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SUMMARY

The aim of this review was to assess the effectiveness of
psychosocial interventions for the promotion of mental
health and prevention of depression among older
people. A systematic review of prospective controlled
trials was conducted including 69 studies. The studies
were divided into physical exercise, skill training, remi-
niscence, social activities, group support and multicom-
ponent interventions. Data from 44 trials contributed to
a meta-analysis of effectiveness. Overall, psychosocial
interventions had a positive effect on quality of life and
positive mental health. The pooled interventions also

had a statistically significant effect on reduction in
depressive  symptoms. Social activities  significantly
improved positive mental health, life satisfaction and
quality of life and reduced depressive symptoms. Based
on the results of this study, duration of interventions is
of importance, since interventions lasting for >3
months exhibited more positive effects compared with
shorter interventions. Meaningful social activities, tai-
lored to the older individual’s abilities and preferences
should be considered in aiming to improve mental
health among older people.
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INTRODUCTION

The interdisciplinary concept of mental health
promotion can be viewed from different per-
spectives (Cattan and Tilford, 2006; Barry and
Jenkins, 2007). On one hand, it can be exclu-
sively regarded as the promotion of positive
mental health aiming to achieve positive mental
health by improving the social, physical and
economic environments that determine mental
health. On the other hand, it is seen as primary,
secondary or tertiary prevention of mental

ill-health with the main focus to decrease the
occurrence, prevalence and re-occurrence of
mental disorders (World Health Organization,
2004). In this case, it primarily targets risk
factors for mental ill-health. Finally, the mental
health promotion concept can be defined as
encompassing both positive mental health pro-
motion and disorder prevention (Jané-Llopis
et al., 2010), and this definition is used as the
theoretical framework in this review.
Demographic  changes in the EU
(Giannakouris, 2008) imply that good mental
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health among older people is increasingly
important, enabling older adults to stay active
for longer (Jané-Llopis and Gabilondo, 2008).
Mental disorders are highly prevalent among
older people, with depressive disorders being
among the most prevalent (de Beurs et al.,
2005; Luijendijk er al., 2008; World Health
Organization, 2008). It is estimated that ~12%
of adults aged 65 or older are currently affected
by depressive disorders in Europe (Copeland
et al., 1999, 2004). Therefore, in accordance
with the theoretical framework in this review
prevention of depression among older adults
can be viewed as an important part of the
mental health promotion concept.

Individual psychological resources, such as
self-esteem (Bisschop et al., 2004) and mastery
(de Beurs et al., 2005; Steunenberg et al., 2006),
are important mental health resources in old
age that can prevent the onset of mental ill-
health such as depressive symptoms. Another
significant mental health promoting factor
among older adults is the individuals’ social
network and perceived sense of social support
and trust, which can be gathered under the
umbrella term social capital (Baron et al., 2000).
Social capital of older adults is an essential
mental health resource, but low levels of social
capital should also be regarded as a risk
factor for depressive disorders in older people
(Van Der Horst and McLaren, 2005; Nyqvist
et al., 2006). Restricted social support (Lynch
et al., 1999; Jongenelis et al., 2004), a limited
social network (Steunenberg et al., 2006) and
loneliness are associated with depressive symp-
toms and depression (Bisschop et al., 2004;
Jongenelis et al., 2004).

Previous reviews have studied the effects of
interventions addressing social isolation and
loneliness (Findlay, 2003; Cattan et al., 2005;
Masi et al., 2010), and have shown reduced
loneliness among intervention participants.
However, these reviews included all age groups
(Masi et al., 2010) or encompassed younger old
people (Findlay, 2003; Cattan et al., 2005) than
the current review. A meta-analysis including
both controlled and uncontrolled trials (Masi
et al., 2010) showed significant effects on loneli-
ness with social cognitive training interventions
displaying the largest effect. Another review
and meta-analysis of controlled trials (random-
ized and non-randomized), which looked at
intervention programs aiming to reduce
depression, addressed all age groups (Jané-

Llopis et al., 2003). This meta-analysis found
social support interventions to be the
most-effective among older adults.

One review (Windle er al., 2007) assessed
public health interventions (including both non-
randomized and uncontrolled trials) that pro-
moted mental well-being among adults aged 65
or over. This review evidenced positive effects
of some types of psychosocial interventions
such as exercise interventions, group-based
health promotion and various psychological
interventions. Like Windle et al’s review
(Windle et al., 2007), our review looks at a
variety of psychosocial interventions, but in
contrast to Windle et al we exclude non-
controlled trials due to the risk of bias inherent
in non-controlled designs. To the authors’
knowledge, no meta-analyses of controlled trials
of psychosocial interventions aimed at promot-
ing mental-health and preventing depression
among older people have been performed, tar-
geting specifically people aged 65 years or older
not suffering from clinical depression or other
mental disorders.

OBJECTIVES

The objective was to conduct a systematic
review and meta-analysis assessing the effective-
ness of psychosocial interventions for mental
health promotion and depression prevention
among older people.

METHOD

Inclusion criteria for the trials considered
in the review

Types of studies

Only studies with a controlled design (random-
ized controlled or non-randomized controlled
trials) were considered for the systematic
review.

Types of participants

Older adults (population defined as people
aged 65 and older) who did not meet diagnostic
criteria for any mental disorder (e.g. dementia)
at the time of trial enrolment were considered
for the review. This included studies targeting
the general population of older adults, studies
with participants who might have been at risk
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of a depressive disorder, or those who suffered
from sub-clinical symptoms of a depressive dis-
order but who did not fulfil the diagnostic cri-
teria for the disorder (according to The
Diagnostic and Statistical Manual of Mental
Disorders, 4th edition or The International
Classification of Diseases, 10th edition).

Studies were considered even if the partici-
pant age range began under 65, if the mean
age of the participants was notably over 65
(i.e. 70 or over), or if outcome data were
extractable separately for participants over the
age of 65. There was no upper age limit.
Studies that did not include a clear definition
of participants or lacked adequate reporting of
participant data at enrolment were excluded
from the review.

Types of interventions

This review and meta-analysis includes psycho-
social interventions for prevention of depression
onset and promotion of mental health among
older people. Interventions aiming at preven-
tion of depression progression and treatment of
depression were excluded.

Psychosocial interventions were defined as
any intervention that emphasizes psychological
or social factors rather than biological factors
(Ruddy and House, 2005). This definition
allows for the inclusion of psychological inter-
ventions and health education, as well as inter-
ventions with a focus on social aspects, such as
social support. Interventions with a physiologi-
cal component in addition to a psychosocial
component (e.g. physical exercise groups) were
also considered. The psychosocial interventions
could appear in any format, e.g. in groups or
individually, as long as they were described in
the study and allowed for replication.
Interventions with organization of care as the
main focus were not considered for this review.

To be considered for this review, trials
needed to report a general positive mental
health indicator, depressive symptoms or
depression as a  measured outcome.
Furthermore, to be eligible trials had to encom-
pass a control condition: either care as usual,
waiting list, no intervention or a comparison
intervention control group. Intervention com-
parisons were eligible if the compared interven-
tions were not too similar. The trial settings
considered were both institutions and commu-
nity settings.

Types of outcome measures

The outcome measures considered in the review
were as follows:

(i) Functional level: e.g. various Activities of
Daily Living measures and Barthel Index
(Mahoney and Barthel, 1965).

(i1) Quality of life: e.g. Short Form-36 Health
Survey (Hays et al., 1993).

(iii) Life satisfaction: e.g. Satisfaction with
Life Scale (Diener et al., 1985), Life
Satisfaction Index-A (Neugarten et al.,
1961).

(iv) Cost-effectiveness of the interventions:
e.g. financial cost comparisons.

(v) Acceptability of intervention: total attrition
rates or attrition due to adverse effects.

(vi) Risk factors of depressive symptoms and
depressive disorders and mental health
promoting factors:

(a) Positive mental health, e.g. the
Philadelphia Geriatric Morale Scale
(Lawton, 1975), including self-esteem,
e.g. Rosenberg Self Esteem Scale
(Rosenberg, 1965) and self-efficacy,
measured by the General Self-efficacy
Scale (Schwarzer and Jerusalem, 1995).

(b) Social capital: social network, e.g.
UCLA Loneliness Scale (Russell,
1996) and social support, e.g. Social
Support Questionnaire (Sarason et al,
1983).

(vii) The occurrence of depressive symptoms,
as measured by depression rating scales,
such as the Geriatric Depression Scale
(Brink et al., 1982) and Zung Self-Rating
Depression Scale (Zung, 1965).

(viii) Incidence of major depression as defined
by DSM-IV or ICD-10, or diagnostic
cut-off points on depression rating scales.

The outcomes were recorded immediately after
the intervention or at end of follow-up.

Searches

Eleven electronic databases were searched
(AgeLine, ASSIA, CENTRAL, Cinahl,
Embase, Medline, OpenSIGLE, Sociological
Abstracts, Social Services Abstracts, PsycINFO,
and Web of Science, see Supplementary data
and Appendix for detailed search strategies) for
eligible studies. No language or time-frame
limitations were applied. With guidance from
informatics experts, search strategies were
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constructed for each of the electronic databases
and applied in September 2010. Hand-searching
of two journals (the Gerontologist and Journal
of the American Geriatrics Society) that pro-
vided most articles during searches of electronic
databases was conducted, covering issues
published from 2006 to 2010.

Data abstraction and assessment
of methodological quality

All abstracts of the publications retrieved from
the databases were screened for inclusion by
the first and second author independently. Full
text versions of the publications were screened
if needed. If there was disagreement between
the reviewers, a third reviewer assessed the
study and consensus was reached by discussion.
Available data were extracted and coded inde-
pendently by the first and the second author
according to information on study design and
origin, study participants, intervention content
and outcomes measured.

The methodological quality of the included
intervention studies was assessed and rated
according to the Cochrane Collaboration
Handbook. The studies were rated by taking six
individual domains into consideration (sequence
generation; allocation concealment; blinding of
participants, personnel and outcome assessors;
incomplete outcome data; selective outcome
reporting; other sources of bias) and giving
them a quality rating of ‘low risk of bias’,
‘unclear’ or ‘high risk of bias’.

Calculation of effect sizes and statistical
analyses

The effect sizes of the trials were calculated by
Review Manager 5.0 software (Nordic Cochrane
Centre, 2008) for the studied outcomes. Data
from all the publications providing -eligible
post-test or follow-up data were entered into
the Review Manager by the principal reviewer
and duplicated by the second author separately.
For binary efficacy outcomes (e.g. cases of
depression), the Mantel-Haenszel random
effects model for calculating odds ratio (OR)
was applied. For continuously distributed out-
comes, the weighted mean difference (WMD)
or standardized mean difference (SMD) were
calculated as appropriate using a random effects
model. SMD was calculated when outcomes
had been measured using different scoring

systems. Where intention-to-treat (ITT) data
were not available, endpoint continuous data
for trial completers were used. If measures of
variance of outcomes could not be found in the
publications, through calculations or by contact-
ing the authors, the outcome was excluded from
the meta-analysis. Substantially skewed data
(where the standard deviation was greater than
double the mean value) were not entered in the
meta-analysis.

The impact of statistical heterogeneity on
the meta-analysis was assessed by quantifyin%
inconsistency among the studies with the [
Index test (Higgins and Green, 2008).
Between-group effect size heterogeneity in
outcome measures was examined using the Q
statistics of the meta-analytic analogue to analy-
sis of variance (ANOVA) (Lipsey and Wilson,
2001). The power of all subgroup analyses was
determined. Sample size and effect size data
were entered into the G*Power 3.1.2 software
(Faul et al., 2007), where post hoc analyses of
achieved power were calculated (Ellis, 2010).
Underpowered comparisons (i.e. power below
0.80) were not performed.

Trials where one intervention was compared
with another were only included in the
meta-analysis if the control intervention fitted
into one of the intervention categories
considered.

Sensitivity analyses
randomized trials only.

were conducted for

RESULTS

Trial flow

The searches yielded 5023 hits (including dupli-
cates from different databases). By screening
the retrieved titles and abstracts according to
the inclusion criteria, the number of publi-
cations was reduced to 949 and following a
thorough examination, the final number of
included studies was narrowed to 69 (Figure 1).
The main reasons for exclusion of the retrieved
publications were that trial participants already
suffered from a mental disorder at baseline or
that the participants’ age did not meet the
inclusion criteria. Forty-four trials contributed
with data to efficacy estimates in the
meta-analysis.
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Fig. 1: PRISMA 2009 flow diagram. Source: Moher, Liberati, Tetzlaff, Altman, and The PRISMA Group (2009).

Study characteristics

The mean age of the pooled trial participants
was 78 years. In studies reporting gender pro-
portions the majority of participants were
women. The participants of 15 trials lived in
nursing homes or other institutions and 32 trials
included older adults who lived independently,
in senior communities or who received home
health services. Twenty-two of the studies did
not clearly state the living situation of the
participants.

Out of the 69 included studies, 13 were non-
randomized controlled studies. The other 56

studies had a randomized controlled design.
Seventeen of the trials were implemented in
Europe and the 52 remaining trials were
non-European, the majority being studies from
the USA.

Three types of intervention approaches
(World Health Organization, 2004) were distin-
guished among the trials: mental health pro-
motion or universal prevention (e.g. general
health education) targeting healthy older adults
and aiming to enhance mental health and active
aging (34 trials); selective prevention, targeting
older people in high-risk groups not suffering
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from depression or other mental disorders (32
trials) and indicated prevention directed at
people with sub-clinical symptoms of depression
(3 trials).

With the exception of one trial (Yuen et al.,
2008) all interventions were provided by health
or social care professionals or other trained per-
sonnel. In Yuen et al’s 2008 study the interven-
tion involved the older participants themselves
participating in a volunteer activity (mentoring
English conversational skills to English-as-a-
second-language students). Besides this inter-
vention study, none of the interventions was
reportedly provided by lay people alone.

The interventions included were categorized
into one of the following six groups (Table 1):

Physical exercise

The group of physical exercise interventions
involved individual or group physical exercise of
various kinds. Twenty-one of the trials were
categorized into this group and nine out of
these were included in the meta-analysis
measuring the effect size of physical exercise
compared with no-intervention controls. Six
exercise interventions were compared with
another intervention; three of these trials com-
pared an exercise intervention to a skill training
intervention and were included in the
meta-analysis (Wolf er al., 1996; Stiggelbout
et al., 2004; MacFarlane et al., 2005).

Skill training

The skill training category contained interven-
tions with educational components or with the
aim of developing cognitive skills or everyday
life management strategies. This category con-
sisted of 12 trials, out of which 10 were included
in the meta-analysis, all comparing skill training
with no intervention control conditions.

Group support

Social support in groups was considered within
the group support category and only one trial
was included in this category (Andersson,
1984). This trial compared the social support
intervention to a no-intervention control group
but no eligible data were available for other
outcomes than attrition rate.

39.51, p < 0.001

~1.08 (—2.70 to 0.53)

—5.30 (—=10.34 to —0.26)
—1.40 (- 1.65 to —1.15)

Oy

—0.64 (—1.52 to 0.23)

Life satisfaction
Not estimable
Not estimable

Positive mental health
0.03 (—0.67 to 0.73)
—0.55 (—1.07 to —0.04)
—0.47 (—1.34 to 0.40)
—1.02 (—2.02 to —0.02)
—0.12 (—0.75 to 0.51)
0, =3.43,p>0.05
—0.24 (—0.47 to —0.00)

—2.40 (—8.16 to 3.36)

Not estimable
—1.30 (—2.86 to 0.26)

0, =0.89, p > 0.05
~0.26 (—0.60 to 0.07)

0.03 (—5.35 to 5.41)

Functional level
Not estimable

5.94, p > 0.05

—6.40 (—10.38 to —2.42)
—0.09 (—0.24 to 0.06)

Oy

—0.33 (—0.83 to 0.17)
—0.28 (—0.76 to 0.20)
—0.01 (—7.50 to 7.48)
—0.19 (—0.34 to —0.05)

Quality of life

—0.10 (—0.36 to 0.16)
—0.12 (—0.56 to 0.32)
—0.24 (—0.62 to 0.13)
—0.41 (=0.72 to —0.10)
—0.16 (—0.41 to 0.10)

O, =5.50, p > 0.05
—0.17 (—0.31 to —0.03)

Depression
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Number of participants in
comparison (depression/
quality of life/functional
level/positive mental
health/life satisfaction)
237/296/53/185/0
145/18/35/44/126
167/178/0/141/26
387/756/62/120/124
1254/1320/150/554/276

Effect sizes (95% CI) for psychosocial interventions compared with no intervention
318/72/0/64/0

psychosocial
intervention
differences in effect between intervention categories are significant. Statistically significant estimates are marked in bold.

Social activities
Multicomponent

Skill training
Reminiscence

The effect sizes for social capital and cost outcomes were not estimable for most of the intervention categories and are therefore not presented in the table. A significant Qy, indicates that

Type of intervention
Heterogeneity (Qy)

Table 1
Physical exercise
Any type of
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Reminiscence

Eight trials contained various forms of life
reviewing and recalling past events and were
classified as reminiscence interventions. Seven
trials were included in the meta-analysis, all
of which featured intervention versus
no-intervention control category.

Social activities

Different types of social activities providing the
participants with an active role were allocated
to the group of social activity interventions.
Out of six trials, four were included in the
meta-analysis, all comparing social activities to
no intervention.

Multicomponent interventions

Twenty-one of the trials contained components
from several intervention categories and these
were classified as multicomponent interventions.
Ten of these studies were included in the
meta-analysis for multicomponent interventions
versus no-intervention comparisons.

Methodological quality of the intervention
studies

In most cases, several domains of the trials’
methodological quality were rated as unclear,
due to scarce reporting. Eleven of the studies
were rated as having low risk of bias in relation
to the sequence generation domain. Fourteen
studies had a low risk of bias in blinding.
However, eight of the included trials evidenced
clear cases of selective reporting. Thirty-six
studies were rated as having a high risk of bias
related to other domains.

Efficacy: psychosocial interventions compared
with no-intervention controls

Compared with no-intervention controls, an
overall small statistically significant improvement
was found for quality of life (14 trials, SMD:
—0.19, 95% CI: —0.34 to —0.05) (Figure 2) and
the overall heterogeneity was at an acceptable
level (I>=36%). Positive mental health
also showed a small statistically significant
improvement (nine trials, —0.24, 95% CI: —0.47
to —0.00) (Figure 3), and the overall inconsistency
was at an acceptable level (I*=40%). In the
pooled analysis comparing to no-intervention con-
trols, psychosocial interventions had a weak but

statistically significant effect on depressive symp-
toms (17 trials, SMD: —0.17, 95% CI: —0.31 to
—0.03) (Figure 4). The overall heterogeneity
for effects on depressive symptoms was low
(I? =25%).

The pooled results for the dichotomous
depression outcome indicated no statistically sig-
nificant reduction in new depression cases (three
trials, OR: 0.69, 95% CI: 0.41-1.17). The overall
functional ability outcome showed no statisti-
cally significant improvement (three trials,
SMD: —0.26, 95% CI: —0.60 to 0.07) and no
statistically significant effect was found for the
social capital outcome (two trials, SMD: —0.16,
95% CI: —1.00 to 0.68), the cost-effectiveness
outcome (one trial, mean difference €532.00,
95% CI: —0.53 to 1064.53) or the life satisfac-
tion outcome (five trials, SMD: —0.64, 95% CI:
—1.52t0 0.23).

When analysing types of interventions separ-
ately, physical exercise interventions showed no
statistically significant pooled effects on the
depression outcome (three trials, SMD: —0.10,
95% CI: —0.36 to 0.16), quality of life (four
trials, SMD: —0.33, 95% CI: —0.83 to 0.17) or
functional level (one trial, mean difference:
—2.40, 95% CI: —8.16 to 3.36). The achieved
power in the positive mental health outcome
analysis was inadequate (power = 0.09) for
effect analysis. No eligible data were available
for life satisfaction, costs and dichotomous
depression outcomes. In a single trial, a statisti-
cally significant social capital benefit, i.e.
improved social support network, was reported
(one trial, mean difference: —0.22, 95% CIL
—0.34 to —0.10). The intervention in this trial
(Lee et al., 2009) consisted of a 26-week Tai Chi
program with 1-hour sessions three times a
week.

Among the skill training interventions, a stat-
istically significant effect could be found on the
positive mental health outcome (two trials,
SMD: —-0.55, 95% CI: —1.07 to —0.04). One of
these trials (Goldstein et al., 1997) consisted of
playing video games, five or more hours per
week for 5 weeks. The other trial (Winocur ef al.,
2007) reported improved locus of control in a
14-week cognitive rehabilitation program invol-
ving memory skills training, goal management
training, psychosocial training and individual dis-
cussions. Skill training interventions had no stat-
istically significant effect on quality of life (two
trials, SMD: —0.28, 95% CI: —0.76 to 0.20) or
depressive symptoms (four trials, SMD: —0.12,
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Intervention Control Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% ClI IV, Random, 95% CI

Physical exercise
de Vreede 2007 -48.28 9 51 4968 787 23 64% 0.16 [-0.33, 0.65] =p
Haines 2009 -589 214 19 -58.1 25 34 53% -0.03 [-0.59, 0.53] 1
Lee 2009 -48.06 7.89 66 -4465 9.31 73 10.3% -0.39[-0.73, -0.06] =
Sato 2007 -47.59 7.32 22 -34.66 1201 8 2.4% -1.44 [-2.34, -0.54] — o
Subtotal (95% CI) 158 138 24.4% -0.33 [-0.83, 0.17] <P
Heterogeneity: Tau® = 0.18; Chi* = 10.82, df= 3 (P = 0.01); P=72%
Test for overall effact: Z = 1.29 (P = 0.20)

Skill training
Morone 2008 4462 9.21 13 -43.02 10.49 17 3.5% -0.16 [-0.88, 0.57] -
Winocur 2007 62 73 27 -4887 955 15  4.4% -0.38 [-1.01, 0.26] -
Subtotal (95% Cl) 40 32 79%  -0.28[-0.76, 0.20] <

Heterogeneity: Tau® = 0.00; Chi* = 0.20, df = 1 (P = 0.65); I*= 0%
Test for overall effect: Z = 1.15 (P = 0.25)

Reminiscence
Chao 2006 -2164 813 10 -21.63 8 8
Heterogeneity: Not applicable
Test for overall effect: Z =0.00 (P = 1.00)

Social activities
Nijs 2006 €04 134 a5 54 136 83
Heterogeneity: Not applicable
Test for overall effect: Z = 3.10 (P = 0.002)

Multicomponent interventions

2.3% -0.00 [-0.93, 0.93] N

11.6%  -0.47 [-0.77,-0.17] -

Clark 2003 4314 665 32 4378 748 30 6.3% 0.09 [-0.41, 0.59) T
Duggleby 2007 709 114 28 657 119 30 59% -0.44 [-0.96, 0.08] —

Groess| 2000 0663 0.104 178 -0.649 0099 66 12.1% -0.14 [-0.42, 0.15] -t

Kolt 2007 -77.61 1945 83 -79.08 2197 82 11.3% 0.07 [-0.23, 0.38) T

Peri 2008 4578 132 63 4558 136 61 9.8% -0.15 [-0.50, 0.20] -

Resnick 2008 -14.92 347 64 -1462 274 39 85% -0.10 [-0.50, 0.30] -1

Subtotal (95% Cl) 448 308 53.9%  -0.09 [-0.24, 0.06] 4

Heterogeneity: Tau? = 0.00; Chi* = 3.50, df = 5 (P = 0.62); = 0%

Test for overall effect: Z = 1.17 (P = 0.24)

Total (95% CI) 751 569 100.0%  -0.19 [-0.34, -0.05] ¢

Heterogeneity: Tau? = 0.03; Chi? = 20.26, df = 13 (P = 0.09); I = 36% {4 2 0 2 7y

Test for overall effect: Z = 2.57 (P = 0.01)

Favours intervention Favours control

Fig. 2: Effect of psychosocial interventions versus no-intervention controls on quality of life (continuous

data).

95% CI: —0.56 to 0.32). Two trials within this
intervention type reported incidence of depress-
ive disorders (dichotomous data). No statistically
significant effect could be evidenced (OR: 0.84,
95% CI: 0.53 to 1.33). No useable data were
available for social capital, functional level, costs
or life satisfaction outcomes.

Reminiscence showed no statistically signifi-
cant pooled effects in positive mental health
(two trials, SMD: —047, 95% CI. —1.34 to
0.40) or life satisfaction (three trials, WMD:
—1.08, 95% CI: —2.70 to 0.53). Reminiscence
showed a statistically non-significant effect (five
trials, SMD: —0.24, 95% CI: —0.62 to 0.13) on
depressive symptoms. The power in the quality
of life and functional level analyses (power =

0.05) was insufficient for effect analysis. The
trials did not report any useable data for occur-
rence of depressive disorder, social capital or
costs.

Compared with no intervention, social activi-
ties significantly reduced depressive symptoms
among the participants (two trials, SMD:
—0.41, 95% CI: —0.72 to —0.10). One study in
a nursing home setting (Nijs et al., 2006) where
the intervention consisted of arranging family
style mealtimes (e.g. mealtimes begin when
everyone is seated, residents serve themselves)
and the control group received the usual pre-
plated service, resulted in a large improvement
in quality of life outcome for the intervention
group. The quality of life was measured with a
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Intervention Control Std. Mean Difference Std. Mean Difference

Study or Subgroup _Mean SD Total Mean SD Total Weight IV, Random, 95% CI 1V, Random, 95% ClI

Physical exercise
Lee 2009 -7432 93 66 -71.57 9.7 73 18.9% -0.29 [-0.62, 0.05] - |
Perrig-Chiello 1998 -16.63 278 23 -18.03 355 23 10.6% 0.43 [-0.15, 1.02) 1T
Subtotal (95% Cl) 89 96 29.5% 0.03 [-0.67, 0.73] T
Heterogeneity: Tau® = 0.20; Chi* = 4.37,df =1 (P =0.04), P=77%
Test for overall effect: Z = 0.09 (P = 0.93)

Skill training
Goldstein 1997 -1.89 1.54 10 063 14 12 58% -0.83 [-1.71, 0.05]
Winocur 2007 -50.89 6.72 27 -47.87 8 15 9.5% -0.41 [-1.05, 0.23] —
Subtotal (95% CI) 37 27T 15.3% -0.55 [-1.07, -0.04] =i

Heterogeneity: Tau?* = 0.00; Chi* = 0.56, df = 1 (P = 0.45); F=0%
Test for overall effect: Z = 2.10 (P = 0.04)

Reminiscence

Chao 2006 2918 4 10 -2588 196 8
Emery 2002 -29.83 703 18 -2039 407 8
Subtotal (95% CI) 28 16

Heterogeneity: Tau® = 0.18; Chi* = 1.82, df = 1 (P = 0.18); I = 45%
Test for overall effect: Z = 1.06 (P = 0.29)

Social activities
Cohen 2006
Heterogeneity: Not applicable
Test for overall effect: Z = 2.01 (P = 0.04)

-14.08 266 77 -13.06 3.29 64

Multicomponent interventions

Clark 2003 221 44 32 -229 34 30
Duggleby 2007 -38.32 426 28 -364 429 30
Subtotal (95% ClI) 60 60

Heterogeneity: Tau® = 0.14; Chi* = 3.05, df = 1 (P = 0.08); I =67%
Test for overall effect: Z=0.36 (P = 0.72)

Total (95% Cl) 291
Heterogeneity: Tau® = 0.05; Chi* = 13.23, df = 8 (P = 0.10); I = 40%
Test for overall effect: Z = 1.98 (P = 0.05)

4.7% 096[1.96,003) ————
6.4% -0.07 [-0.90, 0.77] —

11.4%  -0.47 [-1.34, 0.40] ——=l—
18.9%  -0.34 [-0.68, -0.01] ——
12.9% 0.20 [-0.30, 0.70] . B
12.3% -0.44 [-0.96, 0.08) —
252%  -0.12[-0.75, 0.51] i
263 100.0%  -0.24 [-0.47, -0.00] <
2 -1 0 1 2

Favours intervention Favours control

Fig. 3: Effect of psychosocial interventions versus no-intervention controls on positive mental health

(continuous data).

less used scale, the Dutch Quality of Life
of Somatic Nursing Home  Residents
Questionnaire and the finding was statistically
significant (mean difference: —6.40, 95% CI:
—10.38 to —2.42). One small trial (Yuen et al.,
2008) reporting life satisfaction showed a large
statistically significant improvement in the Life
Satisfaction Index-A among participants with a
role as voluntary language training mentors
(mean difference: —5.30, 95% CI: —10.34 to
—0.26). The participants in this psychosocial
intervention tutored conversational skills to stu-
dents with English as a second language.
Statistically significant positive mental health
benefits (mean difference: —1.02, 95% CI:
—2.02 to —0.02) were reported based on the
Philadelphia Geriatric Morale Scale score in a
single social activity trial (Cohen et al., 2006).
This intervention consisted of weekly singing

rehearsals and several public performances in a
chorale with a professional leader during the
30-week intervention period. The effect size for
social capital (one trial, mean difference: 2.42,
95% CI: —0.66 to 5.50) was statistically non-
significant. Functional level, occurrence of
depressive disorder and costs were not measure-
able due to lack of eligible data.

The only multicomponent intervention
reporting a life satisfaction outcome resulted in
a statistically significant increase of life satisfac-
tion for the intervention group (mean differ-
ence: —1.40, 95% CI: —1.65 to —1.15). This
intervention (Peri et al., 2008) consisted of an
individualized activity intervention based on
activities of daily living over a 6-month period.
One trial within this intervention category
(van’t Veer-Tazelaar et al., 2009) reported inci-
dence of depressive disorders (dichotomous
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Intervention Control Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI

Physical exercise
Collier 1997 384 411 25 4 374 13 3.8% -0.04 [-0.71, 0.63] .
Tsang 2003 6.13 4.14 24 516 414 26 5.2% 0.23 [-0.33, 0.79] =TT
Williams 1997 325 447 71 481 731 78 11.0% -0.22 [-0.54, 0.10] B
Subtotal (95% CI) 120 117 19.9% -0.10 [-0.36, 0.16] <=
Heterogeneity: Tau® = 0.00; Chi* = 1.93, df = 2 (P = 0.38); = 0%
Test for overall effect: Z = 0.74 (P = 0.46)

Skill training
Brody 2002 424 2357 66 4342 2871 110 11.7% -0.04 [-0.34, 0.27] —a
Rasmusson 1999 143 165 35 35 35 11 35% -0.92 [-1.63, -0.21]
Wahl 2006 414 329 38 29 27 16 47% 0.39 [-0.20, 0.98] T
Winocur 2007 346 326 27 373 363 15 42% -0.08 [-0.71, 0.55] Y.
Subtotal (95% CI) 166 152 241% «0.12 [-0.56, 0.32] -“-
Heterogeneity: Tau? = 0.12; Chi? = 7.97, df = 3 (P = 0.05); P = 62%
Test for overall effect: Z = 0.54 (P = 0.59)

Reminiscence
Chao 2006 291 277 10 4.63 2 8 2.0% -0.67 [-1.63, 0.30] - — T
Emery 2002 317 238 18 3 15 8 26% 0.08 [-0.76, 0.91] I
Haight 1992 19.67 1345 10 197 132 25 3.3% -0.00 [-0.74, 0.73] -1
Koffman 1998 421 3.1 23 4 452 12 3.5% 0.06 [-0.64, 0.75] -1
Mastel-Smith 2007 426 3.07 15 4781 8.29 16 3.2% -0.80 [-1.54, -0.07] e —
Subtotal (95% CI) 76 69 14.6% 40.24 [-0.62, 0.13] =i
Heterogeneity: Tau® = 0.03; Chi* = 4.63, df =4 (P =0.33); P = 14%
Test for overall effect: Z = 1.26 (P = 0.21)

Social activities
Cohen 2006 114 1.84 77 184 189 64 10.5% -0.37 [-0.71, -0.04] —_—
Yuen 2008 492 425 13 9 779 13 2.8% -0.63 [-1.42, 0.16] DE—— X
Subtotal (95% CI) 20 77 134%  -0.41[0.72,-0.10] <@
Heterogeneity: Tau? = 0.00; Chi? = 0.34, df = 1 (P = 0.56); I = 0%
Test for overall effect: Z = 2.62 (P = 0.009)

Muilticomponent interventions
Clark 2003 45 21 32 48 1 30 6.1% -0.18[-0.68, 0.32] —-
Resnick 2008 041 079 64 0.79 1.1 39 B.3% -0.41 [-0.81, -0.01] e
Salminen 2005 4011 7.6 116 40.06 843 106 13.5% 0.01 [-0.26, 0.27] = i
Subtotal (95% CI) 212 175 28.0%  -0.16 [-0.41,0.10] <
Heterogeneity: Tau® = 0.02; Chi? = 2.93, df = 2 (P = 0.23); I = 32%
Test for overall effect: Z=1.17 (P = 0.24)
Total (95% CI) 664 590 100.0% -0.17 [-0.31, -0.03] L 2
Heterogeneity: Tau? = 0.02; Chi? = 21.43, df = 16 (P = 0.16); I* = 25% 5 * S : 2

Test for overall effect: Z = 2.38 (P = 0.02)

Favours intervention Favours control

Fig. 4: Effect of psychosocial interventions versus no-intervention controls on depressive symptoms

(continuous data).

data) and showed a statistically significant effect
(OR: 0.34,95% CI: 0.13 to 0.94). No statistically
significant effect on positive mental health was
found (two trials, SMD: —0.12, 95% CI: —0.75
to 0.51), neither on quality of life (six trials,
SMD: —-0.09, 95% CI: —0.24 to 0.06) or func-
tional level (one trial, mean difference —1.30,
95% CI: —2.86 to 0.26). Multicomponent inter-
ventions showed a statistically non-significant
weak effect on depressive symptoms (three
trials, SMD: —0.16, 95% CI: —0.41 to 0.10).

One trial (van’t Veer-Tazelaar et al., 2009)
within the multicomponent intervention group
provided eligible data on cost-effectiveness
(mean difference: €532.00, 95% CI: —0.53 to
1064.53).

For the single group support trial, we were
unable to retrieve any eligible data except for
acceptability (OR: 0.97, 95% CI: 0.38 to 2.49).
This intervention (Andersson, 1984) consisted
of social support groups for older adults living
alone and experiencing loneliness.
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For the acceptability outcome no statistically
significant pooled effects emerged for any of
the intervention groups.

Efficacy: psychosocial interventions compared
with other-intervention control trials

Two trials provided useable data for adequate
comparisons between different psychosocial
interventions. These trials compared exercise
versus skill training. The pooled effect size for
the two exercise interventions (Stiggelbout
et al., 2004; MacFarlane et al., 2005) showed a
statistically significant positive effect on func-
tional level from participating in exercise (two
trials, SMD: —0.33, 95 % CI: —0.55 to —0.10).
The one trial reporting a depressive symptoms
outcome showed no statistically significant
difference between exercise and skill training
interventions (mean difference: 1.44, 95% CI:
—1.19 to 4.07). Physical exercise interventions
showed no effect on the positive mental health
outcome (two trials, WMD: —2.38, 95% CI:
—6.61 to 1.86), quality of life outcome (two
trials, SMD: —0.26, 95% CI: —0.88 to 0.35),
social capital outcome (one trial, mean differ-
ence: —1.57, 95% CI: —3.34 to 0.20) or life sat-
isfaction outcome (one trial, mean difference:
—0.40, 95% CI: —3.69 to 2.89), when compared
with skill training interventions.

No eligible data could be retrieved for the
costs or dichotomous depression outcomes.

Comparing the effectiveness of the
interventions based on their approach
and duration

In order to investigate the most effective
approaches, further analysis was carried out for
those intervention trials that were categorized
as having a universal, selective or indicated pre-
vention approach.

Fourteen studies reported a quality of life
outcome in the meta-analysis, of which 11 were
categorized as using the selective prevention
approach (targeting risk groups for mental ill-
health) while three studies represented the uni-
versal approach. The universal prevention cat-
egory showed a statistically significant effect on
quality of life (SMD: —0.26, 95% CI: —0.49 to
—0.02), while the selective interventions had at
most a small effect (SMD: —0.19, 95% CI:
—0.37 to 0.00). Among the 17 studies reporting
a depressive  symptoms outcome, the

interventions with a universal preventive
approach (10 studies) evidenced a statistically
significant pooled reduction in depressive symp-
toms (SMD: —0.32, 95% CI: —0.50 to —0.14).
Among the six studies where the interventions
were targeted to certain risk groups, e.g. older
adults with physical limitations, no statistically
significant pooled effect could be found for the
depressive symptoms outcome (SMD: —0.04,
95% CI: —0.25 to 0.17). The only study with an
indicated approach where the study participants
suffered from sub-clinical symptoms of
depression generated a power of 0.38 and effect
was therefore not analysed.

Of the nine studies reporting a positive
mental health outcome, five had a universal and
four a selected approach. Although the pooled
effect of these trials was statistically significant,
neither of the approaches alone showed statisti-
cally significant improvement in the positive
mental health outcome; universal trials (five
trials, SMD: —0.21, 95% CI: —0.53 to 0.12),
and selective trials (four trials, SMD: —0.30,
95% CI —0.71 to 0.12).

The three studies reporting a statistically non-
significant dichotomous depression outcome
(OR: 0.69, 95% CI: 0.41 to 1.17) all had an
indicative approach. Two of the studies measur-
ing functional level had a selective approach
and their effect was statistically non-significant
(SMD: —0.34, 95% CI: —0.71 to 0.04). The one
study with a universal approach reporting on the
functional level outcome lacked adequate power
for the analysis (power = 0.05). The two studies
reporting a social capital outcome both had a
universal approach and the effect of these inter-
ventions was statistically non-significant (mean
difference: —0.16, 95% CI: —1.00 to 0.68).
The one study reporting a cost-effectiveness
outcome had an indicated approach and the
results of the intervention were statistically non-
significant (mean difference: €532.00, 95% CI:
—0.53 to 1064.53). The five studies in the
meta-analysis reporting life satisfaction outcome
all had a universal approach and their effect was
statistically non-significant (SMD: —0.64, 95%
CI: —1.52 to 0.23). Even though universal trials
evidenced significant effects on several out-
comes compared with the other intervention
approaches, no significant variances between the
three approaches could be found when compar-
ing their effect sizes (Qn,=4,77, P> 0.05 for
depressive symptoms outcome including all
three approaches).
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The psychosocial interventions comparing
intervention participants with no-intervention
participants were also compared according to
length of intervention (where data on duration
was available). The 20 interventions with
duration of up to 3 months (12 weeks) were
compared with the 12 interventions with a
longer duration period of up to 16 months.

Interventions with a duration of >3 months
had a statistically significant positive effect on
quality of life outcome (eight trials, SMD:
—0.28, 95% CI: —0.47 to —0.08), while shorter
interventions evidenced an inadequate power
(0.66). The study with the longer intervention
(Peri et al., 2008) that reported data on life sat-
isfaction had a statistically significant positive
effect (mean difference: —1.40, 95% CI: —1.65
to —1.15) while the shorter interventions had
no statistically significant pooled effect on life
satisfaction (four trials, SMD: —0.28, 95% CI:
—0.62 to 0.06). The interventions with a longer
duration period had a statistically significant
positive effect on depressive symptoms outcome
(six trials, SMD: —0.19, 95% CI. —0.34 to
—0.05) compared with shorter interventions (11
trials, SMD: —0.15, 95% CI: —0.40 to 0.10).
Longer interventions enhanced positive mental
health among intervention participants (four
trials, SMD: —0.23, 95% CI: —0.46 to —0.00).
The effect of the shorter interventions on this
outcome was statistically non-significant (five
trials, SMD: —0.31, 95% CI. —0.81 to 0.20).
The effect of the one long intervention (OR:
0.34, 95% CI: 0.13 to 0.94) on dichotomous
depression was statistically significant, while the
two short interventions had no statistically sig-
nificant effect on this outcome (OR: 0.84, 95%
CI: 0.53 to 1.33).

The two trials measuring social capital
outcome both had a longer intervention dur-
ation period their effect was statistically non-
significant (SMD: -0.16, 95% CI: —1.00 to
0.68). The long intervention study reported a
functional level outcome and showed no statisti-
cally significant effect: (one trial, mean differ-
ence: —1.30, 95% CI: —2.86 to 0.26) the two
trials with a shorter intervention duration
lacked adequate power for effect analysis (0.78).
The one trial reporting cost outcome was a long
intervention, showing no statistically significant
effect on costs (mean difference: €532.00, 95%
CI: —0.53 to 1064.53). The differences in effect
between long and short interventions were
statistically significant on life satisfaction (Qy =

28,20, P < 0.001) and quality of life (Qy, = 3,87,
P < 0.05) outcomes.

Sensitivity analyses

To investigate the robustness of our findings,
sensitivity analyses were performed, for ran-
domized controlled trials only. We found our
results to be robust in spite of inclusion of non-
randomized controlled trials. Considering the
randomized controlled trials only, the overall
effect of psychosocial interventions on depress-
ive symptoms remained virtually unchanged (14
trials, SMD: —0.17, 95% CI; —0.32 to —0.02).
Among the 14 trials measuring quality of life,
which showed a statistically significant pooled
effect, there were two non-randomized trials
and statistical significance was retained even
after removing these trials (SMD: —0.18, 95%
CI: —0.34 to —0.01). However, removing three
non-randomized trials from the group of studies
measuring positive mental health resulted in
loss of the significance of the effect (SMD:
—0.14, 95% CI: —0.50 to 0.22). The overall
pooled effect for life satisfaction was based on
five randomized trials.

The analog to ANOVA showed that
differences in effect between randomized and
non-randomized trials were non-significant
(Op, =0.92 to 1.89, P > 0.05).

DISCUSSION

Our findings show that the gathered effect of
psychosocial interventions focusing on enhan-
cing the mental health of older adults displays a
small but statistically significant improvement
on quality of life and positive mental health
among intervention participants. The interven-
tions also had a weak but statistically significant
effect on reducing depressive symptoms among
the intervention participants. The statistically
significant pooled effects of these outcomes
were based on data from between 9 and 17
trials.

When analysing the interventions according
to their promoting or preventive approach,
trials with a universal approach evidenced a
small, statistically significant improvement of
quality of life as well as also significantly reduc-
ing depressive symptoms. A similar effect of
universal interventions was found in an earlier
review investigating effects on depression
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among all age groups (Jané-Llopis er al.,
2003). However, neither in this previous
review nor in the current one was the differ-
ence between intervention approaches statisti-
cally significant.

When looking at the efficiency of interven-
tions according to duration, two-thirds of the
interventions in this review were shorter inter-
ventions (under 3 months). This group of trials
exhibited no pooled statistically significant
effects for any outcomes. Interventions with a
longer duration displayed a positive effect on
quality of life and positive mental health com-
pared with shorter interventions. Longer inter-
ventions also displayed a statistically significant
effect on depressive symptoms and dichotomous
depression outcomes compared with shorter
interventions. A previous review of community-
based multicomponent interventions aiming to
retain physical function (analysing outcomes
such as physical function and activities of daily
living) among older people evidenced no stat-
istically significant difference in effect for differ-
ent duration periods (Beswick et al., 2008).
Likewise, an earlier meta-analysis of psychoso-
cial interventions to reduce loneliness (Masi
et al., 2010) evidenced no impact of intervention
duration on effect size.

Analysing the effects of interventions with
regards to length of follow-up would be of inter-
est. However, many studies merely reported
pre- and post-intervention data preventing a
sufficient analysis of this aspect of efficacy.

In this review, the three social activity inter-
ventions in the meta-analysis significantly
improved the four outcomes with available
data: positive mental health (Cohen et al.,
2006), quality of life (Nijs et al., 2006) and life
satisfaction (Yuen et al., 2008) were improved
and depressive symptoms reduced (Cohen et al.,
2006; Yuen et al., 2008). However, these promis-
ing findings are based on few trials and thus
need replication. In addition to the trials in this
category, several of the studies in other inter-
vention groups contained different forms of
social contact and support that could have con-
tributed to the results. The improvement of life
satisfaction in the multicomponent group could
be partly due to interventions encompassing
social components. Systematic reviews (Cattan
et al., 2005) and meta-analysis (Masi et al.,
2010) of psychosocial interventions aiming to
increase social contacts and reduce loneliness
have previously evidenced reduced levels of

loneliness and improved mental health among
intervention participants.

In this review, the skill training interventions
with educational and/or behavioural com-
ponents had a statistically significant effect on
positive mental health outcome. In an earlier
review (Cattan et al., 2005), educational inter-
ventions proved to be effective in mental health
promotion through reduction in loneliness and
social isolation among older adults. With
regards to behavioural components, another
review and meta-analysis focusing on depression
prevention has previously indicated that inter-
ventions with behavioural components appeared
to be harmful for older adults (Jané-Llopis
et al., 2003). It should, however, be noted that
inclusion criteria of these reviews differed from
the current review, both in respect of partici-
pant characteristics and in intervention content.

The effects of other categories of psycho-
social interventions on mental health were small
or non-significant. The physical exercise and
reminiscence interventions had no statistically
significant pooled effects on any outcomes with
available data when compared with no interven-
tion. Contrary to our negative findings regard-
ing promotion and prevention, an earlier review
of reminiscence and life review interventions
showed a large statistically significant treatment
effect on depressive symptoms in older adults
(Bohlmeijer et al., 2003). That review included a
wider age range of participants suffering from
mild to severe depression.

Group support, such as discussions and
exchanges of experiences in groups, has been
previously applied in psychosocial interventions
(Birk et al., 2004). The single group support
trial (Andersson, 1982) did not provide other
data on outcomes than acceptability data.
According to the published report of that study,
social support groups designed to strengthen
social networks may decrease loneliness among
older adults as well as help to increase social
contacts and social activities of older people.
An existing review of prevention programmes
covering all ages highlighted social support as
the most effective intervention  type
(Jané-Llopis et al., 2003). Clearly, there is a
need for trials exploring the effect of social
support in older adults.

The lack of statistical significance in some of
the findings is probably the result of a combi-
nation of a small effect size and lack of statisti-
cal power due to the low number of studies,
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many of which included small samples. One
factor that could explain the relative lack of
effect is the duration of the interventions and
the frequency of the intervention sessions. One
of the social activity interventions that gave stat-
istically significant results (Cohen et al., 2006)
lasted for 30 weeks and contained a high fre-
quency of sessions. Another important ingredi-
ent in this particular intervention was visibility;
the participants got to display the creative
product of the intervention via public perform-
ances. The other social activity intervention
(Yuen, 2002; Yuen et al., 2008) considered in
the meta-analysis gave the participants in the
intervention group a social role and an impor-
tant task that reportedly made them feel useful
and needed. These social elements might have
an important impact on the outcomes of the
interventions.

A major limitation of the review is the lack of
comprehensive reporting of trials, often lacking
information essential for the meta-analysis (e.g.
trial adherence, means and standard deviation
values from each of the trial arms and measure-
ment points). Owing to lack of detailed descrip-
tions of study design and procedures, there were
also difficulties in assessing methodological
quality and risk of bias. Additionally, the file-
drawer effect should always be taken into
account when interpreting meta-analysis results.
Furthermore, because of the wide range of
outcome measurement scales in the trials
included in the review, it was for the most part
only possible to calculate the SMD.

Another limitation is the heterogeneity of
trials. The trials are very different from each
other in regard to intervention content, leading
to challenges in categorizing the interventions
based on their content. The reported heterogen-
eity levels were, however, acceptable, ranging
from 25 to 40% on statistically significant out-
comes in the overall analyses of effectiveness of
any psychosocial intervention versus no inter-
vention. Analyses of differences in effect
between types of psychosocial interventions did
not evince a statistically significant variability
by the intervention group, with the exception of
life satisfaction and thus overall analyses of the
effect of any type of psychosocial measures
were feasible. Furthermore, to avoid losing sight
of an effective type of intervention by perform-
ing an overall meta-analysis only, we also ana-
lysed effectiveness for each type of psychosocial
intervention separately.

Some of the limitations of this review may be
due to the broad approach applied when select-
ing interventions. To compensate this, strict
inclusion criteria regarding study design and
participant characteristics were applied.

Implications for research and practice

From a public health perspective the overall
effect of psychosocial interventions in the pro-
motion of mental health found in this review is
small but promising. Mental health promotion
and depression prevention through psychosocial
interventions are beneficial, but further evi-
dence of effectiveness and cost-effectiveness is
needed before large scale implementation.

The findings point out social activities for
proven efficacy among the psychosocial inter-
ventions to prevent depression and improve
mental well-being. Based on our results, mean-
ingful social activities, tailored to the older indi-
vidual’s abilities, preferences and needs should
be considered when aiming to improve mental
health among older people. Duration of inter-
ventions should also be considered in practice,
because longer interventions, lasting for >3
months, exhibited positive effects on mental
well-being and depressive symptoms. These
findings should be taken into account and
applied in the design and replication of inter-
ventions with evidenced positive effects. The
heterogeneity within the older population
should not only be considered in intervention
planning and implementation, but also in the
description of the study sample in research
reports.

Our results highlight the potential for effec-
tive actions to promote mental health and
prevent depression in older people, but it also
accentuates the sparseness of research evidence.
Investing in evaluation of measures to promote
mental health and prevent depression is a
necessity, taking into consideration the magni-
tude of the problem and the potential benefits
to be reached by effective interventions. At this
stage, development and evaluation of psychoso-
cial interventions to support mental health of
older people needs to be a research priority.
Policy makers need to be aware of the limit-
ations of the current evidence base and any
large-scale implemented programme should be
carefully evaluated to enrich our common
knowledge base on good practice for promotion
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of mental health and prevention of depression
among older people.
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