
 
 
 

 
 

Macquarie University PURE Research 
Management System 

 
 
 
This is the peer reviewed version of the following article: 
 
 
Wuthrich, V. M., Meuldijk, D., Jagiello, T., Robles, A. G., Jones, M. P., & 
Cuijpers, P. (2021). Efficacy and effectiveness of psychological interventions 
on co‐occurring mood and anxiety disorders in older adults: A systematic 
review and meta‐analysis. International Journal of Geriatric Psychiatry, 36(6), 
858-872. 
 
which has been published in final form at:  
https://doi.org/10.1002/gps.5486 
 
 
This article may be used for non-commercial purposes in accordance with 
Wiley Terms and Conditions for Use of Self-Archived Versions. 

https://doi.org/10.1002/gps.5486


CO-OCCURRING DEPRESSION AND ANXIETY DISORDERS 
 

1 
 

 
Efficacy and effectiveness of psychological interventions on co-occurring mood and 

anxiety disorders in older adults: A systematic review and meta-analysis. 

 

Authors: Viviana M. Wuthrich¹ ²*, Denise Meuldijk¹ ², Tess Jagiello¹, Alberto González 

Robles³, Michael P. Jones¹ & Pim Cuijpers⁴   

 

¹ Centre for Emotional Health, Department of Psychology, Macquarie University, 

Sydney, Australia, 2109 

² Centre for Ageing, Cognition and Wellbeing, Department of Psychology, Macquarie 

University, Sydney, Australia 2109 

³ Department of Basic and Clinical Psychology, and Neuropsychology, Universitat Jaume 

I, Castellón, Spain 

⁴ Department of Clinical, Neuro and Developmental Psychology, Amsterdam Public 

Health research institute, Vrije Universiteit Amsterdam, the Netherlands 

 

* Corresponding author 

Viviana M. Wuthrich, Centre for Ageing, Cognition and Wellbeing, Department of 

Psychology, Macquarie University, Sydney, Australia, 2109, phone: +61 2 98504866, 

Fax +61 2 9850 8062, viviana.wuthrich@mq.edu.au 

 

Word Count (Body text) = 4337 

mailto:viviana.wuthrich@mq.edu.au


CO-OCCURRING DEPRESSION AND ANXIETY DISORDERS 
 

2 
 

Funder Acknowledgement: This research was supported by the National Health and 

Medical Research Council, Grant Application Number: APP1151138. 

Conflict of Interest: The authors report no conflicts of interest.  



CO-OCCURRING DEPRESSION AND ANXIETY DISORDERS 
 

3 
 

Abstract  

Objectives: Co-occurring mood and anxiety disorders are common in older adult 

populations and are associated with worse long-term outcomes and poorer treatment 

response than either disorder alone. This systematic review and meta-analysis aimed to 

examine the efficacy and effectiveness of psychological interventions for treating co-

occurring mood and anxiety disorders in older adults. Method: The study was registered 

(PROSPERO CRD4201603834), databases systematically searched (MEDLINE, 

PSYCINFO, PubMed, Cochrane Reviews) and articles screened according to PRISMA 

guidelines. Inclusion: Participants aged ≥60 years with clinically significant anxiety and 

depression, psychological intervention evaluated against control in randomised controlled 

trial, changes in both anxiety and depression reported at post-treatment. Results: Four 

studies were included (total n = 255, mean age range 67-71 years). Overall, psychological 

interventions (CBT, mindfulness) resulted in significant benefits over control conditions 

(active, waitlist) for treating depression in the presence of co-occurring anxiety (Hedges’ 

g = -0.44), and treating anxiety in the presence of depression (Hedges’ g = -0.55). 

However, conclusions are limited; the meta-analysis was non-significant, few studies 

were included, several were low quality and there was high heterogeneity between 

studies. Benefits at follow-up were not established. Conclusion: Co-occurring anxiety and 

mood disorders can probably be treated simultaneously with psychological interventions 

in older adults with moderate effect sizes, however, more research is needed. Given 

comorbidity is common and associated with worse clinical outcomes, more high-quality 

clinical trials are needed that target the treatment of co-occurring anxiety and mood 
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disorders, and report changes in diagnostic remission for both anxiety and mood disorders 

independently. 

Keywords: Anxiety, Depression, Systematic Review, Meta-Analysis, Geriatric, 

Psychological Therapy, Comorbidity  

 

Key Points:  

- Comorbid anxiety and mood disorders are common in older adults and are 

associated with worse outcomes than anxiety or mood disorders alone.  

- Few psychological interventions have examined the efficacy of treating co-

occurring mood and anxiety disorders in older adults, and the quality of these 

studies is mixed. 

- Limited evidence suggests that psychological therapy can simultaneously target 

anxiety and mood disorders with moderate effect sizes. 

-  Significantly more research is needed to understand the efficacy of psychological 

interventions to target comorbid mood and anxiety disorders in older adults.  
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Introduction 

Anxiety and depression are prevalent psychiatric conditions in older adults that 

commonly co-occur 1,2. In a large community sample of older adults (aged 55-85 years) 

Beekman et al. 3 found that in older adults with major depression 47.5% also met criteria 

for an anxiety disorder, and in older adults with an anxiety disorder, 26.1% also met 

criteria for major depressive disorder. Similarly, in an older adult primary care sample 

(inpatient and outpatient) 35% of those with major depressive disorder (MDD) reported 

lifetime history of anxiety disorder, and 23% reported a current anxiety disorder 4. These 

rates of comorbidity are similar to those in younger adults, for example, in the US 

National Comorbidity Survey 1, 58% of 15-54 year old respondents with a lifetime 

history of depression also reported a comorbid anxiety disorder. Further in this sample, a 

primary diagnosis of major depressive disorder conferred a 3 to 8-fold increased 

likelihood that the patient developed a comorbid anxiety disorder in the following 12 

months, and a primary anxiety disorder diagnosis conferred a 7 to 62-fold increased 

likelihood of developing major depression within the following year 1. The commonality 

of the comorbidity is not surprising given overlap of anxiety and mood disorders in terms 

of risk factors 5,6, phenomenology 7, and genetic factors 8,9.  

Co-occurring anxiety and depression is associated with worse prognosis than 

either condition alone. In older adults, co-occurring anxiety and depression has been 

linked to more: severe depression, disability, chronic course, increased rates of suicide, 

increased risk of cognitive decline and dementia, and higher healthcare costs 4,10-13. In 

addition, co-occurring anxiety in major depressive disorder has been shown to delay and 

reduce treatment response to antidepressants 14, stepped care approaches that combine 
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psychological and pharmacological approaches 15, and psychological interventions 16 in 

older adult populations.  

 With the high prevalence of co-occurring anxiety and depression, and the severity 

of the consequences associated with this comorbidity, effective interventions are needed 

that demonstrate effects on both anxiety and depression in older adults. Few 

pharmacological studies have been conducted for co-occurring anxiety and depression in 

older adults and have generally found some improvement for patients with mood 

disorders on co-occurring anxiety symptoms but changes in anxiety disorder severity 

have not been measured 17,18.Psychological interventions are preferable to 

pharmacotherapies in this age group due to medication side effects and drug-drug 

interaction effects 19,20, consumer preferences for psychological interventions over 

medication 21, and given transdiagnostic mechanisms underlying anxiety and mood 

disorders 22, psychological interventions that target both disorders simultaneously are a 

viable alternative.  

Efficacious and effective psychological therapies are available for mood and 

anxiety in older adults with the greatest evidence shown in systematic reviews for 

cognitive behavioural therapy (CBT) 23 24-28 29,30. Randomised controlled trials (RCT) 

have primarily focused on the treatment of either an anxiety or mood disorder to the 

exclusion of the other. Further in the case of anxiety disorders, most RCTs have been 

conducted in Generalised Anxiety Disorder (GAD) to the exclusion of other anxiety 

disorders 31-35. Very few RCTs have examined treatment effects for other anxiety 

disorders in older samples 36,37. While these studies have primarily demonstrated good 

treatment effects, they have not focused on the treatment of co-occurring presentations. 
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Because co-occurring anxiety and mood disorders are so common and are 

associated with worst treatment outcomes, it is important to consider whether disorder 

specific interventions have also been successful in reducing the secondary (co-occurring) 

disorders and symptoms. Meta-analyses in general adult samples found that CBT for 

depression was associated with similar improvements in anxiety symptoms 38; however, 

the presence of both co-occurring mood and anxiety disorders were not required at 

baseline and so it is not clear if CBT for depression would simultaneously treat anxiety 

disorders effectively. In older adult populations, very few RCTs for primary mood 

disorders have measured and reported on secondary effects on co-occurring anxiety 

symptoms 39-41, and the results are mixed. Some studies reported significant reductions in 

anxiety symptoms after treatment for primary depression 40,42, while others reported non-

significant improvements in comorbid anxiety symptoms 16,43. None of the studies 

reported changes in anxiety disorder status or disorder severity pre to post-treatment.  

In contrast, RCTs focused on treating primary anxiety disorders have been shown 

in meta-analysis to be associated with similar improvements in both anxiety and 

depressive symptoms in general adult populations 44; however, changes in diagnostic 

status and severity were not generally reported. Similarly, studies in older populations in 

general report significant reductions in both post-treatment anxiety and depression 

symptoms on self-report measures 31-37,45,46. In Stanley et al.’s 33 sample with primary 

GAD, 28% also had comorbid MDD, 5% dysthymia and 9% Affective Disorder Not 

Otherwise Specified. In this study they found that CBT for GAD was superior to a 

minimal contact control in reducing both symptoms of anxiety and depression on self-

report measures. In a similar study by Stanley et al.34, they found that 42% of their 



CO-OCCURRING DEPRESSION AND ANXIETY DISORDERS 
 

8 
 

primary GAD sample had comorbid MDD, and that CBT was superior to usual care for 

reducing both self-reported anxiety and depression symptoms. In other studies, treatment 

for primary GAD was not associated with significant reductions in comorbid depressive 

symptoms (e.g. Mohlman et al. 31, nor was a CBT program used to treat a broad range of 

anxiety disorders associated with significant reductions in comorbid depressive 

symptoms 37.  

Although some reductions in secondary depressive symptoms have been reported, 

very few studies have examined changes in secondary mood disorder diagnostic status or 

clinical severity at post-treatment. One study by Barrowclough et al.36 found CBT 

produced significantly superior reductions in both anxiety and depressive symptoms in 

older adults with panic, social phobia, GAD, or anxiety disorder not otherwise specified 

compared to supportive therapy on self-report measures. However, when they compared 

the outcomes on diagnostic severity, CBT was only associated with significant reductions 

in anxiety disorder severity, and not mood disorder severity. Therefore, single disorder 

interventions may not sufficiently treat co-occurring disorders.  

Given the worse outcomes associated with co-occurring disorders and the 

frequent overlap in disorders, psychological interventions designed to target both mood 

and anxiety disorders might be more efficacious, and cost-effective. In line with this, 

recent research in younger adults suggests that targeting comorbidity using 

transdiagnostic approaches might improve treatment outcomes for anxiety disorders 47, 

and systematic and meta-analyses of psychological studies targeting co-occurring anxiety 

and mood disorders in younger adults found good outcomes for anxiety disorders and 

possibly superior outcomes for mood disorders than disorder-specific interventions (e.g. 
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Newby and colleagues (2015) 48). However, it is not clear what evidence there is for 

treating co-occurring anxiety and depression in older adults. In this systematic review and 

meta-analysis we aimed to review the literature reporting RCTs of psychological 

interventions of co-occurring anxiety and depression in older adults to determine the 

settings and types of interventions used and their efficacy and effectiveness. To the best 

of our knowledge this is the first systematic review on this topic.  

 

Method 

Protocol and registration 

A registered protocol (PROSPERO 2016: CRD4201603834) guided the conduct 

of this review which is reported in adherence to the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) Statement 49. 

 

Search strategy and selection of studies. 

We used a comprehensive search in published literature in the following databases 

within the following dates: PubMed, PsycInfo (1806 to February Week 1, 2020), 

MedLine (1946 to January Week 5, 2020), and Cochrane Reviews (Issue 2 of 12, 

February 2020). The specific keywords used are presented in Appendix 1.The following 

limits were applied: English language (PsycInfo, MedLine, PubMed) and Aged 45+ 

(PsycInfo, MedLine, PubMed) or Aged 45-64 (PubMed) or Aged 65+ (PsycInfo, 

MedLine, PubMed) or Aged 80+ (PsycInfo, MedLine, PubMed) or aged 85+ (PsycInfo, 

MedLine).  
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Studies were included if they met the following criteria (PICOS). Participants. (1) 

Focused on treatment of older adults aged 60 years of age and over. Studies with a 

broader age range were included if they reported subgroup analyses of participants 60 

years or older. (2) Participants met diagnostic criteria for a mood and anxiety disorder or 

exceeded a predetermined cut-off (clinical or subthreshold but clinically significant) for 

anxiety and depressive symptoms on a standardised measure. (3) All participant settings 

were included e.g. primary care, community, residential aged care.  Interventions. (4) 

Evaluated a psychological intervention aimed at treating both anxiety and depressive 

symptoms in all delivery formats (e.g. group, individual, internet, stepped care). 

Comparisons. (5) Reported on a randomised controlled trial comparing any psychological 

intervention to any control comparison (e.g. active control, treatment as usual, wait list 

control, pharmacological interventions, non-pharmacological interventions). Outcomes. 

(6) The outcomes reported in the clinical trial was a change in anxiety and depression 

disorder status or symptom severity. Study Design: (7) Randomised controlled trial.  

Studies were excluded if they reported on: (1) Purely pharmacological trials that 

did not include a psychological component. (2) Non-randomised trials (e.g. quasi-

randomised, reviews). (3) Trials that did not require participants to have both anxiety and 

depression at a predetermined level at pre-intervention. (4) Studies that did not randomise 

eligible participants to treatment condition (e.g. studies that reported on changes in 

anxiety and depression in a subsample who were not randomly allocated to condition). 

(5) Other interventions that did not contain any psychological therapy (e.g. exercise, brain 

stimulation, acupuncture, music therapy, dance therapy). (6) Publications were not peer-
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reviewed or published in English. Note: No exclusions were made in relation to cognitive 

status. 

 

Data Extraction and Analysis. 

 Databases were searched on the 10th of February, 2020. Articles were uploaded 

into the online systematic review software, Covidence. Duplicates were removed 

automatically. Titles and abstracts were screened blindly and independently by authors 

TJ, AG, and DM. Irrelevant studies were excluded. Full texts were screened blindly and 

independently by TJ, AG, and DM and conflicts were resolved by VW. Eligible articles 

were included in the review. Data was extracted in relation to the PICO statement, age 

ranges, education, intervention components, therapist qualifications, supervision, 

treatment adherence, analysis type, effect sizes, study quality (risk of bias data). In 

addition, references from retrieved papers were checked for relevant studies. Quality 

ratings were conducted by PC and DM.  

 

Meta-analyses 

The primary analysis utilised a random effects model to form pooled estimates of 

effect size for anxiety symptoms and depressive symptoms separately with weights 

estimated via restricted maximum likelihood (REML). Effect sizes were all converted to 

Hedges’ g. Calculation of the variance of within-group change scores from separate pre 

and post standard deviations assumed a within-subject correlation of 0.5. Some studies 

reported effect sizes for more than one anxiety or depression instrument. For this analysis 

only one estimate was utilized per study with the most commonly used instrument 
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reported in the included studies given preference. Two studies had follow-up data at 4 

weeks, one had no follow-up data for the control group, and one had follow up data at 6 

months. Due to the variation in follow-up periods between studies, follow-up data was 

centered at 4 weeks post baseline assessment. Between-study variance in effect size was 

evaluated via Cochrane’s test 50 and quantified via the I2 measure while evidence of 

publication bias was evaluated via Egger’s test 51. To examine the influence of omitting 

replicate effect size measures a sensitivity analysis was conducted in which effect sizes 

for all instruments reported by a given study (where multiple exist) were included by 

weighted mixed models. The weights used were those calculated via the random effects 

model of DerSimmonian and Laird and sampling of effect sizes was viewed as clustered 

by study in the mixed procedure of Stata 16. 

Intervention and control conditions have also been compared with respect to 1) 

change from baseline to end of therapy and 2) change from end of therapy to follow-up. 

Since the duration of follow-up varied between studies, comparison of (2) have been 

reported both as observed and after adjusting for length of follow-up as duration appears 

to be related to effect size. Adjusted estimates of pooled effect size in (2) were obtained 

from meta-regression with follow-up duration centred at 4 weeks. 

 

Quality Assessment. 

We assessed the validity of included studies using the five domains from the 

revised “Risk of Bias” assessment tool developed by the Cochrane Collaboration 52: 1) 

Risk of bias arising from the randomization process, 2) Risk of bias due to deviations 

from the intended interventions, (3) Risk of bias due to missing outcome data (when 
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intent-to-treat analyses were conducted that included all randomised participants in the 

analyses we rated this as positive) (4) Risk of bias in measurement of the outcome 

(systematic differences between groups in how outcomes are assessed), and (5) Risk of 

bias in selection of the reported result (deviations from the pre-specified analysis plan on 

the basis of the study results). Quality was assessed by two raters (DM, PC) and 

disagreements were solved through discussion. 

 

Results  
Four studies met the inclusion criteria and are listed in Table 1. The flow chart for 

the selection strategy is presented in Figure 1.  

 

Quality Assessment. The quality of the four included studies varied considerably (see 

Table 2). Four studies reported adequately on selective reporting; Three studies reported 

an adequate sequence generation and blinding of assessors; and two studies reported 

adequate allocation concealment and handling missing data; only one study met all bias 

criteria adequately 

 

Study Characteristics. Clinical trials were conducted in Australia (n=2), Iran (n = 1), and 

United States of America (n = 1). The sample sizes for the studies ranged from n= 24 

(Sallis et al. 1983)53 to n= 133 (Wuthrich et al. 2016) 54, with a total of 255 participants in 

the four independent studies combined. The mean age for the sample included in the 

studies ranged from 67.35 years (Wuthrich et al. 2016) 54 to 71.3 years (Salis et al. 1983) 

53.  
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Target Populations. One study required participants to meet clinically significant 

symptoms for anxiety and depression on standardised self-report assessments 53 two 

studies required a diagnosis on a semi-structured interview of both an anxiety and mood 

disorders at baseline 54,55, and one study required a diagnosis of major depression on a 

structured clinical interview and in addition both anxiety and depression symptoms to be 

above a predetermined clinically relevant threshold on self-report measures 56.Wuthrich 

& Rapee (2013) 55 included participants with threshold and subthreshold anxiety and 

mood disorders on a diagnostic interview.  

 

Settings. Studies were conducted in university clinics 54,55 and community settings 53,56. 

 

Interventions. Studies evaluated group cognitive behavioural therapy 53-54,55 and a 

detached mindfulness intervention 56. Interventions were delivered mainly by 

psychologists or clinical psychologists or trainee clinical psychologists 53-56. Comparisons 

were made to active control 53,54,56 or waitlist control 55. 

 

Outcomes. Studies varied in post-intervention assessment periods from four weeks post 

baseline 53,56 to 12 weeks 54,55, and follow-up assessment periods of four weeks 56 post 

treatment to 26 weeks 54. 

All but one study 53 reported significant improvements in the intervention 

condition for both anxiety and depression 54-56. Significant reductions in anxiety and 
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depression were found for a group detached mindfulness intervention compared to a 

control (leisure activities) in women already being treated pharmacologically for 

depression. Significant reductions in both anxiety and depression symptoms were also 

found for group CBT when compared to waitlist 55 and to an active control 54. The 

Wuthrich et al. (2016) 54 demonstrated similar reductions in recovery rates for mood and 

anxiety disorders following group CBT that were superior to an active control.  One study 

did not show any significant improvements in depression or anxiety compared to the 

control condition, and instead found greater improvements for anxiety in the control 

condition, although with a total sample size of 24 participants this is study was very 

likely underpowered 53. 

Two studies reported diagnostic recovery rates and three reported on clinically reliable 

change. For diagnostic recovery in the primary disorder, Wuthrich & Rapee (2013) found 

statistically significant recovery for the intervention (53%) compared to control (11%), 

and Wuthrich et al. (2016) found significant recovery in the intervention (54%) compared 

to active control (24%). Ahmadpanah et al (2017) reported clinically significant change 

(defined as 50% symptom reduction) was evidence for depression and anxiety symptoms 

in the intervention group but not the control condition. Wuthrich & Rapee (2013) 

reported significant clinical change using the Reliable Change Index 57 for all diagnostic 

severity and self-report measures in the intervention group compared to control, and 

Wuthrich et al. (2016) reported clinically significant change in the diagnostic severity of 

all disorders in the intervention condition (38%), compared to control (11%), but did not 

report clinically significant changes on self-report measures.  

Effect Sizes 

Pooling of effect sizes for self-reported measures of anxiety and depression was 

used. The effect sizes indicating the difference between two groups at post- test 

(psychological intervention vs control group) for each measure within the studies are 

presented in Table 1. The effect sizes indicating the difference between the psychological 
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and control interventions range from g = -1.43 to g = 0.66. In Figure 2 the pooled effect 

sizes for all measures examining depressive symptoms together (such as the BDI; CES-D, 

GDS or MADRS) was: g = -0.55 (95% CI: -1.25, 0.14; p=.12), with high heterogeneity 

(I2=82%). The pooled effect sizes for all measures examining anxiety symptoms together 

(such as the BAI, GAI, HADS-A or STAI) was: g = -0.44 (95% CI: -1.38, 0.50; p=.4), 

with very high heterogeneity (I2=90%) and are presented in Figure 3. The inclusion of 

replicate depression measures from individual studies in weighted linear mixed models, 

rather than selecting the most comparable, yields a larger effect size than the primary 

analysis. Based on seven effect size estimate pooled value of -0.72 (95% CI: -2.10, 0.66) 

is obtained but also fails to reach statistical significance (p=.3). The larger pooled 

estimate is primarily due to Ahmadpanah et al (2017) 56 in which the Hedges’ g value for 

their MADRS score was -3.44. See Figure 4. 

The contrast of intervention and control groups with respect to change from end 

of therapy to follow-up suggested intervention on average did not perform as well as 

control g = 0.16 (95% CI: -0.13, 0.44; p=0.3) although the difference was small in 

magnitude and failed to reach statistical significance. The estimated pooled effect size if 

all studies were of four weeks duration is smaller and slightly in favour of intervention at 

-0.10 (95% CI: -0.01, 0.05; p=0.3) but also fails to reach statistical significance.  

Including all effect sizes from all studies in weight linear mixed models (k=5) yielded a 

weighted average g=0.05 (95% CI: -0.29, 0.39; p=0.8). The corresponding findings for 

anxiety were similar with g=0.19 (95% CI: -0.09, 0.48; p=0.2) when only one effect size 

is included per study and g=0.16 (95% CI: -0.01, 0.34; p=0.06) when all effect sizes from 

all studies are included in a mixed model. The estimated pooled effect size if all studies in 
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the primary analysis were of four weeks duration is smaller and slightly in favour of 

intervention at -0.09 (95% CI: -0.61, 0.44; p=0.8) but also fails to reach statistical 

significance. For the primary analyses, effect sizes where generally homogeneous with 

both I2=0 and p>0.3 for both Cochrane tests. See Figure 4. 

 

Publication bias 

There was no suggestion of publication bias with p≥0.5 for changes from baseline 

to end of therapy and p≥0.17 for changes from end of therapy to follow-up. We note 

however the unreliability of interpretation of Egger’s test with small numbers of studies. 

 

Discussion 

The aim of this systematic review and meta-analysis was to examine the efficacy and 

effectiveness of psychological interventions to treat co-occurring anxiety and depression 

in older adults. Four efficacy studies were included, no effectiveness studies were found. 

Overall the pooled effect sizes indicated that psychological interventions may be 

efficacious for treating co-occurring anxiety and depression in older adults with moderate 

pooled effect sizes for depression in the presence of anxiety (Hedges g=- 0.55) and 

moderate for anxiety in the presence of depression (Hedges g=- 0.44). However, strong 

conclusions cannot be drawn due to the small number of studies, with several of low 

quality and small sample sizes, and high heterogeneity across studies. More research is 

needed to understand the true effects. These results; however, extend previous knowledge 

about the treatment of single mood and anxiety disorders in older populations 24-26, and 

suggest that psychological interventions are efficacious for treating co-occurring mood 
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and anxiety disorders in older populations. These findings are important as co-occurring 

mood and anxiety disorders are common in older populations 2-4, and this comorbidity is 

associated with poor outcomes across a range of factors 11,58. 

 In general, psychological interventions delivered in the clinical populations were 

associated with significant improvements in both self-reported anxiety and depression 

compared to control conditions. Ahmadpanah et al. (2017)56 found statistically significant 

reductions in self-reported anxiety and depressive symptoms and clinician rated 

depressive symptoms, as well as clinically significant reductions, with a detached 

mindfulness intervention. They report probable remission effects with a likely increased 

remission rate of 8-16 fold for the intervention on depressive symptoms, but there was no 

significant difference for anxiety symptoms. However, remission effects were based on 

reductions in scores on self-report measures and not diagnostic criteria, and as the 

management of missing data (last point carried forward) was not optimal, the findings 

need to be interpreted cautiously. Wuthrich & Rapee (2013)55 found significantly greater 

remission of primary mood and anxiety disorders with a CBT program (53% vs 11%) that 

incorporated the key elements for targeting both mood disorders (activity scheduling, 

problem solving) and anxiety disorders (cognitive therapy, graded exposure). Only one 

study 54 reported on pre and post disorder status for both mood and anxiety disorders 

separately to enable clear evaluation of the effects of treatment on co-occurring disorders. 

They reported similar (not significantly different) effects of CBT for both anxiety and 

mood disorder remission (38% vs 12% recovery from all disorders). This result is 

particularly encouraging and indicates that co-occurring anxiety and mood disorders can 

be successfully remitted with CBT in older adults.  
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One study failed to find any significant benefits of psychological interventions for 

either depression or anxiety 53 and instead found that the control condition was superior 

for anxiety reduction. With a total sample size of 24 participants, this study is likely 

underpowered to detect true effects. Although a novel study for its time, this study was 

rated as having a high risk of bias or unclear risk of bias for all factors. It appears unlikely 

that intent-to-treat analyses were used with no drop-outs or missing data reported, 

therefore the results for this study need to be interpreted with caution.  

Overall, psychological interventions were generally successful at treating self-

reported depressive symptoms in the presence of anxiety symptoms with moderate effect 

sizes, and treating anxiety symptoms in the presence of co-occurring depressive 

symptoms with moderate effect sizes at post treatment. Only two studies reported clear 

and significant remission of anxiety disorders in the presence of co-occurring mood 

disorders 54,55, with the Wuthrich et al. (2016) 54 study reporting similar remission rates 

for mood and anxiety disorders based on a diagnostic interview. Although evidence is 

limited, the clearer efficacy for treating anxiety disorders in these studies might relate to 

differences in the intervention components. The group CBT program used in the 

Wuthrich and colleagues studies (Ageing Wisely) included core CBT components for 

treating both anxiety disorders, namely graded exposure and cognitive therapy 59 and 

depression (behavioural activation and problem solving). The evidence in this review for 

the efficacy of detached mindfulness for treating anxiety disorder level symptomatology 

was less clear. More research is needed to understand how best to treat anxiety disorders 

in the presence of co-occurring mood disorders in older adults across a range of settings, 

populations and interventions. 
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The benefits of psychological treatments at follow-up on self-reported symptom 

measures were less clear. Depending on the follow-up measures used in the analyses, 

effects sizes very either very small to small favouring the psychological intervention or 

the control. Heterogeneity was very high, and studies differed widely in the follow-up 

periods, measures used and in the control condition used.  For example, smaller follow up 

effects appeared to be associated with active controls that included other psychological 

interventions. 

The conclusions need to be considered in light of the study limitations. Firstly, the 

number of well-conducted studies was very small limiting the conclusions that can be 

drawn. Secondly, the results may not be generalisable due to limitations in sample age 

(mean age of samples was young, ranging between 67 and 71 years of age), education, 

and ethnicity. Thirdly, the heterogeneity of studies was high. The Sallis et al. (1983) 53 

study had high risk of bias, and a wide confidence interval for the effect sizes and 

therefore could be considered an outlier. Fourthly, due to the limited number of studies, 

comparisons between types of psychological interventions (e.g. CBT, behavioural, 

mindfulness etc.), delivery methods (e.g. face to face, self-help) or settings (e.g. primary 

care, community) could not be made. Fifth, studies did not consistently report outcomes 

against diagnostic criteria, and so the results only report self-reported symptoms 

measures. Finally, the review excluded non-randomised trials, did not include grey 

literature and only included English studies. More rigorous research is needed using both 

diagnostic status and self-reported symptom changes over time, as well as more RCTs 

comparing both psychological interventions against other interventions, and 

psychological interventions against each other, and studies conducted in a range of 
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settings. The evaluation of treatment effects in residential aged care was a particularly 

important gap as rates of depression and anxiety in residential aged care are particularly 

high 60. 

Despite these limitations, this is the first systematic review and meta-analysis of the 

effects of psychological interventions for treating co-occurring anxiety and depression in 

older adults, and the findings are promising. The results suggest psychological 

interventions, particularly CBT, can be efficacious for treating co-occurring anxiety and 

depression in older adults simultaneously with moderate effect sizes at post treatment on 

self-reported measures; however, more evidence is needed. Few robust trials exist and 

future trials would benefit from careful evaluating and reporting of anxiety and mood 

disorder status and severity pre and post treatment on diagnostic interviews to better 

ascertain effects, as well as assessment of the maintenance of effects at follow-up. Given 

the commonality of co-occurring anxiety and depression in the elderly, more attention 

needs to be place on how to treat and prevent these disorders when they co-occur.    
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Table 1: Table of included articles 
 
Author 
(country)  

Sample 
(% Female) 

Definition of 
diagnosis 

Mean 
age 
(SD)  

Anxiety & 
Depression 
Measures 

Psychological 
treatment 

Effect Sizes: 
Cohen’s d or 
Hedges‘ g 
(partial eta2) 
95% CI 

Summary of 
findings 

Ahmadpanah 
et al. (2017; 
Iran)  

Community 
residents 
(education 
level 
unknown) 
 
N = 36 
analysed 
ITT 
(100%) 

Moderate to 
major 
depressive 
disorders 
(SCID DSM 
Disorder) and 
treated with a 
standard 
medication 
(citalopram) 

69.2 
(4.4) 
years 

GDSa 
 
MADRS 
 
BAIb 
 
 

Detached 
mindfulness 
therapy (MD) 
(cognitive 
psychotherapy 
using attention 
training techniques 
to develop 
cognitive 
flexibility) 
delivered by 
trained clinical 
psychologists, n 
=19; group (60-90 
min, 2 weekly/ 4 
weeks) vs. control 
condition, n =17: 
Leisure activities, 
group (60-90 min, 
2 weekly/4 weeks). 
No details of 
supervision or 
treatment 
adherence given.  

Control vs MD 
(pre - post)  
 
GDS: -1.36   
(-2.11 to -0.61)a 
 
BAI: -1.98       
(-2.81 to -1.15)b  
 
MADRS: -3.92 
(-5.09 to -2.75) 
 
 

Symptoms of 
depression and 
anxiety declined 
significantly over 
time in MDD 
patients offered 
MD, but not in the 
control condition. 
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Sallis et al. 
(1983; USA) 

Community 
residents 
(mean 
education 
level 12th 
grade) 
 
N = 24 
analysed 
ITT (83%) 
 
N = 38 
completed 
baseline 
assessment 
and at least 
one group 
session. 
Drop-out 
rates were: 
Depression 
Managemen
t (38%), 
Anxiety 
Depression 
Managemen
t (33%) and 
Placebo 
(38%).  

Mild 
depression 
(BDI ≥12)  
and trait 
anxiety 
disorder 
(STAI ≥ 38) 

71.3 
(8.7) 
years 

STAIb 
 
BDIa 
 
 
 

Anxiety 
Management 
Treatment 
Condition 
(psychological and 
cognitive arousal 
lowering), n =8: 
group, (60 min, 2 
weekly, 5 weeks) 
vs Depression 
Management 
Treatment 
Condition 
(increasing 
participation in 
pleasant events), n 
=8: group, (60 min, 
2 weekly/5 weeks) 
vs Placebo 
(nonspecific) 
condition), n =8.  
All delivered by 
graduate students 
in counselling or 
clinical 
psychology. No 
details of 
supervision or 
treatment 
adherence given. 

Placebo vs 
Treatment (pre - 
post) 
 
STAI 
Anxiety 
condition: 1.24 
(-0.66 to 0.77)b  
Depression 
condition: 0.25 
(0.07 – 2.02) 
 
BDI 
Anxiety 
condition: 0.89 
(-0.21 to 2.00) 
Depression 
condition: 0.59 
(-0.48 to 1.66)a 
 

Learning-based 
methods (CBT 
based) to control 
emotional 
difficulties in 
elderly community 
residents showed to 
be effective in 
reducing depressive 
symptoms.  Subjects 
in all conditions 
improved equally, 
only the placebo 
group made 
marginal 
improvements on 
trait anxiety. Neither 
of the treatment 
conditions was 
found to be more 
effective compared 
to the Placebo 
condition, on any 
measure.  
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Wuthrich & 
Rapee (2013; 
Australia)  

Community 
Residents 
(35% 
tertiary 
education) 
 
N = 62 
analysed 
ITT (100%)  

Depression 
and anxiety 
symptoms 
(Meeting full 
DSM IV 
criteria for 
both anxiety 
and a mood 
disorder 
based upon 
ADIS score 
of 4 or 
above) 
 

67.4 
(6.2) 
years 

ADIS 
Severity 
Primary 
Disorder  
 
GDSa 
 
CES-D 
 
GAIb 
 
 
 

Manualised Group 
CBT (psycho-
education, 
problem-solving, 
cognitive 
restructuring, sleep 
hygiene, 
assertiveness 
training, graded 
exposure and 
activity scheduling) 
delivered by 
trained clinical 
psychologists and 
graduates receiving 
weekly 
supervision, n = 27; 
group (120 min, 12 
weekly/12 weeks) 
vs. Waitlist, n = 35. 
No treatment 
adherence data. 

Waitlist vs 
Group CBT  
(pre - post) 
ADIS: 
Anxiety 
Disorder: 
 -5.57 (-6.81 to  
-4.57) 
Major 
Depressive 
Disorder: 
 -6.23 (-555 to   
-3.65) 
 
 
GDS: -1.00      
(-1.55 to -0.46)a 
 
CES-D: -1.08   
(-1.63 to -0.53) 
  
GAI: -0.78       
(-1.31 to -0.25)b 
 

Symptoms of 
anxiety and 
depression 
significantly 
reduced in the CBT 
condition compared 
to the waitlist 
condition. Self-
reported anxiety and 
depression 
symptoms also 
significantly 
reduced over time, 
and these gains were 
maintained at the 
three-month follow-
up period. No 
significant 
differences were 
found between 
groups on measures 
of worry and well 
being.  

Wuthrich et 
al. (2016; 
Australia) 

Community 
residents 
 
N = 133 
analysed 
ITT (100%) 
  

Anxiety and 
unipolar 
Mood 
disorder 
(ADIS DSM 
disorder)  

67.35,
(5.44) 
years 

ADIS 
 
GDSa 
 
GAIb 
 
 

Manualised Group 
CBT (cognitive 
behavioural skills 
for anxiety and 
depression), n = 76; 
group (120 min, 11 
weekly/12 weeks) 

Discussion 
group vs Group 
CBT (pre - post)  
 
ADIS:  

Both conditions 
resulted in 
significant 
improvements over 
time on all 
diagnostic, 
symptom and 
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 vs. Discussion 
group (non specific 
therapy skills, non-
directive), n = 53; 
group (120 min, 11 
weekly/12 weeks). 
Interventions 
delivered by 
graduate students 
in clinical 
psychology with 
fortnightly 
supervision. 
Treatment 
adherence and 
fidelity checks by 
independent coder. 

Anxiety 
Disorder: -4.76 
(-6.89 to -5.27) 
 
Major 
Depressive 
Disorder: -3.99 
(-6.81 to -5.24) 
 
GDS: -0.28      
(-0.62 to 0.07)a 
GAI: -0.06       
(-0.40 to 0.29)b 
 
 

wellbeing measures. 
Significant group x 
time interaction 
effects emerged at 
post-treatment only 
for diagnostic 
severity of the 
primary disorder, 
mean severity of all 
disorders, mood 
disorders, and 
recovery rates on 
primary disorder. 

 
Note: SD = Standard Deviation; 95% CI = 95% Confidence Interval; ITT = Intention- To -Treat analysis; SCID = Structured Clinical 

Interview for DSM Disorders; ADIS = Anxiety Disorders Interview Schedule for DSM-IV; MINI-Plus = Mini International 

Neuropsychiatric Interview; STAI = State-Trait Anxiety Inventory; BDI = Beck Depression Inventory; GDS = Geriatric Depression 

Scale; MADRS = Montgomery-Asberg Depression Rating Scale; BAI = Beck Anxiety Inventory; CES-D = Centre for Epidemiological 

Studies – Depression Scale; HADS-A = Hospital Anxiety and Depression Scale (Anxiety Subscale); GAI = Geriatric Anxiety Inventory.  

aInstruement estimates included in meta-analysis calculation depressive scores (see also Figure 2); bInstruement estimates included 

in meta-analysis calculation anxiety scores (see Figure 3)   



CO-OCCURRING DEPRESSION AND ANXIETY DISORDERS 
 

35 
 

Table 2: Cochrane Risk of Bias Assessment 
 
Study Random Sequence 

Generation 
Allocation 
Concealment 

Dealing with  
Missing Data 

Blinding of 
Assessors  

Selective 
Reporting 

Ahmadpanah et al. (2017) + + - + + 

Sallis et al. (1983) ? ? - ? + 

Wuthrich & Rapee (2013) + ? + + + 

Wuthrich et al. (2016) + + + + + 

Note: + = Low risk of bias; – = High risk of bias; ? = Unclear risk of bias; some concerns, as per the Revised Cochrane criteria. 
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Figure 1: Flow chart  
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167) 
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qualitative synthesis (n = 4) 

Studies included in 

quantitative synthesis 

(meta-analysis) (n = 4) 
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Figure 2: Forest plot of all studies describing post- intervention depression scores  
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Figure 3: Forest plot of all studies describing post- intervention anxiety scores  
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Figure 4: Forest plot of all studies describing follow up intervention depression (a) 
and anxiety scores (b) 
  

a) Depression Scores 

b) Anxiety Scores 
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Appendix 1: Search Terms 
 
o “anxiety” or “anxious” or “worry” or “fear” or “phobic” or “phobics” or “phobia” 

or “phobias” or “panic” or “obsessive compulsive” or “ocd” or “ptsd” or “anxiety 
disorder” or “post traumatic stress” or “acute stress” or “hypochondria” or 
“hypochondriasis” or “hypochondriac” or “hypochondriacs” 
AND 

o “depression” or “depressed” or “depressive” or “mood” or “dysthymic” or 
“dysthymics” or “dysthymia” or “unipolar mood” or “negative affect” or “mood 
disorder” 
AND 

o “randomised controlled trial” or “randomized controlled trial” or “rct” or “clinical 
trial” 
AND 

o "psychotherapy" or "psychotherapies" or "psychotherapeutic" or 
"psychotherapeutics" or "psychosocial" or "psychodynamic" or "psychoanalytic" 
or "psychoanalytical" or "psychoanalysis" or "cbt" or "cognitive behavior therapy" 
or "cognitive behavioral therapy" or "cognitive behavior treatment" or "cognitive 
behavioral treatment" or "cognitive behavior intervention" or "cognitive 
behavioral intervention" or "cognitive behaviour therapy" or "cognitive 
behavioural therapy" or "cognitive behaviour treatment" or "cognitive behavioural 
treatment" or "cognitive behaviour intervention" or "cognitive behavioural 
intervention" or "cognitive therapy" or "cognitive treatment" or "cognitive 
intervention" or "cognitive restructuring" or "cognition therapy" or "cognition 
treatment" or "cognition intervention" or "behavior therapy" or "behavior 
treatment" or "behavior intervention" or "behavioral therapy" or "behavioral 
treatment" or "behavioral intervention" or "behavior activation" or "behavioral 
activation" or "behaviour therapy" or "behaviour treatment" or "behaviour 
intervention" or "behavioural therapy" or "behavioural treatment" or "behavioural 
intervention" or "behaviour activation" or "behavioural activation" or "problem 
solving therapy" or "problem solving intervention" or "problem solving treatment" 
or "relaxation" or "activity scheduling" or "pleasant event scheduling" or "act" or 
"acceptance and commitment therapy" or "mindfulness" or "exposure therapy" or 
"metacognitive therapy" or "metacognitive treatment" or "metacognitive 
intervention" or "meta-cognitive therapy" or "meta-cognitive treatment" or "meta-
cognitive intervention" or "dialectical behavior therapy" or "dialectical behaviour 
therapy" or "dialectical behavioral therapy" or "dialectical behavioural therapy" or 
"dbt" or "interpersonal therapy" or "counselling" or "counseling" or "assertiveness 
training" or "compassion focused treatment" or "compassion focused therapy" or 
"compassion focused intervention" or "compassion focussed treatment" or 
"compassion focussed therapy" or "compassion focussed intervention" or 
"solution focused therapy" or "solution focused treatment" or "solution focused 
intervention" or "solution focussed therapy" or "solution focussed treatment" or 
"solution focussed intervention" or "self control therapy" or "self control 
treatment" or "self control intervention" or "self control training 
 


