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Objective: This study aimed to evaluate the access, experiences and outcomes of older adults receiving
psychological therapies in comparison with adults of working age

Methods: Primary and secondary care providers of psychological therapy services participated in the
National Audit of Psychological Therapies. The main standards of access, experience and outcomes
were measured by retrospective case records audits of people who completed therapy and a service user
questionnaire. Outcomes were measured pre-treatment and post-treatment on the PHQ-9 and GAD-7.

Results: A total of 220 services across 97 organisations took part, 137 (62%) in primary care. Service
user questionnaires were received from 14 425 (20%) respondents. A total of 122 740 records were
audited, of whom 7794 (6.4%) were older adults. They were under represented as 13% of the sample
would have been expected to be over 65 years according to age adjusted psychiatric morbidity figures.
People over 75 years had the third expected referral rate. Significantly, more older adults than working
age adults completed therapy (59.6% vs 48.6%) and were assessed as having ‘recovered’ post-treatment
(58.5% vs 45.5%). Older adults were more satisfied with waiting times and numbers of sessions, but
there were no differences in self-reported experience of therapy.

Conclusion: Although older adults are less likely to gain access to psychological therapies, they appear to
have better outcomes than working age adults. Further work is needed to improve access for older
people. Copyright # 2014 John Wiley & Sons, Ltd.
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Introduction

Psychological therapies are effective treatments for
people with anxiety and depression. Cognitive behav-
iour therapy (CBT) has been shown to be a highly
efficacious treatment for people with major depression
with numbers needed to treat of 2.75 (Driessen and
Hollon, 2010) and also effective for a range of adult
anxiety disorders (Hofmann and Smits, 2008). It has
also been shown in a large randomised trial to be an
effective treatment for older adults (Serfaty et al.,
2009). Psychiatric morbidity in older adults varies,
but a recent meta-analysis found that nearly 20% of
older adults in community samples had current

significant depressive symptomatology, referred to as
‘dimensional depression’ (Volkert et al., 2013).
Furthermore, psychological treatments are often
preferred by patients to pharmacological treatments
(Bedi et al., 2000).

Few studies have explored the efficacy of psycholog-
ical interventions for older adults compared with
adults of working age. A retrospective study compared
outcomes of those accessing an older adult service
(N= 23) and those accessing a working age service
(n= 20), for the treatment of anxiety and depression
(Walker and Clarke, 2001). Findings showed no
significant differences in clinical outcomes although
older adults showed greater improvement in home
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adjustment scores. Working age adults were signifi-
cantly more likely to drop out of therapy.

Older adults have historically had reduced access to
psychological services; for example, Anderson et al.
(2012), in a survey of health commissioners in En-
gland, Scotland and Wales, found that psychotherapy
was available to older adults in only 68% of services
that they commissioned, compared with inpatient or
community mental health care in 99% of services. In
the first wave of the Improving Access to Psychological
Therapy (IAPT) evaluation in England, older adults
were under represented at 4% of those accessing ther-
apy rather than at the expected rate of 12.5% allowing
for the age profile of the population and the morbidity
rate of this group (Department of Health, 2011).
Furthermore, the National Audit of Psychological Ther-
apies (NAPT, Royal College of Psychiatrists, 2011),
which included National Health Service (NHS)-funded
services providing psychological therapies for adults
with anxiety and depression in England and Wales,
found that older people were less likely to receive
therapy than younger people and over one-third of
participating services had a policy that excluded older
adults. In the UK, the Equality Act was legislated in
2010 to prohibit age discrimination in public services
leading to an implementation strategy on banning age
discrimination in the NHS in 2012 (Department of
Health, 2012). The effects of this change in the law are
yet to be evaluated.

The NAPT (Royal College of Psychiatrists, 2011) was
established to evaluate the performance of NHS-funded
services providing psychological therapies for adults with
anxiety and depression in England and Wales. NAPT is
commissioned by the Healthcare Quality Improvement
Partnership (HQIP) as part of the National Clinical
Audit and Patient Outcomes Programme (HQIP, 2012)
and is therefore one of the mandated national audits
for all eligible NHS-funded services. It is managed by
the College Centre for Quality Improvement.

This paper aimed to calculate the relative access of
older adults in comparison to adults of working age to
psychological services against population and morbidity
estimates for this group and to assess their experiences
and outcomes of treatment.

Method

Setting and participants

The NAPT is commissioned by the HQIP as part of
the National Clinical Audit and Patient Outcomes
Programme (HQIP, 2012) and is therefore one of the

mandated national audits for all eligible NHS-funded
services. This paper used data from the second round
of NAPT to investigate compliance against the access,
acceptability and outcomes standards specifically for
older adults (aged 65 years or older) compared with
adults of working age. All English and Welsh NHS-
funded services that provide psychological therapies to
adults in the community for anxiety and depression
were eligible to take part. Recruitment took place
between January and June 2012. Data collection was
carried out between April 2012 and January 2013.
Initially, a ‘service context questionnaire’was completed
online by a senior manager of each service, which
indicated whether the service provided primary or
secondary care (Royal College of Psychiatrists, 2011).
We report data gathered from a retrospective case
record audit of people who completed therapy between
1 July and 31 October 2012 and a service user question-
naire that examined people’s experience of services and
their preferences and priorities.

Outcomes and statistics

Outcomes were measured on a variety of rating scales
depending on the service. The analysis showed 95%
(76 331/80 302) of service users had a pre-treatment
and post-treatment scores recorded for at least one
measure. The two most commonly used were the
Patient Health Questionnaire (PHQ-9, Kroenke et al.,
2001) and the Generalised Anxiety Disorder Assessment
(GAD-7, Spitzer et al., 2006), which are part of the IAPT
minimum data set. The PHQ-9 rates nine items mea-
suring depression on a scale of 0–3 and is a screening
tool for and overall rating of the severity of depression.
A score of 10 or above (moderate depression) at assess-
ment was taken as the cut-off for the presence of depres-
sion. When the PHQ-9 score is ≥10, there is an 88%
sensitivity and 88% specificity for major depression.
The GAD-7 rates seven items measuring generalised
anxiety disorder on a scale of 0–3 and is a screening tool
for and overall rating of the severity of generalised
anxiety disorder. When GAD-7 score is ≥10, there is
an 89% sensitivity and 83% specificity for generalised
anxiety disorder (slightly lower for other anxiety disor-
ders). A score of 8 or more on the GAD-7 was used as
a cut-off for clinical caseness. Recovery was defined as
scores moving from above the clinical cut-offs at intake
to below the cut-offs at the end of treatment. For service
users that had both PHQ-9 and GAD-7, caseness at
intake was defined as above the clinical cut-off on either
or both measures (cut-offs of 10 or more for PHQ-9
and of 8 or more for GAD-7). Recovery was defined as
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being in the non-clinical range on both measures at the
end of treatment. ‘Reliable improvement’ was based on
the reliable change index for each measure—PHQ-9=6,
GAD-7=4. Chi squared tests and odds ratios (ORs) with
95% confidence limits and a Mann–Whitney test were
used to compare data for older adults with adults of
working age. Because of the large number of tests, a
Bonferroni correction was employed with a cut-off for
significance of p< 0.01.

Results

Participating services and service users

A total of 220 services across 97 organisations took
part—207 services in England and 13 services in
Wales. One hundred and thirty seven services that
took part in the baseline did not register for the second
round. The most common reasons provided were as
follows: 39 services stated that the audit was not
appropriate for them, 32 services either no longer existed
(13) or were no longer eligible as a result of service
changes (19), 26 services cited a lack of resources and
other priorities such as contract reviews and renewals,
and 40 services had a mixture of other reasons or their
reasons were unknown. Primary care services accounted
for 137 (62%), secondary care for 48 (22%) and services
both in primary and secondary care 35 (16%). Adults of
all ages were treated by 175 (79%) of services, adults of
working age only by 37 (17%) and older adults only by
8 (4%) of services. IAPT services accounted for 131
(60%) of services. One hundred and eighty one (82%)
services were wholly within the NHS, 29 (13%) in
the voluntary sector and 5 (2%) in the private sector.
The remainder were services covering a mix of sectors.

Service user questionnaires were received from
14 425 individuals who specified their age—13 101
from adults of working age and 1324 from older
adults. This was a 20% response rate. A total of 9850
(69%) questionnaires were received from women
and 4370 (31%) were from men, and 12 651 (87.8%)
were of White British ethnicity. A total of 7415
(46%) reported that they had received CBT, 4120
(25%) counselling and the remainder received mind-
fulness, psychodynamic, person-centred, solution
focussed, cognitive analytic therapy, low intensity,
other treatments or were not sure. The vast majority
received individual therapy (Table 1). Diagnostic
information is available on 42 896/67 290 (63.7%) of
the individuals who completed at least two sessions of
therapy and is provided in Table 1. There were no dif-
ferences in the proportions of older adults and working

age adults with depressive disorders or mixed anxiety
and depressive disorders, but older adults were more
likely to be diagnosed with generalised anxiety disorder.

Access to psychological therapies for older adults

A total of 122 740 case records were retrospectively
assessed on people who had completed therapy between
1 July and 31 October 2012. Older adults accounted for
7794 (6.4%) of these 122 740 individuals and adults of
working age 114 946 (93.6%). These proportions were
compared with the statistics for age distribution in the
2011 census by the Office for National Statistics
(2011), which showed that 9 223 073 of the 44 105 545
(20.9%) people in the country are 65 years or over.
The proportion of service users treated in this sample
therefore has an under representation of older adults,
OR for working age adults to be treated versus older
adults, OR=3.90 (CI: 3.81–3.99).

Experiences and outcomes

Experiences and outcomes are shown in Table 1.
Older adults were significantly more likely to decline
or be deemed not suitable for therapy but less likely
to be referred on; however, the differences were very
small. Working age adults were significantly more
likely to receive individual therapy than older adults
and older adults more likely to receive group therapy
than working aged adults, although, again, the differ-
ences were small. Older adults were 50% more likely
to complete therapy: 59.6% versus 48.6% (OR 1.56,
95% confidence interval (CI): 1.49–1.63), with work-
ing age adults having nearly a double drop-out rate:
24.6% versus 12.5%, (OR= 2.19, CI: 2.04–2.34).
The group of working age adults contained a higher
proportion of people meeting the preset cut-off
criteria for clinical caseness. However, a separate anal-
ysis on those people who met the criteria for caseness
at baseline was performed. This showed that the
higher completion and lower drop-out rates for the
older adult sample were maintained (ORs in Table 1).
There were small but significant differences in waiting
times for initial assessment within 13weeks and
commencement of treatment within 18weeks: older
adults were marginally more likely to receive earlier
assessment (OR= 1.37, CI:1.24–1.50) and treatment
(OR= 1.33, CI: 1.21–1.45). There were no significant
differences in the number of sessions, but a signifi-
cantly larger number of older adults reported receiving
only group treatment than working age adults (OR=
1.45, CI: 0.965–1.80). A far higher proportion of older
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adults were assessed as having made either a ‘recovery’:
58.5% versus 45.5% (OR=1.69, CI: 1.56–1.80) or a
‘recovery or reliable improvement’: 68.4% versus 58.4%
than working age adults (OR=1.54, CI: 1.44–1.65).
More older adults were satisfied with waiting times
(OR=1.85, CI:1.61–2.12) and numbers of sessions
(OR=1.14, CI:1.01–1.30), but there were no differences
in self-reported experience of therapy (helpfulness,
whether they would have it again).

Discussion

Main findings

There appears to be a significant under-representation
of older adults receiving psychological therapies despite
evidence that these treatments are effective and legisla-
tion to end age discrimination in the NHS. To establish
the rates of uptake of psychological therapies in this
group, it is necessary to estimate the rates of common
mental disorders. The National Centre for Social
Research and the University of Leicester collaborated
on a household survey between October 2006 and
December 2007 to collect data on mental health among
adults aged 16 years and over in England and Wales
(McManus et al., 2009). The data showed prevalence
rates of common mental health disorders (depression
and anxiety disorders) within the population and that
adults aged 16–54 years had the highest prevalence rates,
whereas older adults had the lowest prevalence rates
(10–11%). Taking into account the expected rates of
mental disorders in the community, the expected
proportions of adults of working age and older adults
in this sample are 106 804/122 740 (87.0%) and
15 936/122 740 (13.0%). Therefore, even taking into
account the lower morbidity of the older adult group,
they had less than half the representation expected
(6.4%) in the case notes sample: OR of working age
adults versus older adults, OR=2.20 (CI: 2.14–2.26).
This difference in access was particularly marked in
the over-75-years group where only 2177 (2%) were
treated from an expected population 7364 (6%).

It is unclear from this study whether this represents
a failure to diagnose or refer older adults to psycholog-
ical therapy services. Particularly, there may be a
priority in treating physical disorders rather than co-
morbid psychological disorders; for example, Tylee
et al. (1993) found that the failure to detect depression
in primary care was associated with a fivefold increase
of serious physical illness in depressed women. Older
people may have barriers to access services, for exam-
ple, social isolation, disability, or they may hold views,

beliefs and attitudes that may prevent them from
recognising mental health problems as conditions
that require treatment. For example, Happell and
Koehn (2011) found that participants’ perceptions
of their own good mental health increased with age
whilst they rated poorer physical health. In this study,
37 services (13%) reported a policy that excluded
older adults. However, the age discrimination ban
was implemented in the middle of the data collection
period, so the effects on service provision and prac-
tice may not have been fully realised. Further studies
are needed to see whether this plan has a delayed
effect on access of older adults.

Despite only minor differences in waiting times to
assessment and to treatment (marginally favouring
older adults), older adults were also more satisfied
with their waiting times but to a greater degree (10%
more were satisfied than adults of working age) than
could be explained by the actual waiting times. Other
measures of satisfaction did not discriminate between
the experiences of the two groups. This finding needs
to be interpreted alongside other more general
findings that older age predicts a higher degree of
health care satisfaction (Rahmqvist, 2001).

The improved outcome and attrition rates for older
adults cannot be explained by the smaller proportion
of the group reaching the cut-off level for caseness as
measured at baseline. This is because the clinical
outcome analysis only included individuals who met
caseness criteria at the start of treatment. Similarly,
attrition and completion rates were in favour of the
older adult group whether including the whole sample
or the sub-sample of those who met caseness.

Studies reporting outcomes for older adults with
depression treated with CBT show response rates of
55% (Hautzinger and Welz, 2004) and for generalised
anxiety disorder of 45% (Stanley et al., 2003). In larger
community-based naturalistic studies, Barkham et al.
(2011) reported a 40.7% recovery rate in over 16 000
patients in a primary care-based counselling study.
Similarly, the first year of the IAPT outcome study
reported that 42% of people receiving psychological
therapies recovered although recovery rates were not
individually reported for older adults (IAPT, 2011).
The recovery rates in this study for adults of working
age (45.5%) are in line with IAPT figures although
the recovery rate in older adults appears to be better.
This finding is novel given that few studies have
compared outcomes between older and working age
adults. A small study by Walker and Clarke (2001)
showed improved completion rates of therapy (70%)
and lower attrition rates for older adults (13%), a
finding similar to this study.
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Strengths and limitations

This study has the clear strengths of an extremely large
sample size and broad geographical spread covering
services throughout England andWales. It covers a wide
variation of treatment modalities and spans public,
voluntary and private sectors and bridges primary and
secondary care. It has employed robust outcome mea-
sures and assessed other aspects of the experience of
treatment as well as outcome. However, there are some
limitations. These include a low response rate to the
service user questionnaire and the possibility that the re-
spondents may be biassed toward positive experiences.
This however would not be expected to differentially
affect the responses of the two groups studied here.
Older adults were significantly more likely to be treated
for generalised anxiety disorder; however, it is unclear if
the improved outcomes for older adults is related to
this. There is also no information about the severity of
disorders at baseline. Although the analysis of outcome
is based on those with sufficiently severe symptoms to
reach the level of caseness, it is possible that one group
may have been significantly more unwell initially. As
this was effectively a naturalistic study, therapist charac-
teristics and modalities of treatment may have varied
between the groups, and some are likely to have had
additional treatment, including medication or other
psychosocial interventions.

Implications

Older adults appear to be satisfied with psychological
care and report better outcomes than working age
adults. Further work needs to be aimed at increasing
access for older adults and ensuring that psychological
therapy services are provided on the basis of need not
age. Despite having lower rates of common mental
disorders than working age adults, the significant
under-representation of older adults in the sample
referred for psychological therapy needs urgently
addressing. Efforts must be made to educate general
practitioners to routinely screen for mental disorders
in older adults and to educate them about the
effectiveness of psychological treatments. Public
information campaigns need to target older adults
to raise their awareness to request psychological help
for their mental distress. These initiatives will require
evaluation. Further audits are needed to assess
whether services are operating age cut-offs to exclude
older adults and to disseminate the results of the
effectiveness of treating older age groups to target
the use of resources.
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