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ABSTRACT
Objectives: Depression and anxiety are common in later life, particularly when people are frail.
This leads to reduced quality of life, faster decline in physical health and increased health/social
care use. Available treatments are commonly not tailored to people with frailty. We explored frail
older peoples’ experiences of depression and/or anxiety and how services could be adapted to
their needs.
Methods: Semi-structured interviews with 28 older people in the UK purposively sampled for prac-
tice location and severity of frailty and anxiety/depression. We asked about symptoms, interactions
with physical health, help-seeking, treatments and what might help in future. We audio-recorded
and transcribed interviews, using thematic analysis to inductively derive themes.
Results: Frail older people had low expectations of their wellbeing at this point in life due to mul-
tiple physical health issues and so anxiety and mild depressive symptoms were normalised. There
was a particular reluctance and uncertainty regarding help-seeking for anxiety. Treatments were
considered appropriate where they aligned with coping skills developed over their lifetime, and
facilitated independence and problem-solving skills. Most older people felt their knowledge of
mental health was limited and relied upon information about and endorsement of therapies from
an expert. This was usually their GP, but access was often problematic. Online methods of access-
ing information and therapies were not popular.
Conclusion: Mental health support for frail older people needs to address late-life anxieties as well
as depression, account for physical health issues, align with older people’s need for independence
and facilitate coping skills.
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Background

Frailty is present in around 11% of adults aged 65þ, but
may range from 4.0% to 59.1% depending on the defin-
ition used (Collard, Boter, Schoevers, & Oude Voshaar,
2012). It is recognised as a dynamic process involving defi-
ciencies across multiple physiological systems, character-
ised by reduced functional reserves and vulnerability to
adverse health outcomes (Clegg & Hassan-Smith, 2018;
Clegg, Young, Iliffe, Rikkert, & Rockwood, 2013). Although it
lacks a universal definition, symptoms typically included in
frailty models are unintentional weight loss, slow gait
speed, muscle weakness, low energy and low physical
activity (Fried et al., 2001). Mental health is often over-
looked in these definitions, despite psychological resilience
being seen as an important part of managing physical
frailty (Shaw et al., 2018). Reductions in mobility and inde-
pendence can strongly impact mood – frail older adults are
four times more likely to experience clinically significant
anxiety or depression (Ni Mhaolain et al., 2012), with up to
half experiencing depressive symptoms (Vaughan, Corbin,
& Goveas, 2015). Symptoms of anxiety are less well docu-
mented in this population, despite frequently co-existing
with depression (Braam et al., 2014). Anxiety and depres-
sion are associated with increased rates of functional
decline, cognitive decline and healthcare service utilisation

(Meeks, Vahia, Lavretsky, Kulkarni, & Jeste, 2011; Wolitzky-
Taylor, Castriotta, Lenze, Stanley, & Craske, 2010). In com-
bination with frailty, anxiety further increases mortality
rates (Dent & Hoogendijk, 2014), whilst depression is asso-
ciated with neurocognitive decline (Potter, McQuoid,
Whitson, & Steffens, 2016) and use of GP and psychiatric
services (Djernes, Gulmann, Foldager, Olesen, & Munk-
Jørgensen, 2011). However, depression and anxiety are
commonly underdiagnosed in this population (Mitchell,
Rao, & Vaze, 2010).

Mental health treatments for frail older adults are cur-
rently limited, and mental health symptoms are often given
lower priority by healthcare professionals than physical
health problems (Frost, Beattie, Bhanu, Walters, & Ben-
Shlomo, 2019). Those in their 80s or 90s with depressive
symptoms are more likely to be prescribed antidepressants
and substantially less likely to be referred to psychological
therapies than those in their late 50s and early 60s
(Walters, Falcaro, Freemantle, King, & Ben-Shlomo, 2018).
Although antidepressants show effects upon response
(>50% reduction in symptoms) in people aged 55þ (Kok,
Nolen, & Heeren, 2012), the vast majority of antidepressant
trials are in those aged under 75 and exclude people with
medical comorbidities (Benraad et al., 2016). Effectiveness
of antidepressants is therefore less clear in frailer
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populations, and taking multiple medications is recognised
as a contributor to frailty (Guti�errez-Valencia et al., 2018).
Many older people prefer talking therapies above medica-
tion for depression and anxiety (Gum et al., 2006;
Landreville, Landry, Baillargeon, Gu�erette, & Matteau, 2001;
Mohlman, 2012). Cognitive behavioural therapy, life review
and problem solving therapy show some positive effects in
older people, but for those who are frailer the evidence is
limited, mostly focusing upon problem solving therapy
(Frost, Bauernfreund, & Walters, 2018; Gould, Coulson, &
Howard, 2012a, 2012b; Kirkham, Choi, & Seitz, 2016; Lan,
Xiao, & Chen, 2017). Access to these therapies is still low in
the UK, particularly for those aged 75þ (NAPT, 2013).

Previous qualitative studies have mainly focussed upon
late life depression, finding that that older people hold
negative perceptions of treatments, minimise and normal-
ise depression as part of later life or difficult circumstances
and place a strong focus upon personal actions they can
take (Corcoran et al., 2013; Holm & Severinsson, 2014). The
small number of qualitative studies carried out in older
people with anxiety show that anxiety is also attributed to
loss and age-related decline, but that it is more difficult to
identify than depression (Kingstone et al., 2017; Knight &
Winterbotham, 2019), although information is sought from
healthcare professionals, online resources and their own
internal coping strategies (Zapata et al., 2018). Most quali-
tative studies have been carried out in those aged 65–75
with better physical health, focussing upon experiences of
depression rather than treatment preferences. We therefore
aimed to explore frail older adults’ experiences of depres-
sion and anxiety, their views regarding help-seeking, and
ways in which services could be adapted to better meet
their needs.

Methods

We recruited participants using mailouts from five UK gen-
eral practices across one semi-rural, one suburban and
three urban areas who were aged 75þ, with frailty and
experiencing symptoms or a diagnosis of depression and/
or anxiety. People with advanced dementia and <6months
life expectancy were excluded. Practice staff searched their
patient records to identify patients classified as moderately
to severely frail according to their practice’s frailty list (e.g.
electronic frailty scale) and aged 75þ years. As depression/
anxiety can be under-diagnosed in this population, we
asked practices to send a study invitation to a proportion
with and without a diagnosis of anxiety and/or depression
recorded in their medical records. The mailed invitation let-
ter and information leaflet encouraged people to self-iden-
tify using an adapted brief 2-item screening questionnaires
in the leaflet (2-item Patient Health Questionnaire and 2-
item Generalized Anxiety Disorder scale). Both are originally
validated in older populations (Li, Friedman, Conwell, &
Fiscella, 2007; Wild et al., 2014), but were edited for brevity
and changing the two-week timescale to ‘recently’. Practice
GPs reviewed the list of those to approach prior to mail-
out and removed people that met the exclusion criteria or
they considered inappropriate to contact. Interested
respondents were screened by researchers over the tele-
phone using the same adapted questions as the leaflet to

confirm symptoms and were asked about functional diffi-
culties (e.g. reduced mobility) to confirm frailty.

We conducted semi-structured face-to-face interviews,
mainly at participants’ homes (or another convenient loca-
tion if requested), lasting approximately one hour (range
34–89min). Interviews were conducted by RF (n¼ 19, a
health services researcher) or PN (n¼ 9, an academic GP,
not disclosed to interviewees). Each observed 1–2 of the
other’s interviews to ensure consistency. Topics included a
typical week; historical and current experiences of depres-
sion and anxiety; coping mechanisms; influence of family,
friends and carers; seeking help; views and experiences of
treatments; and how services might be improved. The topic
guide (see Appendix 1) was modified as interviews pro-
gressed, through team discussions and in conjunction with
our patient and public involvement (PPI) representatives,
who also provided feedback upon recruitment materials.
The terminology ‘low’ and ‘worried’ was used at the start
of interviews to reduce any perceived stigma, but inter-
viewers used the participant’s own terminology as the
interview progressed. We defined rather than simply
named psychological therapies, as participants were often
unsure about differences between these.

After each interview, demographic data and self-
reported diagnoses of anxiety and/or depression were col-
lected. Participants were provided with relevant local and
national mental health service information, an Independent
Age depression guide (Independent Age, 2017) and a £20
voucher as thanks. Concerns regarding suicidal ideation
were discussed with the Co-PI and senior researcher (KW,
an experienced academic GP) and communicated to the
person’s GP with their consent. Interviews were audio-
recorded, with brief field notes, transcribed verbatim by an
external company and anonymised and verified for accur-
acy by the interviewer (RF or PN).

We used thematic analysis to analyse our data from a
constructivist perspective (Lincoln & Guba, 2003). Our team
included two health services researchers (RF, KK), three aca-
demic GPs (KW, MB, PN), two psychologists (RG, SA) and
two PPI members. All transcripts were read by RF and PN
and at least one additional team member. RF developed a
thematic framework, refined through team discussions and
piloting by multiple team members. RF, PN and SA coded
transcripts using NVivo 12 (QSR International Pty Ltd.,
2018) according to the thematic framework in Appendix 2.
Saturation was judged to have occurred after 26 interviews
and two further interviews were carried out to confirm this.
The study was approved by NHS Camden and Kings Cross
Research Ethics Committee (ref 17/LO/1963).

Results

We recruited 28 participants with a mean age of
80.71 years (range 75–88) (see Table 1 for demographics).
The majority of participants were female (n¼ 19/28), White
British (n¼ 22/28), lived alone (n¼ 17/28), from urban
(n¼ 14/28) and semi-rural locations (n¼ 10/28), and owned
their homes (n¼ 16/28), but represented a range of marital
statuses and educational levels. A depression diagnosis was
self-reported by four participants, anxiety by four, and
three reported having both. Seventeen had no self-
reported diagnosis, although some of these reported taking
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antidepressants, and two were unsure if they had a diagno-
sis. The telephone screen had indicated nearly half experi-
enced both anxiety and depressive symptoms, with the
rest experiencing either anxiety or depressive symptoms,
suggesting a range of mental health experiences
were included.

Participants reported a range of experiences associated
with depression and anxiety. Many experienced transient
low feelings that varied day-to-day according to their phys-
ical health, functioning and energy levels, and was often
characterised by feeling ‘frustrated’ and ‘fed up’, under-
pinned by fears of worsening functioning. Others experi-
enced more severe depression, including volatile emotions
(e.g. ‘crying at the drop of a hat’) and feeling unable to
cope. A small number had suicidal thoughts, but none
reported specific plans (their GPs were contacted in two
cases). Anxiety symptoms ranged from excessive worry
over ‘silly little things’, such as sorting housework or peo-
ple visiting, to strong fears about their future physical
health, feeling constantly ‘on edge’ or specific anxieties
(e.g. being unable to move). For a few people, unresolved
anxieties about health also led to feeling low and
depressed. Anxiety and depression were experienced as dif-
ferent constructs, but those with symptoms of both felt
they interacted and rarely expressed preferences for

different treatments for each. Separating preferences
according to anxiety and depression was therefore difficult
but is highlighted where possible throughout the results.
Participants usually self-managed minor symptoms (to be
reported in a separate paper), but six main themes
emerged regarding their views about treatment: expecta-
tions of treatment, appropriateness of different treatments,
promoting independence, connection, inclusivity of mental
health services and endorsement of treatments.

Expectations of treatment

Participants generally had low expectations of their mood
at this point in life and therefore the potential for treat-
ment. Feeling low and worrying about health was normal-
ised as part of declining physical health, and the
ageing experience.

[prospect of decline and death] all that’s sort of ominous, you
know. So, I’d be unrealistic if I was, if I was hilariously happy
(83 White British M, no diagnosis).

Expectations of the potential of treatments were based
mainly upon past experiences of poor mental health and
its treatment and the similarity of these to the present con-
text. As earlier life anxiety narratives were typically dicho-
tomised into nervous breakdowns (which might require
institutionalisation) or normal, stressful situations (requiring
no treatment), mild-moderate anxiety was normalised as a
rational response to health problems and/or everyday
issues (e.g. smashing a vase). This was consequently trivial-
ised as ‘silly’, and participants made critical self-judgements
about their anxiety, rather than perceiving it as a treatable
medical condition:

Sometimes I feel so dreadful that I feel so anxious. And I think,
‘Oh, you are stupid’, because I think I go up to the bedroom
and want to do something moving and then I’ll knock it all
over (84 White British F, no diagnosis)

Nevertheless, anxiety could have a large impact on
everyday functioning – some participants sat for hours wor-
rying or crying, or woke in the night, whilst others stopped
leaving the house alone for fear of falls, fainting, etc. A
minority mentioned discussing anxiety in the context of
health worries with their GP (more so if they also had
depressive symptoms) but expectations of future treatment
were lowered by the limited support available.

He’s [GP] just told me not to worry. How can you stop
worrying? They haven’t got a tablet for it. (86 White British
M, anxiety)

Despite low expectations, those with stronger anxiety
symptoms reported greater desperation and willingness to
try a wider range of therapies to help reduce
their symptoms:

Anything I can do [for the anxiety], I’ll try and do to help. (76
Black Caribbean F, anxiety)

Episodes of depression had a more marked presence
throughout participants’ life stories, attributed to trauma
(e.g. sexual abuse, war memories, miscarriage), long term
disability and bereavement. It had become part of some
participants’ identity and narratives, leading to resignation
that it was simply something to live with at this point in
life. As these participants had usually sought help before,

Table 1. Demographic details of participants.

Demographics Number

Age mean (SD); range 80.71 (4.07) years; 75–88 years
Gender (male:female) 9:19
Location Semi-rural 10

Suburban 4
Urban 14

Born in UK 22
Trinidad 2
Mauritius 1
Ireland 1
Jamaica 2
Unknown 1

Ethnicity White British 22
Black Caribbean 4
White Irish 1
Indian 1

Living situation Alone 17
With spouse 8
With other family 3

Marital status Widowed 10
Married 8
Separated 2
Divorced 7
Single 1

Current housing Owner-occupier 16
Council rented 7
Housing association rented 2
Sheltered housing 2
Private rented 1

Age completed education Before the age of 15 years 8
Aged 15–16 years 7
Aged 17–20 years 6
Aged over 21 years 7

Type of pension State 28
Employer 17
Private 3
Pension credits 10

Telephone screen PHQ-9 positive screen only 10
GAD-2 positive screen only 5
Both 13

Diagnosis Depression only 4
Depression (unsure re anxiety) 1
Anxiety only 4
Both 3
Neither 16
Unsure 1
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depression was more readily perceived as a medical issue
than anxiety, but treatment expectations were low:

I suppose because, because I’ve had all those issues from the
very, for so many years, they’re never going to go away, you
know. (79 White British F, depression)

Ongoing issues perpetuated by social factors beyond
their control (e.g. caring, family conflict, finances) were a
particular struggle for some. These were considered
unamenable to treatment and led to feelings of hopeless-
ness and desperation. This was compounded when recent
help-seeking had resulted in only limited effects, with few
reporting being offered further options.

I’m constantly up the GPs crying and carrying on. But they
don’t know how to help. How can [they] help, who can help?
(86WB F, anxiety and depression)

Some of these participants expressed suicidal ideas or a
passive death wish – typically those with limited social sup-
port who had exhausted their coping skills.

An undercurrent within these discussions was an expect-
ation that developing services further was unlikely in the
current UK climate of austerity and an overstretched NHS,
reinforced by reductions in local council services.

you can put forward any recommendation that you want, you
can do all sorts of studies, as you most probably know, but
your stumbling block is the authorities up there… nine times
out of ten, it doesn’t happen, does it? (80, White British M,
depression and anxiety)

Appropriateness of different treatments

Formal mental health services were only considered appro-
priate for severe symptoms. Those with mild symptoms
expressed preferences for self-management, e.g. accessing
social support through activity clubs and volunteering. The
GP (regardless of relationship quality) was considered an
appropriate first point of contact for moderate to severe
mental health symptoms, as a provider of general health
support and gatekeeper to other services:

He’s my GP. And I would talk to him. (77 Black Caribbean F,
no diagnosis)

Treatment preferences varied considerably by individual,
previous life experience and social situation. Some partici-
pants had clear preferences for psychological support (e.g.
talking, problem solving), whilst many were unsure what
was available:

I don’t know. You know, I’ve never dealt with them people
[psychologists]. (86 White British M, anxiety)

Counselling was construed as ‘talking to someone’ – poten-
tially therapeutic for expressing emotions and gaining insight
into feelings, but superfluous where participants had sufficient
social support or understood why they felt this way.

You want empathy, you want a listening ear. Somebody who
will listen. (80 Black Caribbean F, no diagnosis)

I know why I’m feeling low. So, what is the counsellor going to
tell me that I don’t already know. (87 Black Caribbean F,
no diagnosis)

Cognitive behavioural therapy (CBT) was not well under-
stood and frequently confused with counselling. A couple had
had positive experiences of CBT, but for others some CBT

activities did not make sense (e.g. metaphors used). When CBT
was described as improving coping skills through examining
and reframing thought patterns, participants either felt their
coping skills were sufficient or feared it might conflict with
current coping mechanisms (mainly distraction) through rein-
forcing ‘sitting and thinking’, which they considered an
important factor for worsening low and anxious feelings:

I think most people, the one thing you don’t want to do is
think… if somebody is telling you another way to think
through it, it’s another think process, isn’t it? (82 White British
F, anxiety)

Approximately two thirds of interviewees had taken antide-
pressants earlier in their lives, with some on long term pre-
scriptions. Antidepressants were often considered incongruent
with participants’ needs as they could not address the cause
of their depression or anxiety and were occasionally associated
with past suicide attempts. The assumption they would be
offered antidepressants caused some to avoid sharing their
low mood with their GP. Antidepressants were construed as
making people ‘zombies’ and dulling emotions, necessary only
when people were overwhelmed by their feelings:

[Prozac keeps me] Not on a good level, on a low level. But if it
was taken away I’d be on no level, if you understand what I’m
saying. (86 White British F, anxiety and depression)

Promoting independence

Independence was a top priority for most participants. Any
help-seeking could potentially threaten this; therefore thera-
pies needed to facilitate independence and self-esteem. The
strongly perceived link between antidepressants and depend-
ency was viewed as particularly threatening, as well as mean-
ing taking additional medication. Choosing not to use
antidepressants, particularly when symptoms were less
severe, was therefore seen by some as a sign of inner
strength and control which could encourage self-esteem:

I wasn’t quite that bad, you know, I had the choice. (86 White
British M, unsure re diagnosis)

Talking therapies were perceived as less threatening to
independence, in that they encouraged participants to
reach their own solutions and supported their coping skills
for depression and anxiety, in addition to, or instead of
empathic listening.

I want somebody to listen and, and then advise me what you
can do to help yourself and what you can’t do. (77 Black
Caribbean F, no diagnosis)

For some, practical advice and support to resolve daily
hassles related to frailty and disability was particularly
important, as these could profoundly impact upon people’s
lives as ongoing stressors, particularly for anxiety. Being
encouraged to take practical action was seen as more
appropriate in this context, in order to both resolve the
problem and improve self-esteem.

it doesn’t help to talk about it, it helps to get it done. You
know, I think talking about it just gives you more aggravation
or more anxiety. (82 White British F, anxiety)

Connection

Whilst seeking help for mental health through the GP did
not depend upon a good relationship, support to treat
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both depression and anxiety was considered highly
dependent upon the skills and personality of the person/
therapist involved. This could greatly facilitate or obstruct
engagement with treatment, and counsellors or social
workers were often discussed in strong terms e.g. ‘brilliant’
or ‘useless’.

social services came here, social worker. And she put it down
to loneliness and I thought, if you had just that much of a clue
what’s gone on in my life, loneliness is not it (77 White British
F, depression (unsure re. anxiety))

What older people desired was for someone to listen
well and provide an outside perspective, with genuine
interest and the skills to facilitate older people to
‘open up’.

I’ve always felt that when you’re on the couch, you know, that
the person, the counsellor has got the expertise to be able to
delve and probe and perhaps bring forward things that you
would shut away up here, which may or may not affect the
way that you are now. (80 White British M, anxiety
and depression)

This approach did not need to involve a particular pro-
fession, and a few named social workers and GPs as well as
mental health professionals as potentially helpful.
Occasionally other older people or adult children experi-
encing the onset of old age could provide support from a
place of shared experience, although mental health was
rarely explicitly referred to.

they do come and see you, which we do with each other, you
know. They’ll say, ‘Thanks for the coffee, I feel better now.’ (86
White British M, unsure re diagnosis)

Support groups could also have this effect:

just to meet people and to realise there are other people like
you. It isn’t just you that are having this ‘Oh shit, like, you
know, I can’t do that anymore.’ (82White British F, anxiety)

However, views about support groups varied according
to individual preferences, and many felt formal group ther-
apy might negatively affect their mood through fears of
gossip or listening to others’ problems:

There’s enough of headcases running around you know to be
sitting among them. (78 Irish M, no diagnosis)

Face-to-face contact enhanced a sense of connection.
Telephone appointments were precluded by hearing diffi-
culties or fears of not knowing who they were speaking to.
Video calling was seen as better as the person was visible,
but this depended highly upon individual familiarity with
technology and was still perceived as a hindrance to open-
ing up.

I think that both of those [telephones and video calling] give
you far too many opportunities to hide behind things. (75
White British F, no diagnosis)

Inclusivity of mental health services

Methods of accessing services or information about mental
health were often at odds with how older people preferred
to access health services. Some participants with a strong
interest in psychology were happy to access information
and services online:

I’ve got a full thing on cognitive behavioural therapy there. I’ve
got, I’m doing a course on it on the computer at the moment.
(76 White British F, no diagnosis)

However, the vast majority of participants were limited
in their use of technology and did not consider themselves
very skilled, or did not own a computer. Many struggled to
access practical services such as online shopping or bank-
ing, and felt that online self-referral to or delivery of mental
health services would be similarly inaccessible.

one thing that really pisses me off is when people say, ‘Oh yes,
well just do it online.’ No, no I don’t do it online. (82 White
British F, anxiety)

The preferred pathway was to seek help with mental
health issues through their GP when symptoms became
moderate-to-severe. In these cases, not wanting to bother
the GP was a much less important barrier than being
unable to access appointments (particularly with a familiar
GP) or to find time within appointment(s) to prioritise dis-
cussion of mental health problems over physical ones.

I was going to talk to the doctor that last time I went. And
then, anyway it was, you know, I only had a ten-minute
appointment and I thought no, I can’t say it now because I
don’t want to say a lot. (79 White British F, depression)

Transport was a further consideration. Participants high-
lighted that any psychological services needed to be deliv-
ered at home, very locally or with transport provided. All
the participants had at least some difficulty leaving their
homes, and for some finances were a major factor.
However, leaving the home was viewed as a top priority
and therefore transport provision was sometimes preferred
over home visits.

you [services] getting to them [older people] is fine, but I don’t
think it does them as much good as them getting to you. (82
White British F, anxiety)

Endorsement of treatments

Treatments needed to be endorsed by someone else to val-
idate their appropriateness and increase participants’ willing-
ness to try them despite their lack of familiarity. Apart from
the minority with an interest in psychology, most felt insuffi-
ciently knowledgeable to make treatment decisions.

I think that would be up to the doctor to decide you’re bad
enough and send you to somebody. (76 White British F,
no diagnosis)

This endorsement rarely arose from any source apart
from their GP for frail older people. It was rare that partici-
pants reported seeking mental health advice from books,
magazines or the internet. Most acquired information
through discussions with others with regard to general rec-
ommendations e.g. for gardeners or cleaners. However,
although some reported sharing their problems, discus-
sions around mental health support were rare and
depended heavily on individual personalities and friend-
ships. One participant described how she and two others
in her social circle saw the same counsellor but never dis-
cussed this, and others expressed surprise when friends dis-
closed a depression diagnosis.

I didn’t know she had it, she didn’t tell anybody. She was just
crying last week and she said she’s got depression (82 White
British F, anxiety)
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Whilst the third sector (voluntary organisations such as
Age UK) was viewed as a positive resource for practical
help, most people were unaware that some providers
offered mental health support.

Discussion

We found frail older people with mild to severe symptoms
of anxiety and/or depression had low expectations of their
wellbeing at this point in life. Mild depressive symptoms and
all severities of anxiety were normalised as part of multiple
health issues and functional difficulties. Those with moderate
to severe depression were open to seeking help, but those
with anxiety were far more reluctant. Seeking treatment but
not experiencing an improvement could lead to a marked
sense of desperation. Treatments were perceived as appropri-
ate when they clearly addressed the cause of someone’s
depression/anxiety, aligned with their current coping skills
and focussed on facilitating independence and enhancing
coping skills. The interpersonal relationship was particularly
valued in all mental health support. The preferred method of
accessing support (through their GP) often presented access
barriers. Many frail older people wanted their treatment
endorsed by their GP to legitimise this, as they felt lacking in
mental health expertise.

Frail older people cite similar reasons for avoiding seeking
mental health support as both the ‘younger old’ and adult
populations, including stigma, normalising symptoms, threats
to identity and failure to recognise a need for support
(Doblyte & Jim�enez-Mej�ıas, 2017; Holm & Severinsson, 2014;
Knight & Winterbotham, 2019; Mackenzie, Pagura, & Sareen,
2010). Whilst moderate to severe symptoms were a recog-
nised cause for concern, mild depressive symptoms and anx-
iety were normalised and usually self-managed. This is likely
to be appropriate where self-management strategies are
working well, which in turn may help older people to main-
tain a sense of personhood and resist a ‘frailty identity’,
which they associate with worse psychological health and
social disengagement (Warmoth et al., 2016). However, low
expectations and being resigned to living with health needs
they think cannot be met are reported for a range of age-
related issues (Walters, Iliffe, & Orrell, 2001). Whilst a previous
US survey showed that those aged 85þ preferred supportive
therapy for anxiety rather than CBT (Mohlman, 2012), partici-
pants in our study also expressed a desire for coping strat-
egies, practical advice and suggestions in addition to
empathic listening. ‘Being heard’ and aligning interventions
with older people’s needs were also highlighted as important
components by older people with multimorbidity (Bayliss,
Edwards, Steiner, & Main, 2008).

Strengths and weaknesses

We captured a wide range of views from frail older people,
who varied according to socioeconomic status, ethnicity,
degree of frailty and symptom severity. In contrast to previ-
ous studies focussing mainly on depression, we placed
equal emphasis on depression and anxiety. Anxiety in frail
older adults has largely been neglected in comparison to
depression and this is the first study to the authors’ know-
ledge to qualitatively explore help-seeking and treatment
preferences for anxiety in frail older people. Our topic

guides and themes were developed in conjunction with
our PPI representatives and all team members contributed
to the interpretation, offering a range of perspectives. We
approached the research from a constructivist perspective
(Lincoln & Guba, 2003), assuming depression and anxiety
and its treatments would be conceptualised and experi-
enced in a variety of ways.

However, we could only provide limited insight into
possible therapeutic approaches, as participants found it
difficult to hypothesise and articulate what might be help-
ful in any detail, even when specific therapies were
described or they had experienced them previously. We
did not collect specific data on treatments currently or pre-
viously experienced. Although we tried to sample people
with more severe frailty experiencing formal home care or
residential care support, we had a low response from this
population, which may reflect the greater cognitive impair-
ment commonly found. We sampled a variety of ethnicities,
but did not recruit anyone who could not speak English.
As less than a third of our sample self-reported a formal
mental health diagnosis, the experiences of those with
more severe symptoms may not have been fully explored.
We were unable to access participants’ medical records to
verify self-reported diagnosis, but this may be under-
reported as two thirds of our sample discussed taking anti-
depressants at some point in their life.

Implications for research and practice

In terms of practice, our study suggests that older people
expect mental health care recommendations to occur
within the context of primary care, and that improving
access to primary care may be helpful in encouraging
them to raise mental health concerns and try treatments
offered, despite some pessimism as to whether they might
work. However, GPs and other healthcare professionals
commonly cite difficulties in addressing the complexities of
late-life depression in short appointments, particularly
when complex physical health issues are present (Frost
et al., 2019). In this way, ensuring consistent pro-active
screening for both depression and anxiety as part of com-
plex care or frailty reviews is likely to be helpful.

Both health and social care providers need to maintain
an awareness of anxiety as well as depression.
Management of anxiety in frail older people has frequently
been neglected in research, despite evidence suggesting
comorbid anxiety impacts negatively upon treatment out-
comes in late-life depression (Tunvirachaisakul et al., 2018).
Participants in our study were much less likely to seek sup-
port or medical advice for anxiety symptoms, which reflects
the difficulty recognising anxiety and the reluctance to dis-
cuss it found in other qualitative studies of older people
with anxiety (Kingstone et al., 2017; Knight &
Winterbotham, 2019). It may be that there is less public
discourse relating to anxiety than depression which older
people can use to explain and legitimise their feelings,
although a few were comfortable describing their symp-
toms as ‘anxiety’. Evidence suggests older people may use
language such as ‘fret’ or ‘concern’ rather than ‘worry’ or
‘anxiety’ to describe symptoms (Stanley & Novy, 2000) and
want to appear resilient. Awareness of late life anxiety as a

1982 R. FROST ET AL.



treatable condition needs to be raised in frailer older
populations.

Currently, psychological therapy access rates for older
people are lower than expected, particularly for those aged
75þ (NAPT, 2013). This may relate to access barriers as
highlighted in our work, and facilitating access through
increased GP referrals may overcome this to some extent.
Technological solutions such as telephone or video call
support do not seem widely accepted at present in this
and other studies (Moult, Burroughs, Kingstone, & Chew-
Graham, 2018), although this appears to be changing as
newer generations of older people use both healthcare
professionals and the internet as sources of information
regarding anxiety (Zapata et al., 2018). With regards to
social prescribing, older people preferred to use their own
resources to identify shared interest groups and were less
keen on (mental) health support groups. Potential treat-
ments also need to concord with older people’s own cop-
ing mechanisms (e.g. acceptance, distraction), which
therapies such as CBT could conflict with. Action research
of psychological therapies targeted at the ‘younger old’
suggests that CBT homework was viewed as unhelpful and
rarely carried out, whilst personalised information is pre-
ferred over abstract concepts (Richardson & Reid, 2006).
Although CBT is effective for depression and anxiety in
non-frail older adults when compared to treatment-as-usual
or waiting list control conditions (Gould et al., 2012a,
2012b), effect sizes are typically smaller than for those who
are younger and they have rarely been investigated in
frailer populations.

Physical health played an important role in relation to
mood, and our work suggests that therapies which encour-
age ways of coping with physical health problems and pro-
moting independence may be more acceptable and
relevant to this population. Problem-Solving Therapy (PST;
a structured approach to problem-solving, aiming to both
improve self-esteem to resolve issues and to reduce the
causes or exacerbators of depressive symptoms; Mynors-
Wallis, 2005), may be helpful and has some evidence of
effectiveness for depression in frail older people (Frost
et al., 2018). Other approaches such as Acceptance and
Commitment Therapy (ACT) which focuses on increasing
acceptance of challenging experiences rather than trying to
change or remove them, as well as increasing function,
may also be relevant (Hayes, Strosahl, & Wilson, 1999).
Older people with chronic pain are more clinically respon-
sive to ACT than CBT (Wetherell et al., 2016), and pilot
studies suggest it is acceptable to older people with anx-
iety (Wetherell et al., 2011). Evaluations of these promising
therapies for frail older people with depression/anxiety are
therefore needed in a UK NHS setting, particularly those
that focus on addressing anxiety.

Conclusion

Our interviews with frail older people with anxiety and/or
depressive symptoms suggested that frail older people
tend to seek medical help for more severe symptoms, but
find it difficult to know when to seek help for symptoms of
anxiety, so awareness of potential treatments for anxiety
needs to be promoted in later life. Expectations of mental
health treatments and wellbeing in later life were low, but

older people felt they often had insufficient knowledge to
judge this and so endorsement from a GP could facilitate
uptake of therapies. Good support was judged to be pro-
vided face to face, by persons who could connect with
them through their shared experience, and provide
empathic listening to encourage opening up, regardless of
their mental health training. Such therapy would have to
empower rather than problematize mental health issues by
helping them maintain a sense of personhood, independ-
ence and ability to cope with physical health issues.
Further evaluation is needed of novel therapies that may
be more applicable for the experiences of this population
(e.g. ACT, PST).
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