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Unique Aspects of
Psychotherapy with

Older Adults
BOB G. KNIGHT

In the past, older clients were often subjected to negative stereotyping
and inaccurate generalizations that hindered their access to and success

in psychotherapy. A loss-deficit model of aging took a negative approach
to life span development and portrayed the normative course of later life
as a series of losses and the typical response as depression (Berezin, 1963;
Gitelson, 1948). More recently, writing about therapy with older adults
has drawn on scientific gerontology rather than stereotypes and has por-
trayed the process of aging in a more positive light (Knight, Nordhus, &
Satre, 2003; Knight & Satre, 1999). This has led to the proposal of a con-
textual, cohort-based maturity/specific challenge model (CCMSC;
Knight, 2004).

BACKGROUND: THE CONTEXTUAL,
COHORT-BASED MATURITY/SPECIFIC
CHALLENGE MODEL

The CCMSC model is informed by research on aging in such diverse
fields as developmental and cognitive psychology, medicine, and sociol-
ogy. According to this model, the special social context of older adults

CO
PYRIG

HTED
 M

ATERIA
L



4 DEPRESSION AND AGING

and the fact that they are members of earlier-born cohorts raised in
different sociocultural circumstances may require adaptations to psy-
chotherapy that are not dictated by the developmental processes of aging.
Older adults are more mature than younger ones in certain respects but
also are facing some of the hardest challenges that life presents, such as
chronic illness, disability, and grieving for others. Each of these areas—
contextual factors, cohort differences, and maturation—has significant
relevance to working with older adults in therapy.

Social Context Factors

Therapists working with older adults should have general familiarity
with their distinctive social contexts. These include specific environments
(e.g., age-segregated housing, social and recreational centers, the aging
services network) and laws affecting older adults (e.g., Medicare regula-
tions, Older Americans’ Act regulations, and conservatorship law). This
information is not difficult to acquire, and the lack of it among psy-
chotherapists at large may contribute to misunderstanding the world in
which older adults live. Informal visiting at locations where the elderly re-
ceive services can help create an experiential framework for understand-
ing the environments of the elderly.

Cohort Differences

Cohort differences are explained by membership in a group defined by
birth year. Each generation is socialized into beliefs, attitudes, personality
dimensions, and even academic abilities that remain relatively stable and
that distinguish a cohort from generations born earlier and later. In un-
derstanding the effects of aging, therefore, it is important to separate the
effects of maturation from the effects of cohort membership. This separa-
tion is accomplished in studies using sequential designs that can compare
individuals of the same age from different cohorts. In some areas of social
gerontology, it has been discovered that many of the differences between
the old and the young previously attributed to the aging process are actu-
ally due to cohort effects. For example, in the United States, later-born
cohorts have more years of formal schooling than cohorts born earlier in
the twentieth century, up to the 1970s.
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Cohort differences in intellectual skills have also been identified.
Later-born cohorts tend to be superior in reasoning ability and spatial
orientation (Schaie, 1996). However, some earlier-born cohorts (people
who are now older) are superior in arithmetic ability and verbal fluency
(Schaie, 1996), showing that some differences between cohorts favor
the older group. The absence of developmental change does not imply
that older people today are not different from today’s younger people be-
cause differences can be explained by cohort effects rather than aging.
Personality is also affected by birth cohort. For example, Schaie (1995)
found that from 1900 until World War II, successive cohorts declined in
extroversion, but in the cohorts that followed, extroversion increased.
Likewise, threat reactivity has increased with each cohort since the
beginning of the twentieth century (Schaie, 1995). These findings sug-
gest that the personality differences observed between younger and older
adults are often cohort differences rather than developmental aspects of
aging.

Even though cohort differences are not developmental, they are never-
theless real effects that distinguish older adults from younger ones. To
conduct psychotherapy effectively with older adults, it is useful to learn
about historical forces and social norms that shaped earlier-born cohorts.
Developing a working knowledge of psychologically significant cohort ef-
fects is just as essential as learning about cultural differences before work-
ing with clients from another country.

Maturity-Related Differences

The most pervasive cognitive change with developmental aging is the
slowing that occurs in all cognitive tasks where speed of response is a fac-
tor (Salthouse, 1996). Although slowing reaction time can be partially re-
versed in older adults through practice, exercise, and other interventions,
age differences are seldom completely eliminated.

Memory is a complex topic in the study of cognitive changes in late
life. Recent longitudinal investigations of memory change in older adults
over time have generally confirmed decline with age on some memory
functions, such as word recall (e.g., Small, Dixon, & Hultsch, 1999;
Zelinski & Burnight, 1997). In the same studies, other functions seem



6 DEPRESSION AND AGING

to be relatively preserved, such as recognition memory. Older adults do
better with structured material, more time to study the material, and
greater environmental support (e.g., when able to use notes; recognition
and cued recall are better than free recall; see Smith, 1996, for a review).

In general, what is known about memory now suggests that even differ-
ences between current younger and older adults in memory performance
are not large when the material is meaningful and relevant to the older
adult and the older adult is motivated to learn (Hultsch & Dixon, 1990;
Smith, 1996). Of special interest for psychotherapy, there is
evidence that older adults retain emotional material better than neutral
material (Carstensen & Turk-Charles, 1994). Older adults benefit from
memory training (Verhagen, Marcoen, & Goossens, 1992), and so the
lower memory functioning compared to younger adults is at least partially
reversible.

A two-factor model distinguishing fluid from crystallized intelligence
was proposed by Cattell and expanded by Horn (see Dixon, 2003, for a re-
view). Fluid intelligence, and its components of speed of processing, en-
coding newly learned material, and inferential reasoning, show clear
evidence of aging-related change. Crystallized intelligence, and its general
fund of information and vocabulary, show little age-related change until
age 70 or later (Schaie, 1996). These changes in average level of intellec-
tual abilities are observed but are not universal and may be caused by early
dementia or illness-related deficits (Schaie, 1996). Baltes and Staudinger
(2000) made a similar distinction between the mechanics of intelligence
(how we acquire knowledge) and the pragmatics of intelligence (the con-
tent of what we know) with parallel age trajectories.

Drawing on the information-processing “mind as computer” metaphor,
Rybash, Hoyer, and Roodin (1986) argued that increased experience can
be seen as operating like an “expert system” program. Accumulation of ex-
perience provides older adults with a considerable store of knowledge that
is informed by their work and family experiences. Older adults may outper-
form younger adults in these expert domains. Conversely, greater process-
ing speed may help younger adults successfully process new information
without the advantage of an expert system.

Similarly, Paul Baltes and colleagues with the Berlin Aging Study have
proposed a model of the development of wisdom in later life. Wisdom is
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composed of rich factual and procedural knowledge, life span contextual-
ism, relativism of values and priorities, and recognition and management
of uncertainty (e.g., Baltes & Staudinger, 2000). In general, wisdom in
this sense should be an asset for the work of therapy and make older clients
easier to work with. Working with clients who have more wisdom than
you do can be inspiring or somewhat daunting and anxiety arousing, de-
pending on the therapist.

Emotional changes over the adult life span are a topic of considerable
importance for psychotherapists working with older adults. Carstensen
(1992) proposed a theory of emotion across the life span called socioemo-
tional selectivity theory. This theory began with the observations that our
social support network gets smaller as we age (much of the change occurs
in the 30s), but life satisfaction stays stable. Carstensen suggested that
younger adults have a motivational focus on information seeking and
finding a mate and so need a large network of contacts. Later in adult-
hood, the motivational focus shifts to maintaining emotional balance.
This motivational focus underlies a shift toward positive affect as adults
age (e.g., Carstensen, Fung, & Charles, 2003).

The Specificity of Challenges in Late Life

Practitioners working with older adults may well be thinking that this
view of aging is overly optimistic. The outline of evidence for increasing
maturation has intentionally focused on normal development through the
life span. Yet many elderly clients seeking help in therapy are struggling
with problems that threaten psychological homeostasis at any point in the
life span: chronic illness, disability, the loss of loved ones to death, and
prolonged caregiving for family members with severe cognitive or physical
frailty. These problems are not unique to late life but are more likely in the
last third of life. In addition, late life is not immune to vicissitudes com-
mon throughout the life span: disappointment in love, arguments with
family members, and failing at the tasks we set ourselves. Finally, many
people who have struggled with depression, anxiety, substance abuse, or
psychosis all of their lives eventually become older adults who continue to
struggle with these problems.

In brief, clients come into psychotherapy because they have problems
that produce emotional distress. Older people in hospitals or nursing
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homes are there because they are physically ill, and often chronically ill.
Stated clearly, these facts are entirely obvious; however, it is not uncom-
mon to implicitly assume that these problems are due to advanced age
rather than to the underlying illness, psychological disorder, or severe
life stress. The tendency to identify young-old and old-old periods
within the older years and to equate young-old with a healthy, leisure-
oriented postretirement lifestyle and the old-old years with illness,
frailty, and disability is common. Such problems are stochastically more
common in the old-old years, and this fact is likely due to underlying bi-
ological changes in the “wear and repair” systems of the body. However,
the actual shift from the healthy, active years of aging to physical or
mental frailty is due to specific disease processes that differ across indi-
viduals and that differ in age of onset. These individual variations,
which are common, lead to our observations that an 80-year-old does
not seem old (i.e., she is still healthy and mentally alert), whereas a 60-
year-old seems very old (she has severe arthritis and moderately severe
dementia). In some instances, these individual variations can result 
in an old-old parent caring for a disabled young-old child. Common
everyday notions of what old age is like are wound up in notions about
illness and disability. The reality involves some association between
aging and frailty, but the association is far from a one-to-one correspon-
dence, and the belief that they are identical causes many problems for 
older adults.

The specific nature of these problems is important to the practice of
psychotherapy with individual older persons. Just as the deficit side of
the loss-deficit model ignored evidence for maturation, the perception
that generic losses are normative in late life fails to do justice to the spe-
cific nature of the losses incurred. Clinical experience suggests that it
matters whether what is lost is one’s spouse, one’s vision, or the use of
one’s legs. Recognizing the specificity of loss and reconceptualizing
losses as challenges implies that some losses can be overcome through re-
habilitation counseling as well as adjusted to through grief counseling.
Turning from a loss-deficit model to a maturity/specific challenge model
also helps us to recognize when depression is not normative for a given
life experience. For example, depression following retirement may
be seen in this model as atypical (because most older adults enjoy free-
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dom from the demands of work) and therefore in need of careful thera-
peutic assessment.

Chronic Illness and Disability

Clinical experience with older adults has made it clear to me that
working with emotionally distressed older adults very often means work-
ing with older adults who are chronically ill and/or physically disabled and
who are struggling to adjust to these problems. In setting out to do psycho-
logical work with older adults, I have had to learn about chronic illnesses
and their psychological impact, pain control, adherence to medical treat-
ment, rehabilitation strategies, and how to assess behavioral signs of med-
ication reactions. This work has taken me into hospitals, nursing homes,
cardiac rehabilitation programs, emergency rooms, and to the bedside of
many severely disabled older adults.

In doing this work, I have become acquainted with physicians and
nurses and have learned how to talk to and with them. I have learned
much about the limitations of medicine and about the demands that pa-
tients place on doctors. I have learned to think about hospitals and other
medical settings as organizational systems inhabited by human beings
but operating according to distinctive social rules. I have come to better
appreciate my own expertise by observing that many people with med-
ical training are as uncomfortable with emotionality, psychosis, and sui-
cidal threats as I am with blood, physical symptoms, and medical
emergencies. Learning to work with other disciplines in this way is an es-
sential aspect of doing psychotherapy with older adults (cf. Zeiss & Stef-
fen, 1996).

This aspect of working with older adults involves specialized knowl-
edge and specialized skills, as compared to other areas of psychothera-
peutic practice where physical problems and the physical dimension of
the person can be more safely ignored. The increased proportion of
chronic illness and disability with each decade of life and the increased
correlation of the physical and the psychological in later life require
therapists to discuss physical problems and to understand when a prob-
lem may have physical causes. This principle does not mean that every
psychotherapist working with the elderly must be a physician. It does
mean that we must be able to talk intelligently and cooperatively with
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physicians and with older clients who need to discuss the very real physi-
cal problems they face.

The specific-challenges part of the CCMSC model differs from the
loss-deficit model in that the loss-deficit model argues that the work of
therapy with the elderly is adjustment to the natural losses of late life and
grieving for them. This model is wrong on two counts. First, there is noth-
ing especially natural about blindness or heart disease or cancer. The fact
that they happen more frequently to older adults does not make these dis-
eases and disabilities part of normal development. It certainly does not
make the individual older person experience these problems as normal or
as less of a crisis than they would be for a younger adult.

Second, the loss-deficit model fails to suggest the next step of optimiz-
ing functioning. Rehabilitation may start by accepting the deficit in func-
tioning, but it does not end there. The next step is to consider how life
may be improved. The goal is often not the return to premorbid levels of
functioning and mood, but there is always room for improvement over the
level of mood and functioning present when the client enters therapy. It
should be noted that the presence of these issues in work with older clients
makes assessment more complex and challenging, that many psychothera-
pists are uncomfortable discussing physical problems or even being with
clients who are ill and disabled, and that seeking improvement (but not
total return to pre-illness mood levels) in the lives of clients with serious
and chronic health problems is different from seeking the complete remis-
sion of acute depression.

These issues may be even more troubling when the illness is a demen-
tia that produces cognitive impairment. The progressive nature of most
of the dementias makes the long-term outlook negative, and the dimin-
ishing cognitive ability will eventually directly interfere with verbally
oriented therapy. Nonetheless, there can be considerable value in work-
ing with older adults in the early to middle phases of a progressive de-
mentia, in a way that parallels the value of work with persons with a
terminal illness. The therapist must continually monitor the level of cog-
nitive impairment and the client’s ability to benefit from the therapy.
(See Knight, 2004, for a more extended discussion of this complex
topic.)
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Grief

In a similar manner, working with older adults in outpatient therapy
often involves grief work. Although loved ones die throughout our lives,
the experience is more common in later life. Older adults seeking help for
depression frequently have experienced the deaths of several loved ones in
the preceding months or years. Much of psychotherapy with older adults
will involve some grief work.

As was true for chronic illness and disability, older adults do not seem
to experience grief as a normal and expectable part of later life. Losing a
loved one, even a loved one who has been ill for some time, is often expe-
rienced as surprising and tragic. The loss may be experienced more deeply
because of the length of the relationship.

Unlike the loss-deficit model, the maturity/specific challenges model
goes beyond emotional grief work and the acceptance of loss to explore
the question of what the remainder of the grieving client’s life will be like.
Grief work is not only about accepting loss, but about finding a new way of
living without the deceased in one’s life.

Caregiving

Given the relatively high levels of illness and disability in later life,
many older adults who are not themselves ill or disabled will be caring for
a family member who is. The nature of the caregiving will depend in part
on the nature of the underlying illness of the care receiver, in the sense
that this will determine the nature of the tasks of caregiving, the length
of the caregiving period, and the degree of strain likely to be experi-
enced. In broad terms, it is known that caring for a person with demen-
tia is more stressful than caring for a physically frail family member (Ory,
Hoffman, Yee, Tennstedt, & Schulz, 1999), although individual reac-
tions will vary.

Compared to noncaregivers, caregivers experience higher levels of
symptoms of emotional distress (Schulz, O’Brien, Bookwala, & Fleissner,
1995) and have been found to have higher levels of clinical depression and
clinical anxiety disorders (Dura, Stukenberg, & Kiecolt Glaser, 1991).
There is some evidence for effects of caregiving on physical health as well,
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although this evidence is less consistent across studies (Schulz et al.,
1995). My own involvement with services for caregivers initially grew out
of noticing that a substantial proportion of therapy clients in the caseload
of the senior services program that I managed in a community mental
health center were caregivers. The emotional distress of caregivers is typi-
cally considered within a stress and coping framework (Aranda & Knight,
1997; Knight, Silverstein, McCallum, & Fox, 2000; Lazarus & Folkman,
1984) in which the perception of caregiving as burdensome, the care-
giver’s coping style, and the available social support are key influences on
mental health outcomes.

Caregiving always occurs in the context of a family relationship and is
typically a relationship with a long history. At least implicitly, and often
explicitly, working with a caregiver will require some conceptualization of
the family system in which the caregiving takes place and may well require
family sessions or ongoing family therapy (see Knight & McCallum, 1998;
Qualls, 1996).

In brief, the specific-challenges part of the CCMSC model recognizes
the gravity of the problems faced by older adults. It emphasizes the speci-
ficity of the problems and assumes that problems in later life can be over-
come. In fact, one implication of the model is that work with older adults
facing a specific problem should draw on the available knowledge about
helping all adults with similar problems. Therapy with older adults should
not become so specialized that techniques and concepts developed for
other clients are not readily generalized to older adults and that tech-
niques and concepts developed in gerontological counseling are not tried
with younger adults as appropriate.

Summary

The CCMSC model portrays older adults in a complex light that draws
on scientific gerontology. The normal developmental process of matura-
tion is seen as making older adults more mature in some ways and as pro-
ducing mild deficits in other cognitive processes. In general, the normal
developmental processes of adulthood and later life are characterized by
small, slow changes and an overall picture of continuity rather than
marked change. However, cohort differences shape many distinctions be-
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tween young and old adults, and these differences affect psychotherapy
with older adults, both in terms of building rapport and often in commu-
nication and understanding between client and therapist when they come
from different cohorts. The social contexts in which many older adults
live invite us to understand older adults in a specific context and to con-
sider the context as a source of their problems and as a target of change to
benefit them. Finally, some of the problems faced by older adults are en-
countered more frequently in later life and have come to be identified
with old age. Although these problems require specific expertise, they
should not be overidentified with the age of the client: Younger adults
have chronic illness, disabilities, grief, and caregiving responsibilities as
well, if less frequently than older persons.

ADAPTING PSYCHOTHERAPY FOR WORK
WITH OLDER CLIENTS

Drawing on the previous discussion of general findings in gerontology, the
following discussion explores the possible changes to be made in therapy
to maximize success with older clients. Adaptation might be required by
the social circumstances of older adults, cohort effects, or developmental
changes that take place during adulthood. Each of these three sources of
change has different implications for the nature and scope of adaptation
in therapy with older adults. The specific challenges of later life form a
fourth basis for adaptation of therapy, one that is problem specific rather
than client specific.

Therapy with older adults may need to adapt to specific social circum-
stances: retirement, widowhood, segregated housing, nursing homes, and
so on. As noted before, working in nursing homes requires expertise in
the social setting of the nursing home as much as it requires knowledge of
the process of aging. These adaptations need to respond to change in the
social definition and context of the elderly. For example, the past decade
or so has seen the rise and proliferation of assisted-care homes as a new
level of long-term care for older adults.

Changes due to cohort effects will differ with each cohort and will re-
quire that adaptations in therapy be constantly revised as each cohort
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becomes old. Adaptations based on cohort differences imply that knowl-
edge and skills specific to a given cohort will remain useful with that co-
hort as it ages. For example, if we have norms for a psychological test for
people in their 60s and those norms are now 20 years old, we would use
those norms with today’s 60-year-olds if developmental influences are pri-
mary and with today’s 80-year-olds if cohort differences are the operative
influence. Developmental changes affect all older adults and are relatively
consistent over time. If most adaptations were due to development, then
therapy with older adults might be different from therapy with younger
adults, as is therapy with children.

Adaptations Based on the Social Context of Older Adults

To the extent that older clients inhabit the specific social world of older
adults in American society (and not all older people do), the older client
must be understood in relation to his or her external social environment.
This concept, and especially interventions derived from it, has its roots in
social learning theory, which emphasizes the interrelatedness of person
and environment and the need to understand both to plan appropriate in-
terventions (Bandura, 1977; Rotter, 1954). In this sense, the “older Amer-
ican” is created by social policy and by stereotypical thinking of others in
our society.

Older people are usually retired and therefore living on a fixed income.
Their health care decisions are influenced by Medicare regulations. They
often (although not as often as is thought) live in age-segregated areas.
The men are usually married, and the women are usually alone; the dis-
crepancy creates pressures on both men and women in later life. Stereo-
typical thinking about aging means that many older people find their
relationships with others, including other older people, conditioned by
certain misconceptions, such as “All older people get Alzheimer’s dis-
ease,” “All elderly people are isolated and lonely,” “Older people are (or
ought to be) asexual,” or “Older people are greedy geezers.”

Therapists have three interests in the subculture of the elderly. One is
to understand the various ways our society makes life difficult for the eld-
erly and so creates some of the emotional problems that the therapist is
trying to ameliorate. With regard to this interest, without some explo-
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ration of the subculture and our formal and informal social policies, the
therapist will often be perplexed as to when the client is being realistic
about being insulted or discriminated against as opposed to when there is
some psychologically important level of suspiciousness indicating anxiety
or paranoia.

The second interest is that the therapist needs to understand the social
context in which the client lives to be able to understand the client and
work effectively with him or her. The social ecology of the organizations in
which older adults live, seek health care, spend leisure time, and so on af-
fect the individual’s self-concept and shape options for behavior. The way
that this plays out in residential settings is described by Frazer in Chapter 9.

Residential settings are only one of many special characteristics of the
older adult lifestyle. Programs funded by the Older Americans Act and
other social programs for senior citizens have created a variety of social
settings with special characteristics, including congregate meal sites, sen-
ior recreation centers, senior volunteer programs, and various advisory
and advocacy councils. For many seniors, doctors’ waiting rooms, hospital
emergency rooms, and other health care settings also function as major
social outlets. Those readers who have tried to make social chitchat with a
busy physician can understand the likelihood of frustration for both doc-
tor and patient. For the therapist to function effectively and to understand
what clients are talking about, some exposure to each of these settings is
very useful. Preferably, visits should take place when the therapist (or ther-
apist in training) can be somewhat removed from the professional role
and more of a participant observer in the anthropological sense.

The third interest of the therapist in the social context of older clients
relates to the need to understand the social context well enough to be of
active assistance to the older client when this is needed. Most discussions
of psychotherapy with the elderly emphasize—and correctly so—the com-
plex nature of the problems faced by elderly persons and the need for inter-
vention in nonpsychological areas of their lives (e.g., Smyer & Qualls,
1999; Zarit & Zarit, 1998). Various authors have suggested the need to do
casework for older clients, the need to work within a biopsychosocial
model, and the need to take a more interdisciplinary focus. Casework serv-
ices, which can include a wide variety of activities, are used here to refer
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to two types of activities on the part of the therapist working with older
clients. One is providing accurate information on available services for
problems the client has that do not fall within the scope of the problems
that therapy is likely to resolve; the other is actually providing or setting
up services for the client.

Each community will have a somewhat different network of services.
Important services to look for in any local context are the following:

• Physicians who are knowledgeable about and comfortable with the
elderly

• Various types of residences available to older adults, including in-
dependent living, assisted living, residential care, and skilled nurs-
ing facilities

• Geriatric case management services
• Specialized services for older persons with dementia
• Services for caregivers of frail older adults
• Congregate meal sites and home-delivered meal programs
• Senior recreation centers
• Day care centers for the elderly
• Income assistance programs
• Transportation services
• Hospital-based programs
• Legal services, including regulations and agencies that cover

guardianship of dependent adults or elderly
• Home health services
• Emergency services that provide monetary loans or food or pay

utility bills in bad weather
• Elder abuse laws and hotlines

To locate supportive services, good initial sources are the local Area
Agency on Aging, Alzheimer’s Association chapters, geriatric case man-
agers, the aging service section of public social services, ombudsman pro-
grams, adult protective services, self-help groups, and hospital discharge
planners. Remember that both public and private resources must be con-
sidered.
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At times, the decision to refer is quite clear-cut. The client needs a
given service that is available, and providing the information is the easi-
est way to resolve the issue. In other cases, there is a judgment to be
made about whether clients would do better to resolve the problem on
their own. In one instance, a client who was quite delusional and disor-
ganized in her thinking was facing eviction from an apartment where
the rent had been raised beyond her fixed retirement income. While
proceeding with therapy, the therapist actively attempted to secure a
placement in public housing. This was not an easy task as the supply was
far smaller than the demand. While the housing bureaucracy was being
dealt with, the client recovered sufficiently to implement her own plan:
the recruitment of three roommates to share expenses. The arrangement
lasted for 2 years.

The outcome of the preceding example points to a potential conflict
between the values of psychotherapy and those of case management.
Therapy is generally oriented toward increasing client independence and
working to have clients do things for themselves and solve problems for
themselves. Casework is often about solving problems for people by provid-
ing concrete service solutions. As the preceding example indicated, it is
not always easy to know when an impaired client can still solve a problem
independently. The other end of this conflict is illustrated by considering
whether it makes more sense to pursue therapy with clients who are so de-
pressed that they have not eaten well in weeks or to immediately refer
them to home-delivered meals services and start therapy after a few days of
good meals.

Cohort-Based Adaptations

As noted, there are many sources of differences between younger and
older adults that are due to cohort dissimilarities rather than to develop-
mental changes. These differences include variations across cohorts in
cognitive abilities, educational levels, word usage preferences, normative
life trajectories, and the sociohistorical context within which the individ-
ual’s life story unfolds. These differences hold implications for the adapta-
tion of therapy with older clients who, in this context, are better described
as earlier-born clients. This phrasing emphasizes that it is the era into
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which one is born, rather than the current position in the life cycle, that is
the basis of the adaptation.

The lower levels of education in earlier cohorts suggest that therapists
should rely less on abstraction and complex terminology and not assume
that the client will share the therapist’s psychological worldview. Older
adults may require simpler language to describe therapeutic processes and
a lengthier explanation of the nature of therapy. These changes are similar
to those used when doing therapy with clients of lower socioeconomic sta-
tus (Goldstein, 1973; Lorion, 1978). The focus on cohort differences and
education as the causes of these changes reminds us that more highly edu-
cated cohorts will be getting older in the near future and that not all older
clients require this adaptation, but only the ones who do have less educa-
tion.

Life patterns change across cohorts, and then (sometimes) change
back. Knowing what is normative for a client depends a great deal on un-
derstanding these cohort differences. The psychological significance of a
woman not marrying but pursuing a career may be very different for a
woman who came of age in the 1940s or 1950s as compared to one who
came of age in the 1970s or later. The social stigma and psychological dis-
tress of growing up as the child of divorced parents was different for chil-
dren in the 1930s and 1940s than for children of the late-twentieth
century. The later-born therapist can miss such cues by interpreting a
1940s (or 1950s) young adult life by early twenty-first-century standards.

To understand the client’s life history, it is helpful to be able to place him
or her in the flow of historical time. That is, to some extent, working with
earlier-born clients implies a need to understand in outline the history of
the twentieth century and especially the events that often have great per-
sonal or familial significance: World War I, World War II, the Great De-
pression, the waves of immigration from Europe in the 1920s, the Jazz Age,
the ebb and flow of progressive and conservative politics and moral think-
ing, and so on. In trying to understand clients, I find myself constantly
doing mental arithmetic to construct a sense of the client’s life cycle and
how it fits into historical time. It is generally helpful to keep in mind when
a client reached adulthood and to think about the history and values of that
period. To keep the math simple, I add 20 years to the birth year to get an
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approximate sense of the cohort that the client reached young adulthood
with. Then I transform statements about “I changed jobs 12 years after I
married” into “That means he was 34 then, and so it was 1944. Why wasn’t
he in military service during WWII?” The life course paradigm in sociolog-
ical conceptions of aging describes this process as using “multiple time
clocks” to track where the individual is in the life cycle and to place him or
her in the flow of historical time (as well as in the changing roles of the
family context over time; see Bengtson & Allen, 1993).

Cohort-based changes may be some of the more significant changes
confronting therapists working with clients who are earlier born and
whose lives are shaped by events that the therapist does not recall from
personal experience. It implies some need to have an understanding of
history, not always common among psychotherapists. Much of what one
needs to know can be learned from the client, especially as the real issue
in all cases is what the client understood the impact of these historical
events to be. The questions must be asked, however, and I often find that
younger therapists do not want to ask such questions for fear of displaying
ignorance or of calling attention to the age difference between them and
the older client. On the whole, I find that clients appreciate being asked
such questions and feel more clearly understood when they explain events
of which the therapist is ignorant.

Cohort differences provide one basis for thinking of older adults as a spe-
cial population. In a sense, older adults present problems similar to those of
clients who are fluent in English but raised in a different culture: Words are
the same but may be used in different ways, and the client’s experiences are
rooted in a social context with which we are not familiar and may be influ-
enced by values different from our own. Earlier-born cohorts are from a dif-
ferent time rather than a different place, but the same responses apply:
sensitivity to cues that words are used in different ways, awareness of not
sharing a similar background, and being willing to use one’s ignorance con-
structively to learn from the client about the client’s experience.

Adaptations Due to Development and Maturation

The earlier overview of gerontology suggested that consistent develop-
mental changes occurring with aging are seen in the slowing of cognitive
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processing, changes in cognitive abilities and in memory performance,
changes in emotional complexity, and the opportunity to have developed
expertise in relationships. Much of maturation in adulthood is character-
ized by stability or by positive change, with negative changes often being
small, not important for socially significant functioning, and compen-
sated for by use of other intact abilities. In addition, it was emphasized
that adult developmental change is far from consistent either across indi-
viduals or among any one individual’s various characteristics. The poten-
tial impact of each of the consistently observed factors on the practice of
psychotherapy is considered in this section.

Slowing

The slowing of cognitive processes that occurs with normal aging,
which is increased with many chronic diseases, can become a noticeable
influence on communication between older and younger adults. The
smaller capacity of working memory in later life is likely to have a simi-
lar impact on processing conversation and written materials. It is espe-
cially noticeable if the younger professional is feeling rushed or talks
quickly as a matter of habit, or when the older person has the additional
slowing that comes with depression, hypertension, dementia, or other
disorders with psychomotor slowing as a symptom. In any case, the rec-
ommendation is clear: If there appears to be some uncertainty in com-
munication, the younger therapist should relax and slow down the pace
of the conversation.

The impact of slowing in therapy is that the conversational flow of
each session is usually slower than with younger adults in both the pacing
of sentences and the latency between client speech and therapist speech.
Speaking quickly often leads to communication inaccuracy and the need
to repeat. The therapist working with older clients will need to be more
aware of pacing in sessions and may need to resist actively any personal
tendency to speak quickly in response to time pressure, anxiety, or excite-
ment.

If these changes were not compensated in other ways, one would expect
that therapeutic progress as a whole would be slower with older adults in
terms of number of sessions required to reach therapeutic goals. In a meta-
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analysis of therapy outcome studies with older adults, Pinquart and
Sörensen (2001) reported that studies using more than nine sessions
achieved better outcomes than shorter interventions. One study of
therapist-rated change suggested that the old-old need more sessions to
achieve gains comparable to the young-old (Knight, 1988).

Memory

Changes in the capacity of working memory in later life (Light, 1990;
Salthouse, 1991) may also require some modification of communication
style in the therapy setting. Working memory is the active processing ca-
pacity of memory—the number of things that can be actively held in
memory and worked on at one time. This limited capacity store may be
slightly smaller in later life. If so, it may account for changes in compre-
hension of speech and in problem-solving abilities. Both of these changes
can be compensated for by slowing the pace of speech, simplifying sen-
tence structure, and presenting problems in smaller pieces.

Fluid versus Crystallized Intelligence

To the extent that therapy mostly draws on well-learned information
about oneself and the world, there is not likely to be any major effect of de-
velopmental aging on the therapeutic process. The tasks associated with
fluid intelligence often have a timed component or involve visually medi-
ated processing. Reasoning is usually associated with fluid intelligence. If
reasoning declines with aging, it may have some impact on therapy. The
required changes are likely to be similar to those that one might make
working with less educated adults; that is, one may have to use more con-
crete examples and do more of the inferential work oneself rather than re-
lying on the client to think through the implications of abstract
interpretations.

Expertise and Greater Cognitive Complexity

The development of expertise through life experience will, in general,
be an asset when working with older adults. Older clients often have
expertise that is relevant to the problem they brought to therapy. Their
accumulated knowledge of people and relationships can be brought to
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bear on current relationship problems. Tapping into this expertise can be
an adaptation for the therapist in a couple of ways. First, therapists work-
ing with younger adults may be more used to encouraging people to ex-
plore themselves to discover untapped strengths. Switching to helping
people recall and use already existing strengths is not more difficult, but
it is different. Second, working with clients who have more experience
and expertise than you do is a change of perspective for the therapist. It
can be quite exciting for therapists who are open to learning from clients;
it may be anxiety arousing for therapists who are uncertain of their own
abilities.

When older adults do exhibit greater cognitive complexity, these attrib-
utes are likely to be helpful in therapy. An ability to appreciate the ebb
and flow of change in life, to take the other person’s viewpoint, to appre-
ciate differences in perspective based on cultural, religious, or family dif-
ferences are all beneficial to the work of therapy. As with expertise, it can
be unsettling to work with clients who may have more of these abilities
than you do. Older adults may explain to you how they resolved a problem
or may explain their understanding of an interpersonal event because it is
outside of your comprehension. For example, my own understanding of
how parents negotiate adult-to-adult relationships with grown children
while still retaining vivid memories of this individual as a child and a
deeply felt sense of needing to protect him or her comes from clients who
explained it to me.

Emotional Changes in Later Life

Emotionality is thought to be more complex and probably less intense
in later life. In general, my experience has been that sessions with older
clients involve less expression of emotion than sessions with younger
adults. Older people are less inclined to cry (especially to sob), less in-
clined to shout in anger, and less inclined to bounce up and down for joy.
They often describe complex mixes of emotional reactions to the events of
their lives. An argument between an older client and her middle-aged
daughter may arouse a mixture of anger, sadness, guilt, and pride; the same
incident in a younger client may well be associated with only one of these
emotions.
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CONCLUSION

We have considered and rejected the presumed pessimism about therapeu-
tic work with older adults. The discussion of possible adaptations of ther-
apy with the elderly has considered the following three perspectives on
why modification might be needed:

1. The contextual view points to differences due to socially created
and modifiable differences in lifestyle between the young and the
old. These differences are specific to those elderly who are in that
social contexts: retired, live in segregated environments, become
senior advocates, and so forth.

2. Cohort differences are differences between groups born at differ-
ent times. There is a need to comprehend the historical back-
ground and the values of the generational groups that are now
older and to be aware that these differences are specific to persons
of a given era. Future generations of elders will, of course, be differ-
ent from the current ones. There is some evidence (e.g., Schaie,
1996) that differences between cohorts born in the early to mid-
twentieth century are larger than cohort differences between those
born in midcentury and later, at least with regard to differences in
intellectual functioning. Whether this will be true for values, life
experiences, and so forth remains to be seen.

3. The developmental perspective suggests that modification may be
needed because of developmental changes in the adult as he or she
ages. The conclusion so far is that such changes primarily mean a
possible need to slow down the therapeutic conversation and rely
less on the client’s inferential reasoning abilities and also to recog-
nize the client’s greater maturity, expertise based on adult life ex-
periences, greater cognitive and emotional complexity, and more
mature coping strategies.

The discussion of these sources of change has laid a groundwork
for arguing that the major adaptations to therapy with the elderly will
arise from cohort effects and social context effects rather than from
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developmental changes. This perspective makes the therapist’s task in
approaching work with the older client easier in that comprehending
persons of different backgrounds is easier than comprehending stages of
life that one has not yet experienced. It also brings the work of under-
standing the elderly within the range of familiar skills: Most therapists
have had exposure to different cohorts and to persons of different social
backgrounds. In addition, reflection on therapeutic experience suggests
positive characteristics of older clients that may make them very well
suited to the work of therapy.

Before leaving the topic of adaptations to therapy, there are other ob-
servations based on clinical experience that lead to an optimistic attitude
toward therapy with older people. Older people bring to therapy a broad
range of experience, richer psychological histories, and opportunities to
experiment that are characteristic of the postretirement lifestyle.

Perhaps the most obvious thing that can be said about the potential for
change in older adults is that they have lived longer than younger adults.
This implies a broader range of experience and more time to have learned
about themselves and others. The more traditional, largely pessimistic,
view has been that adult development and increased experience make
people rigid and set in their ways. Yet some clinicians working with the
elderly have felt that the effect is quite the reverse: that growth and expe-
rience teach adults to be more flexible, less dogmatic, and more aware that
there are different ways of looking at life.

A closely related reason for optimism about therapeutic change with the
elderly is that older adults have a much richer psychological history with
which to work. Although there is seldom time to work through all of it, ex-
ploration of any given theme in life can produce multiple examples that pro-
vide the therapist with much richer data to build a conceptualization of the
person’s approach to that special aspect of his or her life. If, for example, the
client is concerned about some quality of the relationships in his or her life,
the older client can relate the rich experience of a lifetime of diverse rela-
tionships with friends, lovers, spouse(s), children, coworkers in various job
settings, grandchildren, and others. If the issue has been of concern for some
time, there likely are examples of many different ways that the client has ap-
proached the problem in the past with various patterns of success and fail-
ure. The therapeutic challenge is to be able to absorb as much information
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as possible and to interpret and reinterpret the data of the client’s life in new
and helpful ways that are relevant to current issues.

Therapy involves more than simply understanding oneself and learning
new ways of looking at things. Once the understanding is reached there is
usually a need to do some things differently. For making these changes,
some of the very factors that are traditionally considered losses in old age
remove significant barriers to change. When a younger adult reaches a
new understanding in therapy and wants to follow up with changes in life
outside the therapy room, there is often considerable pressure to remain
the same from coworkers, spouse, and family. In addition to actual pres-
sure from others, the energy drain of working and raising a family may se-
riously reduce the ability to devote time and energy to making the change.
The postretirement older adult with more leisure time and relatively little
involvement in stable and stabilizing social environments such as work
and family is in an excellent position to explore various alternative ways of
acting and being. Virtually any change that clients desire to make can be
experimented with in the context of the options provided by enhanced
leisure time and decreased social pressure.

This spirit of optimism about the possibility for change in late life runs
counter to common folk wisdom about aging and clinical lore about older
adults. It is, however, based on an understanding of aging gathered from
gerontological knowledge and clinical experience with a large number of
older adults in various community settings. In the absence of ill health,
not only is there no block to normal therapeutic work with the elderly, but
these positive factors can make working with the elderly a very rewarding
experience for the therapist.
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