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Introduction
Medication adherence is defined as the process by 
which patients take their medication(s) according 
to the prescribed dose, timing, frequency, and 
direction.1 It involves multiple factors such as get-
ting prescriptions filled, remembering to take 
medication on time, and understanding the direc-
tions. According to the American Medical 
Association, patients are adherent when they take 
at least 80% of their medication(s) as prescribed.2 
Medication non-adherence includes the non-initi-
ation of treatment, suboptimal implementation of 
the treatment plan (e.g. missed doses and/or infre-
quent administration), or early discontinuation of 
treatment.1 Among older adults (e.g. 65+ years), 

nonadherence across multiple medication classes 
is associated with poor health outcomes, including 
higher health care costs, increased hospital admis-
sions, and increased morbidity and mortality.3

It is well-documented that nonadherence to 
antidepressant medication is common among 
older adults (13–37% of primary care patients) 
and associated with nonresponse to pharmaco-
therapy.4 Key risk factors for antidepressant 
nonadherence include psychological and cogni-
tive barriers such as perceived stigma, fears 
about antidepressants, low health literacy, and 
impaired executive function.5–7 Other risk fac-
tors include medication cost, side effects, and 
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polypharmacy. Our group recently published 
that low perceived symptom severity and early 
response to pharmacotherapy are also associated 
with worse adherence.8

Given that many of these risk factors are modifi-
able (e.g. misconceptions about antidepressants, 
lack of an explicit strategy to improve adherence 
that is discussed during the clinic visit) a variety 
of interventions have been developed to improve 
antidepressant medication adherence in older 
adults. For example, numerous studies have 
assessed barriers to medication nonadherence9 
and the effectiveness of interventions to improve 
medication adherence across the lifespan.10,11 
While reviews of medication adherence have been 
published,10 no review has focused exclusively on 
treatment programs or interventions aimed at 
improving antidepressant adherence in older 
adults. To address this gap in the literature with 
the goal of improving clinical care, we conducted 
a scoping review to answer the following research 
question: In older adults with depression and/or 
anxiety, what is the state of the science of existing 
psychosocial interventions on antidepressant 
medication adherence? Psychosocial interven-
tions are interpersonal or informational activities 
or strategies that target behavioral, cognitive, 
emotional, and/or social factors for improving 
medication adherence. Given the high prevalence 
and poor health outcomes of medication nonad-
herence in late-life, we focus on older adults. We 
also focus on depressed and/or anxious adults 
because these conditions are both common and 
frequently comorbid in late-life and often treated 
with antidepressants.12 For each study that met 
criteria for inclusion in this scoping review, we 
characterize the psychosocial intervention tested 
and summarize the medication adherence rates 
and changes in depressive or anxiety symptoms. 
Standard principles and procedures as outlined in 
the PRISMA-ScR Statement were followed.13

Methods

Data sources and strategy
The Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses extension for scoping 
reviews (PRISMA-ScR) guideline was followed, 
according to their published checklist. We searched 
PubMed/Medline databases from 1980 to 2023 
using a search strategy following the PRESS 2015 
guidelines (e.g. translation of the research ques-
tion; Boolean and proximity operators; subject 

headings; text word searching; spelling, syntax, 
and line numbers; limits and filters; and sources).14 
The search was conducted by JMK, who is certi-
fied in Responsible Literature Searching (see 
Supplemental File 1). The search strategy con-
sisted of controlled vocabulary using Boolean 
operators and natural language terms representing 
the concepts of (1) older adults, (2) depression and 
anxiety, (3) psychosocial interventions, and (4) 
antidepressant medication adherence. An English 
language limit was applied to search results. In 
addition to the electronic search, reference lists 
from the identified articles were reviewed for addi-
tional studies. Search results were downloaded 
into Microsoft Excel and duplicate records were 
removed.

Eligibility screening
Inclusion criteria for this review were: (1) inter-
vention studies aimed at improving adherence 
with a minimum of two data points (randomized 
controlled trials, demonstration studies, pilot fea-
sibility studies, and open-label studies); (2) study 
samples aged 50 years and older (including those 
with results for those 50 and older presented sep-
arately from all ages); (3) depressed or anxious 
older adults who were prescribed antidepressant 
pharmacotherapy; and (4) an assessment of med-
ication adherence. Articles were excluded if: (1) 
the study did not report medication adherence; 
(2) they were non-English articles; or (3) the arti-
cle was not original research. Figure 1 summa-
rizes the literature search process.

The titles and abstracts of potentially relevant 
articles were screened independently by two 
authors. After the screening of titles and abstracts, 
the full texts of studies fulfilling the inclusion cri-
teria were again screened by two authors working 
independently. Any disagreements concerning 
eligibility (at any level of review) were resolved 
through discussion. A third reviewer was available 
for conflict resolution.

Data extraction and analysis
To advance to the next level of review all articles 
were required to be written in English, and both 
reviewers had to agree on all of the following entry 
criteria for data extraction:(1) Does the population 
include adults aged 50 and older; (2) Does the 
population focus on depressed or anxious adults 
(major depression, minor depression, depression 
with comorbid anxiety, or any depression/anxious 
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synonym); (3) Are the study participants pre-
scribed antidepressant pharmacotherapy; (4) Does 
the article describe a psychosocial intervention 
aimed at improving adherence; (5) Does the article 
contain a minimum of two time points (e.g. base-
line and post-intervention); (6) Does the article 
describe measures of medication adherence.

Data were extracted from the final set of articles 
by two reviewers (SS and MG). Data was charted 
on a shared Excel document. Extracted data 
included the author names and dates of publica-
tion, geographic location(s) of trial, number of 
participants, mean age, trial design, description of 
psychosocial intervention, description of control 
group, follow-up time points, measurement of 
medication adherence, change in adherence, 
measurement of depression and anxiety, and 
change in depression and anxiety. Any disagree-
ments in data extraction were resolved by discus-
sion between the reviewers. Results are presented 
descriptively for individual studies that report 
means and standard deviations for outcome vari-
ables. A narrative synthesis was used to summa-
rize and explain the findings of the included 

studies. As per the guideline recommendations 
for a scoping review, we did not conduct quality 
assessment or appraisal.13,15,16

Results

Identification and selection of the literature
After the removal of duplicates, a total of 710 arti-
cles were obtained from our search of PubMed/
Medline and cross-checking references. After 
screening the titles and abstracts of these publica-
tions, 660 articles were excluded. Reasons for 
exclusion are shown in Figure 1. Most were 
excluded because the article did not focus on 
depression or anxiety, did not focus on antide-
pressant medication adherence, or did not involve 
an intervention treatment. Fifty full-text articles 
were assessed for eligibility, with the exclusion of 
46 articles. Reasons for exclusion: not age >50 
(n = 39), not a psychosocial intervention to 
improve medication adherence (n = 3), study 
design did not include 2+ time points (n = 2), not 
about depression and/or anxiety (n = 1); and not 
an original study (n = 1). A total of four articles 

Records excluded through title and abstract review. 

N=660

• Not about depression and/or anxiety

• Not about antidepressant medication adherence 

• Not about a psychosocial intervention 

Full-text articles excluded. 
N=46

• Results not focused on age 50+ years (n=39) 

• No psychosocial intervention to improve 

medication adherence (n=3)

• Study design did not include 2+ time points (n=2)

• Not about depression and/or anxiety (n=1)

• Review article (n=1)
Articles included in the 

scoping review. 

N=4

Records screened.

 N=710 

Full text articles 
assessed for eligibility.

N=50

Figure 1. Study selection flow chart.
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were included. Information presented in Table 1 
includes the sample sizes, age of study partici-
pants, types of psychosocial interventions tested, 
and main findings. All the studies were rand-
omized controlled trials (RCT) published 
between 2010 and 2020; one was a pilot RCT.17 
Three of the studies were conducted in the United 
States and one was conducted in Korea.18

Study sampling – generalizability of findings
All studies used non-probability sampling tech-
niques. One study was conducted with a sample 
of older adults with Medicaid coverage; the other 
studies were conducted with samples of adults 
recruited from geriatric/primary care6,17 and out-
patients in general medical and geriatric subspe-
cialty units.19 All studies included depressed older 
adults. Three studies included adults who met 
DSM-IV criteria for depression at the time of 
enrollment,6,17,18 and one study included older 
adults who scored ⩾ 10 on the staff-administered 
Patient Health Questionnaire-9.19 No study 
included anxious older adults.

Two studies were conducted with primarily White 
(>70%), non-Hispanic (>80%) samples.6,17 One 
study focused on minority English- and Spanish-
speaking adults and was conducted with a 
Hispanic (91%) and mixed-raced sample.19 
Another study was conducted with older adults 
living in South Korea.18 All studies included men 
and women; however, a majority of participants 
(>80%) were women which is consistent with 
population estimates indicating that late-life 
depression is more frequently reported among 
women.20 Education (in years) varied across the 
four studies with an average of 4.2 years [standard 
deviation (SD) = 4.3 years] in the Jeong et  al. 
RCT; 7.8 years (SD = 3.9 years) in the Raue et al. 
RCT19; and 14.6 years (SD = 3.0 years) in the 
Sirey et al. RCT. Less than half of all participants 
across all four studies were married/living with a 
partner.

Intervention types and controls
Two studies by Sirey et  al. used the Treatment 
Initiation and Participation (TIP) program.6,17 
TIP consisted of clinicians reviewing symptoms of 
depression and antidepressant treatment, followed 
by assessing barriers and defining personal goals 
that adherence could achieve. Depression and 
treatment education was provided and barriers to 
treatment were collaboratively addressed. Finally, 

an adherence strategy was determined. TIP was 
delivered during the first 6 weeks of pharmacother-
apy initiation through three 30-minute in-person 
meetings. The control group for TIP was treat-
ment as usual defined as pharmacotherapy as 
usual. Jeong et al. examined the effects of depres-
sion care management on medication adherence.18 
This intervention focused on the role of a masters-
level psychologist care manager in providing pro-
active support. Sessions consisted of education on 
depression and antidepressants and behavioral 
encouragement techniques. All contact was com-
pleted telephonically, twice during the first month 
and then monthly for the remainder of the 6 
months study. Calls lasted 20–30 min. The control 
group was usual care where psychiatrists pre-
scribed citalopram as usual. Raue et al. investigated 
the effects of Shared Decision Making (SDM) on 
medication adherence.19 SDM was delivered by 
registered nurses through a 30-min in-person 
meetings followed by two weekly phone calls last-
ing between 10 and 15 min. During each session, 
participants received psychoeducation and dis-
cussed their experiences and preferences. Nurses 
also helped overcome barriers such as appoint-
ment scheduling and transportation. The control 
group for SDM was usual care where physicians 
engaged patients in depression treatment decisions 
as part of routine care. None of the interventions 
reported a specific theoretical model that guided 
intervention development and testing.

Measurement tools used to assess medication 
adherence and clinical symptoms
Measures of antidepressant medication adherence 
varied across the studies and included self-report 
questionnaires such as the Brief Medication 
Questionnaire,6 the Medication and Nonmedication 
Treatment Compliance Data Form,17 and The 
Cornell Service Use Index.19 One study also used 
pill counting during in-person study visits.18 The 
severity of depression symptoms was measured (at 
baseline and over time) with the clinician-adminis-
tered Hamilton Rating Scale for Depression 
(HRSD).21 The HRSD was a secondary outcome 
in all studies.

Key findings
The main findings in three studies were similar: 
participants randomized to the intervention groups 
– TIP6,17 and Depression Care Management18 – 
had higher medication adherence rates (82% and 
52% respectively) from pre- to post-intervention 

https://journals.sagepub.com/home/tpp


ST Stahl, J Kincman et al.

journals.sagepub.com/home/tpp 5

Ta
bl

e 
1.

 S
um

m
ar

y 
of

 p
sy

ch
os

oc
ia

l i
nt

er
ve

nt
io

ns
 d

es
ig

ne
d 

to
 im

pr
ov

e 
an

tid
ep

re
ss

an
t m

ed
ic

at
io

n 
ad

he
re

nc
e.

St
ud

y
C

ou
nt

ry
N

M
ea

n 
(S

D
) a

ge
St

ud
y 

de
si

gn
P

sy
ch

os
oc

ia
l i

nt
er

ve
nt

io
n

C
on

tr
ol

 g
ro

up
St

ud
y 

du
ra

ti
on

M
ea

su
re

 o
f 

m
ed

ic
at

io
n 

ad
he

re
nc

e

M
ea

su
re

 o
f 

de
pr

es
si

on
 

sy
m

pt
om

s

K
ey

 fi
nd

in
gs

Si
re

y 
et

 a
l.17

U
SA

70
76

 
(9

) y
ea

rs
R

an
do

m
iz

ed
 

co
nt

ro
lle

d 
pi

lo
t s

tu
dy

TI
P

 In
te

rv
en

tio
n:

 
P

ar
tic

ip
an

ts
 id

en
tif

ie
d 

an
d 

ad
dr

es
se

d 
ba

rr
ie

rs
 to

 a
dh

er
en

ce
 

(m
is

co
nc

ep
tio

ns
 a

nd
 

fe
ar

s)
 a

nd
 d

ev
el

op
ed

 a
 

pe
rs

on
al

iz
ed

 a
dh

er
en

ce
 

st
ra

te
gy

.

TA
U

: 
P

ha
rm

ac
ot

he
ra

py
 a

s 
us

ua
l

Th
re

e 
in

te
rv

en
tio

n 
se

ss
io

ns
 d

ur
in

g 
th

e 
fir

st
 6

 w
ee

ks
 o

f 
ph

ar
m

ac
ot

he
ra

py
 

pl
us

 in
te

rv
en

tio
n 

se
ss

io
ns

 a
t 8

 a
nd

 1
0 

w
ee

ks
. A

ss
es

sm
en

ts
 

at
 b

as
el

in
e,

 6
, 1

2,
 

an
d 

24
 w

ee
ks

 la
te

r.

M
ed

ic
at

io
n 

an
d 

N
on

m
ed

ic
at

io
n 

Tr
ea

tm
en

t 
C

om
pl

ia
nc

e 
D

at
a 

Fo
rm

H
am

ilt
on

 
R

at
in

g 
Sc

al
e 

fo
r 

D
ep

re
ss

io
n

Ad
he

re
nc

e:
 P

ar
tic

ip
an

ts
 in

 th
e 

TI
P

 
gr

ou
p 

w
er

e 
si

gn
ifi

ca
nt

ly
 m

or
e 

ad
he

re
nt

 
th

an
 p

ar
tic

ip
an

ts
 in

 th
e 

TA
U

 g
ro

up
 

at
 a

ll 
tim

e 
po

in
ts

. 8
2%

 a
dh

er
en

ce
 

fo
r 

TI
P

 v
er

su
s 

43
%

 a
dh

er
en

ce
 fo

r 
TA

U
 (F

 1
3.

27
, d

f 1
, 5

7.
2,

 p
 =

 0
.0

01
). 

D
ep

re
ss

io
n:

 P
ar

tic
ip

an
ts

 in
 T

IP
 h

ad
 

a 
gr

ea
te

r 
de

cr
ea

se
 in

 d
ep

re
ss

io
n 

sy
m

pt
om

s 
co

m
pa

re
d 

to
 p

ar
tic

ip
an

ts
 

in
 T

A
U

 (F
 =

 1
0.

89
, d

f =
 1

, 5
5.

1,
 p

 =
 0

.0
1)

. 
Th

e 
ch

an
ge

 o
cc

ur
re

d 
du

ri
ng

 th
e 

ea
rl

y 
tr

ea
tm

en
t p

er
io

d 
(d

ur
in

g 
th

e 
TI

P
 

in
te

rv
en

tio
n 

vi
si

ts
 w

ee
ks

 1
–6

) a
nd

 w
as

 
su

st
ai

ne
d 

un
til

 2
4 

w
ee

ks
.

Je
on

g 
et

 a
l.18

K
or

ea
57

M
ea

n 
(S

D
) n

ot
 

re
po

rt
ed

D
ou

bl
e-

bl
in

d 
ra

nd
om

iz
ed

 
co

nt
ro

lle
d 

tr
ia

l

C
ar

e 
M

an
ag

em
en

t 
In

te
rv

en
tio

n:
 P

ro
ac

tiv
e 

su
pp

or
t b

y 
a 

ca
re

 m
an

ag
er

 
w

ho
 p

ro
vi

de
d 

in
fo

rm
at

io
n 

on
 th

e 
ca

us
es

 o
f 

de
pr

es
si

on
 a

nd
 tr

ea
tm

en
t 

op
tio

ns
, t

he
 im

po
rt

an
ce

 
of

 ta
ki

ng
 a

nt
id

ep
re

ss
an

ts
, 

an
d 

th
e 

po
te

nt
ia

l a
dv

er
se

 
ef

fe
ct

s 
of

 a
nt

id
ep

re
ss

an
ts

.

U
C

: p
sy

ch
ia

tr
is

t 
pr

es
cr

ib
ed

 
C

ita
lo

pr
am

 b
ut

 w
as

 
al

lo
w

ed
 to

 r
ep

la
ce

 
th

is
 m

ed
ic

at
io

n 
w

ith
 

ot
he

r 
m

ed
ic

at
io

ns
 

if/
w

he
n 

pa
tie

nt
s 

re
po

rt
ed

 s
id

e 
ef

fe
ct

s.

6-
m

on
th

 
in

te
rv

en
tio

n.
 

A
ss

es
sm

en
ts

 
at

 b
as

el
in

e 
an

d 
6 

m
on

th
s 

la
te

r.

P
ill

 c
ou

nt
H

am
ilt

on
 

R
at

in
g 

Sc
al

e 
fo

r 
D

ep
re

ss
io

n

Ad
he

re
nc

e:
 P

ar
tic

ip
an

ts
 in

 th
e 

ca
re

 
m

an
ag

em
en

t i
nt

er
ve

nt
io

n 
w

er
e 

m
or

e 
ad

he
re

nt
 th

an
 p

ar
tic

ip
an

ts
 in

 th
e 

U
C

 g
ro

up
. 5

2%
 a

dh
er

en
ce

 fo
r 

ca
re

 
m

an
ag

em
en

t v
er

su
s 

18
%

 fo
r 

U
C

 
(p

 =
 0

.0
07

4)
. D

ep
re

ss
io

n:
 P

at
ie

nt
s 

in
 th

e 
ca

re
 m

an
ag

em
en

t i
nt

er
ve

nt
io

n 
gr

ou
p 

sh
ow

ed
 a

 h
ig

he
r 

re
m

is
si

on
 r

at
e 

th
an

 
th

os
e 

in
 th

e 
us

ua
l c

ar
e 

gr
ou

p 
(5

5%
 

ve
rs

us
 2

9%
, p

 =
 0

.0
42

1)
.

(C
on

tin
ue

d)

https://journals.sagepub.com/home/tpp
http://tpp.sagepub.com


Volume 13

6 journals.sagepub.com/home/tpp

TherapeuTic advances in 
psychopharmacology

St
ud

y
C

ou
nt

ry
N

M
ea

n 
(S

D
) a

ge
St

ud
y 

de
si

gn
P

sy
ch

os
oc

ia
l i

nt
er

ve
nt

io
n

C
on

tr
ol

 g
ro

up
St

ud
y 

du
ra

ti
on

M
ea

su
re

 o
f 

m
ed

ic
at

io
n 

ad
he

re
nc

e

M
ea

su
re

 o
f 

de
pr

es
si

on
 

sy
m

pt
om

s

K
ey

 fi
nd

in
gs

Si
re

y 
et

 a
l.16

U
SA

23
1

67
.3

 (8
.4

) 
ye

ar
s

Tw
o-

si
te

 
ra

nd
om

iz
ed

 
co

nt
ro

lle
d 

cl
in

ic
al

 
ef

fe
ct

iv
en

es
s 

tr
ia

l

TI
P

 In
te

rv
en

tio
n:

 
P

ar
tic

ip
an

ts
 id

en
tif

ie
d 

an
d 

ad
dr

es
se

d 
ba

rr
ie

rs
 to

 a
dh

er
en

ce
 

(m
is

co
nc

ep
tio

ns
 a

nd
 

fe
ar

s)
 a

nd
 d

ev
el

op
ed

 a
 

pe
rs

on
al

iz
ed

 a
dh

er
en

ce
 

st
ra

te
gy

.

TA
U

: 
P

ha
rm

ac
ot

he
ra

py
 a

s 
us

ua
l

3 
in

te
rv

en
tio

n 
se

ss
io

ns
 d

ur
in

g 
th

e 
fir

st
 6

 w
ee

ks
 o

f 
ph

ar
m

ac
ot

he
ra

py
. 

A
ss

es
sm

en
ts

 a
t 

ba
se

lin
e,

 a
nd

 6
, 1

2,
 

an
d 

24
 w

ee
ks

 la
te

r.

B
ri

ef
 M

ed
ic

at
io

n 
Q

ue
st

io
nn

ai
re

H
am

ilt
on

 
R

at
in

g 
Sc

al
e 

fo
r 

D
ep

re
ss

io
n

Ad
he

re
nc

e:
 P

ar
tic

ip
an

ts
 in

 th
e 

TI
P

 
gr

ou
p 

w
er

e 
fiv

e 
tim

es
 m

or
e 

lik
el

y 
to

 b
e 

ad
he

re
nt

 a
t 6

 w
ee

ks
 (o

dd
s 

ra
tio

, 5
.5

4;
 

95
%

 C
I, 

2.
57

–1
1.

96
; χ

2  =
 1

9.
05

; p
 <

 0
.0

01
) 

an
d 

th
re

e 
tim

es
 m

or
e 

lik
el

y 
to

 b
e 

ad
he

re
nt

 a
t b

ot
h 

6 
an

d 
12

 w
ee

ks
 (o

dd
s 

ra
tio

, 3
.2

7;
 9

5%
 C

I, 
1.

73
–6

.1
7;

 χ
2  =

 1
3.

34
; 

p 
<

 .0
01

). 
D

ep
re

ss
io

n:
 P

ar
tic

ip
an

ts
 in

 
th

e 
TI

P
 g

ro
up

 e
xp

er
ie

nc
ed

 a
 2

4.
9%

 
re

du
ct

io
n 

in
 d

ep
re

ss
iv

e 
sy

m
pt

om
s 

[9
5%

 
C

I: 
13

.9
–3

5.
9;

 t 
(3

37
) =

 4
.4

6;
 a

dj
us

te
d 

p 
<

 0
.0

01
]. 

H
ig

he
r 

ad
he

re
nc

e 
w

as
 

as
so

ci
at

ed
 w

ith
 a

 g
re

at
er

 r
ed

uc
tio

n 
in

 
H

D
R

S 
sc

or
es

R
au

e 
et

 a
l.19

U
SA

20
2

72
.1

 (5
.5

) 
ye

ar
s

R
an

do
m

iz
ed

 
co

nt
ro

lle
d 

tr
ia

l

SD
M

 In
te

rv
en

tio
n:

 N
ur

se
s 

di
sc

us
se

d 
pa

tie
nt

s’
 

tr
ea

tm
en

t e
xp

er
ie

nc
es

 
an

d 
pr

ef
er

en
ce

s 
re

ga
rd

in
g 

tr
ea

tm
en

t a
nd

 a
dd

re
ss

ed
 

pr
ac

tic
al

 b
ar

ri
er

s 
to

 c
ar

e 
su

ch
 a

s 
tr

an
sp

or
ta

tio
n 

an
d/

or
 in

-h
ou

se
 s

oc
ia

l 
w

or
k.

U
C

: P
hy

si
ci

an
s 

en
ga

ge
d 

pa
tie

nt
s 

in
 

de
pr

es
si

on
 tr

ea
tm

en
t 

de
ci

si
on

s 
as

 p
ar

t o
f 

ro
ut

in
e 

ca
re

.

3-
w

ee
k 

in
te

rv
en

tio
n.

 
A

ss
es

sm
en

ts
 a

t 
ba

se
lin

e,
 4

, 8
, a

nd
 1

2 
w

ee
ks

 la
te

r.

C
or

ne
ll 

Se
rv

ic
e 

U
se

 In
de

x
H

am
ilt

on
 

R
at

in
g 

Sc
al

e 
fo

r 
D

ep
re

ss
io

n

Ad
he

re
nc

e:
 T

he
re

 w
er

e 
no

 d
iff

er
en

ce
s 

be
tw

ee
n 

SD
M

 a
nd

 U
C

 in
 a

dh
er

en
ce

 to
 

an
tid

ep
re

ss
an

t m
ed

ic
at

io
n.

 D
ep

re
ss

io
n:

 
Th

er
e 

w
er

e 
no

 d
iff

er
en

ce
s 

be
tw

ee
n 

SD
M

 a
nd

 U
C

 in
 th

e 
re

du
ct

io
n 

of
 

de
pr

es
si

ve
 s

ym
pt

om
s.

SD
M

, s
ha

re
d 

de
ci

si
on

 m
ak

in
g;

 T
A

U
, t

re
at

m
en

t a
s 

us
ua

l; 
TT

P
, t

re
at

m
en

t a
nd

 in
iti

at
io

n 
pr

og
ra

m
; U

C
, u

su
al

 c
ar

e.

Ta
bl

e 
1.

 (
C

on
tin

ue
d)

https://journals.sagepub.com/home/tpp


ST Stahl, J Kincman et al.

journals.sagepub.com/home/tpp 7

compared to participants randomized to the con-
trol groups (42% and 18%). Sirey et al. also found 
that intervention participants were more likely to be 
adherent during the 6-week post-intervention fol-
low-up period. Participants randomized to TIP and 
Depression Care Management also had a greater 
reduction in depression symptoms compared to 
participants in the control groups. TIP participants 
reported a reduction in depression symptoms early 
in the intervention period (1–6 weeks), but this 
effect was not sustained over time and was like par-
ticipants in the control group. Greater adherence to 
antidepressant pharmacotherapy in TIP was asso-
ciated with a greater reduction in depression symp-
toms. One study showed that the psychosocial 
intervention and control group were not signifi-
cantly different in terms of both adherence to anti-
depressant pharmacotherapy and the reduction of 
depression symptoms.19

Discussion
The purpose of this review was to summarize the 
current state of the science on the availability, 
use, and efficacy of psychosocial interventions to 
improve antidepressant medication in depressed 
and anxious older adults. All four of the identified 
studies were published between 2010 and 2020 
which demonstrates increased attention to this 
challenge and supports the need for a scoping 
review. The results of this review are generally 
positive indicating that depressed older adults 
showed improvement in both adherence to anti-
depressant medication and depression symptom 
severity when provided with these focused inter-
ventions. To our knowledge, there is no published 
evidence describing interventions to improve 
antidepressant medication adherence in anxious 
older adults.

Across all studies, mechanisms which might 
account for increased medication adherence 
include reducing medication-specific fears, 
increasing perceived benefits, and increasing 
social support. While the SDM intervention did 
not increase initiation or antidepressants, it was 
associated with an increased uptake in psycho-
therapy compared to usual care in a minority 
population of older adults who had a stronger 
preference to receive psychotherapy. The authors 
suggest that the lack of change in antidepressant 
adherence rates may have been linked to the high 
need for social services. Furthermore, patients 
who receive their preferred treatment are more 
likely to be adherent to it.22 Some postulate that 

the factors linked to adherence may be divided 
into different categories (modifiable, partially 
modifiable, and non-modifiable).23 Following 
this model, factors such as patient attitudes and 
beliefs including preferences for treatment and 
beliefs about the etiology of depression should be 
addressed in the interventions to increase adher-
ence. Furthermore, psychoeducation and review 
of risk and benefits should also focus on potential 
side effects such as the known association of 
increased falls with Selective seratonin reuptake 
inhibitor use in older adults24 as well as the poten-
tial for experiencing discontinuation syndrome,25 
particularly as patients commonly have concerns 
related to the need for long-term use of these 
medications which may affect adherence.

Other factors that may impact adherence include 
being unmarried, greater medical comorbidity, 
and self-reported side effects.26 Furthermore, 
non-modifiable risk factors such as patient race 
and gender should be given additional considera-
tions when thinking of adherence-specific inter-
ventions or additional support as these attributes 
(male gender and African American race) increase 
the risk for low adherence.27,28 In fact, specific 
patient and clinician language may influence 
adherence.29 For example, clinician empathy and 
‘change talk’ are associated with higher initial 
prescription filling and overall adherence. In 
addition, perceived social support seems to have a 
differential impact on medication adherence by 
race and gender such that inadequate perceived 
support in African-American women had the low-
est adherence rates compared to white men and 
women.30 Factors leading to non-adherence are 
likely to remain the same over time, therefore, 
implementation of strategies to increase adher-
ence early in treatment may help maintain higher 
adherence rates.26 Provider specialty may also 
impact adherence, where antidepressants started 
by psychiatrists were associated with higher rates 
of adherence. Therefore, PCPs may benefit from 
collaborative care models involving psychiatry 
and additional training in motivational interview-
ing to help ensure higher rates of adherence.31

Suggestions for future research
There are several design and methodological 
issues worth mentioning. First, future research 
should factor in the objective assessments of 
adherence (e.g. electronic monitoring and pill 
counts) which may offer a valuable supplement to 
traditional self-report measures among aging 
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populations because they avoid recall bias. 
Second, the optimal interventional duration for 
intervention uptake remains unknown. For exam-
ple, the non-significant trial (SDM) was only 
3 weeks. However, SDM has been tested in other 
age groups and also found to be not an effective 
strategy for adherence.32 The significant interven-
tions in our scoping review ranged from 6 weeks 
to 6 months with follow-up included in both RCTs 
by Sirey et  al. Thus, for these interventions to 
work, the necessary intensity and duration still 
need to be studied. Third, future research should 
track and report older adults’ antidepressant his-
tory. Different intervention strategies may be 
needed for older adults who are starting an antide-
pressant for the first time versus older adults who 
have a history of taking antidepressants and would 
have different reasons for reduced adherence.

Finally, clinical attention should be devoted to 
improving adherence in older adults with anxi-
ety. Anxious older adults are often somatically 
preoccupied and may be fearful of both side 
effects and becoming ‘addicted’ to the antide-
pressant. Antidepressants can also, in the short-
term, feel activating and initially worsen anxiety, 
and patients should be educated about this usu-
ally self-limiting side effect and how to manage 
the experience. Other strategies to consider when 
working with anxious older adults include more 
frequent follow-up, training in motivational 
interviewing, and engaging family members in 
adherence planning and education. If the family 
is not supportive of their loved one’s decision to 
receive treatment with an antidepressant, they 
may sabotage treatment.33

Strengths and limitations of the review
This is the first scoping review of the effects of 
psychosocial interventions on medication adher-
ence in older adults. While other reviews were 
conducted on younger adults, this search high-
lights the need for additional research on the geri-
atric population.10 Some strengths of the paper 
include having RCTs which made it possible to 
assess the efficacy of manualized psychosocial 
interventions on multiple outcomes, medication 
adherence, and depression symptoms. Limitations 
of the review include the lack of availability of 
unpublished studies. The nature of a scoping 
review precludes the ability of performing a quan-
titative review of the data as would occur in a 
meta-analysis.

Conclusion
The results provide support that psychosocial 
interventions can improve antidepressant medica-
tion adherence and associated improvement in 
depression symptoms. The effective interventions 
included a combination of education about antide-
pressants, proactive support, and personalized 
adherence plans. More intervention development 
work is needed in late-life to design and implement 
psychosocial interventions to improve antidepres-
sant adherence among older adults with anxiety.
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