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ABSTRACT

Introduction: The mental health of older adults is of increasing concern in an aging population and GPs are frequently the
gatekeepers to specialist mental health services. Psychotherapy, social interventions and bibliotherapy all have an evidence-base
for treating depression and anxiety in the elderly, as does pharmacological treatment. However, the referral rate from GPs for an
Older Adults Clinical Psychology service in the Scottish Highlands in the months prior to the study had been very low and the
reasons for this were not clear. General practitioners may have felt that depression and anxiety are ‘understandable’ in older adults
and are therefore unsuitable for treatment, or they may have felt that psycho-pharmacotherapy treatments are more effective than
the psychotherapy treatment options. Alternatively, local issues associated with the remote location of many NHS Highland GP
practices and patients may have prevented them referring. Therefore, the current study aimed to elicit the therapeutic preferences of
Highland GPs, the perceived availability of these options and an estimate of the prevalence of older adults in the area suffering
from mild or moderate mental health problems.
Method: Questionnaires including brief quantitative and qualitative questions were sent to all 284 GPs in the area with 119 (46%)
were completed and returned.
Results: Responses from GPs suggested that many patients with depression or anxiety may not be referred. The GPs indicated that
social therapeutic options are seen to be as effective as pharmacological options and more effective than other psychological and
bibliotherapy options. However, GPs indicated that they were substantially more likely to prescribe pharmacological options than
other forms of therapy. The GPs suggested that lower waiting times and a more localised service would increase the likelihood of a
referral being made.
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Conclusions: The current study suggests that low awareness of psychological service provision among GPs may have resulted in
fewer referrals, rather than low confidence in psychotherapies for this population. The GPs’ preference for social interventions may
reflect the particular risk of isolation of the elderly in remote communities and may be worthy of consideration when developing
services in these areas.
Key words: cognitive behavioural therapy, depression, geriatric, older people, primary care, psychotherapy, rural health care.

Introduction

Despite the apparent evidence that psychotherapy is effective
at reducing depression and anxiety in older adults, it appears

The mental health of older adults is being discussed
increasingly as the UK population ages. There is evidence
that depression in older adults is strongly associated with
reduced quality of life, with one study suggesting that only
heart disease and arthritis have stronger associations1. It is
associated with greater cognitive decline2 and with increased
mortality3. Anxiety has similar negative effects in the older
adult population, with studies demonstrating a relationship
with reduced quality of life4 and increased mortality5.
In principle, a range of treatment options are available to the
GP. They can prescribe medication, such as anti-depressants,
and
monitor
and
adjust
the
dosage
as
appropriate6. Consideration of the differing side-effect
profiles and drug interactions appears to be particularly
important when selecting this option for elderly
patients7. They can direct the patient to a range of self-help
materials available from libraries or on the internet
(bibliotherapy), and a list of these has been made available to
all GP practices in the area, as suggested by Whitfield et
al8. They can suggest that the patient makes use of social
groups and activities, possibly with the assistance of another
agency9,10. Or they may refer the patient for psychotherapy,
either directly to Clinical Psychology or through a
psychiatric referral11. The effectiveness of psychotherapies
for depression and anxiety in older adults has been
demonstrated in past studies and reviews12-14 although the
lack of referrals may be indicative of a reliance on psychopharmacotherapy. At present, little reliable information is
available regarding the attitudes of GPs towards these
options.

that this does not lead to a majority of these patients being
offered psychotherapy15. It may be that older adults are not
making GPs aware of their psychological distress. There is
some evidence that anxiety and depression in older adults are
often unrecognised in primary care settings16,17. If
recognised, GPs may be concerned that psychotherapy
would not be an acceptable treatment option to their older
adult patients, although evidence suggests that it is seen as
both acceptable and effective by depressed older adults18,19.
The local conditions of the Scottish Highlands are different
from other areas of the UK, as there is a great deal of
sparsely populated land that gives the local GP practice a
particularly vital role in delivering local health services. If
GPs do refer patients to a specialist service, either the patient
must travel to one of the few population centres or the
specialist must travel to them. In either case, the journey
time could be up to 5 hours. The most recent census data
indicates that more than 50% of the population covered by
NHS Highland is outside the major population centre. As a
result, long waiting lists have sometimes characterised local
clinical psychology services, as necessary travel time takes
up valuable time with patients.
Until recently, older adults were seen within the generic
Adult Mental Health psychology service. However, a
dedicated Older Adults Psychology service was introduced
in 2005 providing both neuropsychological assessments of
patients with possible dementia of any age as well as
psychotherapy for those aged over 65 years. It had no fixed
referral pathway and would accept referrals from GPs,
psychiatry, care homes or from other services. However, in
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the period from January 2008 to July 2008, the department
received only 9 referrals for depression or anxiety from

because it was a service evaluation involving only health
professionals.

GPs. Given the high number of older adults residing in the
area, and the national prevalence of significant depression
and anxiety among this group20,21, there is a concern that

Participants

many older adults in the area may not be getting the

An NHS document provided the names and practise addresses of

psychological treatments that could help them with their
problems. Recent research has revealed this pattern of under-

every GP in the three NHS Highland Community Health
Partnerships (CHPs) and all 284 of these were invited to

referring in NHS Greater Glasgow22.

participate in the study. Each of these CHPs contains a mix of

The present study is designed to obtain further information

rural and urban areas. In order to preserve the anonymity of
participants in an area where GP practices can be easily identified,

about GPs’ attitudes to psychotherapy within the rural

further details of the practice location were not requested.

Highlands. The present authors intended to discover what
specific therapies they felt would most benefit their patients

Materials

and which therapies they generally accessed. From one
perspective, this may help rural departments structure their
services around the wishes of those who refer to it. From

A questionnaire was designed specifically for this
research. In producing this, the primary concerns were

another, it may show areas where GPs would benefit from

concision, clarity and the usefulness of questions in

information of the differing efficacies of the various
treatments. While the study was intended to address local

addressing the research aims, as it was hoped these features
would help persuade GPs to return the questionnaire despite

problems, the results may also be relevant in locations with

their busy schedules. A series of drafts were produced and

similar demographics and geographical constraints.

discussed with the research team, and a range of
amendments included in the final version. A mix of

The aims of the study were to:

quantitative and qualitative questions was included to fit the

1.
2.

3.

Gain an estimate of the prevalence of depression

individual aims of the study. The final version was shown to
a GP who gave his opinion that the questions would be

and anxiety in local GP clinics.

easily understood and completed by local GPs. No further

Gain a snapshot of local GP’s attitudes towards the
different treatment options for depression and

pilot testing was undertaken in order to minimise delays.

anxiety in older adults and their current use of these

The three questions were as follows:

options.
Elicit GP suggestions in regards to improvements to
psychological services for older adults in the area.

Q 1: During the last week, how many older people
did you treat for mild to moderate depression and/or
anxiety?

Method
Design
The study used a questionnaire to survey all GPs in the
area. Confirmation was obtained from the local NHS ethics
committee that the study did not require full ethics approval

This was included to give a rough estimate of the potential
need in the area for some form of psychological input.
Q 2: How effective would you judge the following
treatment options for Older People experiencing mild
to moderate depression or anxiety?
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Please tick the box at the end if you currently
prescribe this treatment.

project was included, and they were requested to pass on the
remaining contents to the GPs in their practice. The inclusion of
the practice manager was partly to facilitate the circulation of the

The GPs were provided with Likert scale from 1 ('Not at all
effective') to 7 ('Extremely effective) for each option, that is
pharmacological,

psychological

(eg cognitive

questionnaires, but also in the hope that they might encourage the
GPs to complete them.

behavioural

therapy), social (eg groups) and bibliotherapy (eg self-help
books). A box at the end of each scale allowed GPs to indicate if

Each GP received an envelope directly addressed to them. This
included the questionnaire, an addressed return envelope and a

this treatment was currently prescribed. This question was

participant information sheet. The information sheet again

included to assess the attitudes of GPs towards a range of
commonly recommended treatment options for depression or

underlined the purpose and importance of the study, emphasised
the minimum time required to complete and return it, and

anxiety. The 4 options were not intended to be mutually exclusive

underlined that all responses would be anonymous (although

(for instance, the latter 3 options could all be expected to offer
similar behavioural suggestions). The 'currently prescribe?' option

coded by region).

was included to allow a comparison between beliefs of treatment

Results

efficacy and current practice.
Questionnaires were received from 119 GPs (46%) over a
Q 3: If you had an elderly patient whose problems
seemed to have a psychological component, what
would you need to make psychological input more
available to them?

4 month period, in equivalent proportions from the 3 main
CHPs in the area.
Q.1 - During the last week, how many older people did you
treat for mild to moderate depression and/or anxiety?

This question was left open to allow GPs to comment on
current service requirements. A thematic content analysis
was carried out to categorise the revealed themes23. The first
author first familiarized himself with the responses. Themes
were developed and coded as the responses were examined,
then the entire set of responses was re-examined to ensure
that no response was un-coded and that no themes had been
mis-applied. The themes were then given names that briefly
and clearly described the theme and examples were selected.

Although most GPs responded using a number or range of
numbers, qualitative responses to this question were
provided by 16 GPs, including 'Lots!', 'Don’t keep this as a
record' and 'Usually between 5 and 10'. The mid-point was
accepted as an estimate where a range was provided, and in
other cases the response was recorded but not included in
analysis. The mean number of older adults with depression
and/or anxiety treated by GPs in the previous week was 2.6
(s.d.= 3.08) with a range of 0–20. In total this amounted to

A further question relating to the 'understandability' of
depression in older adults was also included. However, this
was primarily used to inform a separate study and has

309 patients seen
119 respondents

in

the

previous

week

by the

therefore not been included in these analyses.

Q.2 - How effective would you judge the following
treatment options for Older People experiencing mild to

Procedure

moderate depression or anxiety? Please indicate if you
currently prescribe this treatment.

Packages were sent to each practice in the area. A letter to the
practice manager explaining the nature and importance of the
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The GP respondents rated social therapies as most effective
(mean= 5.23; s.d.=1.0) followed by pharmacology (mean= 4.92;

•

Theme 5 - Faster referrals 5%
o 'Prompt referral service.'

s.d.=1.0), psychological therapies (mean= 4.37; s.d.=1.1) and
bibliotherapy (mean=3.61; s.d.=1.2). Post-hoc t-tests (using a
Bonferroni correction) revealed that all paired-comparisons were
significant at the 1% significance level with the exception of the
pharmacology- social comparison.

Discussion
The results of this study suggest that GPs are aware of many more
elderly patients with anxiety or depression than they currently
refer to Clinical Psychology. More than 300 patient contacts

In contrast, the therapy prescribed by most respondents was
psycho-pharmacotherapy, which was prescribed by 84%,
while only 40% prescribed social therapies, 38% prescribed

involving mild to moderate depression or anxiety were reported
in one week by the respondents. This is in stark contrast to the
9 referrals received from GPs in a 6 month period.

psychology and 29% prescribed bibliotherapy (Table 1).
Also of interest were the GPs attitudes to different therapeutic
Q.3 - If you had an elderly patient whose problems seemed
to have a psychological component, what would you need
to make psychological input more available to them?

options for mild to moderate depression or anxiety and how this
compared with their practice. As might be expected, more GPs
reported that they would prescribe pharmacological treatments
than the 3 non-medication options (psychotherapy, social and

A range of views were provided to this question. Initial
examination suggested that a small number of key themes were
being repeated by many participants. It was accepted that some
GPs expressed more than one view and so the percentages given
below refer to the number of GPs who reported a given theme.
The full range of views is not provided in order to preserve
anonymity but the major themes revealed were as follows (with
examples):

bibliotherapy). However, the attitudes of the GPs towards these
options were not consistent with their practice. When asked to
give their impression of the relative effectiveness of the options,
social interventions were rated the highest. Post-hoc analysis
revealed that this was significantly higher than psychological and
bibliotherapy interventions, although the difference between
social and pharmacology options was not significant. These
results suggest that GPs would have greater faith in a service
which provided social assistance to older adults, such as

•

Theme 1 - Long waiting times 47%
o

'A psychological service that doesn't have
such an enormous waiting list.'

o

'Because of the long waiting times I usually
don't bother referring for specialist
psychological help, instead relying on the
input I can give as a GP.'

•

Theme 2 - Local input 24%
o 'A local psychology service!'

•

Theme 3 - A specialist older adult service 17%
o

•

'A psychologist who specialises in older
people.'

Theme 4 - Increased Community Psychiatric Nurse
(CPN) availability 14%
o 'More CPN or equivalent.'

groups. While this is not something provided directly from the
psychology department at present, it is an approach that is
supported by psychological theory and research at reducing
depression9 and loneliness10. The cognitive-behavioural model
highlights the importance of behavioural activation in depression
and opportunities for exposure in anxiety. One of the possible
consequences of this finding may be the involvement of
psychology in such services to help obtain 'a foot in the door', or
else adjust resources aimed at GPs to give them more of a social
emphasis. In either case, the results suggest that GPs may be
intuitively more aware of the risks of isolation on the mental
health of the elderly than might have been expected from the low
referral rate. Perhaps the lack of social resources is particularly
salient in these remote communities.
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Table 1: The GPs’ ratings of therapy effectiveness and their current prescribing practice
Therapeutic option

Mean effectiveness
rating

Pharmacological
Psychological
Social (groups etc)
Bibliotherapy

GPs prescribing this
option
%
85.7
37.8
39.5
28.6

4.92
4.37
5.23
3.61

This study was principally concerned with the attitudes GPs
held, rather than the actions they performed, and the one

GPs and the most appropriate way of achieving this is
currently being considered. It is of note that a recent US

question that did address their current behaviour was

study in rural Illinois also concluded that availability of

condensed to allow the form to be completed quickly. That
we were able to show some discrepancy between GPs’

psychologists was again a major concern among primary
care physicians24.

judgment of treatment efficacy and their use of these
treatments is one of the most interesting results we have
uncovered, but further research is needed to test this

Equally clear was the GPs requests for a far more local
service, a desire also expressed by elderly Highlands

conclusively. Our question used the phrase 'currently

residents in a recent study25. This has generally been difficult

prescribe' and it is possible the use of the word ‘prescribe’
rather than ‘offer’ or ‘refer’ may have led clinicians to think

to achieve in the area, but initiatives such as Guided Self
Help Workers have begun to have an impact on the delivery

in terms of medication rather than therapy. Also, the

of psychological services to remote areas. It is possible that

different therapy options we presented were given only brief
descriptors, and we intended this to reflect the vocabulary

such projects may be successfully adapted to the needs of
older adults. These and the other recommendations from the

used by GPs in their letters. However, their understanding of

GP have been passed on to relevant NHS managers, whose

these words was not tested, and it is possible that the broad
descriptors used (such as ‘social’) added confusion rather

decisions may benefit from the perspectives of those
working most directly with the public. Adequate provision of

than

been

mental health services in rural areas may be difficult to

strengthened had drafts of the questionnaire been given to a
wider selection of GPs for comment.

achieve using the same service models as urban areas, but
this study suggests that rural GPs would be keen to make use

clarity. The

study

would

certainly

have

of local, dedicated older adults’ services if they were made
The qualitative question was responded to enthusiastically
and may ultimately have the greatest effect on the workings

available.

of the department. There was a clear misunderstanding of the

Study limitations

difference between the Older Adults Psychology Service and
the Adult Mental Health Service, and GPs clearly expected

This study received questionnaires from only half of the

referrals to be met with the same extensive waiting lists as

Highland GPs and, therefore, may have been affect by

they would get in the latter. In this instance, they appeared to
be unaware that a specialist service existed and that it

selection bias. As the Highlands consist of both rural and
urban areas, the responses may reflect a mix of views from

currently operates

these

with

almost

no

waiting

list

at

all. Following this response, it has become clear that the
different referral options have not been fully explained to

two

kinds

of

community. Additionally,

the

questionnaire used was piloted on few GPs and therefore the
wording of
some questions
may have been
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confusing. Similar work in this area could be strengthened
by introducing measures to increase the number of

4. Bourland SL, Stanley MA, Snyder AG, Novy DM, Beck JG,

respondents and by categorizing responses according to their

anxiety disorder. Aging and Mental Health 2000; 4(4): 315-323.

location, as well as conducting careful piloting of
questionnaires before distribution.

5. Van Hout HPJ, Beekman ATF, De Beurs E, Comijs H, Van

Averill PM et al. Quality of life in older adults with generalized

Marwijk H, De Haan M et al. Anxiety and the risk of death in older

Conclusion

men and women. British Journal of Psychiatry 2004; 185(5):399404.

The results from this study suggest that there are many more
cases of mild to moderate depression or anxiety being seen
by GPs in the area than are being referred to the Older
Adults Clinical Psychology Service. The GPs indicated that
they are more likely to deal with cases by prescribing
medications than offering psychotherapeutic treatment
options. However, the GPs rate social therapeutic options as
highly as pharmacological options for effectiveness in
treating

these

patients. Suggestions

from

GPs

of

improvements to the service indicate that many GPs are not
fully aware of the service available, although many
requested a local psychology service. This suggestion may
reflect the difficulties in delivering psychotherapy in
predominantly rural areas, although the overall results
indicate that the GPs would like a suitable service for older
adults they could refer to. The results have implications for
future service development in similar rural areas.

6. Joint Formulary Committee. British national formulary 54.
London: British Medical Association and Royal Pharmaceutical
Society of Great Britain, 2007.
7. Pollock BG. Adverse reactions of antidepressants in elderly
patients. Journal of Clinical Psychiatry 1999; 60(20): 4-8.
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and

Cognitive
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