community support programs, and psychoeduca-
tional programs for family members (77). However,
the lack of data supporting these recommendations is
noted, which underscores recommendations for
studies addressing this research gap (1).

In summary, the efficacy of antipsychotic treat-
ment of schizophrenia among older persons is sup-
ported by individual studies and general reviews;
however, no evidence-based reviews or meta-analy-
ses have been published.

ANXIETY DISORDERS

Anxiety is one of the most common mental
health problems affecting older adults (2). However,
there is a paucity of research on the effectiveness of

available treatments. General reviews of the litera-
ture provide a limited perspective on the effective-
ness of treatments for geriatric anxiety disorders (2,
95–98). These reviews report that benzodiazepines
are the most frequently prescribed antianxiety med-
ication among older persons and recommend con-
sideration of pharmacological alternatives.
However, few double-blind placebo-controlled tri-
als have been conducted with this population (96).

Despite preliminary results suggesting possible
benefits of cognitive-behavioral therapy in the treat-
ment of geriatric anxiety disorders, conclusive find-
ings are not available (25, 96, 99). Other promising
but inadequately researched psychotherapy treat-
ments include cognitive-behavioral group therapy,
cognitive restructuring, individual behavioral ther-
apy, and supportive group psychotherapy (2).

In summary, the limited empirical evidence con-
firms the efficacy of treatment with conventional
antianxiety agents, while acknowledging the poten-
tial problems associated with benzodiazepines.
Cognitive-behavioral therapy has the greatest sup-
port among psychosocial interventions.

MODELS OF SERVICE DELIVERY

In addition to research on treatments for specific
disorders, a limited body of literature has examined
the effectiveness of various models of service delivery.
A review of the evidence base found the greatest sup-
port for community-based, multidisciplinary, geri-
atric mental health treatment teams (100). Promising
although inconclusive data were found on the effec-
tiveness of hospital-based geriatric psychiatry consul-
tation-liaison services. In contrast, no randomized
controlled studies have examined the effectiveness of
geropsychiatric inpatient units or day hospital pro-
grams. Finally, the effectiveness of geriatric consulta-
tion services to nursing homes is inconclusive. One
review (101) found a randomized controlled trial
that showed no significant differences in clinical out-
comes between patients who received psychiatry con-
sultation services and those who received usual care.

In summary, empirical evidence supports the
effectiveness of community-based, multidiscipli-
nary geriatric mental health treatment teams.

IMPLEMENTING EVIDENCE-BASED
PRACTICES

CHALLENGES

Despite evidence supporting the efficacy of a
variety of interventions for geriatric mental disor-
ders, the implementation of these interventions in
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usual care settings is limited. Reasons for this lim-
ited implementation include organizational barri-
ers, bias and ageism among providers, inadequate
and discriminatory financing of mental health
services for older persons, and lack of collaboration
and coordination between providers (2, 3). These
barriers are further complicated by national short-
ages of medical and social service professionals who
have training and expertise in geriatric mental
health care (1, 3). The different priorities, capaci-
ties, and levels of expertise between primary care,
long-term care, and specialty mental health
providers in the areas of aging and mental health
care further complicate implementation of evi-
dence-based treatments (3, 102).

In summary, there is a substantial shortfall in the
provision of psychiatric interventions in usual-care
settings. Nearly half of older adults with a recog-
nized mental disorder have unmet needs for ser-
vices (103).

IMPLEMENTATION RESEARCH

An evolving practice research literature describes
methods that may effectively improve the imple-
mentation and use of evidence-based practices by
mental health providers who serve older adults in
usual care settings.

Primary care. Most older persons who receive
mental health care are treated by primary care
physicians (102, 103). Yet the many demands of
primary care present substantial challenges to such
care (2). Older persons with psychiatric illnesses are
more likely to receive inappropriate pharmacologi-
cal treatment and less likely to be treated with psy-
chotherapeutic interventions than younger
primary care patients (104).

Considerable attention has been focused on educa-
tional efforts to improve screening for and treatment
of depression by primary care providers, yet the fail-
ures of these traditional approaches as a means of
improving physicians’ practices are well documented.
For example, providing practice guidelines to clini-
cians without additional incentives or interventions
aimed at changing practices is ineffective in changing
their behavior (105–107). Although physician edu-
cation is necessary, it alone is not effective in enhanc-
ing guideline-concordant care. Grand rounds
presentations and physician conferences, the main-
stay of conventional continuing medical education,
are generally ineffective by themselves (108).
Educational interventions that actively involve the
learner and use multiple techniques are most effective
in changing physicians’ behavior (106).

For example, academic detailing, which consists
of brief one-on-one educational sessions coupled

with provider-specific feedback on treatment prac-
tices, is effective in influencing the practice behavior
of primary care physicians (109). Changes resulting
from this novel educational intervention include
short-term improvement in rates of detection of the
target disorder (110) and a decrease in prescriptions
for medications that are not indicated (109).

Other effective interventions include changing
the process of care within a physician’s office. For
example, interventions to change the system have
been found to result in significant improvements in
quality of care and patient outcomes (107). Such
interventions include combinations of physician
and patient education, care management, and
improved coordination among mental health and
primary care providers. Simple but effective inter-
ventions for facilitating the process of care also
include tools that monitor patients’ progress, such
as severity measures (111) and systems for schedul-
ing routine follow-up visits (112). Care manage-
ment can also help improve treatment adherence
and facilitate monitoring of treatment response. In
this model, the geriatric psychiatrist or other spe-
cialist supervises care managers and provides lim-
ited consultation to the primary care or general
psychiatrist providers.

Finally, another approach is integration of ser-
vices through collaboration between providers of
specialty mental health care and primary care in a
common setting. A mental health clinician who
provides collaborative care is situated in the pri-
mary care practice setting and coordinates assess-
ment and treatment services with the medical
provider (113).

Long-term care. Observational studies suggest
that mental health consultation services in nursing
homes may be associated with better outcomes for
residents (101). However, few randomized con-
trolled studies of these programs have been con-
ducted. Training in assessment and management of
behavioral problems has been shown to reduce
turnover of clinical staff (114) and improve the
knowledge and performance of nursing staff (115,
116). Educational outreach interventions are also
effective in changing the clinical practice behavior
of prescribing physicians when education and feed-
back is provided on an individual basis (117). In
addition to evidence-based interventions, a series
of guidelines specific to the treatment of major
mental health disorders have been developed to
assist nursing home professionals in caring for
older adults with mental illness (118, 119).

Specialty services in the community. There are few
data on improving the adherence of community-
based specialty mental health providers to empiri-
cally based geriatric mental health practices.
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General mental health clinicians lack training in
basic assessment and treatment of the mental disor-
ders of aging. System change interventions that sup-
port clinicians in the use of assessment and
treatment planning toolkits have been shown to
improve clinicians' adherence to standardized geri-
atric assessment practices (120). However, data are
lacking on interventions aimed at improving the use
of evidence-based treatments in community settings.

STRATEGIES

The gap between research findings on empiri-
cally supported treatments and clinical practice
suggests the need for an organized strategy to facil-
itate the implementation of geriatric evidence-
based practices in usual care settings. Key elements
of an approach to implementing evidence-based
practices emphasize the involvement of stakeholder
groups, including administrators, clinicians, con-
sumers, and families (121). Implementation guides
for mental health authorities and administrators
are designed to address the reorganization of prac-
tice environments, procedures, incentives, and
reimbursements to incorporate empirically sup-
ported treatment practices. In contrast, materials
for clinicians are designed to accommodate differ-
ent levels of expertise and to provide decision sup-
port technologies and treatment guides that
facilitate the use of evidence-based treatments in
routine practice. Finally, the adoption of empiri-
cally supported treatments depends on buy-in by
consumers and their families, who will ultimately
decide to follow or reject recommended treat-
ments. Multimedia educational materials that are
sensitive to the preferences and needs of consumers
and their family are important in supporting the
acceptance and use of evidence-based treatments.

In summary, a successful strategy for implement-
ing evidence-based mental health interventions is
grounded in a systems approach, combined with
the development and dissemination of easy-to-use
implementation kits and well-described procedures
for changing practices (121).

CONCLUSIONS

This overview of research defining evidence-
based practices in geriatric mental health care sug-
gests that there is a need to address the profound
gap between research findings on effective treat-
ments and the current availability of such treat-
ments for older persons with mental disorders.

However, several caveats are indicated in consid-
ering such an effort. First, identification of evi-
dence-based practices should be considered as a

starting point for improving the quality of care. In
essence, evidence-based practices define “the floor”
in quality and should not be confused with best,
optimal, or promising practices. Second, there is a
misperception that only randomized controlled tri-
als, meta-analyses, or systematic reviews can consti-
tute the evidence base. Evidence-based practice is
based on careful and appropriate use of the find-
ings of the best relevant studies, accompanied by an
appreciation of the limits of the existing data. In
some instances, the best studies include random-
ized controlled trials, whereas in other situations,
nonrandomized outcome studies or case reports
may constitute the evidence base.

An additional and important consideration
involves inherent limitations in the methodology
used to identify evidence-based practices, which
may result in the overly conservative exclusion of
informative studies or may group studies together
without adequate attention to important differences
between studies. For example, common problems
affecting meta-analyses and evidence-based reviews
include small samples and lack of power, hetero-
geneity of samples, lack of interchangeable instru-
ments, lack of extractable data, different definitions
of outcomes, differences in the quality of research
and the duration of the studies, and reliance on sta-
tistical rather than clinical significance (63, 122).

Furthermore, evidence-based reviews and meta-
analyses are largely dependent on data from ran-
domized controlled trials that compare a single
well-defined intervention with a placebo or other
control. Thus they are less suited to inform more
complex decisions, such as choosing the next step
after a series of failed interventions for a treatment-
refractory condition or making the most effective
use of the many different possible combinations of
agents. The large number of potential combina-
tions and sequences of treatments and the large
number of different clinical conditions and comor-
bid physical conditions make it virtually impossible
to support all clinical decisions with data from ran-
domized controlled trials (8).

One approach to addressing gaps left by stan-
dardized evidence-based reviews and meta-analyses
is the use of expert consensus guidelines. Recently
published guidelines on the pharmacotherapy of
depression among older patients are an example of
treatment recommendations based on an aggregate
analysis of independent ratings by experts on the
appropriateness of various treatment options (18).
In addition, the guidelines for major psychiatric
disorders developed by the American Psychiatric
Association (APA) (36, 70, 123–127) provide
treatment recommendations that are assigned one
of three levels of confidence based on clinical con-
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sensus. With the exception of the guidelines on
dementia, the APA guidelines are not age specific,
suggesting that future initiatives may be undertaken
to develop clinical guidelines specific to older adults.

In general, guidelines and treatment algorithms
can provide the clinician with a practical and com-
prehensive summary of recommendations.
However, caution is warranted. Guidelines should
be evaluated on the basis of their level of support
from systematic reviews of the evidence, because
the consensus of experts may inadvertently incor-
porate the bias of specialties and disciplines and
may misrepresent treatment effectiveness or side
effects (128, 129).

Finally, despite advances in clinical expertise and
research, a substantial body of literature chronicles
the failure of conventional educational approaches
and the limited impact of disseminating treatment
guidelines. Meaningful changes in the quality of
care require innovative technologies that use
research findings focused on organizational and
provider change. This challenge is compounded in
a system of geriatric mental health care that includes
different organizations and sources of financing and
treatment by providers from different disciplines.
Despite these challenges, there is a clear and urgent
demographic imperative to address the emerging
public health problem of the mental disorders of
aging. It is time for geriatric psychiatry to take up
the mantle of evidence-based practices and translate
research findings into the mainstream of clinical
treatment for older Americans.
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