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FOREWORD

CLINICAL geropsychology has been growing as a field for several decades and a book like
this Oxford Handbook of Clinical Geropsychology summarizes where the field is at now but
also calls attention to its growth from being the preoccupation of a few dedicated psycholo-
gists in the 1960s and 1970s to a worldwide and globalized science and profession in the
twenty-first century. In fact, one of my first responses to looking at the book was that there
are many more authors in this volume than there were geropsychologists early in my career.

There are two broad perspectives in mental health and ageing. One is to see older adults as
a special population that needs certain types of specialty services. While true in some ways,
this view tends to lead to a focus on older adults with dementia and with physical frailty and
reinforces the perception of older adults as ‘others’ The other perspective is to emphasize
the roots of clinical geropsychology in lifespan developmental psychology. The lifespan per-
spective puts older adults into developmental perspective, reminds us that we are all ageing,
and focuses attention on normative and successful ageing as well as highlighting the needs
of those growing old less successfully as being due to causes other than ageing itself. The
chapters of this volume pay attention to the lifespan perspective, the importance of longitu-
dinal studies and longitudinal thinking about ageing, and the need to consider trajectories
of cognitive change in addition to simple one-time snapshots of cognitive functioning.

The understanding of the developmental psychopathology of late-life has advanced a
great deal within clinical geropsychology. This book calls attention to and explains a wide
variety of psychopathology in later life including the neurocognitive disorders (formerly
known as the dementias), depression, anxiety, substance abuse, psychosis, personality dis-
order, and insomnia. There is also considerable attention paid to the interconnection of
these psychopathologies with physical illnesses and the interconnection of psychological
factors and pain. This coverage will please, but likely not surprise, specialists in geropsy-
chology. This level of nuanced understanding is, however, in my experience considerably
beyond the general thinking of the nonspecialist physical health, mental health, and social
service professionals who often serve older adults. They have moved from thinking of all
older adults who act strangely as having dementia, as was the case in the 1980s, to recogniz-
ing that depression is also an issue. But for far too many, the understanding of mental health
problems in later life stops there. Hopefully, this book and those who read it can continue
the work of educating nonspecialist colleagues and the general public about the full range of
potential psychological disorders affecting older adults seeking help, and the interactions of
those psychological disorders with physical health maladies.

The range of interventions covered here is similarly broad with attention to
cognitive-behavioural therapy, interpersonal therapy, acceptance and commitment therapy,
cognitive analytic therapy, reminiscence-based approaches, and family therapy. Several
of these chapters focus on the use of therapy in helping older adults address some of the
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specific challenges of later life: (1) physical illness and functional disability including end-of-
life issues, (2) grief, and (3) care-giving. The attention to the effects of physical exercise and
to healthy life styles as factors in improving mental health and possibly reducing risk of cog-
nitive decline is an important reminder that not all helpful interventions are psychological
or psychopharmacological.

The coordination of psychotherapy and medication is covered as are the issues in tak-
ing psychological assessment and treatment into particular social contexts such as primary
medical care, long-term care, and into the courts with capacity assessments. All work with
older adults involves the need to work with other professionals, and so having the knowl-
edge base, attitudes, and skills to work well in interprofessional teams is of critical impor-
tance. Geropsychologists also need to be prepared to work with a variety of older adults with
a full range of individual diversity, including older gays and lesbians.

The range of nations represented among the contributors is inspiring proof of the extent
to which clinical geropsychology has grown and spread around the world. It is especially
gratifying to see signs of the spread going beyond the western world of Europe, North
America, Australia, and New Zealand and into other nations such as China.

The attention to normative and positive ageing is heartening. This focus is of critical
importance for clinical geropsychologists who can lose track of the fact that our patients,
clients, and residents are a selected group from the wider population of older people in the
world. Focusing on those who are not doing well and are in need of help is the main reason
for there being a field of clinical geropsychology, but we cannot allow this focus to lead us to
view ageing itself as always having negative consequences and so to reinforce societal age-
ism in ourselves and others.

Finally, technology perhaps gives us a glimpse into the future of the post-retirement
life style and also into the future of psychological intervention. It provides an important
reminder to those of us earlier born geropsychologists who are gradually moving into the
digital age that the world and the way we communicate and heal are changing. It is likely
to come more naturally to later born geropsychologists, and they can be prepared to work
effectively with the future cohorts of older adults in need of psychological assessment and
treatment.

Bob G. Knight, PhD

Director, Tingstad Older Adult Counseling Center
The Merle H. Bensinger Professor of Gerontology
Professor of Psychology and Medicine

University of Southern California

Los Angeles, CA 90089-0191

USA
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CHAPTER 1

......................................................................................................

CLINICAL

GEROPSYCHOLOGY
A Lifespan Perspective

......................................................................................................

EVA-MARIE KESSLER, ANDREAS KRUSE,
AND HANS-WERNER WAHL

INTRODUCTION

CLINICAL geropsychology is a subdiscipline in psychology that covers a broad spectrum
of topics at the intersection of clinical psychology, lifespan developmental psychology, and
neuropsychology. In this chapter, it is our aim to describe and discuss key concepts, issues,
and challenges of clinical geropsychology. Within the broader field of the psychology of
ageing, clinical geropsychology has a major focus on pathological ageing, as indicated by
mental health problems, dysfunction, and disorder in old age. At the same time, clinical
geropsychology considers older individuals’ resources, plasticity, and potential for normal
and successful ageing. In this chapter, we argue that it is important to integrate these two
perspectives in order to understand and to deal with the enormous complexity of mental
health/mental illness in old age. Specifically, our approach to maladaptive behaviour and
psychopathology in old age is guided by a lifespan perspective.

The chapter is organized as follows: (1) We start with a definition and conceptualiza-
tion of mental health/mental illness in old age as emerging from lifespan developmental
theory and research; (2) thereafter, we offer four central propositions that guide clinical
geropsychology in both research and practice; (3) we then propose a taxonomy of clinical
phenomena that combine to create the subject matter of clinical geropsychology; (4) after
this, we describe three types of intervention strategy currently offered by clinical geropsy-
chology; (5) we then briefly discuss how negative subjective representations of ageing and
structural age barriers have restrained members of the current cohort of older people from
sufficiently profiting from intervention; and (6) we close with practical implications and a
summary.
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MENTAL HEALTH IN OLD AGE: A LIFESPAN
PERSPECTIVE

Paradigms of lifespan theory

According to lifespan developmental psychology (Baltes, Lindenberger, and Staudinger
2006; Lerner 1984; Settersten 2003), individual development is a lifelong and dynamic
process driven by biological (e.g. basic cognitive capacity, physical health), psychologi-
cal (e.g. coping strategies, knowledge, self-efficacy), and sociocultural (e.g. healthcare
provisions, social relations, financial resources, social status) factors. Additional tenets
of lifespan developmental psychology include the concepts of multidimensionality and
multidirectionality. Multidimensionality means that human development always cov-
ers a range of psychological domains, which may follow different developmental paths
(e.g. cognitive, social, and emotional development). Multidirectionality implies that
development is a dynamic and simultaneous balancing of gains (resources) and losses
(deficits). In addition, a lifespan view assumes that all life periods are characterized by
unique developmental experiences that can only be fully understood when the inter-
relations with previous life periods are taken into consideration. This implies that each
life period possesses specific characteristics needed for and significantly contributing
to a complete life cycle (Erikson 1980). Another fundamental premise is that people
are, to a large extent, agents of their own development (Brandtstddter 2007; Lerner and
Busch-Rossnagel 1981). Taken together, human development is the result of a complex
product of factors incorporating biology, culture, and, last but not least, the actions and
reactions of the developing individual her—or himself while negotiating developmental
challenges over the lifespan.

In such a view, ageing is an integral part of development that comes with growth and
decline, as does every other life period. At the same time, some defining characteris-
tics of the final phase of life deserve reflection. First, biological resources and capacities
show a strong normative decline over the adult lifespan—and certainly after adulthood.
Increasing levels of multimorbidity, sensory impairment, and functional limitations lead
to a growing gap between biological potential and individual-cultural goals. Theories
of normal and successful ageing assume that people continuously adapt to such chang-
ing biological requirements by allocating their resources primarily to maintenance and
recovery, rather than to growth (as in childhood and early adulthood) (Staudinger,
Marsiske, and Baltes 1995). Second, old age is characterized as a life period where one
is challenged to finally complete the life cycle in a meaningful manner and to unfold its
potential in the nearness of death (Erikson 1980). Third, the life period of old age has,
by definition, the most cumulative ‘learning history, which in the domain of personal-
ity development may come with normative advantages (gains in personality adjustment,
e.g. a large repertoire of coping styles and compensatory strategies) and disadvantages
(e.g. flattening of the personality-growth trajectory, e.g. stable or even declining levels
of openness to experience and self-insight) (see Staudinger and Kessler 2009, for further
reading).
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DEFINING MENTAL HEALTH IN OLD AGE

It is in light of such reasoning that we conceptualize mental health in old age as a result of the
multiplicative transaction among biological, psychological, and sociocultural factors across
the whole lifespan (Fiske, Wetherell, and Gatz 2009; Gatz, Kasl-Godley, and Karel 1996;
Whitbourne and Meeks 2011). In other words, mental health is not the result of chronological
age, per se (cf. Busse and Maddox 1985). According to prominent definitions of mental health,
such as the World Health Organization (WHO) definition, mental health is usually defined as
a state, without explicitly including development and ageing. From a lifespan perspective, we
define an older individual's mental health as a unique configuration of risk factors and protec-
tive factors having accumulated over the whole life course that is potentially reflected in various
degrees of adaptive behaviour. Consequently; a lifespan perspective situates risk and protective
factors of mental health developmentally (Fiske et al. 2009; Whitbourne and Meeks 2011).

A lifespan approach also proposes that people across the whole lifespan actively and
purposefully select and create developmental contexts. Specifically, individuals define,
prioritize, adjust, and possibly give up developmental aims and respective goal criteria,
thereby contributing to their own mental health. This proposition of an ‘intentional’ char-
acter of mental health certainly has to be seen in conjunction with the increasingly unfin-
ished biological and cultural architecture of human ontogenesis (Baltes, Lindenberger, and
Staudinger 2006). With age, plasticity—as indexed by an individual’s change potential—
decreases; furthermore, the genetic material, associated genetic mechanisms, and genetic
expressions, become less effective. In other words, mental health is increasingly challenged
by the ‘age-unfriendliness’ of the biological system. Furthermore, old age and particularly
advanced old age are the culturally least defined life periods, as compared to all other peri-
ods. There is a significant lag between the current potential of old age and the existing soci-
etal opportunity structures serving to unfold such potential (Riley, Kahn, and Foner 1994).
As a consequence, many decisions of individuals operate in kind of a ‘cultural vacuum.
Therefore, contexts such as social networks, the healthcare system, new media technology,
and living environments are crucial elements of mental health in old age. In other words,
mental health dysfunction in old age is a characteristic attributed to a specific constellation
of biological, psychological, and sociocultural factors that operate as primarily stressful,
rather than as protective. This approach reflects a contextual (rather than a trait-oriented)
understanding of resilience in old age, as defined in lifespan developmental psychology
(Staudinger et al. 1995). Accordingly, resilience conveys the idea that individuals can regain
normal levels of functioning after developmental setbacks, as well as the idea that they can
avoid negative outcomes, despite the presence of significant risk factors of the environ-
ment—both without and with the help of external interventions.

MENTAL ILLNESS IN OLD AGE

Given the lack of sociocultural resources, biological losses, nearness to death, and potential
accumulation of disadvantages (see above), avoiding mental health distress and achieving
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well-being is a challenge for ageing individuals. Mental illness occurs if the individual’s bio-
logical, psychological, and sociocultural deficits outweigh that individual’s resources, result-
ing in clinically significant problems that interfere with daily functioning and quality of life
in old age. Mental health problems normally go along with subjective complaints, as well as
behaviour that deviates from social norms (Zarit 2009). We refer to mental health disorders
as a pattern of symptoms meeting established criteria for psychiatric diagnoses, as provided
by the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; DSM-5) and the
International Classification of Diseases (ICD-10).

PosiTIVE MENTAL HEALTH IN OLD AGE

In clinical psychology, positive mental health is conceptualized to be more than just the
absence of mental disorders. Positive mental health in old age results from individu-
als’ biological, psychological, and sociocultural resources outweighing respective deficits.
Within a lifespan framework, this is usually the case when individuals’ primary allocation
of resources is successfully directed to maintenance and recovery in old age, and even to
further well-being and growth (Staudinger et al. 1995). One central facet of positive men-
tal health is subjective well-being (SWB), as indicated by life satisfaction and high lev-
els of positive and low levels of negative affect (e.g. Diener and Suh 1997). Going beyond
hedonic well-being, autonomy, environmental mastery, personal growth, positive rela-
tions with others, purpose in life, and self-acceptance are regarded as central dimensions of
positive mental health in adulthood and old age, according to Ryft’s (1989) prominent and
lifespan-oriented framework of psychological well-being.

Historically, much of the research in positive mental health in adulthood originated
from now classic psychosocial models of human development, drawing from humanistic
and psychodynamic research traditions. According to these models, development is regu-
larly conceptualized as a lifelong task, reaching its endpoint only in advanced age; positive
mental health is achieved as the end of an ideal trajectory. Erikson (1980) described lifelong
personality development as a series of eight characteristic, age-related, psychosocial crises.
Successful solution of psychosocial crises in late adulthood is regarded as a prerequisite of
positive mental health and requires an integration of two conflicting forces: ego integrity vs
despair. Achievement of ego integrity is perceived as the final aim of lifelong development,
including the ability to perceive continuity and meaning in life, to accept one’s own life as
lived, including finitude, definitiveness, failure, and omissions.

Following Tornstam’s theory of gero-transcendence (Tornstam 1989, 1996), the endpoint
of personality development implies giving up a materialistic, rational perspective in favour
of a more cosmic and transcendent perspective. In this view, development in very old age is
ideally characterized by changes on three levels. On a cosmic level, people achieve a closer
integration of past, present, and future; intense feelings of connectedness to following gen-
erations; decreased fear of death; enhanced receptiveness to the allegedly meaningless; and
a general acceptance of the mystic dimension of life. On the level of the self, people discover
new aspects of their identity and have a higher ability to integrate success and failure experi-
ences. On the level of social relationships, changes particularly include increases in selectiv-
ity, i.e. focusing more on emotionally meaningful relationships, deeper understanding of
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the difference between self and role, increased consciousness of relativity of material values,
and more profound judgments.

According to the analytical psychology approach of Jung (1976), individuation is a life-
long psychological task. In younger ages, establishing a distinct identity implies accentu-
ating individual attributes against the collective. In later life, people become increasingly
aware of unconscious and conscious feelings, rejoin collective experiences, and reunite with
humankind. At this time, personality is less defined by the conscious T, but more and more
by a whole ‘self’, including unconscious, repressed, suppressed, and disowned thoughts
and feelings. Within this framework, positive mental health in old age is conceptualized as
self-realization that requires integration of the shadow; i.e. not yet fully developed personal
attributes, orientations, and abilities beyond societal norms and demands (i.e. the persona).

Overall, models of psychosocial development have extensively described indicators of
positive mental health—including ways of achieving and failing—thereby complementing
the complex picture of mental health in old age beyond mental health dysfunction.

ADDITIONAL CORE PROPOSITIONS
OF CLINICAL GEROPSYCHOLOGY

Ageing research over the last years has refuted one-sided deficit-oriented models of age-
ing. Pervasive theoretical and empirical arguments for heterogeneity, aetiological complexity,
plasticity, and historical embeddedness of mental health in old age have been provided.

Heterogeneity

A frequently met, stereotypical conception is that ageing is accompanied by senility, depres-
sion, tiredness in life, and negative feelings. Clinical geropsychology challenges this assump-
tion by pointing to the enormous heterogeneity of mental health and well-being in old age.
In old age, heterogeneity is reflected in the co-existence of both highly vulnerable/mentally
ill and highly resilient/healthy older individuals. For example, people over the age of 60 have
the highest rates of suicide in almost two-thirds of countries worldwide (WHO 2007). Men
over the age of 75 are the group most at risk, being twice as likely to commit suicide as men
aged 25 to 34. Moreover, among 9o- to 100-year-olds, dementia has a prevalence of about
50% (Helmchen et al. 1999). At the same time, epidemiological research has consistently
shown that older people have lower prevalence rates of depression and anxiety that fulfil
the criteria of a mental health diagnosis than do young and middle-aged adults (e.g. Blazer,
George, and Hughes 1991; Kessler et al. 2003). Furthermore, there is cross-sectional and lon-
gitudinal evidence that levels of negative affect do not increase in the normal population of
older and very old people, while life satisfaction and high-arousal positive affect (e.g. excite-
ment) are stable and show only a small decline in very old age (see Charles and Carstensen
2010; Kessler and Staudinger 2010, for an overview).

Together, these examples illustrate older people’s enormous inter-individual variability in
mental health resources in old age. Simultaneously, a large proportion of older adults seem
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to be able to maintain subjective well-being in the face of an increasing amount of losses.
Various attempts have been undertaken to understand the underlying mechanisms behind
this ‘well-being paradox of old age’ It has been suggested that people, as they age, become
increasingly better at adjusting to losses and negative events—for example, by select-
ing environments that meet one’s needs, optimizing skills, and compensating for losses by
practical means (as addressed in the Model of Selective Optimization with Compensation,
Baltes and Baltes 1990); disengaging from blocked goals, re-scaling personal expectations
to the given, or letting go of self-images that do not fit the actual self any more (as addressed
by the Dual-Process Model of Assimilative and Accommodative Coping, Brandtstadter and
Rothermund 2002); or by avoiding attention to and memory of negative information (as
addressed by Socioemotional Selectivity Theory, Charles and Carstensen 2010).

Aetiological complexity

According to lay theories of development and ageing, mental health dysfunction in old age
is the inevitable result of limitations and losses ‘naturally’ occurring in old age. Given the
multiplicative relationship among biological, psychological, and sociocultural factors, clini-
cal geropsychology conceptualizes mental health and mental health problems as probable
rather than determined, and, as such, never fully predictable (Gottlieb 1970). Moreover, dif-
ferent aetiological pathways can result in similar clinical syndromes and presentations. As a
simplified example, patients may develop depressive symptoms, following an accumulation
of various stressful life events that started in childhood (with or without meeting the criteria
of a manifest mental health disorder)—or within the context of a physical or neurological
illness in old age, together with a lack of social support. This observation corresponds to the
paradigm of equifinality in lifespan theory (Kruglanski 1996).

For heuristic reasons and in line with central assumptions of developmental psycho-
pathology (Sameroff, Lewis, and Miller 2000), we distinguish three pathways to psycho-
pathology in old age (see Figure 1.1). Frequently, mental health problems start in the first
half of life and then persist into old age. In the case of long-term overt pathways, mental
health problems manifest in clinically relevant disorders during childhood, adolescence,
or adulthood (typically labelled as mental health disorder ‘with early onset’). In con-
trast, in the case of long-term hidden pathways, individuals perform at the level of normal
development during the first half of life, but simultaneously hold significant vulnera-
bilities that are only manifested in old age under the condition of age normativity (e.g.
basic cognitive decline, retirement), idiosyncratic stressors (e.g. death of a child, lethal
disease), and/or a lack of sociocultural support. Finally, other individuals may develop
a mental health disorder ‘with late onset’ despite high levels of resources/protective fac-
tors and low levels of deficits/risks in the first half of life (short-term pathway). These
individuals typically fail to maintain and regain adequate levels of mental health in the
face of age-related risk factors and losses because of a lack of coping mechanisms, or as
a result of pathological ageing of the brain (see below). By distinguishing between these
three pathways, our framework qualifies the classical diathesis-stress-model consider-
ing a lifespan approach to human development. In line with this reasoning, Gatz and
colleagues (1996) have proposed a ‘lifespan developmental diathesis-stress model” as a
framework for late-life depression.
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In clinical practice, it is a challenging task to uncover the different aetiological pathways
behind similar clinical presentations. In the case of depression, for example, clinical ger-
opsychological research has identified indicators that help to discern different developmen-
tal trajectories and causes. Specifically, depression presents differently among patients with
neurological syndromes (Fiske et al. 2009, for an overview). Depression following stroke
is less likely to include dysphoria and is more strongly characterized by vegetative symp-
toms than are other forms of late-life depression. Depression associated with Parkinson’s
disease (PD) is a milder form of depression and is associated with dysphoria and anhedonia
less frequently than is depression in older adults without neurological illness. Depression
linked with vascular dementia, compared to depression linked with Alzheimer’s disease
(AD), is characterized by more vegetative symptoms, such as fatigue, muscular weakness,
and weight loss.

The greater spectrum of aetiological pathways leading to mental illnesses also seems to
be the central reason behind many clinicians’ observation that there are differences in pres-
entation between older and younger adults suffering from depression. Indeed, older adults
are often reported to be less likely to report cognitive-affective symptoms of depression,
including dysphoria and worthlessness/guilt, than are younger adults (Gallo, Anthony, and
Muthén 1994). Subjective complaints of poor memory and concentration are also com-
mon among depressed older adults. Slower cognitive processing speed and decreases
in executive function are frequent findings from objective testing (Butters et al. 2004).
Indeed, physical factors, functional impairment, disease chronicity, and most probably
cohort membership and ageing self-stereotypes (see below), lead to differences in clini-
cal presentations. In each case, we should be critical about statements that older people
would ‘express depression in a different manner, especially by expressing somatic symp-
toms. From a lifespan psychological perspective, it seems to be more appropriate to argue
that there is a greater uniqueness of symptom presentation in older people with depression
and other mental disorders, with some symptom clusters being highly age-related. This is
the case in the ‘depression executive dysfunction syndrome of late life’ (formerly ‘vascular
depression’), which encompasses dysfunction that may not be exclusively caused by vascu-
lar disease (Alexopoulos et al. 2005). In our view, the well-documented finding that sub-
syndromal depression symptoms increase in old age also has to be interpreted against the
background of increasing heterogeneity and aetiological complexity (including somatic
and contextual pathways to depression) rather than as an indicator of less severe forms
of depression. Interestingly, the positive age trends in subsyndromal forms of depression
have been shown to be based on loss of interest, poor ability to concentrate, and anhedonia
rather than on negative affective states (i.e. tearfulness, a wish to die, negative emotions)
(Prince et al. 1999). In line with this interpretation, it has been shown that one characteris-
tic of subthreshold depression is comorbidity with somatic illness and physical disability,
and that a substantial group of older people with subthreshold depression require treat-
ment (Geiselmann, Linden, and Helmchen 2001).

Plasticity and resilience

It is commonly assumed that as people age, they become increasingly rigid and less able
to learn. Ageing research has challenged this common assumption and its resulting
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therapeutic nihilism. While brain plasticity decreases with age, there is growing substan-
tial evidence that old age is still indexed by a large (yet limited) amount of biological, cog-
nitive, motivational, and emotional plasticity and reserve capacity—even in older people
with mental disorders. Three examples should illustrate older individuals’ potential for
change and growth, even under the condition of mental distress. As a first example, in a
recent meta-analysis of fifty-seven controlled intervention studies, Pinquart, Duberstein,
and Lyness (2007) assessed the effects of psychotherapy and other behavioural interven-
tions on depressive symptoms in clinically depressed older patients. On average, self-rated
depression improved by d = 0.84 standard deviation units. Effect sizes were medium for
psychodynamic therapy, psychoeducation, physical exercise, and supportive interven-
tions. Effect sizes were large for cognitive-behavioural therapy (CBT) and reminiscence,
demonstrating that these forms of intervention are the most effective forms of depression
treatment.

Our second example illustrates that psychological interventions can lead to positive
changes, even in the case of beginning organic mental disorders. In a series of experi-
mental studies, Belleville et al. (2011) investigated the efficacy of training that is focused
on teaching episodic-memory strategies in samples of persons with mild cognitive
impairment (MCI). Specifically, participants were trained using interactive imagery, the
method of loci, face-name associations, hierarchical organization, and semantic organi-
zation techniques (six weekly sessions, approximately 120 minutes each). Compared
to normal older participants who did not receive the intervention, the brains of those
patients with MCI who received the episodic-memory training remained able to recruit
new neural circuits to perform the demanding memory tasks. In line with earlier
research, positive effects of the training were also found in measures of subjective mem-
ory and well-being.

Plasticity also refers to possibilities of prevention in old age. Our third example illus-
trates that plasticity exists—to a limited degree—even in the early onset of neurodegenera-
tive disorders. Recent findings have shown that stimulating activities, either mentally or
socially oriented, may protect against dementia. For example, Wang and colleagues (2002)
used data from the 1987-1996 Kungsholmen Project—a longitudinal population-based
study carried out in Sweden—to examine whether engagement in different activities in the
preceding 6.4 years leading up to dementia diagnosis was related to a decreased incidence
of dementia. After adjustment for major control variables, frequent engagement in men-
tal and social activities was inversely related to dementia incidence. This result also illus-
trates that resilience is not only a ‘naturally-occurring’ phenomenon, but that resilience
can be supported and enhanced by individual life styles, as well as by ‘age-friendly’ social
environments.

Cohort flow and historical embeddedness

Lifespan developmental psychology not only points to pronounced inter-individual differ-
ences within age groups, but also to the role of historical embeddedness of ageing processes
and resulting differences between birth cohorts. Findings from the Seattle Longitudinal
Study show that large proportions of cross-sectional age differences in mental abilities do
not—as traditionally hypothesized—reflect age-correlated declines and deficits, but rather,
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cohort-specific levels, resulting from differences in education, health, and lifelong oppor-
tunities for development (Schaie 1996, 2005). In addition, living conditions and functional
status, particularly in the ‘third age} have continuously improved over recent decades. Due
to modern cultural and societal efforts—not least, advances in medicine and industrial
technology—biological-physiological losses of individual development are largely compen-
sated for in this period of life (Baltes 1999). Because of, on average, better health, higher
education, increased familiarity with education and learning contexts, and more financial
resources, future cohorts of older people can be expected to be able to lead an independent
and self-responsible life, maintain reciprocity in social relationships, and take responsibility
for development of other people (as well as of society) for longer.

Seemingly paradoxically, there is also substantial evidence that more recent cohorts have
higher risks of developing depression as compared to previous cohorts. For example, in
their analysis of data from the National Comorbidity Survey Replication (NCS-R), based
on a representative sample of 9282 participants, Kessler et al. (2005) estimated the lifetime
risk for DSM-IV disorders at age 75 from age-of-onset reports in four successive cohorts
(1970 or later, 1955-1969, 1940-1954, and earlier than 1940). Significant inter-cohort differ-
ences were found for most diagnoses, with more recent cohorts having consistently higher
odds ratios of onset. Similar trends were reported in other studies, with samples from the
US (Yang 2007) and China (Lee et al. 2007). Possible explanations include that because of
an expansion of health definitions, more recent cohorts may be more likely to perceive and
report health-related problems (Clarke et al. 2003). Additional interpretations may refer to
altered lifetime experiences of the more recent cohorts. For example, war and poverty expe-
rience may have strengthened the resilience resources of earlier cohorts, while increased
stress related to work may have increased the vulnerability of mental health development in
later life in more recent cohorts.

In conclusion, the aforementioned studies on (partially conflicting) cohort trends illus-
trate the complex interplay between structural changes and individual lives. As a conse-
quence, clinical geropsychology must be sensitive not only to possible age effects and cohort
effects, but also to cohort-specific ageing processes and age-specific cohort differences.

A TAxoNoOMY OF CLINICAL PHENOMENA
ADDRESSED BY CLINICAL GEROPSYCHOLOGY

In the following, we propose a taxonomy of clinical phenomena that are addressed by
clinical geropsychology. Accordingly, three phenomena combine to create a unique char-
acterization of the subject matter of clinical geropsychology: (1) dysfunctional psychologi-
cal reactions to normal ageing (as well as to life events occurring in high frequency in old
age)—as exemplified in an older patient with complicated grief disorder after the death
of his/her spouse; (2) mental health problems in the course of pathological ageing of the
brain—as exemplified in an older patient with PD; and (3) mental health problems as a
result of pathological developmental processes that started earlier in life and persisted into
old age—as exemplified in an older patient with a long history of recurrent depressive epi-
sodes and comorbid dependent personality disorder.
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Dysfunctional psychological reactions to normal ageing

As described above, the relatively high level of mental health and well-being in old age
is well documented in a large body of empirical research. However, acute and chronic
exposure to normative age-related losses or common events in old age can massively inter-
fere with daily functioning and well-being. The loss of a romantic partner, retirement, or
chronic illness are three examples of events that are considered to be common stressors
that increase distress for older adults and set limits to resilience in a significant proportion
of older people. Older adults who are widowed are at high risk of developing depression
and/or anxiety disorders, according to a systematic review (Onrust and Cuijpers 2006).
The percentage of people who reported symptoms meeting the criteria for major depres-
sive disorder (MDD) a year following the death of the spouse was estimated at 16%, com-
pared to the 4-8% observed in same-aged, non-bereaving samples (Clayton and Darvish
1979; Zisook and Shuchter 1991). In the case of retirement, men who retire early may expe-
rience an elevated risk of depression, even though retirement is not associated with depres-
sion in the older population in general (Butterworth et al. 2006). Furthermore, chronic
illness predicts changes in depressive symptoms in late life, with functional impairment
probably accounting for most of the association between chronic illness and depression.
Notably, dysfunctional reactions to ageing-related losses often do not fulfil the criteria of
any particular non-organic mental disorder (such as depression, anxiety, or post-traumatic
stress disorder). These reactions can be rather subsyndromal (see above) or show a specific
pattern of symptoms, as in the case of the ‘post-fall anxiety syndrome’ or the syndrome of
complicated grief disorder.

Mental health problems in the course of pathological
ageing of the brain

A second focus of clinical geropsychology is pathological processes in the ageing brain
that are—directly or indirectly—associated with mental health problems. Even though
these pathological processes are not part of normal ageing, they are highly correlated
with chronological age—and in that sense, typical ‘late-life diseases’ The most prominent
example of late-life disease is AD, which is characterized by loss of neurons and synapses
in the cerebral cortex and certain subcortical regions. Typical psychological symptoms
of AD are short-term and long-term memory loss, confusion, irritability and aggression,
mood swings, and problems with language. This disease typically does not become mani-
fest until age 70, with the exception of the 5-10% of people suffering from ‘early-onset’ AD
(i.e. diagnosed before the age of 65). After age 70, however, incidence increases markedly
(Helmchen et al. 1999).

Furthermore, clinical geropsychology addresses the psychological correlates and conse-
quences of other age-related neurodegenerative conditions, such as PD, as well as those of
cerebrovascular events, such as stroke (going along with a broad range of cognitive, affec-
tive, motivational, and behavioural dysfunctions) (Cockburn 2008; Hobson 2008). Within
the ICD-10, these mental health problems are classified as ‘organic mental disorders. They
account for the largest proportion of mental disorders in old age (i.e. if insomnia is not
considered a primary disease, but rather a comorbid condition to depression and anxiety).
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For example, in the Berlin Aging Study, a representative German sample of people aged 70
to more than 100 years, the prevalence of dementia, depression, and anxiety were 17%, 9%,
and 5%, respectively (insomnia: 19%) (Helmchen et al. 1999).

Chronic pathological processes persisting from earlier
life periods

Clinical geropsychology is not only concerned with the psychological problems asso-
ciated with normal and pathological ageing. Rather, clinical geropsychology is also
focused on mental health dysfunction starting in the first half of life and persisting or
recurring in old age (‘long-term hidden pathway to psychopathology’, see above). It is
routine for clinicians to see older patients for whom mental health problems have been
a long-standing or recurrent matter across their life courses. Within the ICD-10 and
DSM-5, these mental health disorders are characterized as chronic or recurrent mental
health disorders.

Indeed, distinguishing between individuals who first experienced mental illness ear-
lier in life and those whose first encounter with mental illness occurs in old age is an
important heuristic in clinical practice and is supported by empirical research. This is
well illustrated in the example of depression in old age. There is consensus that the dis-
tinction between ‘late-onset’” depression (arising in adults 60-70 years and older) and
‘early-onset’ depression portends differences in aetiology and prognosis. Those with
early-onset depression are more likely than those with late-onset depression to have a
family history of depression (e.g. Heun et al. 2001), and are also more likely to have a
higher prevalence of personality disorder or elevated scores on neuroticism (e.g. Brodaty
et al. 2001). Those with late-onset manifestation of depression often show a history of
cerebrovascular disease. Typically, these patients show psychomotor retardation, anhe-
donia, and concomitant executive-functioning deficits (Fiske et al. 2009). Neurological
findings, including white-matter hyperintensities or leukoencephalopathy, are reported
as common among late-onset but not among patients with early-onset depression
(Krishnan 2002).

LIMITATIONS OF THE OFFERED TAXONOMY

Although we see heuristic value in using the taxonomy described above, it is also impor-
tant to highlight its limitations. We do this not as an academic exercise, but rather in
order to further elaborate on the complexity of mental health in old age. As a first limi-
tation, pathological and normal ageing processes cannot always be classified as distinct
processes. For example, recent studies suggest that AD is a continuum, starting with
subjective cognitive impairment (SCI; no supporting objective evidence from neuropsy-
chological testing or evidence of functional decline), moving to MCI, and culminating
in full-blown dementia. It is still unclear whether cognitive deficits observed in people
with AD and other forms of dementia are exaggerated or accelerated versions of nor-
mal ageing on this continuum. According to a recent study (Walters 2010), differences
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in neuropsychological test performance between adults diagnosed with dementia of the
Alzheimer’s type and comparably aged nondemented adults are quantitative, rather than
qualitative. Postmortem studies have found only quantitative differences in neurofibril-
lary tangles and amyloid plaques in the brains of people previously diagnosed with AD
and those without dementia (Caselli et al. 2006). As another example, it is sometimes
difficult in clinical practice to distinguish between normal grief, pathological grief, and
depression, after the death of a spouse (e.g. Whitbourne and Meeks 2011), even on the
basis of the clearly defined criteria of bereavement-related disorder (see above). For
example, ‘conversations’ with the deceased on a weekly basis can either be a sign of com-
mon grief or of psychopathology.

As a second limitation of our taxonomy, late-onset mental health problems often cannot
clearly be separated from vulnerabilities and dysfunctional dispositions in the first half of
life. In line with the assumption of lifespan diathesis-stress models of depression (Fiske et al.
2009), a recent study showed that certain types of childhood trauma continue to constitute
risk factors for depression in old age, possibly moderated by alterations in the serotonin
gene-linked promoter region (5-HTTLPR) (Ritchie et al. 2009). Notably, childhood trauma
outweighed more proximal causes, such as widowhood, recent life events, or vascular and
neurologic disorder. As another example, brain chemistry changes in patients with inher-
ited forms of AD can be detected up to twenty years before the expected age of sympto-
matic onset (Bateman et al. 2011), pointing to longstanding biological dispositions over the
lifespan.

Finally, psychological dysfunction as a direct effect of pathological ageing of the brain
cannot be clearly distinguished from its indirect psychological effects, such as changes in
social networks, financial resources, living environment, etc. For example, depression
symptoms in the course of PD are regarded as an interaction between several vulnerabili-
ties, including genetic factors, cognitive diathesis, age-associated neurobiological changes,
and stressful events in late life (Fiske et al. 2009). For pragmatic reasons and in order to
avoid under-diagnosing depression in PD, an inclusive diagnostic approach has been rec-
ommended in which all symptoms are ‘counted” toward a diagnosis of major depression,
even if they overlap with PD symptoms (Marsh et al. 2006).

INTERVENTION STRATEGIES IN CLINICAL
GEROPSYCHOLOGY

A taxonomy of intervention strategies

Clinical geropsychology currently utilizes a wide variety of strategies, frequently imple-
mented in cooperation with other disciplines, such as geriatric medicine, rehabilita-
tion science, the health sciences, and occupational therapy. Intervention strategies
offered by clinical geropsychology serve different functions, the most important of which
are: (1) enrichment of normal late-life development to facilitate optimal ageing; (2) therapy
and rehabilitation after the occurrence of mental health problems; and (3) prevention in
order to counteract possible and avoidable loss and support positive development in the
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longer run of late-life development. An important distinction exists between genuine psy-
chological interventions—i.e. interventions that are strictly based on psychological the-
ory and principles at the treatment scheme and outcome level (e.g. psychotherapy based
on cognitive-behavioural principles may reduce negative affect)—and interventions with
major impact on psychological outcomes, which are not based on solely psychological theo-
ries and principles (e.g. a physical activity training programme may improve cognitive func-
tioning and well-being). There are also genuine psychological interventions, which show
positive impact on non-psychological outcomes (e.g. a psychological intervention aimed to
enhance self-efficacy may change health-related behaviour or the course and outcome of a
somatic disease).

One can distinguish between psychosocial intervention strategies, training-oriented
intervention and person-environment-related interventions. In the following, we address
some of the most prominent and widely used examples for these three types of intervention
strategies. Note that these examples differ in the degree to which they have been supported
by empirical evidence so far.

First, clinical geropsychology most typically uses a full set of psychosocial intervention
strategies. The classic treatment under this label is the full bandwidth of psychotherapeu-
tic approaches with the two dominant models of CBT (Laidlaw et al. 2003) and psycho-
dynamic therapy (Davenhill 2008). In addition, classic approaches, such as interpersonal
therapy (Markowitz and Weissmann 2004), and couples therapy (Snyder, Castellani,
and Whisman 2006) have also gained in importance, the latter not the least in the area
of dealing with a family member with dementia. In some places, recent developments in
mindfulness-based psychotherapeutic approaches were conducted with older people
(Smith, Graham, and Senthinathan 2007). The psychosocial interventions mentioned
above were not primarily developed to match specific problems of older people, but they
were sometimes more or less adapted and modified for old age. At the same time, there
are psychosocial interventions that have been developed with the aim to psychosocially
support older adults in crisis situations such as widowhood, relocation to a long-term-
care institution, or after the diagnosis of dementia (Kurz et al. 2012). These interventions
were sometimes used as a prevention strategy (Steverink, Lindenberg, and Slaets 2005). In
addition, intervention approaches with the aim of initiating successful coping with chronic
diseases that typically occur in old age—such as diabetes, stroke, or sensory impairment—
have gained prominence in the recent two decades (e.g. Mohlman 2009). Such approaches,
operating under the heading of disease management or self-management programmes, are
frequently implemented in a group format under the supervision of a clinical psychologist
(Jonker et al. 2009; Wahl et al. 2006). In our view, there is only one treatment approach
that was specifically developed for old age: life review therapy/reminiscence therapy (e.g.
Pinquart and Forstmeier 2012; Serrano et al. 2004). During reminiscence therapy, the older
patient reconstructs his/her biography by examining both positive and negative experi-
ences. The overall purpose is to provide perspective and acceptance of one’s life, get con-
trol of positive life experiences, and to solve conflicting themes in the past. Unfortunately,
we have to realize that there are a lack of gero-psychological interventions that both allow
existential experience and help older adults to successfully cope with death, dying, and
finitude.

A second type of intervention strategy that is typically used by clinical geropsychology is
training-oriented interventions. Behaviour modification programmes have been applied to
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change a wide range of behaviours of older adults such as to increase independent self-care
or social behaviour in nursing homes residents (Baltes, Neumann, and Zank 1994) or to
reduce noncognitive symptoms, such as aggressive behaviours, in those with dementia
(Burgio 1996). Cognitive interventions rely on extensive exercise in cognitive operations
such as inductive reasoning or episodic memory. Their aim is to enhance everyday cogni-
tive functioning as well as everyday competence (Willis et al. 2006). Such training is also
applied in older adults with major impairment (Sitzer, Twamley, and Jeste 2006). Notably,
the existing cognitive training interventions have been shown to promote specific cogni-
tive skills (typically mnemonic strategies) rather than fluid intelligence per se. By contrast,
physical activity interventions using aerobic exercise and muscle strength training—being
rooted in the health and exercise sciences—proved to have positive effects on the cogni-
tive (particularly executive control), social, and well-being domain; this demonstrated
strong health and preventive effect on the cardiovascular system at large, as well as the
reduction of falls (Netz et al. 2005). There is also evidence that such programmes come
with improvement at the brain level, including brain tissue and synaptic density (Kramer,
Erickson, and Colcombe 2006). Finally, contributions by clinical geropsychologists to
neuro-rehabilitation programmes for older people primarily include the provision of cog-
nitive remediation programmes, e.g. cognitive linguistic therapies with language deficits
after left-hemisphere stroke, interventions for functional communication deficits with
traumatic brain injury, goal-management training, training in formal problem-solving,
and self-monitoring strategies for persons with deficits in executive functioning (see
Crossley 2008, for an overview).

As a third type of intervention strategy, a range of person-environment—related inter-
ventions have been found to be of importance for the older client. This category encom-
passes interventions targeting the social as well as the physical, spatial, and technological
environment (Wahl, Iwarsson, and Oswald 2012). The fundamental assumption behind
this approach is that older adults, particularly those with physical and mental health prob-
lems, are highly sensible for contextual factors, when it comes to developmental outcomes
such as autonomy or well-being (Wahl and Gitlin 2007). A key intervention at the social
environment level aims to reduce burden in family care-givers, particularly those serving
older adults with dementia-related disorders (Sorensen, Pinquart, and Duberstein 2002).
Additionally, programmes have been developed to improve the professional expertise of
care-givers in institutional settings and home healthcare, based on psychological princi-
ples such as social learning theory. As has been shown, respective interventions also come
with positive effects, such as increased independent self-care behaviours in older adults
involved in care interactions (Baltes et al. 1994). At the level of the physical-spatial environ-
ment, substantial linkages between environmental barriers and hazards in the home and
disability-related outcomes have been confirmed (Wahl et al. 2009). Interventions target-
ing the physical-spatial environment may serve to support the effect and sustainability of
psychotherapeutic interventions by improving the natural settings, in which older adults
exert their day-to-day life. This also applies to the increasing role of new technology in the
areas of smart mobility, robotics, and information and communication technology (Rogers
and Fisk 2010; Wahl et al. 2012). For example, the internet has become a major medium
for health education and diverse training purposes including psychosocial consultation and
the science of robotics, innovations that will possibly shape care in old age dramatically in
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the not-too-distant future (e.g. by providing assistance with daily tasks, or with behavioural
shaping via machine-based voice control).

BARRIERS TO TREATMENT OF OLDER
ADpULTS: THE ROLE OF AGE ATTITUDES
AND AGE STEREOTYPES

Studies of attitudes toward older people among health professionals in the US, UK, and
Germany found that they are more positive and more complex than had been assumed
(Knight et al. 2006). Despite these encouraging findings, it seems fair to argue that across
age and professional groups, stereotypical thinking still infiltrates the area of mental
health in old age, both at the level of individuals and healthcare organizations and institu-
tions. Experimental work has shown that the patient’s age has a major influence on treat-
ment decisions by physicians and nurses. In one vignette study (Barnow et al. 2004), the
question of whether patients who expressed the wish to die should receive treatment was
answered with ‘yes’ by both physicians and nurses significantly less frequently when the
real age of the old patient was known; whereas when a lower patient age (—20 years) was
given, they more often saw the need for psychotherapy or other medical interventions. At
the structural level, the still suboptimal provision of health services for older people as
well a widespread lack of specific training opportunities for psychotherapists are only two
examples that may in part reflect that negative stereotypical thinking about mental health
in old age still exists.

One reason for the inconsistent pattern of results reported above may be that explicit
beliefs and attitudes towards older people tend to operate independently of implicit
beliefs (Levy 2003). Although age attitudes tend to be negative on both the implicit and
explicit levels, they tend to be more negative on the implicit level. Although both posi-
tive and negative age stereotypes coexist, negative age stereotypes outnumber positive
age stereotypes, have a greater accessibility, and are persistent and rigid (Levy 2009).
Clinicians must be aware that these stereotypes operate in many older patients them-
selves and can go along with their perception that mental health problems are a result of
factors that they cannot change. When individuals reach old age, the ageing stereotypes,
internalized in childhood, and then reinforced for decades, become self-stereotypes
(Levy 2009).

PRACTICAL IMPLICATIONS

As we have argued, a lifespan approach to psychopathology in old age is vital to both
diagnostic and treatment considerations. A defining feature of mental dysfunction and
disorder in old age is deviance from normative behaviour including its developmen-
tal history. This emphasizes the importance of understanding normal ageing as well as
cohort flow and cultural contexts when working with older adults with mental disorders.
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Furthermore, adequate assessment in geropsychological practice encompasses the use
of multiple data sources from a variety of disciplines, including the whole bandwidth
of biological, psychological, and social-environmental factors. In order to gain a full
appreciation of the driving forces of ageing, clinicians should assess both deficits and
resources. Most importantly, a thorough assessment of the wide range of risk and protec-
tive factors clearly goes beyond a person’s present deficits. Furthermore, the understand-
ing of psychopathology that first emerges in later adulthood must consider a different
set of influential factors as compared to psychopathology that has either intermittently
or chronically been present for much of an individual’s adult life. A lifespan-informed
approach to mental health in old age also considers the possibility that mental health
dysfunction is not the endpoint of an individual’s development, but can rather be a pre-
cursor for a variety of pathological pathways, as well as releasing a cascade of devel-
opmental growth. In the face of heterogeneity and aetiological complexity, neither
consensus on intervention aims nor means-end relationships can be taken for granted.
Treatment considerations in geropsychological practice should be strictly grounded in
individual assessment—not only of symptoms and problems, but also of individual goals
and aspirations. Development and implementation of intervention measures must pro-
ceed from a comprehensive understanding of individual life-long goals, goal pursuit,
and goal adjustment. In addition to individual diagnostic results, clinicians should have
state-of-the-art knowledge of the range of life-long plasticity in various mental health
disorders, including organic as well as non-organic mental health disorders. This is a
key prerequisite to focus the treatment schema on either maintenance of psychological
function (or even further growth), or at least on the attenuation and delay of symptom
presentation. One central challenge in clinical practice is to combine existing measures
from the already large ‘tool box’ of clinical geropsychology (e.g. combining training pro-
grammes from the health and exercise sciences with psychotherapeutic interventions)
and to implement them in a wide array of intervention settings (laboratory environ-
ments, nursing homes and day care centres, rehabilitation units, the family setting, and
the community at large). Last, but not least, clinicians should reflect on their patients’
self-perceptions of ageing as well as of their own subjective representations and potential
stereotypes of old age.

SUMMARY

In this chapter, we argued that mental health dysfunction is best conceptualized as a com-
plex product of biological, cognitive, emotional, and motivational deficits and resources
that have accumulated over the whole life course. Mental health disorders are transient
‘endpoints’ of the highly multifaceted lifespan trajectories. As a consequence, clinical ger-
opsychology must confront the task of limited generalizability—not only of aetiological
hypotheses—but also of intervention methods and aims. This reasoning underscores the
idea that no single discipline’s efforts to study mental health in old age are likely to be ade-
quate. Rather, the study of mental health in old age, with all its facets, is a fundamentally
multidisciplinary enterprise. Its aim is to promote individuals, as they age, in realizing
their full psychological potential. The realization of this aim must also include changing
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social norms and structures so that they allow for minimizing risks and maximizing pos-
sibilities for loss management, maintenance, and growth (see Caplan 1964).
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OF POPULATION AGEING
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JOHN R. BEARD

INTRODUCTION

POPULATION ageing may be the most predictable of all the major changes that society will
experience in the first half of the twenty-first century. Its impact is also likely to be among
the most far-reaching.

The shift to older populations is a global phenomenon. While it started in wealthy regions
such as Europe and North America, it is now low- and middle-income countries that are
experiencing the greatest change. By 2050, 80% of older people will live in these settings,
and countries like Chile, China, and the Islamic Republic of Iran will have a greater pro-
portion of older people than the US (United Nations Department of Social and Economic
Affairs (UNDESA) 2010).

These demographic changes are occurring alongside other major global trends such as
urbanization, globalization, an epidemiological transition to non-communicable disease
and technological change (Beard et al. 2012). These trends are interrelated, and understand-
ing the relationships between them is important if we are to develop innovative and success-
ful models of ageing that are appropriate for the twenty-first century.

At the individual level, chronological age is a poor measure of the many physical, mental,
and social changes that have been associated with increasing age. These are neither smooth
nor well defined, and one of the hallmarks of ageing is increased inter-individual variability
(Lazarus and Harridge 2010).

Older populations are therefore typified by marked heterogeneity. They will include fit
and energetic ‘old’ people wishing to continue to participate in social and occupational
activities at levels little different from younger populations. For this subpopulation, a key
challenge will be overcoming ageism, discrimination that prevents their ongoing social
contribution.

But older populations will also include less healthy individuals requiring signifi-
cant health and social care. Others will live in isolation or struggle financially. In poorer
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countries, few will have access to even the most basic healthcare and many will need to con-
tinue to work until their last days. An event like a stroke may be catastrophic, not just for
their own well-being, but for the economic security of their whole family.

Yet, addressing the needs of older people in less developed countries need not be unat-
fordable. For example, a number of low-income countries have recently introduced small,
universal, tax-funded pensions to provide some financial security for these older popula-
tions. Recent analysis suggests this may add less than 1% to GDP in most settings (UNDESA
2007). However, these small pensions can be quickly diverted to healthcare costs unless
older people also have access to affordable and appropriate care.

Population ageing will therefore present societies with many challenges: strains on social
security systems, increased demand for acute and primary healthcare, demand for a larger
and more appropriately trained health workforce and increased need for long-term and
other social care (Sikken et al. 2008). But older people also make significant contributions
to their families and communities, as well as in the formal workforce. Older populations
therefore represent a significant human resource on which society can draw (Oxley 2009).

The challenge for countries rich and poor is to maximize these benefits of demographic
change, while effectively managing the risks (United Nations Population Fund and HelpAge
International 2012). This will require a better understanding of the causes of population
ageing, the health challenges faced by older people around the world and the many social
changes that are taking place alongside this global transition.

POPULATION AGEING AND SOCIOECONOMIC
DEVELOPMENT

Population ageing can be considered a consequence of socioeconomic development. While
each country experiences this in a unique way, common patterns emerge. Initially, improv-
ingliving conditions and increasing access to healthcare result in falling infant and maternal
mortality. As families become aware that their children are more likely to survive, and as
women gain more access to contraception, fertility falls. But the lag between falling mortal-
ity and falling fertility creates a population spike that quickly moves through to traditional
working age. When combined with the fall in the proportion of younger people needing
to be supported, these workforce changes can have major impacts on economic growth
(UNDESA 2007). For example, up to one-third of East Asia’s economic gains between 1965
and 1990 may have been the result of these demographic shifts alone (Bloom, Canning, and
Fink 2010).

But the population bulge eventually moves into older age. Over the past twenty years, this
has been accompanied by increasing longevity, particularly in the developed world, which
further increases the proportion of older people in the population (Christensen et al. 2009).
Combined, these changes dramatically shift population structures from a dominance of
younger ages to one where all age groups are more equally represented. With continued low
fertility and improved survival at all ages, these trends are likely to continue. Figure 2.1 illus-
trates the example of Brazil to highlight how significant these structural changes can be in a
rapidly developing country.
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FIGURE 2.1 Changing population age structure for Brazil 1990-2050.

Reproduced from United States Census Bureau, International Database.

THE GLOBAL DEMOGRAPHY OF AGEING

Population ageing is a global phenomenon, and not one that is limited to Europe and North
America (see Figure 2.2). Indeed, it is middle-income countries and emerging economies
that will experience some of the most dramatic demographic change in the next thirty years.
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FIGURE 2.2 Global ageing trends: percentage of the total population aged 60 years and
over 2012.
Copyright © United Nations, 2012.

Similar trends are also occurring for the oldest age groups. The global population over the
age of 80 years will increase from fourteen million in the mid-twentieth century to around
four hundred million in 2050. One hundred million of these older people will be living in a
single country: China.

The pace of demographic change has also increased. For example, it took France over a hun-
dred years for the proportion of those aged 65 or older to increase from 7% to 14%. For countries
like China, Thailand, and South Korea, the same demographic shift will take just over twenty years
(Figure 2.3). This gives them less time to put in place the appropriate infrastructure and policies to
meet the needs of this older population. However, the pace of ageing is generally matched by the
pace of economic development in these countries, so while the task is urgent, it is still achievable.
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FIGURE 2.3 The speed of population ageing: time required or expected for population
aged 65 or older to increase from 7% to 14%.

Reproduced from United States Census Bureau, International Database.

Changing social patterns

Population ageing interacts with many other social trends to influence physical and men-
tal well-being in older age. For example, until the twenty-first century, most of the world’s
population lived in rural areas (United Nations Population Fund (UNFPA) 2007) and older
people tended to live as part of extended families comprising relatively large proportions
of younger people. These structures allowed even frail older people to continue to make a
family contribution (e.g. through child care or food preparation), and older people could, in
turn, expect younger family members to assist them if they became unable to fully look after
themselves.

But population ageing is changing the relative proportion of older people within fami-
lies, and changing the balance of this reciprocal relationship between young and old. At
the same time, family structures are changing. Older people are becoming much more
likely to live alone. For example, in 1960, 87% of older people in Japan lived with their chil-
dren. By 2005, this had fallen to 47% (National Institute of Population and Social Security
Research 2012). In some European countries, nearly 50% of women aged 65 or older now
live by themselves (Central Statistics Office 2007).

These patterns are reinforced by broader social trends. Rapid urbanization is often
accompanied by internal migration of younger people from rural areas seeking work. The
older family members who are left behind in their rural homes may have to survive without
the extended family support they might have otherwise expected. On the other hand, these
older members of the family may accompany their younger relatives to the city and then
need to adjust to an urban environment that may not provide the same social support they
might have anticipated in their rural community of origin. The younger migrants them-
selves will age, often at a distance from other family members. Combined, these shifts mean
that by 2050, almost a quarter of urban populations in less developed countries will be over
the age of 60, while, in developed countries, 80% of older people already live in urban areas
(UNFPA 2007).
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But globalization is also resulting in increased external migration of younger family
members to other countries, further exacerbating these impacts. While population ageing
itself will also influence migration patterns as countries may seek external additions to their
workforce to overcome shortages, only very high rates of migration impact significantly on
a country’s rate of population ageing (UNDESA 2007).

THE EPIDEMIOLOGY OF POPULATION AGEING

Life expectancy at birth reflects both survival at younger ages and how long survivors tend
to live. Table 2.1 shows life expectancy at birth for different regions of the World Health
Organization (WHO) and highlights the twenty-year gap between high-income and
low-income countries. This is heavily influenced by the higher risk of dying at an early age
(generally from communicable disease) in poorer countries, but greater longevity in the
rich world is also a factor.

A better perspective on how long people are living can be gained by examining the num-
ber of additional years that someone who has already attained the age of 60 might expect
to live. Variation in ‘Life expectancy at age 60’ is significantly less than for life expectancy
at birth. For example, a 60-year-old woman in sub-Saharan Africa can expect to live for
another fourteen years, while a 60-year-old woman in a high-income country can expect
to live twenty-five years (Table 2.1). But life expectancy at 60 is increasing twice as fast in
high-income countries compared to low- and middle-income countries in general, and
eight times as fast as in sub-Saharan Africa.

Is there a limit to the age humans can hope to reach? The evidence on this is mixed. While
it seems intuitive that there must be an upper age limit beyond which individual humans
cannot survive, data on the countries with the highest average life expectancies between
1840 and 2007 show a steady increase (Figure 2.4). While the country with the highest aver-
age life expectancy has varied over time, there is little evidence that, at least at a national
level, a limit is being approached. This is likely to reflect a greater proportion of the popula-
tion reaching a maximum possible individual age.

Table 2.1 Life expectancy at birth and at age 60 by WHO Region 2009

Life expectancy at birth Life expectancy at 60 years (years)
WHO Region (years) male/female male/female
World 66/71 18/21
Africa 52/56 14/16
Americas 73[79 2124
Eastern Mediterranean 64/67 16/18
Europe 7179 19/23
South East Asia 64/67 15/18
Western Pacific 72[77 19/22

Source: WHO (2011). World Health Statistics. Geneva: WHO
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Causes of mortality in older age

The demographic transition to older populations is being accompanied by an epidemiologi-
cal transition to a predominance of chronic, rather than communicable, disease. This is true
for both developed and less developed countries.

One way of characterizing the importance of different diseases is to look at the deaths
they cause and to calculate the number of years each person might have lived if, instead, they
had been able to survive to the highest observed life expectancies globally. Theoretically, this
ideal is reachable with current technology and resources since it is already being achieved in
at least one country. Death at any age younger than this ideal can be considered premature,
and this can be quantified as “Years Of Life Lost’ depending on how many years earlier than
the ideal it occurred.

Figure 2.5 shows the fifteen greatest causes of Years of Life Lost for every 100 ooo peo-
ple aged 60 and over by different country income group. Regardless of the level of eco-
nomic development, the three biggest causes of premature death are non-communicable
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FIGURE 2.5 Years of life lost per 100,000 adults 60 years and older by country income group.

Reproduced from Good Health Adds Life to Years: Global Brief for World Health Day 2012 p. 14 © World Health
Organization, 2012.

diseases: ischaemic heart disease, cerebrovascular disease (stroke), and chronic obstructive
pulmonary disease (COPD).

However, comparison of the relative impact of each of these conditions in different eco-
nomic settings shows that, perhaps surprisingly, the burden of premature mortality from
non-communicable diseases in older people is much higher in low- and middle-income
countries than for high-income countries. More than three times as many years of life are
lost from stroke among the same number of older people living in a low-income country as
in a high-income country. In low-income countries, more than twice as many years of life
are lost to heart disease and four times as many years of life are lost to chronic obstructive
pulmonary disease.

Disability in later life

While it is important to reduce mortality in later life, it is also vital that any extra years are
healthy ones. Unfortunately, despite very clear evidence that people are living longer, we do
not yet know whether they are living longer and healthier lives, or if these added years are
associated with extended periods of illness and disability.

This is a crucial issue for society since, if people are living for longer periods of ill health,
this will result in increased pressure on health and social systems at the same time as the
proportion of people of traditional working age is falling. On the other hand, if people are
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Table 2.2 Prevalence in adults over age 60 of moderate and
severe disability (in millions), by leading health condition
associated with disability, and by country income group

Low- and

High-income middle-income

countries countries
Visual impairment 15.0 94.2
Hearing loss 18.5 43.9
Osteoarthritis 8.1 19.4
Ischaemic heart disease 2.2 11.9
Dementia 6.2 7.0
Chronic obstructive 48 8.0
pulmonary disease
Cerebrovascular disease 2.2 49
Depression 0.5 4.8
Rheumatoid arthritis 1.7 3.7

Source: Reproduced from WHO (2012). Good Health Adds Life to Years:
Global Brief for World Health Day 2012, Geneva: WHO, p. 17, Table 4 © World
Health Organization 2012

experiencing more years of healthy life, this will require less support from health and social
systems and create opportunities for more extended periods of social participation that may
at least partly balance any increased costs. Understanding which of these scenarios is occur-
ring is therefore fundamental if we are to plan effectively for the future.

The evidence on this crucial question is conflicting. While research in the US suggests
that ageing has been associated with less severe disability in older age, an assessment of pat-
terns of milder disability in OECD countries found that it had decreased in some countries,
increased in others, and in others remained the same (Lafortune and Balestat 2007; Manton,
Gu, and Lamb 2006).

We do know, however, the main causes of disability in older age. In low- and
middle-income countries, visual disturbances are by far the biggest problem. In high-income
countries, the biggest burden of disability is from dementia. Other common impairments in
both settings are hearing loss and osteoarthritis. Table 2.2 shows the absolute number of older
people around the world who are affected by these and other conditions.

In low-income countries, the most common causes of visual impairment are refractive
errors and cataracts. It is startling to think that millions of people around the world are still
limited in their daily activities by lack of access to such simple refractive lenses. Similarly,
surgery for cataracts is simple and relatively cheap. Yet twenty million people around the
world are blinded due to lack of access to this cheap procedure.

Common mental disorders in older age

There is ongoing debate about the prevalence of mental disorders in older age. While evi-
dence remains sparse on some common conditions such as anxiety disorders, there is now
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a considerable body of evidence on depression in older age (Byrne and Pachana 2010).
Since this stage of life is often associated with an increase in stressful life events such as
the loss of a spouse or partner and change of social role, it might be anticipated to pre-
cipitate a greater prevalence of common disorders. Yet estimates of major depression in
older people living in the community range from less than 1% to about 5% (Hybels and
Blazer 2003). These low prevalences do not appear to be the result of misattribution of
depressive symptoms to physical disorders. Furthermore, some studies suggest that sense
of well-being can increase in older age, particularly in developed countries. Combined,
these results point to psychological changes in older age that increase resilience and
reduce vulnerability to life stressors.

Prevalence of depression does appear to rise among those with significant loss of
function (13.5%) and in hospitalized older people (11.5%) (Hybels and Blazer 2003). It
may be even higher among nursing home residents, with one recent study finding a
prevalence of clinically significant depression of 21.2%, with a twelve-month incidence
rate of 14.9% and a persistence rate of 44.8% (Barca et al. 2010). These findings may
relate in part to an association of depression with cognitive decline and dementia,
although there is increasing evidence that this is a two-way relationship (Byrne and
Pachana 2010).

The global challenge of dementia

One way of measuring the severity, as well as the incidence and duration of disability in
older populations is to assess ‘Years Lost to Disability’ per 100 0oo older adults. Using this
measure, the greatest burden from disability in high-income countries, and the second
greatest in low- and middle-income countries, is dementia (WHO and Alzheimer’s Disease
International 2012).

Globally, it is estimated that 35.6 million suffered from dementia in 2010 and this is pro-
jected to nearly double every twenty years, to 65.7 million in 2030 and 115.4 million in 2050.
Nearly 7.7 million new cases of dementia are diagnosed each year, and this will increase dra-
matically as populations age (Figure 2.6).

In 2010, the total worldwide costs of dementia were estimated at US$604 billion.
Alzheimer’s International has estimated that if dementia care were a country, it would be
the world’s eighteenth largest economy, ranking between Turkey and Indonesia. If it were
a company, it would be the world’s largest by annual revenue exceeding Wal-Mart (USs414
billion) and Exxon Mobil (US$311 billion) (Wimo and Prince 2010).

In low-income and lower to middle-income countries care is usually provided unpaid
by the family. However, as the proportion of younger family members falls, and as more
women pursue careers, it is likely that fewer family members will be available to provide this
care in the coming decades.

Disease risk factors

Despite the importance of non-communicable disease in older age and the well-known
preventable risk factors for these conditions, current approaches to their control in
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FIGURE 2.6 Growth in numbers of persons with dementia in high-income and low-
and middle-income countries.

Reproduced from World Health Organization & Alzheimer’s Disease International 2012 Dementia: A Public Health
Priority Geneva, World Health Organization, p. 19, figure 2.3 © World Health Organization, 2012.

developing countries do not appear to be succeeding (Table 2.3). For example, the
WHO Study on Global Aging and Adult Health (SAGE) suggests that while the preva-
lence of high blood pressure in people over 50 in Ghana and South Africa is around
55% and 75%, respectively, only 4% and 8%, respectively, are receiving effective treat-
ment (WHO 2012).

SUMMARY

This brief review of the epidemiology of population ageing highlights the importance of
chronic disease for older people, and the marked inequity between the experience of ageing
in the rich and poor worlds. It also emphasizes the heterogeneity of the ageing experience,
even for individuals living in the same setting.

The overwhelming burden of disease in older age relates to non-communicable diseases.
Much of this burden is preventable, either through reduction in risk behaviours or treat-
ment of metabolic risk factors. In high-income settings, addressing these risks and treating
their consequences appears to be increasing the proportion of people living to older ages.
However, in low-income settings, the burden of these diseases is up to four times as high,
and little infrastructure is in place to meet this challenge.

What is not captured by these crude data is the importance for older people of men-
tal health and well-being. This is explored in other chapters in this Handbook. However,
as with the measures this chapter has focused on, mental health and well-being are inex-
tricably linked with the many social changes that are accompanying population ageing.
Changing family dynamics, changing intergenerational relations and changing aspirations
among older people will all need to be considered if we are to develop effective strategies to
support active and healthy ageing in the twenty-first century.



Table 2.3 Prevalence of risk factors by age and gender among aged 50 and older across six countries

China Ghana India Mexico Russian Federation  South Africa
Risk factor Male Female Male Female Male Female Male Female Male Female Male Female
Current daily smoker 50.9 3.0 1.3 3.7 62.9 30.2 18.8 8.5 95 49 229 16.6
Heavy drinker 15.2 0.8 4.1 12 1.2 0.1 14.9 0.6 20.3 3.4 6.0 25
Insufficient nutrition 33.6 33.7 69.6 67.3 87.9 93.5 74.6 86.0 78.9 77.2 63.2 70.4
Obese 3.4 7.8 6.3 13.6 1.3 3.0 21.7 34.5 28.0 41.7 38.2 50.6
High risk waist-hip ratio 459 68.8 67.0 89.5 73.8 83.9 91.9 78.2 68.7 57.5 56.0 70.4
Hypertension 49.3 51.4 50.2 54.7 24.4 26.8 48.7 51.4 52.2 53.7 66.6 69.4
Low physical activity 26.8 30.6 22.0 29.0 23.4 26.1 33.2 449 219 23.4 56.8 63.0
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OVERVIEW OF LONGITUDINAL RESEARCH

IMPORTANT research questions in developmental and psychiatric research revolve around
change across time. How do cognitive, emotional, and social processes develop across the
lifespan? What is the trajectory of physical and health changes in late life? Is personality
stable across adulthood? Can we identify patterns of change in symptoms and behaviours
that may predict mental health or identify those at risk? To answer such questions repeated
measurements are needed to allow us to describe developmental trends and distinguish
normal from non-normal trajectories. Longitudinal studies (also called panel studies and
prospective studies) involve following a sample or samples of participants over time and
assessing them on two or more occasions. They are usually designed to enable observations
of individual or household characteristics over time. Longitudinal studies are differentiated
from cross-sectional studies, in which a sample is measured once.

There are two main objectives of this chapter. First, to provide an overview of the
longitudinal design, its advantages and disadvantages, and the types of design and
analysis that longitudinal data affords. The second objective is to examine how lon-
gitudinal data are used to inform clinical geropsychology, outline the strengths and
limitations of longitudinal research designs within this field, and highlight issues and
challenges that are yet to be addressed in geropsychology. This second objective will be
illustrated by examining three central topics in geropsychology: cognitive disorders,
depression, and anxiety.
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ADVANTAGES AND LIMITATIONS
OF LONGITUDINAL STUDIES

Inferences about ageing and mental disorders are often made from cross-sectional studies
with wide age ranges. However, in such studies, any age differences are confounded by pos-
sible cohort effects (Hofer and Sliwinski 2001). Cohort effects relate to the broader soci-
etal conditions that influence each birth cohort. An example of the confounding of ageing
with cohort effects may be seen if one compares prevalence of depression in 20-year-olds
and 8o-year-olds in the same year, and inferred differences in prevalence are due to age-
ing. Without following a sample from age 20 to age 80, it is not possible to estimate the true
effect of ageing on depression prevalence as the comparison of different ages includes cohort
effects plus ageing effects. Within a longitudinal study it is possible to study how individuals
change over time, or ageing effects. Cross-sectional studies are limited in the extent to which
they provide evidence of causal or temporal relationships because they measure all variables
simultaneously. In a longitudinal study, the temporal ordering of events is observed and this
enables falsification of some hypotheses. However, causality cannot be established in a lon-
gitudinal study because there is no manipulation of independent variables, and the environ-
ment in which the study occurs cannot be controlled except through statistical methods.

In the study of mental disorders, a key advantage of longitudinal designs is the capacity
to follow individuals as they move in and out of diagnoses. Longitudinal studies allow the
estimation of the incidence of disorders, and the long-term evaluation of impact of envi-
ronmental and social factors on the risk of mental disorders. They also allow for the evalua-
tion of changes in treatment patterns, access to services, and the impact of general, broader
socio-economic conditions on long-term mental health.

From a methodological perspective, a key strength of longitudinal studies is that they
enable the variance in independent variables to be classified as either within person or
between person (Curran and Bauer 2011). Within-person variance refers to intra-individual
change. Between-person variance refers to individual differences from one person to
another. Longitudinal studies also allow for analysis of between-person differences in
intra-individual change, i.e. how people differ in the degree to which they change over time.

However, longitudinal studies are not without their limitations. These include selec-
tion bias in the initial sample (which may also occur in cross-sectional studies); incom-
plete data within occasions of measurement; and loss to follow-up due to illness, death,
or refusal (Allen, Frier, and Strachan 2004). This latter problem is called sample attrition,
and in samples of older adults results in a strong healthy survivor effect whereby the sample
becomes increasingly less representative and healthier than the population, over time. For
example, research has shown that participants with cognitive impairment are more likely
to discontinue their participation in longitudinal studies (Anstey and Luszcz 2002) and to
have missing cognitive test data on the occasions on which they are assessed within a study.
Longitudinal studies are also expensive to conduct and maintain, and require long-term
commitment on the part of researchers and funding bodies.
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Longitudinal research requires sensitivity to issues of measurement and research design.
For example, in longitudinal studies of older adults, it is possible that the apparent decline
in prevalence of anxiety among older persons reflects in part a reduced sensitivity of assess-
ment measures to detecting geriatric anxiety. More recently, scales have been developed that
were designed to measure symptoms of anxiety specifically in older adults—for example,
the Geriatric Anxiety Inventory (GAI; Pachana et al. 2007), and the Geriatric Anxiety Scale
(Yochim et al. 2011). Longitudinal studies may vary in their design characteristics, such
as the interval between assessments, whether new cohorts are introduced at various time
points (cohort sequential), and whether they include measurement bursts. Measurement
bursts are intense phases of assessment (e.g. eight assessments within two weeks) that pro-
vide data on change in a characteristic that may be particularly influenced by events occur-
ring on a small time scale, such as life stressors (Rast, MacDonald, and Hofer 2012; Sliwinski,
Almeida et al. 2009). A challenge that is of particular importance in neurocognitive research
is the improvement sometimes seen in performance on cognitive measures over repeated
testing, a phenomenon known as ‘practice effects. Practice effects on cognitive tests may
lead to an underestimation of cognitive decline depending on the type of test and how sus-
ceptible it is to practice (Collie et al. 2003).

Analysis of longitudinal datasets requires knowledge of various longitudinal methods
for modelling longitudinal change, time until events, and time until death. It also requires
careful consideration of missing data so that sample attrition and resulting sample bias are
accounted for when interpreting the results of research. Statistical techniques for analysing
longitudinal data are well described elsewhere (Singer and Willett 2003) and are available in
statistical packages such as IBM SPSS, SAS, and STATA, which provide modules for analys-
ing longitudinal data. Data analysis approaches vary according to whether they focus on
estimating mean level change at the population level, or describe trajectories of subgroups.
Longitudinal analyses allow for modelling of time-varying covariates and estimates of
inter-individual variation in intra-individual rates of change.

WHAT CAN LONGITUDINAL STUDIES
CONTRIBUTE TOWARDS CLINICAL
GEROPSYCHOLOGY?

Clinical geropsychology may be informed by longitudinal studies as they observe individu-
als, their symptoms, and whether they meet diagnostic criteria for a psychiatric disorder
over time (Anstey and Hofer 2004). Long-term follow-up of cohorts has been used to delin-
eate new psychiatric syndromes in ageing, such as apathy (Withall et al. 2011). Longitudinal
research is used to evaluate current diagnostic criteria and has been used to inform the
development of the definition of depression in DSM-5 (Mojtabai 2011). Longitudinal
research allows for the natural history of disorders to be described, and risk and protective
factors to be identified. Risk and protective factors may be demographic, biological, psy-
chosocial, or cultural. For example, in a longitudinal study it is possible to identify whether
particular groups defined by their geographical location, education level, gender, or cultural
background have higher incidence of mental disorders. It is possible to evaluate whether
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the onset of particular medical conditions or different genotypes predispose individuals to
developing a psychiatric disorder concurrently or later in life. Within a longitudinal study,
retrospective life-history data may also be obtained which can then be linked to risk of dis-
orders. For example, self-report of child abuse may be a risk factor for depression in adult-
hood (Korkeila et al. 2010).

Another important strength of longitudinal studies that observe individuals over
extended periods of time is the information they provide on normative developmental
change; this assists in identifying abnormal development or the development of a disorder.
Within a large cohort, individual differences in change can be estimated, and large varia-
tions from typical or normative change identified statistically (Evans 2006). This is par-
ticularly relevant in cognitive ageing because cognitive decline in the population may be
non-pathological or it may be pathological and predictive of impending dementia.

In the field of geropyschology, there are specific health, social transition, and biologi-
cal factors that feature prominently in longitudinal research. In particular, older adults are
more likely to experience spousal bereavement and transition into widowhood (d’Epinay,
Cavalli, and Guillet 2009) than younger adults. This may affect their psychological and
social well-being (Ott et al. 2007). Physical changes occurring in ageing that lead to func-
tional impairment and changes in the ageing brain, also increase the risk of developing
mental disorders. In particular, vascular disease increases the risk of stroke, dementia, and
depression in late life (Alexopoulos et al. 1997). Hence, geropsychology research requires a
multidisciplinary approach to study design and the inclusion of measures of physical health
and disability, and, wherever possible, biological markers and measures of brain structure
and function.

The availability of longitudinal data allows researchers to test hypotheses about the tem-
poral ordering of events and disorders, and the temporal relationships between the onset
of eventual comorbid disorders. Within a longitudinal study it is possible to estimate effect
sizes of specific risk factors for mental disorders. It is also possible to answer questions about
how risk factors are moderated by other risk factors (e.g. does bereavement create greater
risk for depression among those with pre-existing cardiovascular disease?). Long-term
follow-up of cohorts also provides opportunities to examine the impact of treatments such
as psychotropic medication on mental and physical health.

Finally, longitudinal studies with a representative sample of a nation’s population enable
the estimate of incidence of disorders; that is, the rate at which new cases of a disorder occur
each year. This information is essential for planning of health services and for evaluation of
prevention policies.

USE OF LONGITUDINAL DESIGNS TO INFORM
GEROPSYCHOLOGY: COGNITIVE DISORDERS,
DEPRESSION, AND ANXIETY

The most common mental disorders in late life include neurocognitive, depressive, and anx-
iety disorders. The following sections demonstrate the importance of longitudinal research
for geropsychology in these three key areas.
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Cognitive disorders

Neurocognitive disorders in late life include mild cognitive impairment and dementia. The
most frequent cause of dementia is Alzheimer’s disease (AD), followed by cerebrovascular
disease. Longitudinal research is particularly important for understanding cognitive decline
and cognitive impairment because cognitive decline tends to occur gradually, and it is often
difficult to distinguish pathological from non-pathological cognitive decline in the early
stages of neurocognitive disease. Longitudinal research allows for the clinical characteriza-
tion of the prodromal period of disorders. For example, with AD there may be changes in
personality and weight loss several years prior to diagnosis (Knopman et al. 2007; Roman
et al. 1993). Longitudinal research has also led to the characterization of the cascade of
changes that occur in the development of AD, typically commencing with the deposition of
beta amyloid, followed by tau mediated neuronal injury, changes in brain structure, cogni-
tion and function (Jack, Knopman et al. 2013).

Normal cognitive changes in ageing

Rather than being a stable characteristic, cognitive abilities follow a developmental tra-
jectory. Verbal or crystallized abilities often improve during adulthood, and decline often
reflects the presence of neurological disease or injury. In comparison, more ‘fluid’ cogni-
tive abilities and processes, such as information processing speed, reasoning, and working
memory, tend to peak in early adulthood (usually in the late twenties) and thereafter show
gradual decline until about the mid-sixties, when a more rapid decline takes place (Horn
1982; Salthouse 2004). Memory abilities also differ in their trajectories over the life course.
Episodic memory is most vulnerable to ageing and specifically linked to early hippocampal
atrophy that occurs in AD (Ehreke et al. 2011; Mormino et al. 2009).

Much of the focus of longitudinal research in the field of cognitive ageing is on identifying
the difference between normal and pathological decline. This is increasingly being informed
by the inclusion of biomarkers of disease pathology such as beta amyloid deposition associ-
ated with AD, which can be detected on positron emission tomography (Luck et al. 2011).
Cognitive decline develops gradually over several years before reaching the required thresh-
old for classification as ‘impairment, particularly in cases where individuals have high pre-
morbid levels of ability. Hence, without longitudinal follow-up it is not possible to identify
rates of decline that are abnormal when absolute performance may be in the normal range.
A third form of decline observed in longitudinal studies is the ‘terminal drop, an acceler-
ation in loss of cognitive abilities occurring in the few years prior to death (MacDonald,
Hultsch, and Dixon 2011).

Prevalence and incidence

Original definitions of mild cognitive impairment (Petersen et al. 2001) have been
revised to improve their accuracy in defining a preclinical dementia syndrome (Ritchie
and Tuokko 2010; Winblad et al. 2004). Prevalence and incidence of cognitive disor-
ders and dementia are generally obtained from longitudinal studies that use standard
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research diagnostic criteria such as the DSM-IV or NINCDS-ADRDA criteria (Roman
et al. 1993). Prevalence rates of mild cognitive disorders in community samples of older
adults are notably variable (Tuokko and McDowell 2006) and have ranged from 3 to
36% (Anstey et al. 2008; Busse et al. 2003; Luck et al. 2010b). Likewise, there is wide
variation in the reported conversion rates from mild cognitive disorders to dementia,
ranging from 1 to 36% per year (Tuokko and McDowell 2006). Reasons proposed for
this variability include variation in sampling frame, diagnostic criteria, underlying neu-
ropathology, and sample age (Kumar et al. 2005). In a review of nineteen longitudi-
nal studies published between 1991 and 2001, it was concluded that the major source
of variability in the conversion rate is the study setting with the memory clinic attend-
ees having higher conversion rates compared to epidemiological samples (Bruscoli and
Lovestone 2004).

Prevalence and incidence rates for dementia also vary among studies. Approximately
6.6% of adults aged 65 and older suffer from dementia (Jorm, Dear, and Burgess 2005).
Rates are thought to double approximately every five years starting at 0.7% between
60 and 64, increasing to 10.5% between 80 and 84, and 38.6% between 9o and 94 (see
Figure 3.1).
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FIGURE 3.1 Comparison of dementia prevalence estimates in the literature.

Data from Hofman, A., W. A. Rocca, et al,, The prevalence of dementia in Europe: a collaborative study of
1980-1990 findings, International Journal of Epidemiology 20, pp. 736-748, 1991, Oxford University Press.
Ritchie, K. and D. Kildea, Is senile dementia “age-related” or “ageing-related”?—evidence from meta-analysis of
dementia prevalence in the oldest old, Lancet 346(8980), pp. 931-934, 1995, Elsevier. Lobo, A., L. J. Launer, et
al,, Prevalence of dementia and major subtypes in Europe: A collaborative study of population-based cohorts.
Neurologic Diseases in the Elderly Research Group, Neurology, 54(11 Suppl 5), pp. S4-9, 2000, American
Academy of Neurology.
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Risk and protective factors of cognitive decline

One of the most significant contributions of longitudinal studies has been their capacity to
shed light on risk and protective factors for AD, vascular dementia and non-pathological
cognitive decline. Interestingly, while some factors occurring in mid-life increase the risk of
late-onset dementia, the same factors may not be risk factors if they occur in late life. Again,
longitudinal studies have been able to demonstrate these complex relationships and provide a
life course perspective on how risk factors vary at different ages (Whalley, Dick, and McNeill
2006). The risk of developing dementia increases with age and in some studies has been higher
for women than men. (AccessEconomics 2009; Anstey et al. 2010; Jorm et al. 2005; Lobo et al.
2000; Ritchie and Kildea 1995). Risk factors for cognitive decline may be socio-demographic,
medical, life-style-related, genetic, or related to the physical environment.

After age, alow level of education is arguably the most significant socio-demographic risk
factor for dementia, as has been demonstrated in a systematic review of sixteen cohort stud-
ies and six case control studies (Caamano-Isorna et al. 2006).

In the medical field, neurological conditions such as traumatic brain injury and stroke
increase the risk of dementia (Launer et al. 1999; Plassman et al. 2000; Schofield, Tang et al.
1997). More recently, cardiovascular risk factors have been recognized as risk factors for
dementia, both directly and indirectly via their influence on cerebrovascular disease. These
risk factors include diabetes, hypertension, high cholesterol, excess body fat, and smoking.

In a systematic review of eight longitudinal studies, diabetes was identified as a risk factor
for AD and dementia (Lu, Lin, and Kuo 2009; Williams et al. 2010). A systematic review of
prospective studies on the association between body mass index (BMI) and risk of AD and
vascular dementia found that BMI in mid-life was associated with dementia risk but not
BMI in late-life (Luck et al. 2010). Specifically, low, overweight and obese BMI in mid-life
increased the risk of dementia in late life.

Longitudinal research has also shown that total serum cholesterol level is a risk factor
tfor AD (Anstey, Lipnicki, and Low 2008). However, studies vary in how the exposure vari-
able is measured and whether they use self-report of serum measures of high cholesterol
(Williams et al. 2010).

Life style factors have also been shown by longitudinal research to be important deter-
minants of dementia risk. There is consistent evidence from meta-analyses and individual
longitudinal studies that physical activity reduces the risk of AD (Hamer and Chida 2009;
Scarmeas et al. 2009; Williams et al. 2010) and this has led to clinical recommendations of
physical activity as a secondary prevention strategy for AD (Savica and Petersen 2011).
Longitudinal studies have also shown that smoking increases the risk of dementia (Anstey
etal. 2007a). At present, there is insufficient information to establish whether former smokers
have an increased risk of dementia, or whether there is a critical length of time required after
smoking cessation before risk is reduced. Longitudinal research on ex-smokers is needed to
inform this issue. Alcohol consumption has been evaluated as a risk factor for dementia in
a meta-analysis of fifteen longitudinal studies including 14 646 participants (Anstey, Mack,
and Cherbuin 2009). This review showed that alcohol abstainers had an increased risk of
AD compared to light to moderate drinkers. The only dietary factor reliably linked to the
risk of AD is fish consumption. This was found to be protective against cognitive decline and
AD in three longitudinal studies (Barberger-Gateau et al. 2007; Huang et al. 2005; Williams
et al. 2010). Two large cohort studies have reported a reduced risk of AD in older adults
who engage in cognitively stimulating activities (Akbaraly et al. 2009; Wilson et al. 2007).
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Longitudinal studies have shown that a measure of social engagement comprised of mari-
tal status, social network size, level of social activities, and living arrangements is associated
with risk of dementia with low levels of social engagement increasing risk (Bassuk, Glass, and
Berkman 1999; Fratiglioni et al. 2000; Helmer et al. 1999; Saczynski et al. 2006).

Prevention and treatment

Future longitudinal research in geropsychology is likely to focus on evaluation of preven-
tive strategies for cognitive decline. Researchers are increasingly focusing on long-term
multi-domain interventions, rather than single-domain interventions (Gillette-Guyonnet
et al. 2009). Currently, cognition-focused interventions to prevent dementia and cognitive
decline tend to focus on the training of memory and other cognitive abilities. Despite some
promising results showing the benefits of cognitive training for reducing cognitive decline
(Willis et al. 2006), to date there has been insufficient research on the effects of cognitive
training for the prevention of neurocognitive disorders to determine their efficacy. Secondary
prevention of dementia, targeting individuals with mild cognitive disorders, also includes the
treatment of modifiable life-style and cardiovascular risk factors (Luck et al. 2010a).

DEPRESSION

Trajectory of depression in late-life

Longitudinal studies allow the examination of the onset, trajectories, and natural history,
of depression across the lifespan. While lifespan longitudinal studies of this nature are rare,
the contribution that this type of research has made to the understanding of depression in
late-life is examined here.

Within a lifespan perspective, late-life depression is recognized as the first onset of depres-
sion appearing after the age of 60 (Blazer 2003). Prevalence of major depressive disorders in
community-dwelling adults over 65 in most large epidemiological studies across the globe is
quite low at 1-5% (Fiske, Wetherell, and Gatz et al. 2009). Including subthreshold depressive
symptoms dramatically increases prevalence rates to approximately 12-15%, and these rates
may increase over time in adults over 65 years old (Beekman et al. 2001). Furthermore, a
gender gap in prevalence rates of depression remains apparent in older adults, with females
showing higher rates (see Figure 3.2 showing percentage of males and females with high
depressive symptoms scores from the PATH through Life Study in the 60-64 year cohort
over four years). Interestingly, this gender gap may widen in late-life over time. Heikkinen
and Kauppinen (2004) found that at the age of 85 the prevalence figure for women increased
by a significant 8.1% (from 36.6% to 44.7%) from the age of 75 years, whereas for males the
prevalence rate had only increased 2.3% (27.4% t0 29.7%).

There is great variability in the reported incidence rates of depression in late-life. This
may be due to methodological differences, particularly those related to the length of time
over which the incidence rates are calculated. For example, over three years Beekman and
colleagues (2001) found the incidence rate of depression in adults over 65 years to be 9.7%. In
contrast, Luijendijk and colleagues (2008) found the incidence rate for community-dwelling
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FIGURE 3.2 Percentage of PATH Through Life Respondents aged 60 to 64 with high
depressive symptoms over four years.

adults (aged 56+) over eight years was low at 7/1000 person years for depressive syndromes,
and the recurrence rate was 27.5/1000 person years using DSM-IV-defined categories.

The majority of studies indicate very poor outcomes of late-life depression in terms of
recurrence and persistence levels, with older adults showing greater risk of recurrence com-
pared to younger cohorts (Mueller et al. 2004). It is estimated that one in three older adults
with depression develops a chronic course of their symptoms (Licht-Strunk et al. 2007).
Beekman and colleagues (Beekman et al. 2001) found that 50.4% of the community-based
sample who were depressed at baseline remained classified as depressed three years later.
Of particular interest is that older adults who have higher baseline-level depression are less
likely to change depressive symptoms over time—indicating a strong persistence of symp-
toms at this chronic level (Hong, Hasche, and Bowland 2009).

Longitudinal research designs are of particular benefit when used to answer questions of the
natural history of conditions and their persistence. For example, using fourteen measurement
periods over six years, Beekman and colleagues (Beekman et al. 2002) identified four patterns
of persistence and remission in older adults: (1) 23% were classified as in remission (defined
as decline in symptoms and remaining non-depressed); (2) 12% were in remission with recur-
rence (recurrence of symptoms after decrease); (3) 32% showed a chronic/intermittent course
(defined as greater than 1 remission followed by recurrence of symptoms); and (4) 32% suffered
a chronic course (where they were classified as depressed for 80% or more of the observations).

Incidence and prevalence

Understanding prevalence and incidence rates of depression in older populations are con-
founded by potential differences in rates for community-dwelling vs institutionalized adults.
Many epidemiological studies exclude institutionalized adults, resulting in less accurate fig-
ures. It is argued that nursing home patients are more likely to have chronic depression with
high persistent rates (Barca et al. 2010). Anstey and colleagues (2007b) found a vast differ-
ence in prevalence of depression (CESD> = 16) with residential care older adults showing
over twice the prevalence (32%) of those living in the community (14.4%). These high figures
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for institutionalized adults are reflected in a study conducted by Barca et al. (2010), who
found a depression prevalence rate of 21.2%, and a high incidence rate over twelve months of
14.4%. Barca and colleagues showed that the risk of incidence increased for those who had
been in the nursing home for shorter periods of time, suggesting that the move to the nurs-
ing home, with its associated changes in dependence and autonomy, may lead to depression
during a period of adaptation.

Risk and protective factors for late-life depression

Recent longitudinal studies have highlighted differences in risk factors and aetiology
of late-life-onset depression compared to that of early-onset. For example, early onset of
depression is more strongly associated with a genetic component (i.e. family history) than is
late-life onset. In contrast, Heikkinen and Kauppinen (2004) revealed very old adults were
more likely to become depressed when negative health and life changes occurred. That is, a
higher risk of depression was found if individuals also reported loneliness, poor self-rated
health, decline in visual acuity, and perceived negative changes in life over a ten-year period.
Similarly, Beekman and colleagues (2001) showed that risk for persistence of depressive
symptoms over a three-year period in adults over 55 years was largely based on the presence
of chronic physical illness and the psychological construct of external locus of control.

In the few longitudinal studies that have looked at protective factors for late-life depression,
psychological and social resources are emerging as important. Over time, self-efficacy, and
a strong sense of personal control have been found to be protective of late-life depression in
older adults (Yang 2006), while neuroticism and low mastery has been found to be strongly
associated with recurrence and persistence of depression in older adults (Kendler et al. 2006;
Steunenberg et al. 2010). Spousal or significant other relationships appear to be protective for
depression over time in older adults (Takkinen et al. 2004). In a similar vein, social activity par-
ticipation is espoused as protective of well-being in late-life. In a recent longitudinal study older
adults who had higher levels of participation, which included a wide range of activities such as
volunteering, social outings, talking on the phone, and exercising, had lower initial depressive
symptoms, and were less likely to have an increase in symptoms over a six-year period, than
those who had low participation (Hong et al. 2009). Perceptions of having ‘enough’ social activi-
ties were also protective against depression across time. The authors note that those older adults
in the low participation category also had very poor health status, further exacerbating the bar-
riers to engaging in activities as well as being a high correlate of depression itself.

Comorbidity

Cross-sectional studies have consistently shown a high association between depression
and dementia. However, this relationship is not as straightforward when examined using
longitudinal methodology. Greater degree of dementia (as reflected in higher scores on
the Clinical Dementia Rating Scale) at baseline is not predictive of worsening depression
over time (Barca, Selbaek et al. 2009). However, good cognitive functioning is associated
with a significant decrease in depressive symptoms over eight years (Anstey et al. 2007b).
Exploring the temporal nature of depressive symptoms and cognitive functioning, Bielak
et al. (2011) showed that depressive symptoms predicted subsequent change in perceptual
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speed rather than vice versa (i.e. perceptual speed did not predict change in depressive
symptoms). These findings indicate that depression may drive cognitive changes in late-life.
There are a number of potential explanations for this effect: depression may elicit clinical
symptoms of cognitive decline; depression may be an early prodromal indicator of cogni-
tive decline; and depression may deplete cognitive resources, thereby increasing the risk of
cognitive decline. While these hypotheses remain speculative, longitudinal research such as
that of Bielak and colleagues provides substantive steps towards piecing together the puzzle.

While poor health is related to depression in older adults in cross-sectional research, the
relationship is less clear longitudinally. For example, depression appears to be more robustly
associated with physical functioning over time than with general poor health. In Anstey and
colleagues’ (2007b) longitudinal study of risk factors for depression in community and resi-
dential care samples, rate of change in depression scores was dependent on having physical
and functional difficulties and worsening self-rated health, but was not related to medical
conditions. Furthermore, transition from no functional difficulties to more than one was
found to significantly increase depression scores. Functional limitations have been shown
to be the strongest predictor of a chronic course of depression in late-life, signifying a high
impact and level of disability between these two factors (Beekman et al. 2002).

Treatment

A recent 2009 meta-regression analysis (Cuijpers et al. 2009) showed that psychological
therapies, including CBT were found to be as effective in older as younger adults. However,
there was great heterogeneity among the studies included in the analysis, and the number of
studies that directly compared younger and older cohorts was very rare. RCT placebo trials
suggest that the efficacy of anti-depressants for treatment in late-life depression is reduced
in adults over 65 years of age compared to those between 55 and 64 years (Tedeschini et al.
2011). It is not clear why this poor outcome for pharmacological treatments in older adults
exists, though the link found between vascular burden and late-onset depression, along with
poorer treatment outcomes found in those with vascular depression (Sheline et al. 2010),
may provide answers in future research.

In another systematic review, the effectiveness of physical activity for reducing depressive
symptoms in older adults was investigated (Blake et al. 2009). Again, there was great hetero-
geneity among studies, particularly relating to the type of physical activity (including tai chi,
Qigong, gardening, and resistance /weight training), intensity and duration of the activities,
and the follow-up periods. Nevertheless, the results were positive; indicating that engaging
in some type of physical activity is beneficial for reducing depression symptoms and main-
taining positive well-being over time.

ANXIETY

Anxiety disorders in older adults are understudied relative to mood and cognitive disor-
ders. However, anxiety disorders are common and are associated with significant burden
and disability. Most of what is known about the prevalence, risk factors, comorbidities, and
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treatment of anxiety in older adults is based on data from cross-sectional studies or short
follow-up studies. As is the case with cognition and depression, however, certain ques-
tions regarding anxiety in older age can only be adequately answered through longitudinal
designs.

Prevalence and incidence

Estimates of the prevalence of anxiety disorders in older adults show considerable variation,
with studies reporting prevalence rates ranging from 4% to 14%. For example, data from
the National Comorbidity Survey Replication (NCS-R) suggests that the twelve-months
prevalence of any anxiety disorder in older persons is 7% (Gum, King-Kallimanis, and
Kohn 2009), whereas using the same dataset Byers et al. (2010) reported this prevalence
to be 12%. It is not the purpose of this chapter to provide an exhaustive review of the epi-
demiological evidence base regarding anxiety in older adults, but the interested reader is
referred to a recent comprehensive review (Wolitzky-Taylor, Castriotta et al. 2010). Briefly,
the variability in these estimates is likely to reflect mostly methodological differences in
epidemiological studies with respect to such things as the age cut-off used to define older
people, measures of anxiety used, diagnostic criteria applied, and which specific anxiety
disorders are included.

Despite some inconsistency among researchers as to the prevalence of anxiety in older
adults, there is a relative consensus that anxiety disorders are more prevalent in younger
than in older adults, with estimates of anxiety disorders in younger adults ranging from 7.3%
t0 35.1% (see Wolitzky-Taylor et al. 2010, for a recent review).

Within the older adult population, cross-sectional studies generally report a decline in the
prevalence of anxiety disorders with advancing age (Goncalves, Pachana, and Byrne 2011;
Mackenzie et al. 2011). Some support for this hypothesis comes from the Longitudinal Aging
Study Amsterdam (LASA), which showed that 31% of individuals who had an anxiety disor-
der at baseline (n = 112) were at complete remission at the six-year follow-up (Schuurmans
etal. 2005). Importantly, 23% continued to meet diagnostic criteria by the six-year follow-up
and a further 47% continued to display subclinical levels of anxiety. Taken together with the
estimated incidence of anxiety disorders in older age (see below), these data seem to support
the results from cross-sectional studies suggesting that the prevalence of anxiety disorders
generally declines with age.

Recent reports from the National Epidemiological Survey of Alcohol and Related
Conditions (NESARC, n = 8012, age > 60) provided some much-needed data on the inci-
dence of mood, anxiety, and alcohol-related disorders in persons aged 55 and over. Using
DSM-IV criteria, the one- and three-year incidence rates were found to be 0.4% and 0.8%
for panic disorder, 0.1% and 0.6% for social phobia, 0.2% and 1.3% for specific phobia, and
0.7% and 1.6% for generalized anxiety disorder (Chou et al. 2011; Grant et al. 2008). When all
anxiety disorders are considered together, these data suggest a 1.4% incidence over one year,
or 4.3% over three years for any anxiety disorder.

Using data from LASA, Vink and colleagues (2009) reported a 5.6% incidence of clinically
relevant anxiety symptoms in isolation (based on a cut-off of equal to or greater than 7 on
the HADS-A), or 11.6% when combined with depression, over a nine-year period (n = 1,712)
(Vink et al. 2009). This figure can be translated into a 1.3% incidence of clinically relevant
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symptoms of anxiety (either alone or in combination with depression), which interestingly
closely echoes the findings by Chou et al. (2011) noted above.

Risk factors

Risk factors in relation to anxiety in older adults have been mostly studied in the context of
cross-sectional study designs. However, insight into those factors that are associated with
change in anxiety symptoms over time can only be gained using longitudinal approaches.

Examining three-year follow-up data, de Beurs and colleagues (2000) found that changes
in anxiety over time were best predicted by female sex and neuroticism. Hearing and eye-
sight problems and distress due to life events were associated with becoming anxious, but not
with persistence of anxiety. Over six years, however, neuroticism was found to be the single
strongest predictor of persistent anxiety (Schuurmans et al. 2005). Examining the nine-year
follow-up data, Vink and colleagues found death or illness of a partner/relative to be predic-
tive of the onset of clinically significant anxiety symptoms, whereas loneliness and being a
victim of crime predicted the development of combined anxiety and depression symptoms
(Vink et al. 2009). Of note, in a model combining all predictors, the development of anxiety
symptoms alone (i.e. without concomitant depression) was best predicted by greater anxiety
symptoms at baseline, a finding which was also reported by Schoevers and colleagues using
data from the Amsterdam Study of the Elderly (AMSTEL; Schoevers et al. 2005). Interestingly,
in the study by de Beurs and colleagues (2000), although both vulnerability factors (e.g. demo-
graphic or personality characteristics) and stress factors (i.e. stressful life events between the
two measurement time points) were found independently to predict change in anxiety over
time, no interaction was found between vulnerability and stress-related factors.

Using three-year incidence data from the NESARC study, Chou et al. (2011) found that
persons older than 8o years of age, and persons with a high income were at a higher risk
of developing a first incident of panic disorder over three years than persons aged 60-69,
or those on a low income. Furthermore, like de Beurs et al., these authors found that older
women were more likely than older men to develop generalized anxiety disorder. Having
a diagnosis of post-traumatic stress disorder (PTSD) at baseline increased the risk of inci-
dent panic disorder, specific phobia, and generalized anxiety disorder. Finally, meeting
criteria for narcissistic personality disorder at baseline was related to an increased risk of
developing generalized anxiety disorder over the three years. Importantly, unlike the study
by de Beurs et al., Chou and colleagues found no evidence of an increase in the chance of
newly diagnosed anxiety disorders over three years as a function of stressful life events or
health-related factors during the study period. An important limitation of the study by
Chou and colleagues is the unavailability of analysis of attrition data. Therefore, it is not
possible to ascertain that the participants who dropped out of the study were not different in
important ways from those who remained in the study.

Comorbidity

Anxiety often co-occurs with other psychological and medical conditions, and while such
associations have been mostly detected and explored in the context of cross-sectional
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studies, longitudinal studies are necessary to characterize the nature and direction of such
relationships.

Mood disorders, particularly depression, appear to be the most commonly reported comor-
bidity (Gongalves et al. 2011). It is less clear, however, whether one disorder typically precedes
the other or plays a role in its development. Others have indeed proposed a dimensional
model in which depression and anxiety are part of the same continuum of psychopathology
(Schoevers et al. 2003). Wetherell, Gatz, and Pedersen (2001) explored these issues in a lon-
gitudinal design over six years in middle-aged and older adults. Using structural equation
modelling and confirmatory factor analysis, they found that although anxiety and depression
were highly correlated, a model in which both appeared separately fitted the data better than
a model which included a single mental health factor, or a model that included a positive and
negative affect factor. Further, these authors found that anxiety was more stable than depres-
sion, and that over a period of six years, anxiety consistently led to depression, but depression
did not consistently lead to anxiety (Wetherell et al. 2001). Wetherell and colleagues inter-
preted their findings to suggest that anxiety was more likely to be associated with a pervasive
personality trait such as neuroticism, whereas depression tended to fluctuate more.

Support for a temporal sequencing of depression and anxiety in older persons comes from
the AMSTEL study (n = 4,051). Schoevers et al. (2005) found that among those who met cri-
teria for generalized anxiety disorder (GAD) at baseline (n = 25), 48% were in full remission
by the three-year follow-up. However, for those 52% who were not in remission, the outcome
was not favourable: 12% had persistent anxiety, 24% developed depression, and a further 16%
developed comorbid depression and GAD. Conversely, only 2% of those who had depression
at baseline met criteria for GAD at the three-year follow-up, with a further 13.6% developing
comorbid anxiety and depression. Out of the 258 persons with psychopathology at baseline,
34 (13%) had comorbid anxiety and depression. Remission in this group was lowest, with only
27% in full remission at the three-year follow-up. Progression from GAD to comorbid anxiety/
depression was associated with the presence of a comorbid medical illness.

Treatment

Studies have shown that in younger adults (aged less than 55 years) anxiety disorders
show a chronic but variable course with intermittent periods of waxing and waning of
symptoms when left untreated. In older adults, evidence suggests that pharmacologi-
cal and non-pharmacological interventions alike are more effective than no treatment in
improving symptoms (Gongalves and Byrne 2011). In a two-year longitudinal study of
community-dwelling adults in Quebec, Canada, Preville et al. (2011) reported that less than
half (46.9%) of the older adults with a diagnosis of either depression or anxiety (n = 279)
were treated with anti-depressants for an average of 400 days during the two years of the
study. Conversely, 59% of individuals with a ‘mental health’ disorder used benzodiazepines
(BZs) for a period of 338 days on average during the study period. Interestingly, those par-
ticipants who during the follow-up evaluation were either in partial or full remission from a
mental disorder (either depression or anxiety) were no different than those with persistent
mental health issues in terms of the duration of anti-depressant or BZs use. The authors
also found that over 10% of participants without a diagnosis of a mental health condition
at either baseline or follow-up were nevertheless taking anti-depressants. This longitudinal
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study raised questions regarding the effectiveness and prescription practices of psychotropic
medication for mental health issues among older community-dwellers.

Longitudinal research provides an essential resource for the understanding of psychiat-
ric and neurocognitive disorders, how they differ from normative life-course develop-
ment, predisposing factors, prognosis, and the efficacy and side effects of treatments.
Longitudinal studies continue to be the only method available for linking risk factors
occurring in early life, or adulthood, with late-life cognitive decline, depression, and anxi-
ety. As more findings from these studies are published and as cohorts age, the body of evi-
dence about the impact of health, environment, and life style on late-life mental disorders
will increase.

Within a lifespan perspective, late-life onset of disorders such as depression and anxiety
are less well understood than are early-onset depression and anxiety. A sample of the longi-
tudinal work that has been done in this area has been presented in this chapter. Clinicians
may refer to longitudinal research, as well as conduct their own time-dependent research, to
learn of the validity of diagnostic criteria, expected prognosis of disorders and factors that
may modify outcomes. The existing longitudinal datasets allow for questions to be answered
that would otherwise be beyond the capacity of any cross-sectional or case study. This rich
resource within the research community will continue to grow in significance with the
inclusion of biomarkers, neuroimaging, life-history data, and linkage of datasets to health
services registries.
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META-ANALYSES IN
CLINICAL GEROPSYCHOLOGY
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MARTIN PINQUART AND SILVIA SORENSEN

INTRODUCTION

CLinIcIANS and other practitioners need skills for obtaining and (critically) evaluating
up-to-date information from scientific sources. Evidence-based practice (EBP) has become
the norm for effective clinical practice. It includes the use of best scientific evidence inte-
grated with clinical experience and patient values and preferences in the practice of profes-
sional patient care (Sackett et al. 2000). EBP is founded on a hierarchy of scientific evidence
with (1) meta-analysis of randomized controlled trials (RCTs) being considered the highest
level of research evidence, followed by (2) evidence from at least one RCT, (3) evidence from
at least one controlled study without randomization, (4) evidence from at least one other
type of quasi-experimental study, (5) evidence from nonexperimental descriptive studies,
such as comparative studies, correlation studies, and case control studies, and (6) opinions
and/or clinical experience of respected authorities as the lowest level of evidence (Shakelle
etal. 1999).

In the present chapter, we briefly summarize the meta-analytic approach and discuss
advantages and disadvantages of meta-analysis. Subsequently, we summarize the results of
recent meta-analyses in clinical geropsychology focusing on studies of the effects of behav-
ioural and psychotherapeutic interventions with older adults that have been published in
the last decade.

THE META-ANALYTIC APPROACH

Meta-analysis is a research review method that combines the evidence of multiple primary
studies by employing statistical methods, thus enhancing the objectivity and validity of find-
ings (Glass 1976). It presupposes a clear definition of the research question, the systematic
search of the available literature, and a precise definition of eligibility criteria for individual
studies. Three kinds of inclusion criteria have to be fulfilled: first, there are content-specific
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criteria, for example regarding the age range studied. Second, included studies should meet
predefined criteria of quality, such as the use of a well-described study population, sampling
procedure, valid measures, and appropriate statistical tests, as well as sufficient numbers of
completers (80% and higher), adequate study design (e.g. RCT in intervention research),
measures, and lack of serious flaws (e.g. control for confounding variables; Valentine 2009).
Third, the studies included in the analysis must provide sufficient statistical information for
computing effect sizes. When the direction of the effect is provided without exact effect size,
the effect sizes can be estimated with statistical procedures (e.g. Bushman and Wang 1995).
Although these estimations may differ somewhat from the exact effect size, the inclusion
of these estimations leads to lower bias than excluding this study or setting its effect size to
zero.

The statistical procedures of meta-analyses encompass five steps (Borenstein et al. 2009;
Lipsey and Wilson 2001, Figure 4.1):

o Step 1. Because available studies often use different assessments (e.g. different depres-
sion scales), the effect sizes of these studies must be made comparable, using three
standardized measures:

(a) standardized mean differences (e.g. difference between post-test scores of the inter-
vention group and the control group, divided by the pooled standard deviation);

Definition of inclusion criteria
and systematic search for studies

Coding of effect sizes and study characteristics,
computation of inter-rater reliability

Test for heterogeneity of effect sizes

Heterogeneity:
random-effects
meta-analysis

No heterogeneity:
fixed-effects
meta-analysis

Computation of weighted Computation of weighted
mean effect sizes and mean effect sizes and
test for significance test for significance

Search for moderator

variables
Detection of publication bias Detection of publication bias
(e.g., trim-and-fill, fail-safe N) (e.g., trim-and-fill, fail-safe N)

FIGURE 4.1 Steps of meta-analyses.
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(b) odds ratios, which is the ratio of the odds of an event occurring in one group (e.g.
remission) to the odds of it occurring in another group; or

(c) correlation coefficients (when analysing the size of association between two
variables).

Inter-rater reliability of the effect sizes and other coded characteristics of the studies

should be reported in meta-analyses. The effect sizes can be adjusted for sources of

bias, such as the overestimation of effect sizes in small samples.

o Step 2. The heterogeneity of effect sizes is tested; that is, whether they vary between
studies beyond random measurement error.

o Step 3. The weighted overall effect size is computed across all studies that fulfil the inclu-
sion criteria. A significant advantage of the meta-analysis method is that larger, more
reliable studies receive a larger weight. Subsequently, it is tested whether the weighted
mean effect size differs statistically significant from zero. Because meta-analyses pool
the results of studies, they have more test power than individual studies for identify-
ing small or even very small effects. Two statistical estimations can be used. Fixed
effects models assume that the studies included in the meta-analysis estimate the same
underlying ‘true’ effect that is ‘fixed, and that the observed differences across studies
are due to random error. Random effects models are preferred when there is significant
between-study variability of the effect sizes. In random effects models it is assumed
that the studies included in the meta-analysis are only a random sample of a theoreti-
cal universe of all possible studies on a given research question, and that these studies
vary in the size of their effects. The random effects model and the fixed effects model
yield similar results if the variability of effect sizes between studies is low.

o Step 4. If the effect sizes are heterogeneous, careful investigation of the potential causes
must be accomplished. The general approach is to test whether the effect sizes of the
individual studies vary by study characteristics, such as the number of sessions of the
intervention or participant age (moderator analysis). This analysis is important for
identifying optimal characteristics of an intervention (e.g. regarding number of ses-
sions needed for highest effects) or defining a group of persons who will benefit most
from it.

o Step 5. Several procedures have been suggested for dealing with the fact that it is usu-
ally impossible to collect all available studies and that studies with non-significant
effects may be less likely to be published (the ‘file-drawer problem, Rosenthal 1979).
The fail-safe number estimates the number of unidentified studies with null results
that would be needed to reduce the average effect size to a point of non-significance
(Rosenthal 1979). Duval and Tweedie (2000) developed a method of imputing miss-
ing studies, based on the assumption that in funnel plots the effect sizes of individual
studies should be equally distributed on both sides of the mean effect size. However,
the results of the so-called trim-and-fill procedure have to be interpreted with caution
because publication bias is difficult to detect in the case of small numbers of studies,
and criteria other than the missing of studies could lead to an asymmetrical distribu-
tion of effect sizes (Borenstein et al. 2009). Nonetheless, these analyses provide impor-
tant information about the robustness of the statistical effects.

Special software for meta-analysis is available, such as Comprehensive Meta-analysis
(CMA), MetAnalysis, MetaWin, MIX, RevMan, and WEasyMA, with CMA and MIX
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scoring highest on usability and having the most complete set of analytical features (Bax
et al. 2007). Most meta-analytical procedures can also be computed with macros developed
for general statistical packages, such as SPSS and SAS (Lipsey and Wilson 2001) as well as
STATA (Bradburn et al. 2003).

Useful formal guides for writing meta-analyses and interpreting the quality of reporting
of meta-analyses have been published, such as the guidelines for meta-analyses evaluating
diagnostic tests (Irwig et al. 1994), the QUOROM (Quality of Reporting of Meta-analyses)
guidelines for meta-analyses of controlled trials (Moher et al. 1999), the MOOSE guidelines
(Meta-analysis of Observational Studies in Epidemiology; Stroup et al. 2000), the American
Psychological Association Meta-Analysis Reporting Standards (MARS) (APA Publications
and Communications Board Working Group on Journal Article Reporting Standards
2008), and the PRISMA Statement (Preferred Reporting Items for Systematic Reviews
and Meta-Analyses) (Moher et al. 2009). These guidelines refer to the report of all relevant
aspects of the meta-analysis. However, the quality of a meta-analysis also strongly depends
upon content-related criteria, namely measures used for getting access to all relevant stud-
ies (e.g. search in all relevant electronic databases, attempts often made to obtain missing
data from authors of primary studies), application of adequate inclusion criteria (e.g. use of
randomized controlled studies in intervention research), high inter-rater reliability, use of
adequate statistical procedures (e.g. computation of random effects in the case of heteroge-
neous effect sizes), assessment of possible publication bias, and correct interpretation of the
results.

In addition, the Cochrane Collaboration, an international network of more
than 28,000 researchers from over 100 countries prepares systematic reviews and
meta-analyses according to a standardized protocol (Higgins and Green 2011). These
reviews are published online in the Cochrane Library. As Cochrane reviews include only
studies of the highest quality, the final number of included studies is often very low and
the analyses have low statistical power. Therefore, many researchers prefer to include
relevant lower-quality studies and to test whether effect sizes vary by study quality. If
there is not such variation, these more inclusive meta-analyses tend to yield more robust
estimations of effect sizes.

In sum, meta-analyses provide a compact overview over a field of research and they can
guide practitioners in the selection of evidence-based interventions. Their main advantages
are:

(a) the inclusion of large numbers of studies on a particular topic (while qualitative
reviews often restrict the number of included studies for reasons of clarity and
comprehensibility);

(b) quantification of mean effect sizes;

(c) statistical testing of the significance and homogeneity of the effect sizes across avail-
able studies;

(d) identification of small effects that would be overlooked in studies with small sample
sizes and in qualitative reviews that report only the number of studies with statisti-
cally significant results;

(e) use of standardized criteria for interpreting the effect sizes (e.g. Cohen 1992);

(f) testing whether the results may be affected by a publication bias; and

(g) testing for moderating effects of study characteristics.
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Meta-analyses are less error-prone than qualitative reviews, due to the use of standard-
ized statistical procedures. For example, Bushman and Wells (2001) report that qualitative
reviewers are influenced by the titles of studies (i.e. whether they refer to statistically signifi-
cant effects). In contrast, reviewers with some experience in meta-analysis judged studies on
the basis of the effect sizes in the results sections, irrespective of the study’s title.

Nonetheless, some limitations of meta-analyses exist. First, meta-analyses cannot inte-
grate the results from qualitative studies. If quantitative and qualitative research is avail-
able on a topic, it may be useful to combine the meta-analysis of quantitative results with
a systematic qualitative review of the qualitative results. Second, a minimum number of
empirical studies is needed for computing a meta-analysis to be worthwhile. Although
meta-analytics can be performed, in principle, for only two studies, these results are unlikely
to be robust when additional studies become available. Third, available studies have to show
sufficient similarity (e.g. regarding the kind of intervention and assessed outcome variables).
The critique that meta-analyses mix apples and oranges holds true if the included studies do
not share many similarities. Nonetheless, meta-analyses can test whether subgroups of stud-
ies find identical effects and whether apples and oranges can therefore be combined into
a category of ‘fruits. Fourth, the results of meta-analyses depend upon the quality of the
available studies. For example, if randomized controlled intervention studies are lacking,
the conclusions drawn from meta-analysis about a particular kind of intervention will be
limited. Finally, meta-analyses tend to be more cost-intensive than narrative reviews as they
often include larger numbers of studies and because most meta-analyses use special com-
mercial software (Bax et al. 2007).

META-ANALYSES IN THE FIELD OF CLINICAL
GEROPSYCHOLOGY

Meta-analyses on correlational studies in geropsychology

In principle, meta-analyses can be applied in all fields of clinical geropsychology as long as
there is sufficient quantitative research. We highlight four areas of focus and cite some rep-
resentative studies for each.

Epidemiological data on mental health problems in old age

Based on 69 studies, a meta-analysis by Mitchell et al. (2010) reported an average prevalence
of late-life depression in geriatric patients and nursing home residents of 29.2%. Possibly
attributable to limited power, prevalence did not differ between inpatients, outpatients, and
residents of nursing homes.

Risk factors for mental health problems in older adults

A meta-analysis of twenty studies by Cole and Dendukuri (2003) identified disability, new
medical illness, poor health status, prior depression, poor self-perceived health, and bereave-
ment as risk factors for depression in old age. Meta-analysing twenty-five studies, Kraaij,
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Arensman, and Spinhoven (2002) found that almost all negative life events appeared to have
a small but significant correlation with geriatric depression (e.g. death of a significant other
r = .10; severe illness of significant others r = .10). The total number of negative life events
(r = .15) and the total number of daily hassles (r = .41) appeared to have the strongest relation-
ship with depression. Finally, Tenev, Robinson, and Jorge (2010), using six studies, showed
that a severe stressor (stroke) had a stronger effect on the risk for depression if the patient
showed elevated vulnerability as indicated by a family history of depression. More concretely,
family history of depression increased the average risk for post-stroke depression by 46%.

Accuracy of diagnostic instruments

In a meta-analysis of eleven studies, Heo, Murphy, and Meyers (2007) showed that the
Hamilton Depression Rating Scale and the Montgomery-Asberg Depression Rating Scale
yield very similar results, with aggregated correlations between the two measures rang-
ing from r = .80 to .88. Sensitivity refers to the ability of an instrument to detect a speci-
fied disease whereas specificity refers to the ability of an instrument to correctly identify
disease-free individuals. Mitchell et al. (2010) compared the diagnostic validity of differ-
ent versions of the Geriatric Depression Scale (GDS) across sixty-nine studies. The GDS30,
GDS15, and the GDS4/5 did not differ significantly with regard to sensitivity (81.9%-92.5%)
and specificity (73.8%-77.7%), thus indicating that fewer items did not impair the ability
of the instrument to detect clinical depression in old age. Compared to self-ratings in the
prediction of depression, subjective memory complaints showed low sensitivity in predict-
ing dementia (18.5%-43.0%) although the specificity of these scales was high (85.8%-86.9%;
Mitchell et al. 2010).

The course of diseases

Han et al. (2000) reported that across thirty-seven studies, older adults with Alzheimer’s
disease show an average decline of the Mini Mental State Examination (MMSE) scores of 3.3
scale points per years. However, the decline was stronger in the case of higher MMSE scores
at pre-test, thus indicating non-linear change.

META-ANALYSES IN THE FIELD OF PREVENTION
AND INTERVENTION

We will summarize the meta-analyses on available behavioural and psychotherapeutic
interventions that have been published in the last decade (see Table 4.1). The meta-analyses
were identified with a literature search in the electronic databases Medline, PsycINFO, and
the Cochrane Library. If not otherwise stated, we report effect sizes of interventions that
control for non-specific change in the control condition. The magnitude of the effect size
(d) represents group differences in standard deviation units. Effect sizes of d = .20 to .49 are
interpreted as small; d = .50 to .79 indicates medium-sized effects, and d > .80 indicates large
effect sizes, as suggested by Cohen (1992).



Table 4.1 Summary of recent meta-analyses in the field of behavioural/psychotherapeutic interventions (ordered by topic and year
of publication)

Number and kind of
Authors Target problem Intervention studies included’ Age Mean controlled standardized effect size

Treatment or prevention of depression

Pinquart and Sérensen (2001) depressive symptoms psychosocial and 122 CT 55+ d = .43 (self-rated depression)
psychotherapeutic d = 1.03 (clinician-rated depression)
interventions

Bohlmeijer et al. (2003) depression reminiscence 15 RCT, 5 NCT, REM 65+ d=.84

Pinquart et al. (2007) depression behavioural interventions, 50 RCT, 7 NCT 60+ d = .87 (self-rated depression)
psychotherapy d = .93 (clinician-rated depression)

Wilson et al. (2009) depression psychotherapy 9 RCT 55+ d = 1.77 (CBT, no-treatment control, HDRS)

d = .77 (CBT, active control, HDRS)
d = .32 (CBT, active control, GDS)
Kang-Yi and Gellis (2010) depression community-based 10 RCT 64+ d=.10
health interventions for
homebound older adults
with heart disease

Dai et al. (2011) depression in psychotherapy 12 RCT 60+ d=.80
Chinese inpatients
Forsman et al. (2011) depression prevention 15 RCT, 4 NCT 60+ d=.17
Pinquart and Forstmeier depression reminiscence 69 RCT, 47 NCT 60+ d = .53 (total)
(2012)! d = 1.09 (depressed patients)
Treatment of anxiety
Nordhus and Pallesen (2003) anxiety behavioural interventions 15 UCT/CT 55+ d=.55
Pinquart and Duberstein anxiety disorders behavioural interventions 12 RCT, 1 NCT, 6 UCT 60+ d=.80

(2007)



Hendricks et al. (2008) anxiety disorders

Thorp et al. (2009)
anxiety disorders

Jung et al. (2010) fear of falling

Treatment of symptoms of dementia
Woods et al. (2005)

Woods (2008)
Sitzer et al. (2006)
Kong et al. (2008)

memory problems

Zetteler (2008) challenging
behaviour

Treatment of insomnia

[rwin et al. (2006)" insomnia

Montgomery and Dennis insomnia

(2009)

Interventions with care-givers of older adults

Acton and Kang (2001)
care-givers

burden of mixed
care-givers

Yin et al. (2002)

anxiety symptoms or

cognitive symptoms

cognitive symptoms
agitation in dementia

burden of dementia

cognitive-
behavioural therapy

cognitive-behavioural
therapy, relaxation

education, exercise,
encouragement...

reminiscence

cognitive training
cognitive training
behavioural interventions

simulated presence
therapy

behavioural (CBT,
relaxation)
cognitive-behavioural
treatment

care-giver interventions
(support, education,
respite,...)

care-giver interventions
(support, education,
respite,...)

7 RCT

14 CT, 5 UCT

3 RCT, 3 NCT

4 RCT
9 RCT
14 RCT, 3 NCT
14 RT

4 CT

8 RCT

6 RCT

17 CT, 7 UCT

11 RCT, 15 NCT

60+

63+

75+

60+

66+
66+
Not
specified
64+

55+
59+
not
specified

not
specified

d = .44 (compared to WLC)

d = .55 (compared to active control
condition)

d = .90 (relaxation training)

d = .00-.33 (CBT without/with relaxation
training)

d=.21

d = .27 (post-test)

d = .50 (follow-up)
d=-.06-.52

d=.47

d = 1.07 (sensory interventions)

d=.70

d=-.19 (sleep time) to d = .73 (wakenings
after sleep onset)
Only nonstandardized effect sizes

d=.41

(continued)



Table 1 Continued

Number and kind of

Authors Target problem Intervention studies included’ Age Mean controlled standardized effect size
Sérensen et al. (2002) psychological care-giver interventions 78 CT M =623 d=.41 (knowledge)

outcomes of mixed d = .37 (pos. well-being)

care-givers d = .20 (symptoms of care recipient)

d = .15 (burden)
d = .14 (care-giver depression)
d = .15 (benefits)

Brodaty et al. (2003) psychological care-giver interventions 21 RCT, 10 NRT 55+ d = .51 (knowledge)
outcomes of d = .31 (distress)
dementia care-giving d = .09 (burden)
d = .68 (patient mood)
Pinquart and Sorensen (2006) psychological care-giver interventions 127 CT M =63 d = .12 (burden)
outcomes of d = .24 (depression)
dementia care-giving d = .31 (positive well-being)

d = .46 (knowledge)
d = .17 (symptoms of care recipient)
OR = .77 (risk for institutionalization)

Lee et al. (2007) mental health of care-giver interventions 4 RCT M=61.1 d=.28
stroke care-givers

Northouse et al. (2010) mental health of care-giver interventions 29 RCT M = 55 d = .25 (self-efficacy)
cancer care-givers d = .22 (burden)

d = .20-.47 (coping)

d = .16-.29 (psychol. distress)
d = .17 (benefits)

d = -.06 to .06 (depression)

Chien et al. (2011) psychosoc. outcomes  support groups 20 RCT, 10 NCT 44+ d = .44 (psych. well-being)
of dementia d = .40 (depression)
care-givers d = .40 (social outcomes)

d = .23 (burden)



Vernooij-Dassen et al. (2011)  mental health of cognitive reframing 11 RCT M =59 d = .66 (depression)
dementia care-givers interventions d = .64 (self-efficacy)
d = .24 (stress)
d = .21 (anxiety)
d = .21 (memory [behav. problems of care
recipient)
d = .14 (burden)
Bereavement interventions
Currier et al. (2008) psychological bereavement interventions 61 CT M =404 d=.16 (randomized studies)
distress after d = .51 (non-randomized studies)
bereavement
Wittouck et al. (2011) complicated grief bereavement interventions 14 RCT M = 41 d = .53 (therapy)
after bereavement d = .00 (prevention)
Improvement of broad indicators of positive well-being
Pinquart and Sérensen (2001) positive well-being  psychosocial and 122 CT 55+ d=.45
psychotherapeutic
interventions
Chin (2007) positive well-being  reminiscence 12 RCT, 3 NCT d = 1.09 (happiness)
d = .55 (self-esteem)
d = .22 (life-satisfaction)
BohImeijer et al. (2007) positive well-being  reminiscence 13 RCT, 2 NCT 60+ d=.54
Pinquart and Forstmeier positive well-being,  reminiscence 69 RCT, 47 NCT 60+ d = .63 (ego-integrity)
(2012)! ego-integrity d = .36 (pos. well-being)

Notes. ! If the meta-analysis also reports results for younger adults, we included only the results of older adults. CBT = cognitive-behavioural therapy;

CT = controlled trial; d = effect size (in standard deviation units; positive scores indicate improvement); GDS = Geriatric Depression Scale; HDRS = Hamilton
Depression Rating Scale; NCT = non-randomized controlled trial; OR = odds ratio (scores < 1 indicate that the intervention reduced the odds of a defined event);
RCT = randomized controlled trial; RT = randomized trial; UCT = uncontrolled trials; WLC = wait-list control condition. Significant improvements are printed in
bold.
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Among the ageing population, depression and anxiety are the most prevalent mental
health problems (Iliffe and Manthorpe 2002). Thus, larger numbers of intervention stud-
ies and meta-analyses have dealt with behavioural treatments of depressive symptoms and
anxiety in old age.

Depression

In the first large meta-analysis on psychological interventions in old age, Pinquart and
Sorensen (2001) analysed the effects of controlled psychosocial and psychotherapeu-
tic interventions on self-rated depression (ninety-one interventions) and clinician-rated
depression of older adults (thirty-one interventions). The studies included both individuals
with and without a clinical depression diagnosis. Psychotherapeutic interventions showed
moderate improvements of self-rated depression (d = .64) while non-therapeutic interven-
tions (such as self-help groups) had only small effects (d = .28). In addition, large improve-
ments of clinician-rated depression were observed in therapeutic interventions (d = 1.07) as
compared to moderate improvements in non-therapeutic interventions (d = .63).

In a meta-analysis of fifty-seven controlled studies of behavioural and psychotherapeutic
interventions with depressed older adults, Pinquart, Duberstein, and Lyness (2007) found
that self-rated depression improved by d = .84 and clinician-rated depression improved
by d = .93. Significant improvements of self-rated (d = .49) and clinician-rated depression
(d = 1.01) were also found at follow-up (about thirty-one weeks after the end of the inter-
vention). Effect sizes at post-test were large for cognitive and behavioural therapy (CBT;
d = 1.06) and reminiscence (d = 1.00); and medium for psychodynamic therapy (d = .76),
psychoeducation (d =.70), physical exercise (d = .73), and supportive interventions (d = .57).
Effects did not vary between group format and one-to-one format, or by number of sessions.
However, effect sizes were smaller for individuals with medical comorbidities or cognitive
impairments.

Another meta-analysis by these authors showed that improvements of clinician-rated
depression were significantly higher in psychotherapeutic interventions (d = 1.09) than
in pharmacological interventions (d = .69) while both kinds of interventions had similar
effects on self-rated depressive symptoms (d = .83 versus d = .62; Pinquart, Duberstein,
and Lyness 2006). However, the relatively smaller effect of pharmacological intervention
on clinician-rated depression was due to the fact that these studies used an active placebo
control condition while many psychotherapeutic studies did not. This reduced the size of
relative improvement of pharmacotherapeutic interventions compared to the control con-
dition. In fact, studies with a pharmacotherapeutic and a psychotherapeutic arm showed
similar effects for both kinds of intervention.

Two meta-analyses focused on effects of reminiscence and life-review on depression.
Bohlmeijer, Smit, and Cuijpers (2003) found a mean effect of d = .84. Larger improvements
were observed in the case of high depressive symptoms at pre-test (d = 1.23) than in other
studies (d = .37). In this meta-analysis the effect sizes were disattenuated, thus the mean
effect size indicates the strength of reminiscence interventions if measures were perfectly
reliable.

In an updated meta-analysis by Pinquart and Forstmeier (2012),! participants of reminis-
cence interventions showed, on average, moderate improvements of depressive symptoms
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(d = .53). However, large effects were found for individuals with elevated levels of depressive
symptoms or diagnosed depressive disorders at pre-test (d = 1.09) and among those who
received life-review therapy in particular (d = 1.28). In life-review therapy, the structured
(re)evaluation of one’ life is often accompanied by techniques that have been developed in
other therapeutic frameworks, such as cognitive therapy, problem-solving therapy, or nar-
rative therapy.

Wilson, Mottram, and Vassilas (2009) analysed the effect of CBT and psychodynamic ther-
apy approaches on geriatric depression. Based on five trials, CBT was more effective than
wait-list controls in studies that used the Hamilton Rating Scale for Depression (d = 1.78).
CBT was also superior to active control conditions when using the Hamilton Depression
Rating Scale (d = .77), but equivalent when using the Geriatric Depression Scale (d = .32).
No significant differences were found when comparing effects of CBT and psychodynamic
therapy.

Two meta-analyses focused on the treatment of depressive symptoms for older adults
with chronic medical illness. Dai, Li, and Cuijpers (2011) found large effects of psychother-
apy on Chinese older adults with clinical depression and chronic physical illness (d = .80).
However, a meta-analysis on heterogeneous (non-therapeutic) behavioural interventions
for homebound older adults with heart disease (e.g. meditation, Tai Chi, telehealth) found
no significant effect on depression symptoms (d = .11; Kang-Yi and Gellis 2010).

Finally, Forsman, Schierenbeck, and Wahlbeck (2011) summarized the results on the
prevention of depression in old age. Overall, prevention programmes had a very small
but statistically significant effect on depression symptoms (d = .17). In comparison with
no-intervention controls, only social activities (e.g. volunteering) were effective in prevent-
ing depression symptoms (d = .41), but this result was only based on two studies. No sig-
nificant preventive effects were found for physical exercise, skill training, reminiscence, and
multicomponent interventions.

In sum, these meta-analyses show large immediate effects of CBT and reminiscence
on older adults with clinical depression with and without physical comorbidity. Effects
of psychotherapy on depression in old age are comparable to those of pharmacotherapy.
Non-therapeutic interventions and prevention programmes tend to have small to very small
effects on depression symptoms, which is, in part, based on the fact that these interventions
are most often offered to older adults with low levels of depression at pre-test.

Anxiety

Available meta-analyses on the treatment of anxiety in old age have had to rely on a
smaller database than meta-analyses on geriatric depression. This has often led to the
inclusion of uncontrolled studies. Two available meta-analyses included a broad range
of treatment programmes while three others focused on specific kinds of treatments or
non-psychotherapeutic interventions.

Nordhus and Pallesen (2003) analysed the effects of (uncontrolled and controlled) behav-
ioural intervention studies for the treatment of anxiety in old age. A combined effect size
of d = .55 was reported. When controlling for nonspecific change in the control group, a
meta-analysis by Pinquart and Duberstein (2007) found anxiety symptoms in the inter-
vention condition to improve by d = .80. These relative improvements were significantly
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larger if clinician ratings were used (d = 1.15) than when self-ratings of the older adults were
used (d = .53). Improvements of anxiety were maintained at follow-up (with a mean inter-
val of thirty-seven weeks). The relative improvement of anxiety symptoms in behavioural
interventions (after controlling for nonspecific change of anxiety symptoms in the control
condition) was similar to that observed in pharmacological intervention studies (d = .83).
However, relative improvements are difficult to compare because pharmacological studies
use pill placebos as a control condition, whereas behavioural interventions primarily use
wait-list control conditions. In fact, the level of absolute improvement of anxiety symptoms
of pharmacological interventions (d = 1.76) was significantly larger than absolute improve-
ments of these symptoms in behavioural interventions (d = .81).

Hendricks et al. (2008) included only CBT studies that had both a no-treatment control
condition and an active control condition (attention placebo). Anxiety symptoms were
reduced in comparison to the wait-list control condition (d = .44) and to the active control
condition (d = .51).

A meta-analysis by Thorp et al. (2009) compared CBT and relaxation in the treatment
of anxiety in old age. Unfortunately, most of their analyses focused on effect sizes that did
not control for nonspecific change in the control condition. Large uncontrolled effect sizes
were observed for CBT alone (d =1.18), as well as for relaxation training alone (d = .91), and
CBT plus relaxation (d = .86), and these effect sizes did not differ significantly from each
other. When controlling for nonspecific change in the active control condition, only relaxa-
tion training alone showed a significant effect on anxiety symptoms (d = .90). The fact that
improvements of anxiety in CBT trials were not significantly larger than in an active con-
trol condition should be interpreted with caution because only three controlled studies were
available for CBT alone and for CBT plus relaxation training.

Finally, a meta-analysis on interventions targeted at fear of falling found small mean
effects (d = .21; Jung, Lee, and Lee 2009). These interventions used exercise, education,
encouragement, socializing, and hip protectors rather than cognitive-behavioural strategies
or relaxation.

In sum, these meta-analyses show that behavioural interventions cause moderate to large
improvements of anxiety symptoms but that these effects are lower than those of pharma-
cological interventions. CBT and relaxation tend to show similar effects but more compara-
tive research is needed. In addition, non-therapeutic interventions, such as encouragement,
have small effects at best.

Dementia

Dementia is the most common neurological disorder in old age (Hirtz et al. 2007); it is asso-
ciated with cognitive impairment as well as behavioural symptoms, such as agitation and
challenging behaviour (e.g. hitting, wandering, or constant repetition of sentences). Most
behavioural interventions have focused on cognitive impairment.

Sitzer, Twamley, and Jeste (2006) analysed the effects of seventeen controlled trials on
cognitive training with patients with Alzheimer’s disease. They found average improve-
ments of cognitive performance of d = .47 standard deviation units. Mean effect sizes
at post-test were larger for restorative (d = .54) strategies that train lost cognitive abilities
than for compensatory strategies aimed at building new compensatory skills (d = .36). At
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the follow-up of 4.5 months, a mean effect size of d = .30 was found. Unfortunately, these
authors did not report whether the improvements were statistically significant.

Clare and Woods (2008) analysed the effects of nine randomized controlled trials of
memory training on dementia patients’ cognitive performance. No significant overall
improvements of test performance and patient-reported memory problems were found,
but low numbers of studies per outcome variable precluded the identification of significant
improvements. Informant report on participant memory performance improved signifi-
cantly (d = .52) but this effect was based on only two studies.

Based on four randomized controlled trials, Woods et al. (2005) found no statistically
significant positive effects of reminiscence on cognitive performance at post-test (d = .27),
although a significant moderate improvement was observed at six-weeks follow-up
(d=50).

Scientific evidence about behavioural treatments of agitation and challenging behaviour
is even more limited. A meta-analysis by Kong, Evans, and Guevara (2008) reported that
sensory interventions (aromatherapy, thermal bath, and calming music and hand massage)
had a large statistical effect on agitation (d = 1.07), while effects of social contact, activities,
environmental modification, care-giver training, combined interventions, and behavioural
therapy interventions were not significant. However, these results should be interpreted
with caution because only three or fewer effects sizes were available per analysis. Zetteler
(2008) analysed the effect of simulated presence therapy on nursing home residents with
dementia. The intervention consists of playing an audio or videotape that has been person-
alized by the care-giver and describes positive experiences from the client’s life and shared
memories involving family and friends. A moderate average effect on challenging behaviour
was reported (d = .70).

In sum, the scientific evidence for effects of behavioural interventions with patients with
dementia is still very limited. Nonetheless, the meta-analyses indicate that it is promising to
conduct more research on that field.

Sleep problems

Nearly half of older adults report difficulty initiating and maintaining sleep, more than in
any other age group (Roepke and Ancoli-Israel 2010). Briefly, sleep hygiene teaches per-
sons about the impact of life-style habits on sleep; stimulus control aims to help individuals
renew the association of bed and bedtime stimuli with sleep rather than sleep disruption;
sleep restriction limits the time spent in bed at night and obviates sleep during the day; and
cognitive therapy breaks dysfunctional beliefs and attitudes about sleep that lead to emo-
tional distress and further sleep problems. Irwin, Cole, and Nicassio (2006) analysed the
effects of randomized trials on behavioural interventions for insomnia. Both middle-aged
adults and persons older than 55 years of age showed similar robust improvements in sleep
quality (d = .60), sleep latency (d = .51), and wakening after sleep onset (d = .73). No signifi-
cant effect was found on the total time of sleep. Intervention effects on sleep efficiency and
total sleep time were smaller for older than for middle-aged adults, while no age differences
were found for other outcomes.

In another meta-analysis of six RCTs on CBT with older adults with sleep problems,
Montgomery and Dennis (2009) found a significant effect only on sleep efficiency at the
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three-month follow-up, but no other sleep measures. Lack of effects may have been attribut-
able to low statistical power, as several analyses were computed for subsets of the six studies.

Care-giving

Most support for frail and chronically ill older adults is provided by family members, and
spouses and adult children in particular. Care-giving activities often produce strain on
care-givers themselves, referred to as ‘care-giver burden, and they are often associated with
compromised psychological health. While two meta-analyses focused on interventions with
care-givers in general, others restricted their focus to dementia care-givers or care-givers of
older adults with a chronic physical illness.

Based on twenty-six intervention studies, Yin, Zhou, and Bashford (2002) found improve-
ment of burden of care-givers of family members with dementia or physical illness (d = .41).
In the same year, a meta-analysis by Sorensen, Pinquart, and Duberstein (2002) found
smaller effects on the levels of burden of these care-givers (d = .15). The primary difference
between these two meta-analyses was in the number of studies included. Yin et al. (2002)
did not include some available intervention studies with very small effects. Sorensen et al.
(2002) included seventy-five studies and also found significant improvements of depression
(d = .14), positive well-being (d = .37), and perceived abilities/knowledge of the care-givers
(d = .41), as well as of symptoms of the care recipient (d = .20) across all care-giver interven-
tions. Interventions with dementia care-givers had, on average, lower effects than interven-
tions with care-givers of older adults with physical illness or mixed care-givers.

Four meta-analyses focused exclusively on interventions for dementia care-givers.
Acton and Kang (2001) found, on average, no effect on care-giver burden. When com-
paring different forms of intervention, only multicomponent interventions significantly
reduced care-giver burden (d = .46). However, this meta-analysis probably underesti-
mated intervention effects because it included seven uncontrolled studies and thus could
not control for possible increases in care-giver burden among participants not receiving
an intervention.

Brodaty et al. (2003) included thirty studies on controlled interventions with informal
care-givers for family members with dementia. These interventions improved knowledge
about the disease and available sources of support (d = .51), psychological distress (d = .31),
and patient mood (d = .68). Effects on care-giver burden did not reach statistical signifi-
cance (d = .09).

Pinquart and Sorensen (2006) integrated the results of 127 controlled intervention stud-
ies with dementia care-givers. Interventions had, on average, statistically significant but
small effects on burden (d = .12), depression (d = .24), positive well-being (d = .31), ability/
knowledge (d = .46), and symptoms of care recipient (d = .17). Effects on burden (d = .14),
depression (d = .17), and ability/knowledge (d = .42) were maintained at follow-up at an
average of eleven months. Psychoeducational interventions that require active participa-
tion of care-givers had the broadest effects (d = .15 to d = .55). Effects of other interventions
were domain specific. For example, CBT had the strongest effect on care-giver depression
(d = .70) and an additional small effect on burden (d = .36). Counselling and case manage-
ment ameliorated only care-giver burden (d = .50), and respite care was associated with a
reduction of care-giver burden (d = .26) and depression (d = .12) as well as an increase in
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positive well-being of the care-giver (d = .27). Only multicomponent interventions reduced
the risk for institutionalization (OR = .65).

Recently, Vernooij-Dassen et al. (2011) summarized effects of cognitive reframing
interventions (e.g. CBT, problem-solving training) with dementia care-givers. Positive
effects were found on psychological morbidity, specifically anxiety (d = .21), depression
(d = .66), and psychological distress in general (d = .23). No significant effects were found
for coping, care-giver burden, reactions to their relatives’ behaviours, or institutionaliza-
tion of the care recipient. However, the statistical test power for identifying effects was low
because each of the eleven studies that were included provided data for only a subset of
outcome variables.

Another recent meta-analysis of group-based interventions for care-givers of patients
with dementia (mutual support groups or psychoeducational groups) found positive effect
on care-givers’ psychological well-being (d = .44), depression (d = .40), burden (d = .23),
and social outcomes (d = .40; Chien et al. 2011). However, this effect was driven by (psycho-)
educational interventions. Peer support groups had no significant effects on the outcome
variables.

Finally, two meta-analyses focused on care-givers of older adults with chronic physical
illness. Lee, Soeken, and Picot (2007) found a small effect of care-giving interventions on
mental health outcomes of stroke care-givers (d = .28). A meta-analysis of interventions for
care-givers of patients with cancer by Northouse et al. (2010) reported statistically signifi-
cant but small improvements of self-efficacy beliefs (d = .25), care-giver burden (d = .22),
coping (d = .20-.47), and general measures of psychological distress (d = .16-.29). No sig-
nificant improvements of depression symptoms were found.

In sum, these meta-analyses show that care-giver interventions have, on average, small
positive effects on a wide range of outcome variables. The interventions are most suc-
cessful for increasing care-giver knowledge. In addition, effects of most interventions are
domain-specific. In clinical practice, interventions need to be carefully selected with regard
to the needs of the care-givers and the desired outcomes.

Bereavement

Bereaved individuals are at increased risk for mental and physical disorders. Both preven-
tion and treatment of symptoms of psychological distress are indicated. Unfortunately,
available meta-analyses are primarily focused on age-heterogeneous samples.

Two meta-analyses summarized the effects of interventions for bereaved individuals.
Currier, Neimeyer, and Berman (2008) analysed the effect of controlled bereavement inter-
ventions. There were small intervention effects at post-test but none at follow-up, on average
thirty-six weeks after the end of the intervention.

Recently, Wittouck et al. (2011) analysed the effects of RCTs for prevention and treatment
of complicated grief. Prevention trials with bereaved individuals who did not show elevated
grief symptoms had neither significant effects at post-test nor follow-up. In contrast, treat-
ment studies with individuals with elevated grief symptoms at pre-test showed significant
improvements of grief symptoms at post-test (d = .53) and follow-up (d = 1.38). It remains
unclear whether the results of these two meta-analyses can be generalized to older adults as
the mean age of the participants of both meta-analyses was about 40 years. Nonetheless, the
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available studies indicate that bereavement interventions are most effective for individuals
with elevated levels of psychological distress.

Improvement of positive well-being

Many interventions with older adults have focused on the improvement of positive
well-being (e.g. happiness, life-satisfaction) rather than on the reduction of mental health
problems. Pinquart and Soérensen (2001) found, on average, moderate improvements of
positive well-being in psychotherapeutic interventions (d = .51) and small improvements in
non-psychotherapeutic interventions (d = .39). Above-average improvements were found
in control-enhancing interventions with institutionalized older adults (d = 1.03), CBT
(d = .78), and relaxation training (d = .72). Small effects were observed in supportive inter-
ventions (d = .37), and psychoeducational interventions (d = .37) and no significant effects
were found for the promotion of the general level of activity.

Bohlmeijer et al. (2007) found that reminiscence interventions led to moderate improve-
ments of positive psychological well-being (d = .54). The structured life review was more
effective (d =1.04) than less structured simple reminiscence (d =.40). Another meta-analysis
compared effects of reminiscence on different aspects of positive well-being. Improvements
of positive affect (d = 1.09) but not of self-esteem or life-satisfaction were found to be statis-
tically significant (Chin 2007). More recently, Pinquart and Forstmeier (2012)' found that
reminiscence interventions showed moderate improvements of older adults’ ego-integrity
(d = .63) and small improvements of positive well-being at post-test (d = .36). The latter
was found for positive affect (d = .41), life-satisfaction (d = .22), and self-esteem (d = .20).
In addition, life-review therapy had stronger effects on positive well-being (d = 1.02) than
non-therapeutic life-review (d = .38) and simple reminiscence (d = .24).

ARE THE RESULTS OF SOME AVAILABLE
META-ANALYSES BIASED?

Problems with the design and execution of individual intervention studies raise questions
about the validity of their findings. Thus, it is important to test whether the results of stud-
ies vary by methodological quality, such as randomized assignment to intervention and
control group, blinding of the raters, lack of selective attrition, and provision of sufficient
data for computing the exact effect size. For most of the meta-analyses reviewed here, the
size of intervention effects did not vary by study quality (reminiscence: Bohlmeijer et al.
2003; Pinquart and Forstmeier 2012; anxiety treatments: Pinquart and Duberstein 2007;
care-giver interventions: Brodaty et al. 2003; Chien et al. 2011). Three meta-analyses found
smaller effect sizes among studies with higher quality (bereavement interventions: Currier
et al. 2008; treatment of geriatric depression: Pinquart et al. 2007; care-giver interventions:
Pinquart and Sorensen 2006) and one found weaker effects in studies with lower methodo-
logical quality for behavioural and psychotherapeutic interventions (Pinquart and Sérensen
2001). Thus, sources of bias are likely to vary in magnitude and direction (Higgins and
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Green 2011), and some quality problems cause random error when larger numbers of stud-
ies are pooled (e.g. random differences between baseline characteristics of the intervention
and control group).

A second important question is whether the studies included in meta-analyses are a
biased collection of studies with large effect sizes because studies with non-significant
effects are less likely to be published (Rosenthal 1979). Unfortunately, this question has not
been addressed in most meta-analyses in clinical geropsychology. Pinquart and Forstmeier
(2012) found some evidence for a file-drawer problem with regard to two out of nine out-
comes of reminiscence interventions, and one effect size was no longer significant after
applying the trim-and-fill procedure that corrects for this source of bias (Duval and Tweedie
2000). However, effects of reminiscence on two other variables increased after applying the
trim-and-fill algorithm, thus indicating that factors other than the file-drawer problem may
lead to asymmetrical distributions of effect sizes. In fact, consistent with Bohlmeijer et al’s
(2003) observations, Pinquart and Forstmeier (2012) found that the direct comparison of
effects of published and unpublished studies suggests similar effects in both groups.

IMPLICATIONS FOR PRACTICE

Meta-analyses are useful tools for practitioners and policy makers for selecting
evidence-based diagnostic instruments and interventions. The meta-analyses reviewed here
show that behavioural and psychotherapeutic interventions have moderate to large effects
on depression symptoms, anxiety symptoms, and sleep problems. There are rather small
effects on dementia patients’ cognitive performance and distress among individuals cop-
ing with care-giving and bereavement. Nonetheless, small or very small improvements in a
statistical sense can be practically meaningful if they have low costs per participant or if they
reduce costs, as is, for example, the case with a delay of institutionalization of care recipients.

More convincing results are observed when testing whether behavioural and psychother-
apeutic treatments have an overall effect on psychological and psychosomatic symptoms
than when comparing different treatment modalities. Given the fact that the average num-
ber of included studies was twenty-nine (with a range from 3 to 127), the statistical power of
several of the meta-analyses reviewed here was limited. This was the case particularly with
regard to subgroup analysis. Thus, our review of existing meta-analyses highlights the need
for further research on behavioural interventions with patients with dementia and interven-
tions with bereaved older adults.

SUMMARY

The growth of empirical studies in the field of clinical gerontology is reflected in a grow-
ing number of meta-analyses that summarize available research. This raises the question
whether these meta-analyses come to similar conclusions or whether their results are as
heterogeneous as the results of individual trials. Comparisons of the results of different
meta-analyses on the same topic (e.g. reminiscence, treatment of depression, care-giver
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interventions) suggest that their results are quite robust. Nonetheless, robustness of results
presupposes that larger numbers of effect sizes are included in the meta-analysis. The results
of meta-analyses on very small numbers of studies may or may not be replicated in future
meta-analyses (e.g. effects of social activity on the prevention of depression; Forsman et al.
2011). Including a larger number of studies increases the chance of finding statistically sig-
nificant and situationally robust results, provided the meta-analysis does not include a
highly selective sample of studies (e.g. Yin et al. 2002). Thus, if a meta-analysis is based on
a small number of studies (e.g. ten or fewer), researchers and practitioners should regularly
check whether updated meta-analyses become available. A regular update of meta-analyses
is accomplished through the Cochrane Library.

NOTES

1. Because twelve of the included 128 studies of that meta-analysis focused on adults younger
than 60 years, we will only summarize the results of the remaining studies.
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NARDI STEVERINK

INTRODUCTION

HEeartH and well-being, along with the question how to maintain them for as long as possi-
ble into old age, continue to intrigue scientists, policy makers, clinical professionals, as well
as older adults themselves. The trend of population ageing encourages a search for workable
insights and interventions to support and serve increasing numbers of older adults. In the
last decades phrases like ‘healthy ageing), ‘ageing well, ‘active ageing, and ‘successful ageing’
have become guiding themes in both the scientific field of gerontology and in policy devel-
opment concerning the ageing population (e.g. WHO 2002). Although there is still little
consensus about the criteria of ‘success’ (Depp and Jeste 2006), a clear development in the
field is that the common deficit approach to ageing has been modified and the challenge has
become how to understand the mechanisms by which ageing individuals are able to remain
healthy and happy for as long as possible. Today, it is generally accepted that ageing success-
fully is not just a matter of having the right genes or having the right material resources; it
is also a matter of how individuals actively regulate their life and their behaviours such that
health and well-being are optimized. Knowing more about these self-regulatory aspects of
successful ageing will enhance the design of interventions and public health policies.

Two general trends underline the importance of knowing more about active
self-regulation in the process of ageing well. First, the still increasing numbers of older peo-
ple and the related threat of an overloaded healthcare and welfare system make it increas-
ingly important that older adults themselves are optimally able to stay healthy and happy
for as long as possible. Second, increasing life expectancy, with more remaining years of life
after retirement but few social structures and socially defined roles (Freund, Nikitin, and
Ritter 2009; Riley and Riley 1994; Walker 1999), urges older people to find their way in the
life stage that has been called the ‘third age’ Because increasingly more people reach this
‘third age, more and more people need adequate self-regulatory skills if they want to (keep)
feeling well and living a meaningful life into old age. But how can successful development
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and ageing be understood, and effectively become the focus of interventions and public
health policy?

In the remainder of this chapter, first the question will be addressed of how successful
development and ageing are being approached in research and in the development of inter-
ventions. Next, a selection of existing approaches to successful development and ageing will
be reviewed. One of these approaches, the Self-management of Well-being Theory (SMW),
will be elaborated in more detail, because this theory has been shown to be useful as a basis
for concrete and effective interventions aimed at the improvement of self-regulation and
well-being in older adults. A short description of these interventions will be given. Finally,
some suggestions for the future will be discussed.

SUCCESSFUL AGEING: A LIFESPAN
DEVELOPMENTAL PERSPECTIVE

Many of the perspectives on ageing that have emerged in the last decades nuanced the dom-
inant biological deficit approach to ageing by recognizing the importance of the multidi-
mensionality of the ageing process (i.e. ageing is not just a biological process, but occurs also
at social and psychological domains of functioning). Moreover, interest in the multidirec-
tionality of the ageing process grew (i.e. ageing is characterized by gains and losses, many of
which occur at individually different points and rates during the lifespan). The recognition
of these two important insights resulted, first, in much more attention being paid to the psy-
chological and social phenomena of ageing, and, second, in new ideas about the differences
between ‘usual’ and ‘successful’ ageing (Rowe and Kahn 1987). Both had specific implica-
tions for theorizing about ageing, but also for the design of interventions aimed at support-
ing older adults in ageing well.

With regard to the increased attention to the social and psychological domains of age-
ing, it became much clearer that ageing is not just a biological process. Rather, it covers
also the social and psychological domains of life (Rowe and Kahn 1987). Moreover, these
domains interact with each other. For example, robust evidence is found that a diver-
sity of social factors influence morbidity (Cohen 2004; House, Landis, and Umberson
1988; Seeman 1996) and even mortality (Holt-Lunstad, Smith, and Layton 2010). The
same holds for mental health outcomes (Steverink et al. 2011). Additionally, interacting
ageing-related changes and losses across several domains may result in self-reinforcing
spirals of change and challenge. For example, loss of mobility may negatively affect
people’s social life, which, in turn, may negatively affect one’s mood, which may then
undermine the energy to take care of one’s physical health and condition. The latter
may subsequently lead to a further decline in social activities, and may lead to loneli-
ness, and so on. Thus, an initial (small) loss in one domain may affect resources in other,
perhaps multiple, domains. When there is a declining reserve capacity to compensate
fully for certain resource losses, this process may be accelerated and lead to declines in
well-being. The complex interplay of different life domains and interacting influences
most likely holds for the entire lifespan, but seems to be accelerated in later life (Hawkley
and Cacioppo 2007).
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However, in addition to possibly negative spirals, positive spirals also seem to occur in
ageing. Important work in the field of positive ageing has been done by Carol Ryff, who
has criticized the neglect of the possibilities for continued growth and development in old
age (Ryff 1989). The field of positive psychology also identified a wide variety of human
strengths that potentially increase during old age, such as serenity, wisdom, feeling more
relaxed, developing new social relationships (e.g. with grandchildren), and having a broader
capacity for the analysis of intellectual and social problems (e.g. Ferniandez-Ballesteros
2003). Additionally, recent studies showed the positive influence of happiness and subjec-
tive well-being on health and longevity (Veenhoven 2008). Although still relatively few
studies exist on this matter, the findings consistently show that high levels of subjective
well-being significantly lower the risk of mortality and disability, when controlling for other
risk factors (e.g. Collins, Goldman, and Rodriquez 2008; Ostir et al. 2000). Therefore, the
complex interplay of gains and losses in different domains of functioning deserves specific
attention in ageing individuals. Successful ageing thus not only implies the management of
these interacting challenges and cumulative losses, but also the prevention or postponement
of them in different domains of functioning, as well as the development and maintenance of
strengths.

The second main insight—multidirectionality in the ageing process—points to the fact
that there is a substantial heterogeneity within age groups, and that there are many indi-
vidual differences in the ageing process, for multiple domains of functioning. This insight
has also led to the differentiation between ‘usual’ and ‘successful’ ageing (Rowe and Kahn
1987). ‘Usual’ ageing refers to how most people age: to typical physical, cognitive, and social
processes. The other concept, ‘successful ageing), refers to relatively high levels of physical,
cognitive, and social functioning, as is visible in individuals who do better than the gen-
eral population. The latter perspective is appealing because it challenges older adults them-
selves, as well as clinical professionals and researchers, to address the optimal potential and
possibilities for continued growth and resilience at later life stages, instead of focusing on
decline and increasing losses. As such, the perspective of successful ageing is a helpful con-
struct, too, for designing interventions and policy. However, the phrase ‘successful” has often
been criticized, because it would imply a value judgment, and it would imply that people
who do not achieve or keep objective high levels of functioning could not age ‘successfully’
Therefore, it might be more acceptable to speak of ‘ageing well, and emphasize that the ulti-
mate criterion of ‘ageing well’ must be the subjective experience of well-being and quality of
life, not some objective indicators of high functioning (cf. George 2006). Ultimately, the key
criterion of ‘success’ in successful ageing can only be the subjective perception of well-being,
because older adults who experience declines in physical and cognitive functioning, and
who suffer from disability or who lack social engagement, still can rate their well-being as
high. Conversely, older adults who show objectively high levels of physical, cognitive, and
social functioning still may not feel happy. So, the key criterion of ‘success’ ultimately can
only be the subjective experience of well-being, not the mere sum of objective indicators of
high functioning (see also Huber et al. 2011). Nevertheless, there may be specific objective
antecedents and determinants that lead to the subjective experience of elevated well-being
in most people. Therefore, the challenge is to discover these universal determinants, in order
to address them in interventions and policy.

But what are the antecedents and determinants of high levels of subjective well-being
for most people at later ages? Several external and internal circumstances have been
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identified. For example, health, social integration and social support, and socio-economic
status have been found to be important external determinants of high levels of subjec-
tive well-being (for a review see George 2006). Additionally, psychosocial characteris-
tics—as internal circumstances—play a role, such as the individual’s belief that he or she
is in control, and is able to manage his or her own life. Moreover, often these psychosocial
factors are found to have both direct effects on subjective well-being, as well as indirect
effects via mediating the effects of objective circumstances on subjective well-being. So,
ageing with high levels of subjective well-being—and thus, ageing successfully—is more
likely when certain external circumstances are present, together with certain psychosocial
characteristics and skills. In other words, successful ageing is about both achieving and
maintaining the right external resources and the right internal resources (psychosocial
characteristics).

Because of the specific issues of multidimensionality and multidirectionality of the age-
ing process, it may be especially important that older adults have a diverse repertoire of
self-regulatory capacities to manage life proactively and break possible downward spi-
rals. This repertoire should include abilities to reinforce one’s strengths, thereby con-
solidating important resources for ageing successfully. So the question is how, by what
self-regulatory capacities and behavioural strategies, people are able to age successfully.
This is the question of how (to age well). Moreover, we need to know what it means to be
‘well’; this is the question of what. Only when we understand (i.e. by a theory that provides
explicit explanations) how people age well, and what it means to be ‘well; are we able to
design interventions. As Bengtson et al. (1999) have stated it: ‘If you don’t understand the
problem, how can you fix it?’ (7).

Several models and theories exist that try to answer the questions of what and how. In the
following section we will briefly discuss some of the main models and theories, and see to
what extent they are concrete and explicit about ‘how” and ‘what, and thus useful as a basis
for the design of interventions.

EXISTING MODELS AND THEORIES
ABOUT SUCCESSFUL DEVELOPMENT
AND AGEING

Several important theoretical approaches to successful ageing exist. Here we will discuss
four important models and theories, the first being Carol Ryft’s model of Psychological
Well-being (Ryff, 1989; Ryff and Keyes 1995), which is especially concrete about the ‘what’
question, i.e. what it means to be ‘well’ The second and third models are especially concrete
about the ‘how’ question, i.e. about the behavioural processes that lead to ageing well. These
are the Selection, Optimization and Compensation (SOC) model (Baltes and Baltes 1990)
and the Motivational Theory of Life-span Development (Heckhausen, Wrosch, and Schulz
2010; Schulz and Heckhausen 1996). The fourth theory, finally, is a theory that is concrete
and explicit about both the ‘how’ and ‘what’ questions: the Self-management of Well-being
theory (SMW; Steverink, Lindenberg, and Slaets 2005). The latter will be elaborated on in
somewhat more detail.
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Carol Ryft’s model of Psychological Well-being

The model of Psychological Well-Being of Carol Ryft (Ryff 1989; Ryft and Keyes 1995) is a
general model of psychological well-being, which examines perceived thriving in the face
of existential challenges over the lifespan. The model basically describes six dimensions
of well-being: self-acceptance, positive relationships, autonomy, environmental mastery,
purpose in life, and personal growth. These dimensions are based on the integration of
insights from lifespan developmental theories, clinical theories of personal growth, and
mental health approaches (Ryff 1989; Ryft and Keyes 1995). The core assumption of this
model is that well-being is not so much an outcome or end state, but rather a process of
tulfilling or actualizing one’s potentials. Living and ageing well, according to this model,
imply that people fulfil their potential, which will be visible in high levels on all six dimen-
sions. As such, the six dimensions of psychological well-being can be seen as criteria of
‘success. Ryft and colleagues have also developed a scale for measuring the six dimensions
(Ryftf and Keyes 1995).

The Selection, Optimization and
Compensation (SOC) model

The SOC model (Baltes and Baltes 1990; Freund and Baltes 2007) is a general model of suc-
cessful ageing, which describes behavioural processes of adaptation throughout the lifes-
pan. Due to the changing balance between gains and losses, including decreasing reserve
capacity, selection, optimization, and compensation are assumed to be important processes
if people desire to age with ‘success. Selection refers to the selection of and commitment to
a specific goal or set of goals. Facing physical, social, and cultural constraints, it includes
concentration on a limited set of alternatives. Optimization refers to the acquisition, appli-
cation, and investment of resources such that desired outcomes are attained in selected
domains.

Compensation refers to processes aimed at maintaining functioning in the face of
impending or actual losses by substituting available resources as alternative means. The
three processes of selection, optimization, and compensation are presumed to work in
orchestration, and to lead to the experience of mastery and adaptability across the lifespan
and into old age. Regarding the definition of ‘success’ in successful ageing, the authors of the
SOC model state that criteria for success are necessarily relative to social and cultural values.
Therefore, they conclude that success can only be defined at a very abstract level, and they
conceptualize successful ageing as a process encompassing the simultaneous maximization
of gains and minimization of losses (Freund and Baltes 2007).

The Motivational Theory of Life-span
Development (MTLSD)

The MTLSD (Heckhausen et al. 2010) is a recent integration of earlier theories on success-
ful development and ageing by the same authors (Heckhausen and Schulz 1995; Schulz and
Heckhausen 1996). The new theory focuses on the major challenges faced by individuals
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throughout the life course and on the motivational and self-regulatory processes that people
use to meet these challenges. As in the SOC model, it is assumed that the individual needs to
master two fundamental regulatory challenges: selectivity of resource investment, and com-
pensation of failure and loss. When people succeed in this, a sense of control is maintained.
The processes by which these challenges are mastered are, according to the Motivational
Theory of Life-span Development, processes of primary and secondary control. Primary
control processes are conceptualized as being directed at bringing the environment into
line with one’s wishes, whereas secondary control processes are defined as changing the self
to bring oneself into line with environmental forces (Rothbaum, Weisz, and Snyder 1982).
Heckhausen et al. (2010) conceptualize the secondary control processes explicitly as aux-
iliary motivational processes that support short-term or long-term primary control striv-
ing, not as alternatives or even processes opposed to primary control. Somewhat different
than the SOC model, the process of optimization is placed at a meta-level, referring to a
higher-level universal motivational process of maximizing control. With this latter aspect,
the MTLSD is a more explicit motivational theory than the SOC model. Regarding the
definition of ‘success, the authors are clear that the criteria that differentiate adaptive from
maladaptive outcomes of development should be specified. For them, the key criterion for
adaptive development is the extent to which the individual realizes control of his or her
environment (i.e. primary control) across different domains of life (e.g. work, family, health,
leisure) as well as across the lifespan (Heckhausen et al. 2010, p.35).

The Self-management of Well-being theory (SMW)

The SMW theory (Steverink et al. 2005) is basically an extension of the SPF-Successful
Ageing theory (Steverink and Lindenberg 2006; Steverink, Lindenberg, and Ormel 1998),
which in turn is based on the general theory of Social Production Functions (SPF theory;
Lindenberg 1996; Ormel 2002; Ormel et al. 1999). In the following section the SMW theory
will be described in more detail, because this theory is especially concrete and explicit about
both the criteria of ‘success’ and about the behavioural mechanisms leading to ‘success. This
makes this theory especially useful as a basis for the design of interventions. In the follow-
ing, first, the basic premises of the theory of SPF will be briefly described, after which the
subsequent elaborations that resulted in the integrated SMW theory will be described.

THE SMW THEORY

The origin: SPF theory

Social Production Function theory, in its basic form, is a general theory of well-being, appli-
cable to individuals of all ages. SPF theory integrates two core premises: one about human
basic needs and related goals and resources, and one about basic behavioural and moti-
vational processes. The first core premise of SPF theory describes a hierarchy of universal
human needs, instrumental goals, and resources. ‘Needs’ refer to specific basic physical and
social needs that must at least be minimally fulfilled for an individual to experience a sense
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Overall subjective well-being
Physical well-being Social well-being
Comfort Stimulation Affection Behavloural Status
confirmation

Food, money, Physical and Partner, Belonging to Special
healthcare, mental friends, social groups, talents,
safe and activities and (grand)- socially assets,
comfortable hobbies children, appreciated skills,
living situation pets behaviours power

FIGURE 5.1 The hierarchy of basic physical and social needs (upper three layers) as
specified by the theory of SPF, and examples of resources in the lowest (fourth) layer.

Reproduced from Social Indicators Research, 46(1), pp. 61-90, Subjective Well-Being and Social Production
Functions, Johan Ormel, (¢) 1999, Springer Science and Business Media. With kind permission from Springer
Science and Business Media.

of well-being (see also Deci and Ryan 2000). The social needs—if fulfilled—provide social
well-being, while the physical needs—if fulfilled—provide physical well-being. Together,
social and physical well-being contribute to overall well-being. So, the better an individ-
ual’s needs are fulfilled, the higher the individual’s overall subjective well-being will be. In
SPF theory, needs are by definition inherent, universal, and relevant to people of all ages.
Moreover, they are conceptually distinguished from goals and resources. The needs are the
top three layers in the hierarchy, and goals and resources—lower in the hierarchy—refer to
the means and instruments by which the needs can be fulfilled. Figure 5.1 shows the hierar-
chy of basic needs, goals and resources as specified by the theory of SPE

For example, a close relationship is a resource (lower in the hierarchy) to fulfil the need
for affection (higher in the hierarchy). When, however, a close relationship has not yet been
achieved, it can also be a goal. Goals and resources are thus two sides of the same coin. In
addition to two basic physical needs (comfort and stimulation), SPF theory identifies three
basic social needs (affection, behavioural confirmation and status).

Comfort refers to physical comfort, i.e. the satisfaction of basic physical needs such as
food, drink, rest, warmth, the absence of pain, fatigue, etc. Stimulation refers to the pleas-
ant range of activation (physically and mentally), i.e. the absence of boredom and the right
amount of exposure to novelty, challenges, and interesting events. Affection is the feeling
that you are liked, loved, trusted and accepted, understood, empathized with, know that
your feelings are reciprocated, feel that others are willing to help without expecting some-
thing in return, feel that your well-being is intertwined with others, and feel that others like
to be either emotionally or physically close to you (e.g. to hug). Affection thus refers to the
love you get for being who you are, regardless of your assets (status) or actions (behavioural
confirmation). Behavioural confirmation is the feeling of doing the ‘right’ thing in the eyes
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of ‘relevant’ others and yourself; it includes doing good things, doing things well, being a
good person, being useful, contributing to a common goal, and being part of a functional
group. Behavioural confirmation thus results primarily from what you do, rather than what
kind of person you are (affection), or what you have or can do (status). The final and third
social need, status, is the feeling that you are being treated with respect and are being taken
seriously, are independent or autonomous, achieve more than others, have influence, realize
yourself, and are known for your achievements, skills, or assets.

The physical needs are intuitively appealing and generally recognized as present and
important, but the social needs have also received considerable support. For example, evo-
lutionary theory has shown that human beings are not only biologically hardwired to con-
nect to others in close relations, but also aspire to be confirmed by their group, and to strive
for status within the group (for reviews, see Baumeister and Leary 1995; Buss and Kenrick
1998; Reis, Collins, and Berscheid 2000). Additionally, there are empirical studies that sup-
port the idea of the five basic needs as proposed by SPF theory (Nieboer et al. 2005; van
Bruggen 2001).

The second core premise of SPF theory describes basic behavioural and motivational
processes, and states that human beings are basically motivated to improve their situation.
This means, concretely, that there is a basic motivation to improve levels of physical and
social need fulfilment. This premise largely overlaps with the notion of ‘optimization’ in
the motivational theory of Heckhausen et al. (2010). Note that, although a basic motivation
for improvement is assumed, this does not mean that individuals are always successful in
this striving. Human cognitive functioning is subject to the effects of goal-framing, which
makes them vulnerable to one-sidedness in their goal striving, and thus to failures (see
Lindenberg 2013).

Because of the basic motivation for improvement, people will also try to substitute or
compensate for the increasing difficulty of fulfilment of one need by an increased effort to
fulfil other needs. For example, when the need for status becomes more difficult to fulfil,
people will try to maintain overall social need fulfilment by concentrating more on fulfill-
ing the other two social needs (i.e. behavioural confirmation and affection). As Nieboer and
Lindenberg (2002) have shown empirically, people with difficulty achieving high status do,
indeed, use their resources for the fulfilment of the needs for affection and behavioural con-
firmation more than people with accomplished high status do.

The processes of substitution and compensation also show how the physical and social
needs of SPF theory overlap with, for example, Maslow’s hierarchy of needs (Maslow 1970).
Yet, the theoretical approach is basically different (for a detailed discussion see Lindenberg
1996) because of the possibility of substitution and compensation in the fulfilment of differ-
ent needs. In SPF theory, contrary to Maslow’s hierarchy of needs, individuals need a certain
minimum fulfilment of both physical and social needs, but beyond this minimum, they can
substitute one need fulfilment by that of another need. Thus, individuals may be willing to
sacrifice physical need fulfilment for an improvement in social need fulfilment. For exam-
ple, adolescents are often willing to undergo physically painful initiation rites in order to be
accepted by their group, and adults are often willing to sacrifice sleep and rest for working
on their career.

From the two core premises of SPF theory (i.e. basic needs, and basic strivings, includ-
ing maintaining need fulfilment by substitution and compensation) it becomes possible to
analyse (1) what happens with need fulfilment in the process of ageing; (2) what would be
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criteria of ‘success’ in ageing healthily and well; and (3) by what behavioural processes would
‘success’ be possible and likely. This we have elaborated in the SMW theory. In the following
sections this theory will be explained in more detail.

The SPF theory applied to ageing well

In applying the SPF theory to the question of how to understand the process of ageing suc-
cessfully, the two core premises of the theory are in need of some specification. First, does
the basic premise of the importance of the five basic human needs for subjective well-being
still hold when, due to increasing losses in resources, the fulfilment of these needs will
become more difficult? Second, does the basic primary motivation as presumed in SPF the-
ory—namely, improvement of need fulfilment—still hold when losses in resources increase
in the process of ageing and people can only try to maintain their resources as much as pos-
sible, or even to manage losses as much as possible? The SMW theory, based on SPF theory,
addresses both questions (Steverink et al. 2005).

Patterned change in resources and need fulfilments

The first basic tenet of the SMW theory is that, although universal human needs basically
remain the same across the entire lifespan, the relative ease with which they can be fulfilled
changes because the opportunities and resources that are available for fulfilling them change
and decline. Important resources include physical resources (such as energy, health, mobil-
ity, etc.) and social resources and opportunities. For instance, fulfilment of the need for
status often depends on having a paid job, or being recognized for having specific assets
or skills, such as being a top athlete or famous singer. At advanced ages, it often becomes
relatively more difficult to fulfil the need for status, not only because of retirement, but
also because of age-related physical declines that may undermine specific skills. To a lesser
degree, the same holds for fulfilment of the needs for behavioural confirmation and stimula-
tion. The fulfilment of both the needs for behavioural confirmation and stimulation requires
physical and social resources that may show age-related declines. Still, by and large, oppor-
tunities to fulfil both behavioural confirmation and stimulation decline more slowly with
ageing than those for fulfilling the need for status. For example, the need for behavioural
confirmation can be fulfilled through voluntary work, or by helping others. Fulfilment of
the needs for affection and comfort, finally, seems relatively easy to maintain, because these
two depend much less on performance and physical strengths than the other needs so that,
even when physical and social resources decline considerably, a person may still be able to
fulfil the needs for affection and comfort to a certain extent.

So an ageing-specific process regarding need fulfilment must be considered, framed
as the ‘patterned change’” hypothesis (Steverink et al. 1998). This process refers to the fact
that the availability of resources for the fulfilment of basic needs changes over the lifespan,
with, in general, resources for status need fulfilment declining first and fastest, and with
resources for the fulfilment of affection and comfort declining last and slowest. This ‘pat-
terned change’ hypothesis has been empirically supported: older adults indeed seem to
lose their resources for needs fulfilment over time in a specific order: first their resources
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for status, then for behavioural confirmation and stimulation, and last (if at all) their
resources for affection and comfort (Steverink 2001). The patterned change hypothesis
also implies a specific process of substitution and compensation regarding the need ful-
filments, due to the lifespan patterned changes in resources (Steverink and Lindenberg
2006; Steverink et al. 1998). This means that loss of status need fulfilment will (at least
partially) be compensated by increased efforts to satisty the needs for behavioural con-
firmation and affection, and loss of need fulfilment for behavioural confirmation will (at
least partially) be compensated by increased effort to fulfil the need for affection. In the
same vein, loss of need fulfilment for stimulation will be compensated by increased effort
to fulfil the need for comfort.

The core self-management abilities

As mentioned previously, the core tenet of the Self-management of Well-being theory is
that ageing individuals are basically motivated to improve levels of physical and social need
fulfilment, but in the process of ageing it must be taken into account that this motivation
increasingly will manifest itself as maintaining levels of need fulfilment, and managing fail-
ures and losses in need fulfilment. But the question is: how do people achieve, maintain, and
manage resources such that need fulfilment—and thus overall well-being—remains to be
optimized?

In the SMW theory (Steverink et al. 2005), we identified six core self-management abili-
ties that we consider to be key abilities for managing resources in such a way that need fulfil-
ment is achieved and maintained, and that losses are managed optimally. These six abilities
together make up overall self-management ability as the orchestrated use of various active
self-management abilities. According to the theory of SMW, the achievement and mainte-
nance of well-being over the lifespan depends on whether people have adequate resources
for fulfilling their basic physical and social needs, and, more importantly, whether they
have the skills or abilities to manage these resources such that these resources are indeed
achieved and maintained, and eventually compensated or restored during the lifespan.
Thus, overall self-management ability is defined as a generative capacity (consisting of sev-
eral sub-abilities) to take care of one’s own important resources, i.e. resources that help to
tulfil the five basic needs that thus contribute to well-being.

What abilities have been specified? This can be made clear most easily by an example. Let
us take friendship, as a resource for fulfilment of the need for affection, to explicate the six
sub-abilities and illustrate the explicit link between the abilities and concrete need fulfil-
ment. Prerequisites in achieving and maintaining friendship are the ability to take initiatives
in making friends and the ability to be self-efficacious with regard to one’s own behav-
iour in making friends and being a friend. The maintenance of a friendship furthermore
requires the ability to invest in the friendship, which, in turn, is helped by the ability to have
a positive frame of mind with regard to this friendship in the future. Moreover, there is a
self-management ability that helps to create synergetic effects and thus optimize the out-
come of friendship for well-being: the ability to achieve and maintain multifunctionality
in a friendship. A multifunctional friend is a person who can satisty one’s need for affec-
tion, but at the same time supports the fulfilment of other important needs such as the need
for stimulation, for example by jointly participating in interesting activities. The underlying
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assumption is that the synergetic effects created by mutually reinforcing activities yield more
overall well-being than unifunctional activities (Nieboer and Lindenberg 2002). Finally,
there is a self-management ability that reduces the negative effects of loss on well-being: the
ability to take care of variety with regard to friendship. Ensuring variety simply means not
putting all of one’s eggs in one basket, i.e. to have a variety of friends. If something happens
to one friendship, there are others to buffer the negative effect.

Although these six abilities can be specified theoretically as distinct abilities, in
reality they will relate to each other and mutually reinforce each other. For instance,
self-efficacy reinforces the taking of initiatives, and a positive frame of mind reinforces
investment behaviour, and vice versa. Moreover, the theoretical derivation of these six
abilities does not imply that other abilities may not also be important for ageing suc-
cessfully. But from the resources- and basic needs-based approach presented here, these
six abilities emerge as interacting key abilities. In the literature, most of these abilities
have commonly been analysed and investigated separately (see Steverink et al. 2005, for a
review). Here, we integrate them into a larger framework of SMW because it is likely that
they are jointly important for sustainable well-being, especially when they are directed
at fulfilling the five basic needs (Steverink and Lindenberg 2008). So, although each of
the six sub-abilities is considered important in itself, it is the combined and orchestrated
use of all six which makes people better self-managers in the process of achieving and
maintaining higher levels of resources for the fulfilment of well-being needs in the pro-
cess of ageing (Steverink and Lindenberg 2008). The confirmatory factor-analyses that
were executed in the development studies of a scale measuring this orchestrated concept
of self-management ability showed that, indeed, overall self-management ability could
be measured reliably as a composite concept of interrelated abilities (Schuurmans et al.
2005; see also Cramm et al. 2012).

Criteria of ‘success’ in the SMW theory

With its explicit notions about basic human needs and core self-management abilities, the
SMW theory is very explicit about what ageing successfully means and, moreover, what the
key criterion of ‘success’ should be. Individuals are most likely to age successfully if they are
able to maintain—by using the core self-management abilities—important resources for the
fulfilment of the five basic needs; need fulfilment will lead to the experience of overall sub-
jective well-being. ‘Success, thus, is the experience of subjective well-being that results from
the fulfilment of the five basic physical and social needs: comfort, stimulation, affection,
behavioural confirmation, and status. For the measurement of these five need fulfilments—
together being conceptualized as overall subjective well-being—a scale has been developed
(Nieboer et al 2005).

This criterion also implies that the most important external circumstances that contrib-
ute to overall well-being are clear and concrete: important external circumstances are those
that deliver resources for the fulfilment of the needs for comfort, stimulation, affection,
behavioural confirmation, and status. It is this specificity of needs and resources that makes
the SMW theory most explicit about the criteria of ‘success” and, together with the concrete-
ness of the core self-management abilities, especially suitable as a basis for the design of
interventions.
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IMPLICATIONS FOR PRACTICE

Effective interventions aimed at supporting older adults in ageing successfully become
ever more important with the still increasing numbers of older adults in the population.
Effective interventions in the realm of successful ageing must be interventions that fit the
characteristic processes that are typical at the later stages of life. As argued above, these
processes are characterized by multidimensionality and multidirectionality. This means
that interventions are needed that cover these multiple dimensions, as well as the diversity
and heterogeneity of the ageing process. So far, most evidence-based interventions in the
realm of supporting older adults in managing ageing-related challenges are unidimensional.
Moreover, they are often focused only on the physical domain. For example, many effective
self-management interventions exist that address specific health-related problems, such as
chronic diseases (Lawn and Schoo, 2010).

In the psychosocial domain, evidence-based interventions also exist, but they are much
fewer in number. These are basically also unidimensional: for example, interventions for
managing depression (e.g. Serrano et al. 2004) or loneliness (e.g. Routasalo et al. 2008). Yet,
as argued in the previous section, ageing individuals often face multiple challenges (physical,
social, and psychological) simultaneously, which could be better managed simultaneously.
For example, mobility loss may lead to isolation, which may lead to loneliness or depression,
which then may further affect mobility loss, etc. So, ageing-related changes and losses often
accumulate and interact, creating downward spirals of decreasing resources. Moreover, often
people’s self-regulatory capacity itself is decreasing with such accumulating losses. Ironically,
people need their self-regulatory capacity most just when losses loom larger than gains,
including the loss of self-management ability itself. Therefore, self-management interven-
tions aiming at successful ageing should not just focus on one specific physical health prob-
lem, or one specific mental health problem, but cover all core aspects of well-being, including
maintaining or regaining self-management ability itself. In other words, integrative and pro-
active interventions are needed, focusing on several important dimensions of well-being at
the same time, and on effective self-management abilities that have reactive and proactive
functions at the same time. So far, such integrative and proactive interventions—address-
ing not only health, but also social and psychological well-being—are relatively scarce (cf.
Pinquart and Sorensen 2001). Moreover, relatively few interventions are designed explicitly
to focus on the achievement and maintenance of overall well-being in later life, by teach-
ing preventive and (pro)active self-regulatory skills for ageing successfully. What seems to be
especially needed are effective self-management interventions that provide older adults with
a general repertoire of cognitive and behavioural abilities for dealing with different and inter-
acting ageing-related challenges, and at the same time, reinforce their strengths for achieving
their well-being.

The first thing that is needed for the design of effective integrative interventions is ade-
quate theory (Bengtson et al. 1999; Hendricks, Applebaum, and Kunkel 2010; Putney and
Bengtson 2008). This is no different for larger programmes than for individualized interven-
tions. The SMW theory, as presented in the previous section, is such an integrative theory.
This theory can be, and has been, used for the design of integrative and proactive inter-
ventions. The interventions based on the SMW theory aim to improve self-management
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abilities as well as overall well-being by focusing on multiple domains of well-being, includ-
ing both physical and psychosocial domains. Additionally, they include proactive strategies.

The interventions based on the SMW theory run under the names of GRIP & GLEAM (in
Dutch: GRIP & GLANS). The GRIP & GLEAM (G&G) courses are intended for older people
who have lost—or are at risk of losing—resources in several domains of functioning, which may
lead to a diminished capacity for managing new losses or changes. The interventions thus deal
with the issue of the multiple challenges that we discussed earlier. Moreover, the G&G approach
is based on an explicitly positive concept, in the sense that they focus on what individuals are
still able to do and not only on abilities they have lost. Additionally, the self-management abili-
ties taught are not only intended as a response to loss but also as a tool to be used before loss has
occurred. The G&G approach is therefore also strongly proactive and preventive in nature.

The G&G interventions are driven by the application of the theory of the SMW, as expli-
cated above (Steverink et al. 2005). This theory postulates that if people lose resources,
they are not only at risk of losing well-being, but also of losing self-management capac-
ity. Therefore, self-management abilities need to be strengthened together with important
resources for physical and social well-being. If people have good self-management abili-
ties—that is, skills enabling them adequately to handle their physical and social resources—
it may be expected to lead to physical and social well-being, and subsequently to overall
psychological well-being. The SMW theory defines five core domains of well-being and six
core self-management skills. Both the dimensions of well-being and the self-management
abilities are explicitly linked, as shown in Figure 5.2.

This matrix of abilities and domains of well-being basically states that each of the six abili-
ties needs to be applied to each of the five dimensions of well-being in order to yield overall
well-being (see Steverink et al. 2005 for more details). As such, the matrix basically consti-
tutes the ‘blueprint’ for the design of the G&G interventions and thus also for the concrete
ingredients of the interventions. In order to be able also to evaluate the effectiveness of G&G
interventions, the ‘blueprint’ has been used as the basis for the development of a measure-
ment instrument to measure the level of self-management ability, the Self-management
Ability Scale (SMAS-30; Schuurmans et al. 2005). This scale, and also a shorter version of
it (Cramm et al. 2012), measures the six self-management abilities as separate abilities, and
also provides an overall index of overall self-management ability. The scale is being applied

Dimensions of well-being _,

Comfort |Stimulation | Affection |Behavioural | Status
Self-management abilities confirmation

Self-efficacy beliefs

Positive frame of mind

Taking the initiative
Investment behaviour
Multifunctionality of resources
Variety in resources

FIGURE 5.2 The matrix of the six Self-management Abilities and the five Dimensions of
Well-being as specified by the Self-management of Well-being theory.

Reproduced from European Journal of Ageing, 2(4), pp. 235-244, How to understand and improve older people’s
self-management of wellbeing, Nardi Steverink, Siegwart Lindenberg, and Joris P. J. Slaets © 2005, Springer Science
and Business Media. With kind permission from Springer Science and Business Media.
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widely in intervention research (e.g. Alma et al. 2011; Frieswijk et al. 2006; Kremers et al.
2006; Martina, Stevens, and Westerhof 2012; Schuurmans 2004). Additionally, the scales
have been used in other research projects and surveys (e.g. Cramm et al. 2013; Schuurmans
etal. 2004; Steverink and Lindenberg 2008).

The G&G courses have been evaluated in randomized controlled trials and have proven
to be effective regarding the improvement of self-management ability and well-being in dif-
ferent groups of older people. Schuurmans (2004) evaluated the G&G home visits course
in frail older community-dwelling people. Kremers et al. (2006) evaluated the G&G group
course in lonely older women. Frieswijk et al. (2006) evaluated the G&G self-help method
in slightly frail community-dwelling older people. In all three studies positive effects were
found on both self-management ability and subjective well-being. These effects were still
present after four to six months.

Two specific strengths of the G&G approach need to be mentioned explicitly. First, the
G&G approach not only addresses the improvement of concrete self-management abili-
ties (i.e. behaviours and strategies), but explicitly also what the self-management abilities
should be directed at (i.e. the important domains of well-being). Self-management abilities
can only be ‘efficient’ when they are directed at core dimensions of well-being—both the
physical and psychosocial dimensions. Therefore, both the abilities and the dimensions of
well-being are being addressed in orchestration. A second specific strength of the G&G
approach is that, although the basic approach is integrative and general, at the same time
it allows every individual older adult to apply it to his or her unique personal situation
and preferences. Thus, the general character of the universal needs makes it possible to
apply the interventions to a wide range of different people in a personalized way. For exam-
ple, all five needs are universal, but perhaps not all needs require intervention: one can
choose which need fulfilment to work on. Then, when, for example, selecting to work on
the need for affection, people can chose their personal way of how to go about fulfilling
this need: one older adult can choose to improve her contact with a specific grandchild;
another can choose to buy a dog. It is this latter aspect that makes the interventions par-
ticularly well-tailored to clinical application.

SUMMARY

The trend of population ageing makes it crucial to search for workable insights and inter-
ventions to support and serve increasing numbers of older adults in their ability to age
successfully. Both the growth in numbers of older people and the related threat of an over-
loaded healthcare and welfare system, together with ever-increasing life expectancy, make
it increasingly important that older adults themselves become good self-managers in their
own ageing process. This is all the more urgent because life expectancy is increasing with-
out an adequate increase in socially defined roles for older adults. This urgency is also in
line with the expressed desire of many older people: they wish to remain in control of their
own lives and of their own well-being for as long as possible. Supportive interventions for
self-management ability and well-being thus seem a valuable tool to maintain the health
and welfare of older people. Yet, the question remains as to how successful development and
ageing can best be understood and approached in interventions and policy.
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In the last decades, the biological deficit approach to ageing has become less domi-
nant through an increasing recognition that successful ageing is a phenomenon that
covers multiple domains, ranging from societal and social to physical and psychologi-
cal domains. Moreover, the finding that ‘usual’ ageing can be distinguished from ‘suc-
cessful’ ageing has inspired many to look at possible strengths and resilience in ageing
rather than just deficits, leading to the search for adequate theories about the behav-
ioural and social pathways to successful ageing that could guide the development of
interventions and policy.

Four important models and theories on successful development and ageing that take
the new perspectives on ageing into account are Ryft’s model of Psychological Well-being
(PWB), the model of Selection, Optimization and Compensation (SOC), the Motivational
Theory of Life-span Development, and the theory of Self-management of Well-being
(SMW theory). Three of the four models partly overlap in their behavioural and motiva-
tional aspects, because they all consider optimization to be the most general basic motiva-
tional drive, and selection and compensation as strategies to cope with changes and losses
or failures. With regard to interventions, however, it is also essential to be as concrete as
possible about what the ‘success’ in ‘successful ageing’ might mean. Ryff’s model is explicit
about the criteria of ‘success, but does not specify behavioural aspects. Only the SMW the-
ory is explicit on both the behavioural and motivational aspects and the criteria of ‘success,
because it specifies the goals at which the adaptive and proactive behavioural processes
should be directed in order to arrive at ‘success. Concretely, these goals are directly related
to the five basic needs, as proposed by the theory of SMW. In other words, the SMW the-
ory not only specifies behavioural processes, but also specifies what people should select
and optimize, and what they should find compensation for if they aim to age successfully.
In addition, the SMW theory is explicit about the core self-management abilities, which,
in turn, have to be related to the fulfilment of basic needs. It is this concreteness of goals
(related to basic needs) and self-management abilities that makes the SMW theory most
explicit about the criteria of ‘success’ and thereby especially suitable as a basis for the design
of interventions.

Indeed, concrete interventions have been developed on the basis of the SMW the-
ory: the GRIP & GLEAM (G&G) interventions (in Dutch: GRIP & GLANS). The G&G
interventions are theory-driven and they are innovative because they cover the whole
spectrum of well-being rather than just one specific aspect, as most other interven-
tions do. Moreover, they are basically positive and proactive, focusing on what people
still have and are willing to do and develop, rather than on losses and problems. Broad
self-management interventions such as the G&G interventions are also important for
prevention. Ageing healthily and happily often requires that people begin to learn at
younger ages how to manage their resources adequately. Therefore, the G&G interven-
tions—addressing the broad spectrum of self-management ability in orchestration with
core aspects of well-being—are not only a tool in reactive management (i.e. address-
ing losses that have already occurred), they are also a tool in positive (i.e. building on
one’s strengths) and proactive management (i.e. building resources before losses occur).
Finally, the G&G interventions are evidence-based, and research is in progress on the
implementation of the interventions in Dutch health- and social-care organizations,
and on their cost-effectiveness (Kuiper et al. 2012). Many indications exist that psy-
chosocial interventions can save medical costs. Thus, interventions such as the G&G
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interventions may be an important complementary tool in health and social care for
older adults.

FUTURE OUTLOOK

The field of psychosocial interventions that support older adults in ageing success-
fully is growing. Such clinical approaches, like the G&G interventions, usually take an
individual-centred focus. This has been shown to be beneficial to many older people.
However, the insight is growing that individuals are inherently social beings (Cacioppo and
Patrick 2008), and their ability to self-manage depends largely on their social connections
and social networks. Consequently, it becomes increasingly clear that in the end interven-
tions might be more effective when not just the individual older adult but also his or her
social network are taken into account in the intervention process. So far, approaches to
incorporate social networks into programmes of self-management are mostly found in the
field of chronic disease self-management (e.g. Vassilev et al. 2011). However, ageing-related
self-management, if it is to be successful, may in the end be a matter of how the individual
together with others in the informal social network is co-producing successful outcomes,
just as they might do to increase livability in neighbourhoods (see Frieling, Lindenberg, and
Stokman 2012). So future developments of interventions may benefit from new insights on
the role of others and the wider social network in adequate self-management during the
process of ageing. Paying more attention to the build-up of self-management ability and
well-being, both in older and in younger people, together with attention to the social envi-
ronment of individuals, may lead to higher levels of successful ageing in both individual
older adults and their social networks and groups, and so for society as a whole.
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