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Abstract

Objective—To pilot a psychological intervention adapted for older adults at-risk for suicide.

Design—A focused, uncontrolled, pre-to-post-treatment psychotherapy trial. All eligible 

participants were offered the study intervention.

Setting—Outpatient mental healthcare provided in the psychiatry department of an academic 

medical center in a mid-sized Canadian city.

Participants—Seventeen English-speaking adults 60 years or older, at- risk for suicide by virtue 

of current suicide ideation, death ideation, and/or recent self-injury.

Intervention—A 16-session course of Interpersonal Psychotherapy (IPT) adapted for older 

adults at-risk for suicide who were receiving medication and/or other standard psychiatric 

treatment for underlying mood disorders.

Measurements—Participants completed a demographics form, screens for cognitive impairment 

and alcohol misuse, a semi-structured diagnostic interview, and measures of primary (suicide 

ideation and death ideation), and secondary study outcomes (depressive symptom severity; social 

adjustment and support; psychological well-being), and psychotherapy process measures.
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Results—Participants experienced significant reductions in suicide ideation, death ideation, and 

depressive symptom severity, and significant improvement in perceived meaning in life, social 

adjustment, perceived social support, and other psychological well-being variables.

Conclusions—Study participants experienced enhanced psychological well-being and reduced 

symptoms of depression and suicide ideation over the course of IPT adapted for older adults at-

risk for suicide. Larger, controlled trials are needed to further evaluate the impact of this novel 

intervention and to test methods for translating and integrating focused interventions into standard 

clinical care with at-risk older adults.
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Older adults have high rates of suicide [1,2], necessitating focused clinical risk assessment 

and intervention [3,4]. Older adults are amenable to and respond well to psychological 

interventions [5-8]; however, only one trial of psychotherapy to date has been conducted 

exclusively targeting suicidal older adults [9]. We specifically conducted a small focused 

trial of Interpersonal Psychotherapy (IPT) adapted for older adults at-risk for suicide by 

virtue of expression of current suicide ideation, death ideation, or recent self-injury. 

Preliminary findings suggested that this intervention is feasible, tolerable, and safe, and has 

a positive impact on therapeutic change [9]. Significant reductions were observed in suicide 

ideation, death ideation, and depressive symptom severity [9]. We now extend and expand 

upon these preliminary findings by reporting complete study findings on primary (suicide 

ideation and death ideation) and secondary (depressive symptom severity) outcomes and 

therapeutic process variables (working alliance and treatment satisfaction) across pre- to 

post-treatment assessments, and investigating the stability of change over a 6-month follow-

up period.

We have adapted IPT for the treatment of at-risk older adults, given empirical findings 

supporting its efficacy as an active or maintenance treatment for depression and in 

enhancing social adjustment among older adults [7-11], negative findings notwithstanding 

[12]. Findings from a secondary analysis of data from three treatment studies of late-life 

depression in mental healthcare settings [13,14], and from the multi-site PROSPECT study 

[15,16] demonstrated significant reduction or resolution of suicide ideation with standard 

IPT and/or antidepressants. Resolution of suicide ideation was slower and treatment less 

effective for individuals with a history of suicidal behavior or more severe suicide ideation, 

necessitating adaptation of IPT for at-risk individuals [13,16].

IPT is a conceptually relevant intervention for suicidal older adults, given the salience of 

interpersonal problems, perceived social support deficits, and difficulty adjusting to life 

transitions in the onset, exacerbation, and potential resolution of suicide risk in later life 

[17-19]. Theory and research suggest that attention to suicide risk factors may be 

insufficient to identify and intervene effectively with at-risk individuals. Following the call 

for a complementary focus on resiliency [20], we demonstrated that older adults expressing 

greater perceived meaning in life (MIL) and life satisfaction reported significantly less 
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suicide ideation [21]. The positive effect of MIL was most robust at higher levels of 

depressive symptom severity [22]. IPT problem areas regarding death, losses, and transitions 

are consistent with existential concerns that may engender perceptions of meaninglessness 

[21-23]. We thus adapted IPT from existing treatment manuals [24,25] incorporating lessons 

learned from reports of suicide during psychotherapy [26,27], by making suicide a central 

focus of clinical discourse and incorporating safety precautions and ongoing surveillance of 

suicide risk and resiliency factors, including MIL and additional psychological well-being 

variables [9]. We further sought to individually tailor treatment to participants’ emotional 

and existential concerns, helping them attend to remaining sources of MIL, emphasizing 

enhancing, rebuilding, or cultivating meaningful relationships. Given that suicide ideation 

can wax and wane [13,28] and that risk for suicide is high following changes or 

discontinuation in depression care [29-31], we additionally investigated maintenance of 

therapeutic change over a 6-month follow-up period.

Methods

Procedures

Potential study participants were referred for eligibility assessment by clinical staff in 

inpatient, outpatient, and outreach geriatric psychiatry, consultation liaison, and medical 

services in London, Ontario, a Canadian city with a population over 350,000, 18% over 60 

years of age [32]. Clinicians facilitated introductions to potential participants, consistent 

with a study protocol approved by The University of Western Ontario's Health Sciences 

Research Ethics Board. Eligible individuals were 60 years or older, spoke English, and 

reported current suicide ideation and/or death ideation to a referring clinician or had engaged 

in clinically-documented self-injury within the prior two years. Exclusion criteria included 

moderate to severe cognitive impairment (< 23 on the Mini-Mental State Examination or 

MMSE) [33] and/or advanced-stage dementia, a lifetime history of schizophrenia (SCID-I) 

[34], and an active substance misuse disorder that commenced prior to age 30 (SCID-I, and 

the Alcohol Use Identification Test or AUDIT) [35]. Presence of personality disorders was 

assessed with the SCID-II [36]; however, having a personality disorder was not a study 

exclusion criterion. Eligible participants had to refrain from additional psychotherapy during 

the trial, but were encouraged to continue psychotropic medication and case management 

visits with other mental healthcare provider(s). Assessment and treatment sessions took 

place in an academic medical center; participants recruited from inpatient settings could 

complete initial measures in-hospital, and those with transportation or mobility limitations 

could be assessed at home. The P.I. administered assessment measures and delivered the 

intervention, consistent with the pilot nature of this treatment adaptation study.

Assessments

Eligible participants completed a battery of measures as part of a comprehensive assessment 

of late-life suicide risk factors [3], including suicide ideation, death ideation, and depressive 

symptom severity at pre-, mid- (8 weeks), and post-treatment assessments (16 weeks). 

Participants later completed three- (n=16) and six-month follow-up assessments (n=9), 

investigating maintenance of treatment gains. Participants completed measures of 

therapeutic process variables, assessing therapeutic alliance and treatment satisfaction, at 
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mid-treatment, post-treatment, and follow-up assessments. All measures were presented 

orally in order to standardize administration, given participant variability in vision, motor 

functioning, and comprehension. Assessment sessions lasted 45-90 minutes, on average. 

Participants were offered frequent breaks or multiple sittings, monitored for signs of 

distress, and provided with support and the opportunity to discontinue the assessment, if 

desired. Participants were reimbursed for their time and travel costs and treatment was 

provided free of charge, in order to reduce barriers to care and to study participation.

Safety Protocol

Safety concerns are paramount in research and clinical practice with individuals at-risk for 

suicide. Participants who expressed suicide ideation in session were helped to identify 

problems that contributed to suicide risk, and provided with emotional support and 

validation and assistance in making safer choices than engaging in suicidal behavior. When 

a participant revealed an imminent risk for self-harm, the therapy session shifted to focus on 

risk reduction and safety planning, and if risk remained elevated, the therapist accompanied 

the participant to emergency mental health services. This only occurred twice over the 

course of the study and in both cases facilitated enhanced care. All participants were offered 

the adapted intervention, precluding risk associated with randomization of suicidal 

individuals to a wait-list control condition [37]. Periodic feedback was provided to 

participants’ referral sources and potentially to other clinicians involved in the participant's 

care in order to increase vigilance to suicide risk, and recognizing the importance of 

communication between providers in decreasing suicide risk [26]. Pragmatic suggestions for 

means restriction (e.g., locking away pills or weapons) were provided to family members 

and/or other care-providers of participants at heightened risk for impulsive self-injury. IPT 

participants were provided with 24/7 access to the study therapist by cellular phone if 

experiencing heightened distress, severe suicide ideation, and/or if imminent self-harm was 

evident. Participants found this “lifeline” supportive and did not misuse it [9].

Intervention

Participants were offered a course of 16 once-weekly 50-60 minute sessions of outpatient 

IPT adapted for older adults at-risk for suicide [9]. The study therapist integrated the 

participant's suicide risk and resiliency factors into interpersonally-informed individualized 

case conceptualizations, a process not explicitly described in standard IPT manuals [7,25]. 

Central to psychotherapeutic intervention with suicidal individuals is the amelioration of 

intense psychological pain [38,39]. Using core IPT techniques of interpersonal incident 

analysis and communication analysis, participants were helped to clarify factors contributing 

to their psychological pain and to improve the expression of their interpersonal needs and 

help alleviate despair. Feelings of emptiness, worthlessness, hopelessness, and 

meaninglessness are common among suicidal older adults [21,23,40]. Opportunities were 

thus identified for enhancing social connections, engaging in meaningful activities, and 

reducing exposure to painful, invalidating, or self-defeating interpersonal interactions. 

Optional conjoint sessions were encouraged where appropriate. During the termination 

phase of treatment, participants were helped to focus on continuing to develop interpersonal 

relationships and meaningful post-therapy pursuits and to elicit social support and/or 

professional assistance when at-risk. Progress made in improving relationships and in 
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reducing suicide ideation was also reviewed, as was the potential need for on-going care. 

Psychotherapy sessions were videotaped for review by study investigators, consistent with 

the aims of this treatment adaptation study. Session videotapes could also be reviewed by 

participants upon request. Given the benefit of on-going care for suicidal individuals and of 

continuation and maintenance IPT for depressed older adults [10,41], participants could 

request post-treatment IPT on an as-needed (booster), reduced frequency (maintenance), or 

weekly basis (continuation sessions).

Sample

Forty-three individuals were referred for potential study participation over a two-and-a-half-

year period; 25 met initial eligibility criteria and provided informed consent (see Figure). 

Five individuals were excluded who did not meet study inclusion criteria or opted out of the 

study prior to initiating psychotherapy. Data were removed for three participants who had 

begun a course of IPT yet no longer met study inclusion criteria. The most common reasons 

for exclusion from this study were cognitive impairment and alcohol misuse. We thus report 

pre-to-post-treatment data for 17 participants.

Measures

Primary Outcome Measures—Suicide ideation was assessed with the Geriatric Suicide 

Ideation Scale (GSIS) [40], a 31-item, 5-point Likert-scored, multidimensional measure of 

late-life suicide ideation, with component subscales assessing Suicide Ideation, Death 

Ideation, Loss of Personal and Social Worth, and Perceived Meaning in Life (reverse-

coded). The GSIS has demonstrated strong internal consistency for total (α=.93) and 

subscale scores (α=.82-.84), 1-2 month test-retest reliability (Pearson's r=.86 for the total 

scale and .75-.78 for the subscales, p<0.001; n=32), criterion validity differentiating mental 

health patients from non-patients, convergent validity with depression and hopelessness, and 

non-convergence with life satisfaction and psychological well-being [21,40,42-44]. The 

GSIS demonstrated strong internal consistency at this study's eligibility assessment for Total 

scores (α=.95; n=17), and Suicide Ideation (α=.88), Death Ideation (α=.90), Loss of 

Personal and Social Worth (α=.81), and Perceived Meaning in Life subscales (α=.90).

Secondary Outcome Measures—Depression symptom severity was assessed with a 

24-item version of the clinician-rated Hamilton Rating Scale for Depression (Ham-D) 

[45,46] and the Center for Epidemiologic Studies Depression scale-Revised (CESD-R) [47], 

a 20-item self-report measure of presence and severity of depressive symptoms over the past 

two weeks. Internal consistency was high at this study's pre-treatment assessment for the 

Ham-D (α=.84) and CESD-R (α=.90).

Psychological well-being was assessed with Ryff's [48] 54-item multidimensional 

Psychological Well-Being scale (PWB), a 6-point Likert-scored measure with strong 

psychometric properties among middle-aged and older adults [49-51], including significant 

association with suicide ideation [21,40]. We report internal consistency for the present 

sample at pre-treatment assessment for PWB totals (α=.89; n=16) and 9-item Autonomy 

(α=.58; n=17), Personal Growth (α=.79; n=17), Self-Acceptance (α=.81; n=17), 

Heisel et al. Page 5

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2016 January 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Environmental Mastery (α=.65; n=17), Positive Relations with Others (α=.82; n=16), and 

Purpose in Life subscales (α=.74; n=17).

Social functioning was assessed with the Social Adjustment Scale-Self-Report (SAS-SR) 

[52], a 54-item, 5-point measure of role performance, interpersonal friction, relations, and 

satisfaction in 6 areas: work for pay, housework, or student activities; social and leisure 

activities; and relations with one's extended family, partner, children, and/or family unit. 

Participants completed 1 of 3 sections pertaining to role activities, and up to 5 sections 

pertaining to their interpersonal relationships, as relevant. We report T-scores for participant 

SAS-SR totals and relevant subscales. Higher scores reflect poorer social functioning.

Social support was assessed with the 23-item Duke Social Support Index (DSSI) [53], a 

multidimensional self-report measure assessing Social Interaction (SI; 4 items), Perceived 

Social Support (PSS; 7 items), and Instrumental Support (ISS; 12 items). We assessed the 

internal consistency of the SI (α=.61), PSS (α=.70), and IS subscales (α=.78) at this study's 

pre-treatment assessment.

Psychotherapy Process Measures—Strength of the therapeutic alliance was assessed 

with the 36-item Working Alliance Inventory (WAI) [54]. Higher scores have been 

associated with improvement in brief psychotherapy [55]. The WAI had high internal 

consistency for Total scores (α=.97; n=15), and for Task (α=.93; n=17), Goal (α=.94; 

n=17), and Bond subscales (α=.86; n=15) at this study's mid-treatment assessment, which 

took place between sessions 8 and 9.

Treatment satisfaction was assessed with an internally consistent (α=.82 at this study's mid-

treatment assessment; n=17) 10-item Treatment Satisfaction Survey, modified for the 

present study from a clinical survey of client satisfaction with mental healthcare.

Statistical Analyses

Descriptive statistics were computed for demographic and clinical variables, and presented 

as means and standard deviations for continuous variables and counts and percentages for 

categorical variables (see Table 1). Pre-to-post-treatment clinical change on primary and 

secondary study outcomes was assessed using paired-sample t-tests (see Tables 2 and 3), as 

was maintenance of treatment gains in suicide ideation from post-treatment to 6-month 

follow-up (see Table 4). Effect sizes of clinical change scores were computed using Hedges’ 

g, an unbiased estimator of effect size, using a pooled standard deviation of pre- and post-

treatment scores. Measures of effect size were computed using Meta-Analysis 5.3 [56]; all 

other analyses were computed using SPSS version 20.0 for Windows, with the Type I error 

rate set at α=0.05, two-tailed.

Results

Sample Characteristics at Study Eligibility Assessment

Seventeen older adults completed a course of adapted IPT (see Table 1). A majority (65%) 

reported health ratings in the “good” to “extremely good” range on a 7-point perceived 
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health scale (M=4.2, SD=1.4). The most common physical comorbidities reported on a brief 

medical history data form were arthritis (71%) and hypertension (47%).

All study participants had a history of mood disorder, including 16 (94%) with Major 

Depressive Disorder, and 14 (82%) with an active mood disorder and active Axis I co-

morbidity. Seven (41%) had an Axis II diagnosis. Participant suicide ideation ratings were 

approximately 0.5-1 standard deviation above the mean for mental health patients in the 

GSIS scale development sample [40], reflecting this sample's elevated suicide risk. Six 

participants reported having ever attempted suicide (41%) on a suicide behavior profile we 

have used in our previous research [57], and two others reported having aborted a suicide 

attempt. One participant reported 5 lifetime suicide attempts, and two were inconclusive as 

to the number of times they had tried to kill themselves. Six reported having a current 

suicide plan.

Pre-to-Post-Treatment Change

Outcomes analyses indicated a significant reduction in participant suicide ideation from pre-

to-post-treatment assessment (see Table 2). GSIS total scores decreased by an average of 

11.2 points per participant, yielding an effect size (g) of 0.50. Significant pre-to-post-

treatment reductions were also observed for the GSIS Suicide Ideation, Death Ideation, Loss 

of Personal and Social Worth, and the reverse-coded GSIS Perceived Meaning in Life 

scores.

Findings indicated a significant pre-to-post-treatment reduction in participant depressive 

symptom severity on the clinician-rated Hamilton and self-rated CESD-R scales. Depression 

scores were nearly halved between pre- and post-treatment assessments (see Table 2).

Table 3 reveals significant increases in participant social adjustment (SAS-SR), enjoyment 

of social and leisure activities, improved relations with a significant other and with one's 

family unit and extended family. Improvement in participants’ work relations did not reach 

statistical significance; however, fewer participants completed this section than the others, 

likely due to retirement. We also detected a significant improvement in participant social 

interactions and in perceived social support on the Duke Social Support Index, but not in 

instrumental support. Changes in participants’ overall psychological well-being scores 

(PWB) and positive relations with others were not significant; however, participants 

experienced a significant improvement in environmental mastery, self-acceptance, and 

autonomy, and marginal improvement in personal growth and purpose in life. Taken 

together with findings of enhanced MIL on the GSIS, these findings suggest an 

improvement in participant well-being over the course of treatment.

Therapeutic Process

Analyses of post-treatment therapeutic process data revealed a strong therapeutic alliance; 

participants reported an average score of 6.1 out of a total possible 7 points on the Working 

Alliance Inventory (WAI; SD=0.7; Range: 5.0-7.0), and similar high scores on the WAI 

Task (M=6.1, SD=0.8; Range: 4.5-7.0), Bond (M=6.2, SD=0.6; Range: 5.1-7.0), and Goal 

subscales (M=5.9, SD=0.7; Range: 4.8-7.0). Participants further reported high treatment 

satisfaction at post-treatment (M=47.7, SD=2.5; Range: 41.0-50.0).
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Longer Term Outcomes

We next assessed maintenance of participant treatment gains from post-treatment (i.e., after 

the 16th session) to 6-month follow-up assessments (see Table 4). Nine individuals 

completed this assessment; the remainder was lost to follow-up. Findings suggested a further 

significant reduction in suicide ideation over the six-month follow-up period for GSIS totals 

and for Suicide Ideation, Death Ideation, and Perceived Meaning in Life subscales. Further 

reduction in GSIS Loss of Personal and Social Worth scores did not reach statistical 

significance.

Discussion

The purpose of the present study was to assess therapeutic change and maintenance of 

treatment gains in suicide ideation, depressive symptom severity, and psychological well-

being among participants in a 16-week course of IPT adapted for older adults at-risk for 

suicide. We extended the promising preliminary findings of our small trial of adapted IPT 

[9], demonstrating significant reduction in suicide ideation and depressive symptom severity 

and improvement in meaning in life, social adjustment, and additional psychological well-

being variables over the course of treatment and extending over a 6-month period of follow-

up.

Participants endorsed a substantial reduction in suicide ideation across all dimensions of our 

primary outcome measure. Normative data from the scale's development study demonstrated 

an 8-12 point difference in GSIS totals between psychiatric and medical patients and 

between medical patients and community-residing older adults [40], supporting the clinical 

significance of the 11-point reduction in GSIS scores observed among the current trial's 

participants. Study participants specifically endorsed reduction in the presence or severity of 

thoughts of suicide and the wish to die, factors conceptually [58] and empirically associated 

with risk for death by suicide [59]. Participants additionally endorsed a significant reduction 

in a sense of having lost one's personal and social worth, reflecting enhanced mental health 

and well-being in the context of age-related life transitions and decreased burden, a variable 

significantly associated with suicide risk in later life [23,42]. Significant improvement in 

perceptions of meaning in life, an existential variable negatively associated with depression, 

hopelessness, suicide ideation, and the wish to hasten death [21,60,61], and positively 

associated with psychological well-being and longevity [22,62-64], further attests to the 

potential benefit of adapted IPT for at-risk older adults.

Despite a reduction in suicide ideation over the course of this intervention, participants’ 

post-treatment GSIS totals (M=71.9, SD=22.0) were within range for mental health patients 

in the GSIS scale development sample (M=67.4, SD=13.8; [40]), attesting to this sample's 

extreme initial suicide ideation ratings and supporting the need for on-going treatment for 

those with residual suicide ideation. Six-month follow-up data indicated significant 

additional reduction in suicide ideation scores beyond the 16-session course of IPT, 

suggesting maintenance or continued treatment gains associated with adapted IPT. This 

conclusion must be tempered by our small sample size and by participant attrition.
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Study participants experienced significant reduction in depressive symptom severity, 

yielding moderate to large treatment effects attesting to an antidepressant property of 

adapted IPT. We used multiple measures of depressive symptom severity, given differences 

in reporting style associated with self- versus clinician-ratings of depressive symptoms 

among older adults [65]. Clinician ratings of significant improvement in participant 

depressive symptoms provide additional credence to the self-report data. All study 

participants met diagnostic criteria for a mood disorder and were receiving treatment with 

psychotropic medication; hence study findings reflect the potential added benefit of adapted 

IPT beyond standard clinical treatment of late-life depression. Research supports 

associations between depressive symptom severity and older adult suicide ideation 

[40,42,66] and death by suicide [67,68], further suggesting the clinical relevance of these 

findings.

Most depressed older adults do not die by suicide, attesting to the need to better understand 

and seek to enhance psychological resiliency, so as to improve psychological well-being and 

decrease suicide risk. A secondary goal of this study was thus to assess potential therapeutic 

change in perceived social support and meaning in life, factors shown to be negatively 

associated with suicide risk among older adults [18,21,60]. Participants endorsed significant 

improvement in social adjustment, perceived meaning in life, and additional psychological 

well-being variables, including self-acceptance, perceived environmental mastery, and 

autonomy. Participants endorsed significant enhancement of perceived social support and 

social interactions, suggesting that treatment effectively increased both the quantity and 

subjective quality of their social relations.

The present study comprises a small initial pre-to-post-treatment pilot study, necessitating 

extension to a larger sample. We had not initially anticipated finding significant changes in 

study outcomes over the course of this trial given limitations associated with conducting 

parametric analyses with small sample sizes. Nevertheless, as a “proof-of-concept,” this 

study is not without limitations. Our primary study hypothesis was confirmed, as suicide 

ideation scores decreased significantly over the course of this trial; however, inclusion of 

multiple repeated-measures comparisons likely increased the Family-wise error rate in our 

analyses. The study therapist recruited and assessed the study participants; this lack of 

blinding and potential for demand characteristics should be addressed in future research. 

Given this study's promising findings, a randomized trial is warranted, comparing adapted 

IPT to an enhanced Care As Usual control group, in order to assess specific effects of the 

study intervention as compared with non-specific treatment effects associated with increased 

attention and support. A larger trial would further enable investigation of potential 

demographic and clinical moderators of treatment outcome. Given the movement in many 

Western countries towards incorporating less highly-trained clinicians into frontline care, it 

would also be useful to determine if clinicians other than doctoral level psychologists or 

psychiatrists could implement with fidelity [69] this adaptation of IPT for older adults at-risk 

for suicide.

Study findings support the potential effectiveness of adapted IPT in reducing suicide 

ideation, death ideation, and depressive symptom severity, and enhancing MIL and 

psychological well-being among at-risk older adults. These positive findings suggest that 
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IPT may be an effective treatment option for at-risk older adults and may ultimately help 

reduce suicide risk in this high-risk group. Given promising findings supporting community 

outreach [70-72] and collaborative care trials in identifying and reducing or resolving 

depression, suicide ideation, and mortality among older adults [73,74], and a typical lengthy 

delay in translating promising research findings into clinical services [75], research is 

needed investigating the translation and integration of focused interventions targeting at-risk 

older adults into frontline healthcare settings.
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Figure. 
Patient Recruitment Flowchart
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Table 1

Characteristics of Study Participants at Eligibility Assessment (N=17)

Variable M SD Range N

Age 70.1 5.4 60 – 84 17

Number of Children 3.0 1.5 0 – 6 17

Number of Grandchildren 4.0 3.4 0 – 13 17

Health Rating 4.2 1.4 2 – 6.5 17

MMSE 28.7 1.8 24 – 30 17

AUDIT 3.1 5.2 0 – 21 17

Variable N %

Sex

    Men 8 47

    Women 9 53

Birthplace

    North America 14 82

    Europe/Australasia 3 18

Marital Status

    Widowed 3 18

    Married 10 59

    Separated or Divorced 4 24

Currently in Romantic Relationship

    Yes 12 71

Lives Alone

    Yes 5 29

Education

    Grade School 3 18

    Some High School 2 12

    College or Trade School 5 29

    University 2 12

    Graduate School 4 24

Religious Denomination

    Protestant 9 53

    Catholic 6 35

Do you consider yourself a religious person?

    Yes 12 71

Employment Status

    Retired 15 88

Referral Source

    Geriatric Mental Health Provider 11 65

    Geriatric Consultation-Liaison Team 2 12

    Geriatric Medicine Provider 4 24

Axis I Mood Disorder, Lifetime 17 100

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2016 January 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Heisel et al. Page 16

Variable N %

    Major Depressive Disorder, Single Episode-Active 2 12

    Major Depressive Disorder, Recurrent 14 82

        Active 11

    Other Mood Disorder 5 30

Anxiety Disorder, Current 14 82

Active Axis I Mood Disorder and Axis I Comorbidity 14 82

Axis II Diagnoses

    Present 7 41

    Absent/Could Not Assess 10 59

Note: Other Mood Disorder comprised Bipolar Affective Disorder and Dysthymic Disorder.
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