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Abstract
Despite growing concerns for the mental health of the older generation most studies focus on mental health care for younger 
people and there is a lack of knowledge about helpful treatment approaches and models of care for older people. Therefore, the 
purpose of this review was to answer the question what health care approaches are most helpful for older people experiencing 
mental health problems. Databases from 2000 to July 2017 were searched with focus on outcome studies, experts’ opinions 
and treatment descriptions. Critical interpretive synthesis was used to analyse and interpret the findings. Four main models 
of care were found: the medical-psychiatric model which mostly focuses on antipsychotic medication for the treatment of 
symptoms. Psychotherapeutic and social interventions take into consideration the psychosocial perspectives of mental health 
problems, but little research has been done on their lasting effect. Research indicates that psychotherapy needs to be adapted 
to the special needs of older people. Few old people have access to psychotherapy which limits its usefulness. Holistic or 
integrated models of health care have emerged in recent years. These models focus on both physical and psychosocial well-
being and have shown promising outcomes. To reduce antipsychotic medication older people need to be given better access 
to psychotherapy and social interventions. This presupposes training health care professionals in such treatment methods. 
The holistic models need to be developed and studied further and given high priority in health care policy.
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Introduction

When more years are added to a person’s life, there are 
more losses of close friends and family members. Also, 
with older age come changes in functional abilities that 
one needs to adjust to both physically and mentally. Hence, 
the growing life expectancies in the developed economies 
have led to growing concerns about the mental health of 
older people. As early as 1999, scholars in the field of geri-
atric psychiatry anticipated that in the near future, at least 
20% of people in the USA older than 65 would suffer from 
mental health problems that require care (Jeste et al. 1999). 
A cross-national European study, involving six countries, 
showed that 15.2% of older people (65 +) had symptoms of 
subthreshold depression and 12.6% of depressive disorder 

(Braam et al. 2014). An American study using nationally 
representative data showed that 13.8% of older people (55 +) 
met the criterion for subsyndromal depression and 13.7% for 
depressive disorder (Laborde-Lahoz et al. 2015). Accord-
ing to Luppa et al. (2012), the prevalence of depression is 
even higher in latest life (75 +). They concluded from their 
meta-analysis that pooled prevalence of major depression 
was 7.2% in this age group and 17.1% for depressive dis-
orders. Symptoms of anxiety are even more prevalent, and 
they are most often comorbid with symptoms of depression 
(Braam et al. 2014).

Numerous studies show that mental health problems 
diminish the quality of life of older people. For example, 
Unützer et al. (2000) found that primary care patients older 
than 65 and suffering from depression experience much 
lower quality of life than non-depressed persons, and sev-
eral studies (e.g. Brown et al. 2011; Djernes et al. 2011) 
have found that depressed older people had higher mortality 
rate. Also studies have shown that the prognosis for depres-
sion amongst older patients in primary care is poorer than 
amongst younger patients (e.g. Licht-Strunk et al. 2009). 
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Therefore, there is a general consensus that there is an urgent 
need to develop specialized services for older people with 
mental health problems (Aakhus et al. 2012; Bartels et al. 
2003). When developing such services the barriers that hin-
der older people from seeking mental health care need to 
be considered (Mackenzie et al. 2010), including lack of 
health care professionals with adequate mental health train-
ing (Beck et al. 2011).

Anxiety and depression are the most common mental 
health problems associated with older people’s declining 
physical health. Two reviews found that 20–50% of older 
people with physical health problems suffer from depressive 
symptoms (Djernes 2006; Egede 2005). Also, research has 
shown that depressive symptoms are more strongly related to 
functional disability, and difficulties in performing activities 
of daily living, than with physical conditions alone (Braam 
et al. 2005; Meltzer et al. 2012). The few studies that have 
focused on the care needs of older people with depression, 
also, indicate a relationship between functional disability 
and depression. Houtjes et al. (2010) and Stein et al. (2016) 
found that unmet needs associated with daytime activities 
were related to depression amongst older people. Houtjes 
et al. (2010) also found that depression severity was related 
to unmet care needs in eyesight and hearing. Furthermore, 
late-life depression is associated with poor socio-economic 
status and social isolation (Copeland et al. 2004). Depression 
and anxiety are much more prevalent amongst older people 
living in an institutional setting than in private households 
(Djernes 2006; Seitz et al. 2010). This high prevalence of 
depression amongst older people in institutional care is of 
great concern for healthcare professionals.

When planning and developing mental health services for 
older people, policymakers and health professionals need 
to ask: What practical and theoretical approaches are most 
likely to enhance quality of life? In other words, what models 
of mental health care have the best potential to improve the 
quality of life of older people suffering from mental health 
problems? Until recently the development of mental health 
care systems has been targeted to the needs of young and 
middle-aged people. Hence, models of mental health care are 
mostly drawn from research on the needs of those who have 
not reached the retirement age. Studies on the care needs of 
older people show that those suffering from depression have 
more unmet needs than their non-depressive counterparts 
and that the severity of the depression is strongly related to 
unmet needs (Houtjes et al. 2010; Stein et al. 2016). Houtjes 
et al. (2012) also showed that meeting these needs can lead 
to better treatment results. Due to changes in social function-
ing, cognition and physiology, it cannot be assumed that 
mental health interventions, that have shown good results for 
younger people, will also be helpful for older people (Bartels 
et al. 2003; Ng 2018; Voyer and Martin 2003). The same 
argument applies to models of mental health care, and little 

is known about whether these interventions and models have 
successfully been, or have the potential to be, adjusted to the 
needs of older people. Therefore, the aim of this review is to 
answer to the question: Which models of care are helpful for 
older people experiencing mental health problems?

Numerous reviews and meta-analysis have been per-
formed on the effectiveness of psychotropic medication and 
psychotherapeutic interventions for older people experi-
encing mental health problems. For example, the Pinquart’s 
and Sörensen (2001) hallmark study showed that psycho-
therapy with older people “… promotes an improvement in 
depression and increases general psychological well-being” 
(p. 230) and that psychosocial interventions enhance their 
subjective well-being. Therefore, the purpose of the current 
critical review was not to find out which models of care are 
most effective, measured with specific outcome indicators, 
but to assess their helpfulness according to broader criteria 
described below. Our aim was to summarize theoretical and 
empirical literature to gain a broad understanding of how 
different models of care meet the mental health needs of 
older people. Accordingly, a qualitative review method (crit-
ical interpretive synthesis) was used to answer the research 
question.

The assessment of helpfulness

Before the helpfulness of mental health care can be assessed 
we need to answer the question: What are the desired out-
comes of care for older people experiencing mental health 
problems? When searching the literature for “principles of 
good mental health care for older people” we found that 
the concept of dignity of life captures helpful adaptations 
to changes in the quality of life that both precede and fol-
low mental health problems amongst older people, such as 
decreased functional abilities and losses in social contacts 
(Blanchard et al. 2009; Gibson et al. 2010).

Dignity of life is seen as a crucial component of older 
people’s quality of life for two reasons: firstly, because peo-
ple become more vulnerable and dependent on others as 
they become older and, secondly, because dignity in dying 
is of great concern for those caring for older people and 
the terminally ill. Hence, some of the most important stud-
ies concerned with personal dignity originate from cancer 
care (Chochinova et al. 2002). The concept of dignity is 
hard to operationalize for the purpose of empirical studies. 
Therefore, scholars in the field of geriatric care have focused 
on factors that are believed to enhance people’s sense of 
dignity. It is a general consensus that autonomy and integ-
rity are the most important of these factors (Franklin et al. 
2006; Gibson et al. 2010; Randers and Mattiasson 2004). 
Autonomy is understood as the ability to make choices and 
to take responsibility for one’s own life and integrity as the 
ability to maintain privacy and personal space.
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Chochinova et al. (2002) offer an insight into threats to 
dignity that can be used when assessing whether health care 
succeeds in maintaining or increasing the dignity of older 
people experiencing mental health problems. One of the cat-
egories that emerged from their study was illness-related 
concerns that influence dignity with the subthemes: level of 
independence and symptom distress. Symptom distress refers 
to physical and psychological distress caused by an illness 
that diminishes people’s ability to keep their sense of dig-
nity. These findings are supported by Houtjes et al. (2010), 
who found that “most of the unique variances in depression 
severity [among 58–92 year old outpatients with depression] 
was explained by psychological unmet needs… presenting 
psychological distress” (p. 874). It is self-evident that mental 
health care is helpful if it manages to diminish symptoms of 
mental health illnesses. Level of independence, according 
to Chochinova et al. (2002), has two dimensions: “… the 
ability to maintain one’s mental/thinking capacity” (p. 435) 
and “… the ability to perform tasks associated with activi-
ties of daily living” (p. 436). Being able to maintain one’s 
mental capacity and to perform activities of daily living 
are preconditions for maintaining autonomy and integrity. 
Decreases in functional abilities and losses in social contacts 
precede and follow declining mental health amongst older 
people (Blanchard et al. 2009; Gibson et al. 2010). There-
fore, helpful mental health care would promote adaptation 
to these conditions. Accordingly, Blanchard et al. (2009) 
have proposed that psychosocial support for older people 
should include “help to guide the grieving of the losses and 
significant changes” (p. 205) and “helping people to accept 
any new limitations placed upon them and to explore differ-
ent directions” (p. 206). Therefore, we assume that mental 
health care is helpful if it promotes dignity of life and adap-
tion to age-associated changes. To meet these goals mental 
health care needs to meet the criteria of relieving symptoms 
of distress and assisting older people to maintain their level 
of independence by helping them to maintain mental capaci-
ties and perform daily activities. The picture below shows 
how the criteria for helpful mental health care for older peo-
ple are related (Fig. 1).

Method

Critical interpretive synthesis (CIS) as described by Dixon-
Woods et al. (2006) was chosen as a method for this review. 
We also sought guidance from Whittemore and Knafl’s 
(2005) description of integrative review methods. CIS 
is better suited than traditional review methods when the 
answer to the research question can only be approached by 
reviewing different types of evidence and when the aim is 
to develop theories (Dixon-Woods et al. 2006). CIS does 
not require the reviewer to start out with a narrow research 

question or a hypothesis. Instead, it allows us to modify 
“… the question in response to search results findings from 
retrieved items” (Dixon-Woods et al. 2006, p. 3). In this 
review it was not suitable to formulate a narrow research 
question because we wanted to let clarifications of concepts 
emerge from the findings. We wanted to identify the models 
of care into which different approaches to older people’s 
mental health care could be categorized and to clarify the 
concept of helpfulness so it could be used as a criterion for 
the assessment of these models.

Whittemore and Knafl (2005) describe five stages of inte-
grative reviews that were adopted for the purpose of the 
study. The problem identification stage applies to our initial 
concerns about the growing mental health needs of older 
people and about the importance of clarifying how well 
these needs are met. We wanted to draw as broad a picture 
as possible. Hence, we were not only interested in the out-
come of particular interventions, but also in older people’s 
barriers to interventions and expert opinions. Also, we were 
interested in descriptions of mental health care programmes 
to be able to assess if, and how, they address the complex 
mental health needs of older people.

The second stage, the literature search, was guided by the 
broad scope of the problem identification stage; we began 
the search by combining the keyword of mental health, men-
tal health care, mental health services, psychiatric nursing 
and psychotherapy with geriatric psychiatry, retirement, 
aged/ageing and geriatrics. The search results were used to 
identify references that helped to gain the goals defined in 
the problem identification stage. Based on these findings we 
narrowed our search strategies. The electronic databases, 
Web of Science, MEDLINE and PubMed were searched, 
and the search was limited to the years 2000 to July 2017. 
Cross-referrals were also used.

The third stage, data evaluation, was combined with 
the literature search stage as described above. The search 
yielded 270 articles, but 93 articles were excluded based on 
the abstract. The remaining 177 full articles were reviewed. 
Of these 94 were excluded because they did not serve the 
purpose of clarifying the concepts in the research question 

Fig. 1  Criteria for helpful mental health care for older people
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or of answering it, or did not meet the quality criteria, 
which are described below. The remaining 83 articles fall 
roughly into six categories. (1) Outcome studies (n = 23) on 
the effectiveness of interventions and models of care. Only 
meta-analyses and systematic reviews were included, except 
for studies on the outcomes of holistic or integrated models 
since such analyses and reviews were lacking. (2) Epide-
miological and prevalence studies on mental health prob-
lems, psychotropic medication, service needs and access to 
health care (n = 17). International and nationwide studies 
and systematic reviews were included. (3) Studies on the 
relationships between mental health problems and indicators 
of quality of life, such as physical health, social engagement 
and use of care (n = 8). Longitudinal studies and/or studies 
from nationwide samples were included. (4) Studies on the 
predictors, consequences and prognoses of mental health 
problems (n = 8). Systematic reviews, longitudinal studies 
and studies from national surveys were included. (5) Articles 
on policymaking and clinical guidelines and articles pro-
posing new approaches to interventions and models of care 
(n = 17). Editorials in internationally recognized scientific 
journals and commentaries by authors with research records 
on older people’s mental health and treatment. (6) Descrip-
tive articles and research (n = 10). This refers to articles that 
described models of care and qualitative studies on the views 
and experiences of older people and mental health workers. 
These kinds of references are rare, but have strong relevance 
to the research question. Therefore, all articles that were 
found were included.

The fourth stage, data analyses, had two intertwined 
phases: first, to define the concept of helpfulness and iden-
tify models of mental health care and, second, to assess 
how well each model met the criterion of helpfulness. In 
the assessment, references regarding each identified model 
of care were searched for evidence for if and how well they 
met the helpfulness criterion. This evidence was then syn-
thesized to give an overall picture of the models and how 
they met the criterion. The results of the last stage, presenta-
tion, appear in the next two chapters.

Results

The findings of this critical interpretive synthesis indicate 
that models of mental health care for older people can be 
divided into three groups based on the understanding of 
mental health problems on which their interventions are 
based: (1) the medical-psychiatric model, (2) psychosocial 
interventions and (3) the holistic or integrated models of 
care. Most studies of the first two models focus on a single 
type of intervention, such as medication or psychotherapy, 
whilst studies of the holistic models focus on the overall 
quality of life. Authors addressing specific interventions 

usually do not address the theoretical perspectives on which 
the interventions are built. They are mostly pragmatic in 
their approach, asking questions about treatment outcomes.

The medical‑psychiatric model

The medical-psychiatric model is based on the understand-
ing that mental health problems are due to pathophysiologi-
cal processes and hence, relies on psychotropic medication 
for treatment, treatment which is indeed the most common 
intervention for older people experiencing mental health 
problems. Already in 1996, 19% of the community-dwell-
ing older people in the USA used psychotropic medication 
(Aparasu et al. 2003). Several studies show that the preva-
lence might be higher in other developed countries (e.g. 
Rikala et al. 2011; Téllez-Lapeira et al. 2016) and also that 
the use of psychotropic medication is increasing (Carrasco-
Garrido et al. 2013; Ndukwe et al. 2014; Maust et al. 2017). 
Psychotropic medication is more prevalent amongst nurs-
ing home residents than amongst older people who live in 
the community. Stevenson et al. (2010) found that 26% of 
nursing home residents in the USA were prescribed antip-
sychotic medication, and studies indicate a higher preva-
lence in Europe; for example, Richter et al. (2011) found 
that 74.6% of nursing home residents in Austria and 51.8% 
in Germany were prescribed psychotropic medication, and 
Lövheim et al. (2008) found that the use of antidepressants 
had increased from 6.3% to 39.9% and tranquilizers from 
13.25% to 39.9% between 1982 and 2000, amongst older 
people living in Swedish nursing homes.

Leading scholars in the field of psychiatry have pointed 
out that due to age-related changes in physiology and cog-
nition, psychotropic medicines are likely to have a different 
effect on older people than on young people (Bartels et al. 
2003). Furthermore, most of the research evidence, on which 
prescriptions of psychotropic medicine are based, are drawn 
from studies on younger people. For example, Wilkinson 
and Izmeth (2016) concluded from their updated meta-anal-
ysis that 12 months of continuous antidepressant medication 
appears to be helpful, though with the condition that it was 
based on only three small studies. They also found that the 
long-term benefits of continuing antidepressant medication 
for older people are unclear and that “… no firm treatment 
recommendations can be made on the basis of this review” 
(p. 2) and also, that the quality of the research included in 
the review was low. The increased risk of side effects due 
to declining functional status, and polypharmacy, which is 
often not duly considered when psychotropic medicine are 
prescribed to older people, add to the uncertain benefits of 
psychotropic medicine (Maust et al. 2014; Vidal et al. 2016). 
Studies indicate that psychotropic medication for older peo-
ple is more effective if it is combined with psychological 
treatment (Clarke et al. 2015; Mackin and Areán 2005). This 
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is more evident when mental health problems are related 
to psychosocial stressors (Bartels et al. 2003). However, 
few studies take into account how age-related psychoso-
cial stressors and social support influence the prognoses of 
mental health problems (Mitchell and Subramaniam 2005). 
Also, studies have shown that older people diagnosed with 
depression or anxiety prefer counselling and psychotherapy 
rather than medication (Gum et al. 2006; Luck-Sikorski et al. 
2017; Mohlman 2012). Nevertheless, Sanglier et al. (2015) 
found by matching 6316 depressed older people (65 +) with 
25,264 depressed adults, younger than 65, from an national 
US database that the older people were almost three times 
less likely to receive psychotherapy (13.0% vs. 34.4%). The 
older people were also less likely to be treated with antide-
pressants (25.6% vs. 33.8%).

Psychosocial interventions

Psychosocial interventions can be defined as interventions 
aimed at the psychological and social cause and manifesta-
tion of mental suffering rather than on the biological fac-
tors like the medical-psychiatric model. Most often these 
approaches to care use clearly defined and time-limited 
interventions with the purpose of improving psychological 
and/or social well-being.

Psychotherapeutic interventions

In accordance with the psychological theories on which 
psychotherapeutic interventions are based, they do not only 
focus on the symptoms of mental suffering, but also on the 
psychosocial stressors and life events that caused it. Most 
research evidence has been gathered on the positive outcome 
of problem-solving therapy (PST) and other forms of cogni-
tive behavioural therapy (CBT) for depression and anxiety in 
older people (Francis and Kumar 2013; Holvast et al. 2017; 
Jonsson et al. 2016; Wilson et al. 2008). However, Cuijpers 
et al. (2011) concluded from a series of meta-analysis that 
different types of psychotherapies gave similar results for the 
treatment of late-life depression. The findings of Cuijpers 
et al. are supported by the few studies that have compared 
CBT with other types of psychotherapies for older people. 
These studies did not find any significant difference in treat-
ment outcome between CBT and psychodynamic therapies 
(Mackin and Areán 2005; Wilson et al. 2008). Research 
has shown positive results for variety of psychotherapeutic 
interventions, e.g. problem-solving therapy, reminiscence 
therapy, brief psychodynamic therapy (Francis and Kumar 
2013; Holvast et al. 2017; Huang et al. 2015), interpersonal 
psychotherapy (Francis and Kumar 2013; Huang et al. 2015) 
and bibliotherapy (Holvast et al. 2017). Also, the review by 
Ayers et al. (2007) showed the positive outcomes of relaxa-
tion training for older people suffering from anxiety. The 

outcome studies included in the meta-analysis and system-
atic reviews referred to above, with few exceptions, measure 
treatment outcomes with scores on symptom scales. After 
conducting their systematic review, Wilson et al. (2008) 
concluded that “outcomes measures should be broader than 
just scores on depression rating scales” (p. 11). Therefore, 
it is difficult to assess if the positive outcomes measured in 
these studies apply to the indicators of helpfulness set in this 
review, except for symptoms of distress. However, some of 
the items in the most widely used scales, for example, the 
Hamilton Rating Scale for Depression, measure levels of 
daily functioning which are indicators of the level of inde-
pendence, the capacity of performing daily activities. The 
same applies to the few studies that have been done on the 
effectiveness of psychotropic medication for older people.

Even though it is generally agreed that the outcome of 
psychotherapeutic interventions for older and younger peo-
ple is comparable (Choi 2009; Cuijpers 2017), scholars in 
the field of geropsychology emphasize the importance of 
adjusting psychological interventions to the needs of older 
people, for example, by slowing the intervention pace, due 
to the slower cognitive function following older age (Bartels 
et al. 2003; Mackin and Areán 2005). This notion is sup-
ported by research that shows that psychotherapy for older 
people is more successful if the therapist has a special train-
ing in working with older people (Pinquart and Sörensen 
2001).

Social interventions

Social isolation caused by the loss of loved ones and changes 
in social roles is one of the main risk factors for mental 
health problems amongst older people. Also, reduced social 
activity and a smaller social network have been shown to 
have a strong relation with depression amongst older peo-
ple (Schwarzbach et al. 2014), whilst increased social activ-
ity has been shown to have the opposite effect (Hajek et al. 
2017). Because there are few longitudinal studies it is hard to 
conclude if social isolation causes depression, if those who 
become depressed withdraw from social activity, or if there 
is an interactive relationship between these factors. However, 
Glass et al. (2006) concluded from longitudinal data that a 
decline in social engagement predisposes depressive symp-
toms amongst older people and Forsman et al. (2011) found 
that increased social activity reduced depressive symp-
toms. On the other hand, Houtjes et al. (2014) found that 
the course of chronic depression decreases social network 
size and concluded from their study that “… these effects 
may lead into further depression, creating a vicious cycle 
that undermines social embeddedness and leading to social 
isolation…” (p. 1016). There are a wide range of interven-
tions that fall into the category of social interventions such 
as social skills training, social support groups and a physical 
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exercise programme. The outcome of such interventions for 
older people experiencing mental health problems is not as 
well studied as the outcome of psychotherapeutic interven-
tions. On the other hand, many studies have been done on 
the preventive effect of social interventions for older people 
in general and older people suffering from physical illnesses 
(Forsman et al. 2011). The physical exercise interventions 
for depressed older people, whose outcome has been stud-
ied, have a social engagement factor associated within them. 
Catalan-Matamoros et al. (2016) and Holvast et al. (2017) 
found that such interventions reduced depressive symptoms 
amongst older participants. It is noteworthy that two of the 
studies reviewed by Holvast et al. (2017) observed no dif-
ference between exercise groups and control groups who 
got interventions with social aspect to them: social contact 
control and cognitive behavioural group therapy.

Holistic or integrated models

To respond to the somewhat narrow scopes and sometimes 
poor outcomes of the medical-psychiatric and psychosocial 
models, numerous integrative or holistic models of care for 
older people experiencing mental health problems have been 
proposed and implemented. These models are based on the 
belief that mental health problems are caused by interactive 
physiological, psychological and social factors. For decades 
it has been presumed that the best mental health care for 
older people—and other age groups for that matter—needs 
to be comprehensive, multidisciplinary, accessible and inte-
grated with other health and social services (Bartels et al. 
2002; Jolley and Arie 1978). The most comprehensive of 
these models address medical, psychological and social 
issues and involve numerous clinicians from different disci-
plines, such as psychiatry, mental health nursing, social work 
and psychology (McEvoy and Barnes 2007; Moak 2011).

Nursing homes

The holistic ideals do not only apply to mental health care, 
but have guided what is sometimes called the culture-change 
movement in nursing home care. This movement strives 
to deinstitutionalize the nursing home culture and create 
instead homelike nursing homes with person-centred care 
(Koren 2010; Zimmerman et al. 2014). These models of 
care, for example the Eden Alternative Model and the Green 
House Model, are not especially directed towards mental 
health, but strive to address the “… psychosocial problems 
of residents, such as loneliness, boredom, helplessness and 
lack of meaning” (Kane et al. 2007, p. 832).

Three reviews were found that deal with the question of 
whether the culture-change movement has improved qual-
ity of nursing home care (Grabowski et al. 2014; Shier et al. 
2014; Zimmerman et al. 2016). These reviews did not find 

conclusive evidence of improved quality of care or posi-
tive resident outcome in culture-change homes compared 
with conventional nursing homes. However, one longitudi-
nal quasi-experimental study (Kane et al. 2007) found that 
Green House residents experienced better quality of life 
in several areas. Amongst them are dignity and autonomy, 
which correspond to the helpfulness criteria of “dignity of 
life” and “maintaining level of independence”, and relation-
ship which corresponds to the criterion “adapting to age-
related changes” because losses in social contacts are one 
of the most significant changes that comes with older age. 
The reviews from 2014 (Grabowski et al. 2014; Shier et al. 
2014) did not focus on mental health indicators. On the other 
hand, Zimmerman et al. (2016) found studies showing that 
the adoption of Green House nursing homes increased both 
the residents’ social engagement and depressive symptoms, 
with the explanation that the reason might be more atten-
tive staff and at the same time better reporting of depres-
sive symptoms. An alternative explanation of the increase in 
depression is that the fundamental life changes older people 
go through when moving to a nursing home might in itself 
be depressing (Smalbrugge et al. 2006). This lack of positive 
findings from culture-change nursing homes might be due to 
the generally held opinion “… that the quality of care pro-
vided in LTC [long-term care facilities] is highly dependent 
upon the knowledge, skills and quality of intervention pro-
vided by those working as direct caregivers” (Gibson et al. 
2010, p. 1076). These studies did not assess the standard of 
care. Therefore, no conclusions can be drawn from whether 
the success of the culture-change movement might depend 
on how successfully its principles are put into practice.

Community care

It is premature to talk about a culture change in the care of 
older people in the community settings. However, several 
holistic or integrated models of mental health care for older 
people have been proposed and implemented with good 
results. Most of these models have in common the ideas of 
multidisciplinary teams and care management to ensure that 
the service users can benefit from best available services 
(McEvoy and Barnes 2007; Moak 2011).

Many of these models, e.g. the depression care manage-
ment model (DCM), draw from “chronic care models” for 
treating chronic diseases. DCM is defined as a systematic 
multidisciplinary team approach and was strongly recom-
mended by an expert panel of researchers and practitioners 
after thorough review of the relevant literature (Snowden 
et al. 2008). An example of a successful implementation 
of a DCM is the Program to Encourage Active, Rewarding 
Lives of Seniors (PEARLS) that was aimed at low-income 
older people with minor depression or dysthymia. The pro-
ject that consisted of problem-solving treatment, social and 
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physical activity and referral to clinicians if needed, has been 
shown to be helpful, by assisting older people in maintaining 
level of independence by enhancing their mental capacity, 
performing daily activities and social engagement (Ciecha-
nowski et al. 2004).

The idea that mental health care for older people can learn 
from chronic care models is based on the notion that such 
models are developed as a response to modern medicine’s 
narrow focus on acute and episodic illnesses (McEvoy and 
Barnes 2007). Wagner et al. (2002) proposed a collaborative 
chronic care model (CCM) that has been adapted to mental 
health care for older people. This model is comprehensive 
and, along with a multidisciplinary approach and care man-
agement, includes the factors necessary to give holistic care 
and empower the service users, such as support for self-
help, clients’ active engagement in service management and 
strong links with resources in the community. Alongside 
PEARLS, other mental health care programmes for older 
people whose interventions were inspired by chronic care 
models have been shown to be helpful by helping partici-
pants in maintaining mental capacity and performing daily 
activities. For example, the Improving Mood-Promoting 
Access to Collaborative Care Treatment (IMPACT) pro-
gramme, which was aimed at older people with major 
depression and/or dysthymic disorder (Hunkeler et al. 2006). 
These findings are supported by other research findings that 
show that collaborative chronic care models give a better 
outcome than conventional mental health care regardless of 
the age group (Miller et al. 2013). Also, collaborative mental 
health care for older people has been shown to be less costly 
than usual care (Unützer et al. 2008).

How do the models of care meet 
the criterion of helpfulness?

The main focus of the medical-psychiatric approach is to 
relieve symptoms of mental health suffering, which is essen-
tial first step in meeting the helpfulness criterion of perform-
ing daily activities and maintaining mental capacity. The 
model relies on medication in order to reduce symptoms 
amongst older people, but evidence for such effect is mostly 
lacking (Wilkinson and Izmeth 2016). Therefore, it cannot 
be concluded that the medical-psychiatric model meets our 
helpfulness criterion. The model would have more success 
meeting this criterion if psychiatric medication was com-
bined with psychotherapy, as research has shown that such a 
combination is more successful in reducing symptoms than 
medication alone (Clarke et al. 2015; Mackin and Areán 
2005).

Contrary to the medical-psychiatric model, psychosocial 
interventions do not ignore age-associated changes that often 
cause older people’s mental health problems. However, it is 

hard to tell how successful they are in helping older people 
adapt to these changes because the indicators most often 
used to measure their outcomes do not reflect them (Wil-
son et al. 2008). From numerous outcome studies it can, 
however, be concluded that these interventions do, in many 
cases, relieve symptoms of mental health problems, which 
partly meet the criterion of relieving symptoms of distress 
a step towards meeting the criteria of maintaining mental 
capacity and performing daily activities.

According to the theoretical principles on which they are 
based (see, for example, Hollon and Beck 1994) psychother-
apeutic interventions do not only strive to relieve symptoms, 
but also to help the client make lasting changes in their lives 
that will sustain the positive gains of the interventions. If the 
interventions succeed in this, it can be assumed that they 
meet the criteria of helping older people maintain a level of 
independence and hence, adapt to age-related changes. Also, 
because of the strong relation between social activity and 
depression amongst older people (Schwarzbach et al. 2014; 
Hajek et al. 2017), it can be expected that interventions that 
aim at breaking social isolation meet that criteria. However, 
evidence for the longer-term efficacy of psychotherapeu-
tic interventions is lacking (Clarke et al. 2015) and studies 
on the outcome of social interventions are few. Therefore, 
few claims can be made about their lasting effects. Further-
more, the studies that measure the outcome of psychosocial 
interventions have the same shortcomings as studies of the 
medical-psychiatric model. They only measure changes in 
disease symptoms, but ignore factors associated with life 
age-related changes and level of independence.

The two main currents in holistic care for older people, 
the culture-change movement in nursing homes and col-
laborative community care, show promising potentials in 
meeting the shortcoming of the medical-psychiatric and 
psychosocial models of care. When reviewing the outcome 
studies referred to above that did not show better outcomes 
for nursing homes in the culture-change movement, one 
needs to keep in mind that these studies were not especially 
focused on mental health indicators nor on the indicators 
for dignity of life and adapting to age-related changes pro-
posed in this review. It should be pointed out that one study 
that compared four Green House nursing homes (N = 40) 
with usual homes found higher self-reported emotional 
well-being and few symptoms of depression amongst the 
Green House residents even though no difference was found 
in self-reported general health (Kane et al. 2007). The col-
laborative care models have been shown to meet many of 
the criteria of helpful mental health care for older people 
proposed in this review. The outcome studies that assessed 
their successfulness did not only examine illness symptoms, 
but also indicators for independence and abilities to perform 
daily activities such as physical functioning and quality of 
life. The collaborative models are still in the experimental 
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stage, but enough positive evidence has been gathered to 
urge health authorities and professionals to apply them to 
general community care.

Discussion

The medical-psychiatric model is the dominant model of 
mental health care for older people. Not only physicians but 
also nurses working in nursing homes and community care 
for older people are oriented towards it (Ryan et al. 2006; 
Voyer and Martin 2003). By focusing solely on symptoms, 
and by ignoring the normal life changes that often cause 
them, the model sustains the dominant “… culture where 
the ageing process… is increasingly regarded as ‘pathologi-
cal’ [and] seen in terms of clinical events whose manage-
ment involves the use of rapidly developing medications and 
other technologies” (Blanchard et al. 2009, p. 202). For the 
medical-psychiatric model to meet the criteria of helping 
older people maintain level of independence and adapt to 
age-related changes it needs to focus not only on the patho-
physiology and symptoms of mental suffering, but also on 
the age-related stressors that cause it, such as losses and 
changes in functional abilities.

The holistic and integrated model of care has the poten-
tial to meet the helpfulness criterion defined in this review. 
Research has already shown promising outcomes of this 
model in community care, but the culture-change movement 
in nursing home care needs to be studied further. The objec-
tives of the movement are, amongst others, to maintain their 
residents’ level of independence and help them to adapt to 
age-associated changes by addressing problems like loneli-
ness, boredom and lack of meaning. The means and efforts 
taken to meet these objectives vary between nursing homes 
which might explain the differences in outcomes of care. In 
spite of the promises of the holistic and integrated model one 
can expect that for the years to come, most older people will 
still get mental health support from interventions grounded 
in the medical-psychiatric and psychosocial models of care. 
Therefore, it is of great importance that these models adjust 
to the special needs of older people. It is also essential that 
these models work better together, as psychotropic medi-
cation is more effective when combined with psychosocial 
interventions. Also, until holistic models of care are fully 
established, older people need better access to psychosocial 
interventions to turn around the almost epidemic increase in 
prescriptions of psychotropic medicine especially in nurs-
ing homes. To meet that goal the barriers that hinder older 
people’s access to psychosocial interventions need to be 
addressed. For example, some older people might lack the 
social support and the information that could motivate them 
to take advantage of psychosocial interventions (Choi 2009; 
Karlin et al. 2008) and most health care providers who older 

people come in contact with lack the skills necessary for 
delivering such interventions (Gonçalves et al. 2014; Knight 
2011). To overcome these barriers several authors have pro-
posed that those who provide health care for older people, 
such as home visits, community-based services and nursing 
home care, will be educated and trained to deliver psycho-
social interventions (Choi 2009; Voyer and Martin 2003).

The medical-psychiatric and psychosocial models of 
care are based on the assumptions that people can over-
come mental health problems by consuming psychotropic 
medicine or by participating in structured and time-limited 
intervention led by a qualified helper. These assumptions 
have been contradicted by new concepts of care emphasiz-
ing a more active role of the mental health care service user 
in their treatment and recovery—it is noteworthy that in our 
review of the literature the concept of recovery model only 
occurred once (Blanchard et al. 2009). The essence of the 
recovery model is that people take matters into their own 
hands and are in control of their lives and health in accord-
ance with their abilities and their degree of dependence. 
Therefore, the recovery model approach could be helpful 
in meeting the shortcomings of medical and psychosocial 
interventions. Anthony (1993) defined recovery as “a way 
of living a satisfying, hopeful, and contributing life even 
with the limitations caused by illness. Recovery involves the 
development of new meaning and purpose in one’s life as 
one grows beyond the catastrophic effects of mental illness” 
(p. 15). This definition could be adapted to the mental health 
needs of older people by changing the latter sentence into: 
Recovery involves the development of new meaning and 
purpose in one’s life as one grows beyond the age-related 
stressors that lead to mental health suffering, such as losses, 
loneliness and decreased functional abilities.
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