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ABSTRACT 
Aim: Ageism intrudes into clinical assessment, leading to over/underdiagnosis of mental and neurocogni-
tive disorders. The aim of this research was to investigate the existence of similarities or differences in the 
way that Greek psychologists assess an older adult’s psychological problem in comparison with a younger 
adult’s similar problem. Method: Questionnaires were sent by email and responses were received from 
a sample of 159 Greek psychologists. The instruments used were two detailed clinical vignettes of cases 
of women with depressive symptomatology differentiated only by age (42 years vs. 72 years old), a ques-
tionnaire rating evaluative judgments regarding the symptomatology and treatment of the hypothetical 
patient, and a demographic characteristics questionnaire. Each of the two versions of the vignette was dis-
tributed to the participants according the double-blinded method. Results: Some of the results revealed 
prejudices of professionals in relation to the patient’s age. The areas of variation were the prognosis, the 
aetiology of its symptomatology, and the choice of appropriate treatment for it. Regarding the other areas 
of clinical assessment that were investigated (diagnosis, therapeutic relationship, willingness to treat), no 
age biases were identified. Conclusion: Results indicate that age group was correlated with three impor-
tant aspects of assessment. 
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ΠΕΡΙΛΗΨΗ
Σκοπός: Έχει αποδειχθεί από την διεθνή βιβλιογραφία ότι το φαινόμενο του ηλικιακού ρατσισμού παρει-
σφρέει στην κλινική εκτίμηση οδηγώντας σε υπερ/υποδιάγνωση ψυχικών και γνωσιακών διαταραχών. Στόχος 
της παρούσας έρευνας ήταν να ανιχνεύσει την ύπαρξη ή όχι ηλικιακών προκαταλήψεων σε επαγγελματίες 
ψυχικής υγείας. Μέθοδος: Για αυτόν τον σκοπό ένα τυχαίο δείγμα ψυχολόγων έλαβε λεπτομερείς κλινικές 
βινιέτες περιπτώσεων μιας γυναίκας με συμπτωματολογία κατάθλιψης με μόνη διαφορά την ηλικία αυτής (42 
ετών και 72 ετών). Οι συμμετέχοντες συμπλήρωσαν ένα ερωτηματολόγιο βαθμολογόντας βάσει της κλίμα-
κας Likert επιλογές απαντήσεων σχετικά με τη συμπτωματολογία και τη θεραπεία της υποθετικής ασθενούς. 
Αποτελέσματα: Μερικά μόνο από τα αποτελέσματα φανέρωσαν προκαταλήψεις των επαγγελματιών σε 
σχέση με την ηλικία της ασθενούς. Οι τομείς που υπήρξε διαφοροποίηση ήταν η πρόγνωση, η αιτιολογία 
της συμπτωματολογίας της και η επιλογή της κατάλληλης θεραπείας για αυτήν. Αναφορικά με τους άλλους 
τομείς της κλινικής εκτίμησης που ερευνήθηκαν (διάγνωση, θεραπευτική σχέση, προθυμία ανάληψης) δεν 
εντοπίστηκαν ηλικιακές προκαταλήψεις. Συμπέρασμα: Περισσότερη έμφαση θα πρέπει να δοθεί στη γνω-
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στική ενημερότητα των επαγγελματιών ψυχικής υγείας αναφορικά με ζητήματα ηλικιακού ρατσισμού και του 
τρόπου που μπορεί να αλλοιώσουν την κρίση τους.

Λέξεις-Κλειδιά: Ηλικιακός ρατσισμός, τρίτη ηλικία, επαγγελματίες ψυχικής υγείας

INTRODUCTION

The increase in the elderly population has become 
a global phenomenon, which can have serious 
economic consequences and impacts on the way 
age groups are treated over the years.[1] Regarding 
the share of people aged 65 and over, Greece is in 
fifth place (23.0%) among European countries with 
the highest percentage of this age group.[2]

The term ageism was first used by Robert Butler, 
who described it as “the prejudice of one age group 
against another.”[3] Research has shown that per-
ceived ageism can affect an individual’s self-image, 
subjective sense of age,[4] and body image.[5] Experi-
ences of ageism throughout life can affect mood, 
causing symptoms of depression, anxiety,[6] and gen-
erally deteriorating a person’s mental health.

The phenomenon of ageism as expressed in the 
attitudes of health professionals (both medical and 
paramedical) and mental health had not been studied 
in Greece. It seems that older adults are marginal-
ised in the field of mental health despite research 
showing that they correspond to the group most 
amenable to treatment and improvement.[7] One 
possible reason is the negative attitudes that many 
psychologists hold toward this age group.[8,9] Depres-
sion is the second most common mental illness in 
older adults.[10,11] Mental health professionals who 
are not trained in geriatrics and gerontology may 
overdiagnose[12] or underdiagnose depression[13] due 
to confusion with other neurocognitive disorders. 
There is also unnecessary prescription of medications 
by physicians without consideration of potentially 
harmful interactions.[14,15]

The following study may be used as a starting 
point: James and Haley[16] were the first to exam-
ine mental health professionals’ attitudes toward 
patients of different ages using vignettes. Other re-
searchers studied different mental illnesses in a similar 
way,[17] assessing how professionals evaluate two age 
groups. In Australia, Helmes and Gee[18] presented 
hypothetical patient cases to psychologists and coun-
sellors, and found that older patients were more 
often assessed with worse prognosis, had poorer 
expected therapeutic alliance, and were considered 
less suitable for their ascribed treatment compared 
to younger patients with identical symptoms. The 
present study is the first to examine similar biases 
among psychologists in Greece using vignettes.

METHODS
Sample

The study included 159 participants (22–74 years 
old), of whom 79 completed the questionnaire with 
the older woman and 80 with the younger woman. 
Women constituted 84.3% of the sample, and 15.7% 
were men. The mean age was 33.18 years (SD 10.4). 
Regarding education, 41.5% reported a university 
degree, and 57.9% reported postgraduate education.

Vignette

The vignette used was designed by James and Haley.
[16] It described a woman presenting with loss of 
interest in activities, early-morning awakening, and 
weight loss. The two versions differed only in the 
client’s age (42 vs. 72 years old). Questions examined 
potential professional biases regarding diagnosis, 
therapeutic relationship, prognosis, intention to take 
on the client, and perceived competence. Responses 
were given on a 4-point Likert scale.[19] Participants 
completed informed consent and demographics 
beforehand. The questionnaire consisted of eight 
questions examining: diagnosis (“According to your 
first impression, which diagnosis would you assign 
to this patient?”), prognosis (“In your opinion, 
what would be the prognosis for this patient?”), 
therapeutic relationship (“Based on your judgment, 
how would you evaluate this patient’s ability to form 
a therapeutic relationship?”), therapist competence 
(“To what extent do you think you are able to take on 
this patient given your current level of experience?”), 
intention to take on the client (“How would you 
rate your willingness to take on this patient?”), 
perceived treatment benefit (“To what extent do 
you think patients with these characteristics would 
benefit from treatment?”), treatment choice (“Please 
select, at your discretion, the most appropriate 
treatment option for this specific case.”), and 
symptom aetiology (“How likely do you consider the 
patient’s complaints to stem from an organic mental 
disorder—such as delirium or amnestic disorders—or 
from an underlying physical illness?”).

Design

This research has the approval of the Research Ethics 
and Ethics Committee. Psychologists from across 
Greece completed the questionnaires remotely 
via an electronic form. A double-blind distribution 
method randomly assigned one of the two versions. 
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Participants were informed about anonymity, 
voluntary participation, and exclusive research use 
of their data. Their responses were automatically 
sent to the research team.

Statistical Analysis

After data collection, analysis was done using SPSS. 
Independence and correlation tests were conducted, 
with the client’s age group as the independent 
variable and diagnosis, prognosis, treatment choice, 
therapeutic relationship, willingness to take on the 
case, and symptom aetiology as dependent variables.

RESULTS

Correlation of age group with prognosis, treat-
ment choice, and aetiology

Age was significantly correlated with prognosis, 
with older patients receiving worse prognoses (p = 
.009). The patient’s age also significantly affected 
treatment choice (χ² = 7.6, p = .006), confirmed by 
the Likelihood Ratio (p = .006). The Cochran–Mantel–
Haenszel Test showed an Odds Ratio of 2.56 (p = 
.009), meaning professionals were 2.56 times more 
likely to choose combined treatment for older adults.

Professionals were also more likely to attribute 
symptoms to organic causes in older adults, whereas 
symptoms in middle-aged adults were more often 
attributed to psychological causes (χ² = 9.1, p = .01), 
again supported by the Likelihood Ratio (p = .01).

Association of age with diagnosis, therapeutic 
relationship, and willingness to take the case

Differences in diagnosis between age groups were 
not statistically significant (p = .29). Likewise, the 
ability to form a therapeutic relationship showed 

no significant age effect (p = .09), although some 
trends appeared. Willingness to take on the case also 
showed no significant difference (p = .693).

DISCUSSION

This study examined the influence of age on Greek 
psychologists’ evaluations of two identical depressive 
vignettes. Consistent with expectations based on 
ageism theory, age affected some aspects of clinical 
judgment.

The older patient was associated with a worse 
prognosis, consistent with prejudices about limited 
mental recovery in older age or genuine clinical chal-
lenges.[16–18] This judgment may reflect beliefs about 
limited change in later life[9,20] or assumptions about 
proximity to end of life.[20]

Age also influenced treatment decisions. Com-
bined therapy was selected more often for the older 
patient, whereas psychotherapy alone was preferred 
for the younger patient. Although evidence sug-
gests combined therapy may be beneficial for older 
adults,[11] this pattern may reflect assumptions that 
elderly individuals are more resistant to change[20,22] 
or that pharmacotherapy is more necessary or effec-
tive at older ages.[21] Additionally, older adults often 
seek help first from physicians, who may more easily 
prescribe antidepressants.[15]

Age also influenced symptom attribution, with old-
er adults’ symptoms more often considered organic 
in origin.[16] This misattribution may contribute to the 
underdiagnosis of depression in older adults,[13] and 
the belief that depression is a natural consequence 
of aging.[20,22]

No significant age effects emerged regarding di-
agnosis, therapeutic relationship, or willingness to 
take the case, diverging from previous studies.[16–18] 
Cultural factors, sample characteristics, or increased 

Table 1. Demographic characteristics.

Client age

42 years 72 years

N Mean SD Percent N Mean SD Percent

Age 80 32.5 10.5 - 78 33.8 10.3 -

Sex 80 - - 79 - -

Female 69 - - 86.3 65 - - 82.3

Male 11 - - 13.8 14 17.7

Level of education 80 - - 78 - -

Bachelor’s Degree 34 - - 42.5 32 - - 41.0

Master’s Degree 46 - - 57.5 46 - - 59.0
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awareness of ageism since earlier decades may ex-
plain the discrepancy.

The findings of the present study highlight the 
added value of incorporating standardized and vali-
dated assessment scales into the clinical evaluation 
of depressive symptomatology, particularly in older 
adults. Reliance solely on unstructured clinical judg-
ment may increase vulnerability to implicit age-relat-
ed biases, potentially influencing prognosis estima-
tion, symptom attribution, and treatment planning. 
Structured assessment tools provide operationalized 
criteria that can improve diagnostic accuracy and 
reduce subjectivity in clinical decision-making.[23,24]

Several depression rating scales have demonstrat-
ed strong psychometric properties and clinical utility 
across age groups. Instruments such as the Hamilton 
Depression Rating Scale (HAM-D), the Montgomery–
Åsberg Depression Rating Scale (MADRS), and the 
Cornell Scale for Depression in Dementia (CSDD) are 
widely used in both clinical and research contexts and 
allow for a more nuanced evaluation of symptom 
severity, course, and treatment response.[25-27] Impor-
tantly, the CSDD was specifically developed for use 
in older adults, including individuals with cognitive 
impairment, and integrates information from both 
patient interviews and informant reports, thereby 
enhancing diagnostic validity in complex geriatric 
populations.[27,28]

Several limitations of the present study should be 
considered. First, the vignette-based methodology, 
while effective in isolating attitudinal variables, may 
not fully capture the complexity of real-life clinical 
encounters, including nonverbal communication and 
therapeutic dynamics.[31]

Second, the cross-sectional design of the study 
precludes causal inferences regarding the relation-
ship between patient age and clinical judgment. 
Longitudinal designs could provide further insight 
into how professional attitudes evolve over time or 
in response to targeted educational interventions.[32]

Third, although the use of a forced-choice 4-point 
Likert scale was intended to reduce neutral respond-
ing, this format may have limited response variability 
and sensitivity to subtle attitudinal differences.[33]

CONCLUSION

Ageism has not been sufficiently studied in Greece. 
This research may serve as a starting point for further 
investigation. Future studies might incorporate 
qualitative methods, examine professional 
demographics such as experience, and continue 
raising awareness regarding ageism in clinical 
judgment. The findings highlight the importance 
of specialised training in geriatric psychology and 
psychogeriatrics.
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