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listic care delivery.

fectiveness in the care of the elderly. However, related studies have
reported conflicting results. We aimed to explore the pooled effect
of emotion-oriented approaches on the psychological outcomes and
cognitive function of older adults through a meta-analysis of ran-
domised controlled trials (RCTs).

Methods We searched eight databases — CINAHL, Cochrane, Em-
base, Ovid MEDLINE, PsycINFO, PubMed, Scopus, and Web of
Science — for RCTs from inception to 11 January 2024. Participants
aged 60 years or older who received emotion-oriented approaches
as the intervention, and reported outcomes of interest in the studies
were included. The primary outcome was psychological outcomes
(depression, self-esteem, life satisfaction and loneliness), and the
secondary outcome was global cognitive function. The pooled effect
size was computed in comprehensive meta-analysis 3.0 software us-
ing Hedges’ g (g) with random-effects model. Furthermore, hetero-
geneity was assessed through Cochrane’s Q and 12 tests. The quality
of the included studies was evaluated using the Cochrane Risk of
Bias tool. To explore potential sources of heterogeneity, moderator
analyses were conducted.

Results We included 37 RCTs and found that emotion-oriented
approaches improve depression (g=-0.82, 95% CI=-1.08, -0.56),
self-esteem (g=0.98, 95% CI=0.31, 1.64), life satisfaction (g=0.63,
95% CI=0.37, 0.88), loneliness (g=-2.22, 95% CI=-3.80, -0.64)
and global cognitive function (g=0.34, 95% CI=0.19, 0.49) in old-
er adults. We also observed significant follow-up effects on depres-
sion (g=-1.40, 95% Cl=-2.45, -0.34) and loneliness (g=-3.48, 95%
CI=6.02, -0.94).

Conclusions Emotion-oriented approaches are promising interven-
tions in improving psychological outcomes and global cognitive
function in older adults. Health care workers should receive training
to promote and integrate emotion-oriented approaches into routine
care of older adults emphasising the importance of collaborative ef-
forts among health care professionals and caregivers to ensure ho-
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The projection for the global population aged 260 years will increase from 1.4 billion to 2.1 billion between
2030 and 2050 [1]. Internationally, the increase in the elderly population from 7 to 14% signifies the pace
of societal aging. Compared to other countries, France has undergone a gradual aging process over 115
years, while Sweden took 85 years. In contrast, the USA is projected to gradually age over 73 years, whereas
Taiwan is expected to reach a similar level of aging in just 24 years [2]. The aging of the population struc-
ture will also exacerbate the burden of the working-age individuals (aged 15-64) and according to the US
Central Intelligence Agency [3], there was approximately one older adults (65 years and older) supported
by every four working-age individuals in the USA in 2021. However, in Japan, with only two working-age
individuals supporting one older adult in 2021, the numbers highlighted the population aging issue and
social support pressure the country faces. Furthermore, this demographic shift is accompanied by a simul-
taneous increase in the number of older adults facing challenges such as cognitive decline, physical impair-
ments, and loneliness [4—6].

According to the research, individuals with lower socioeconomic status (SES) experience accelerated aging
and more pronounced declines in cognitive performance, as well as in social function, such as organisa-
tional membership, number of close friends, volunteering, and cultural engagement [7]. Conversely, higher
SES typically correlates with a better quality of life, wider social networks, and improved access to health
care resources. These factors, such as achieving educational, participating in leisure and social activities,
contribute to increased cognitive stimulation and the development of cognitive reserve, which may aid in
preventing or delaying the onset of cognition function decline [8-10]. Concerning loneliness, personal-
ity traits have been linked to loneliness among older adults [11]. A meta-analysis indicated that the typical
lonely individual tends to exhibit introverted traits [12]. This inclination toward introversion may result in
a preference for solitude, thereby reducing opportunities for social interaction and potentially exacerbating
feelings of loneliness [13]. Additionally, another significant concern emerging is the prevalence of psycho-
logical disturbances, including anxiety, sadness, depression, and disruptions in social interactions [14,15].
The accumulation of these conditions can have adverse effects on health, diminish the quality of life (QoL),
and erode overall well-being.

The bidirectional relationship between caregiver stress and the well-being of older adults underscores their
interconnectedness. On one hand, the severity of the care recipient’s disease, behavioural issues, functional
status, cognitive function, and dependency can impact caregivers, resulting in stress during the care of
older adults [16,17]. On the other hand, caregiver stress, resulting from the physical, emotional, and finan-
cial demands of caregiving, significantly influences the well-being of older adults [16,18]. This stress can
lead to a decline in the quality of care, an increased risk of neglect or abuse, and mistreatment among older
adults, as well as a decrease in the well-being of caregivers over time [17,18]. Consequently, the identifica-
tion of strategies to promote healthy aging and alleviate caregiver burden is urgently required. As a strate-
gic approach, emotion-oriented approaches play a pivotal role in enhancing emotional well-being, social
function, and ultimately the QoL among older adults, while also improving knowledge and caregiving skills
[19]. These interventions encompass a variety of approaches, including reminiscence therapy, simulated
presence therapy, validation therapy, sensory stimulation, and supportive psychotherapy [20]. Emotion-
oriented approaches encourage older adults to express their feelings [21-23]. These interactions with others
can provide social support, facilitate self-understanding, enhance self-esteem, achieve internal self-integra-
tion, develop a sense of life meaning, and boost self-worth [23,24]. Therefore, emotion-oriented approaches
are important and useful non-pharmacological interventions to improve psychological well-being and cog-
nition function in older adults by health care workers.

Existing evidence from a prior systematic review [25] revealed inconsistency and lack of clarity among stud-
ies on the effects of emotion-oriented approaches in older adults. As a result, a comprehensive review of cur-
rent studies to generate more plausible evidence was required because no conclusive evidence on the effects
of emotion-oriented approaches on psychological and cognitive outcomes in older adults could be identi-
fied. Moreover, previous studies have shown that reminiscence therapy significantly improved depression,
self-esteem, life satisfaction, improved cognitive function, quality of life, depressive, and neuropsychiatric
symptoms among people with dementia [21,26,27]. Lan et al. [22], and Westerhof and Slatman [28] indi-
cated that life review alleviates depression and improves well-being among older adults with no significant
effects on life satisfaction, self-esteem, QoL, or autobiographical memory among older adults. Garland et al.
[4] revealed that simulated presence therapy improved challenging behaviours among people with demen-
tia. As such, current studies have primarily focused on single approach using reminiscence therapy, life
review, simulated presence therapy, and validation therapy, yielding inconsistent results and no meta-anal-
ysis study the effectiveness of emotion-oriented approaches in older adults. In addition to the type of inter-
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vention [29], several other factors may serve as moderators of treatment effect, including age, gender [30],
type of diagnosis, intervention format [29], intervention duration [31], study setting, and sample size [30].
To address the gap in the current literature, we conducted a meta-analysis of randomised controlled trials
to explore the effectiveness of emotion-oriented approaches on the psychological outcomes and cognitive
function of older adults.

METHODS

Reporting standard

We conducted this meta-analysis following the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) [32] and registered it in the International Prospective Register of Systematic Reviews
(PROSPERO: CRD42023445974).

Data sources and search strategy

A comprehensive search was conducted with the assistance of an experienced medical librarian from incep-
tion to 11 January 2024, without restrictions on language and publication year, in eight databases: CINAHL,
Cochrane, Embase, Ovid Medline, PsycINFO, PubMed, Scopus, and Web of Science. We conducted a for-
ward citation search to identify articles referenced in specific articles, and a backward citation search was
carried out to review the reference lists of previous systematic reviews and meta-analyses. Furthermore,
a manual search was conducted in Google Scholar and ProQuest to retrieve additional potentially eligi-
ble studies. Two authors conducted the literature search and screening independently. The search terms
included a combination of Boolean keywords and relevant keywords from Medical Subject Headings (MeSH),
Subject Headings, and Emtrees: (aged OR elder OR elderly OR older adults OR seniors) AND (emotion-ori-
ented care OR emotion-oriented OR reminiscence therapy OR life review OR life history review OR sim-
ulated presence therapy OR validation therapy) AND (self-esteem OR depression OR life satisfaction OR
loneliness OR cognitive function OR cognition OR global cognitive function) AND (randomised controlled
trials OR randomised controlled trials OR randomised OR randomised OR randomisation OR randomis-
ation OR randomly). The specific search terms used across the eight databases are outlined in Table S1 in
the Online Supplementary Document, and the corresponding syntaxes are presented in Table S2 in the
Online Supplementary Document. Differences in screening decisions were resolved by consultation with
a third investigator. In cases where the required data were not available in the published articles, we con-
tacted the corresponding authors to obtain the original and missing data.

Eligibility criteria

Eligibility for inclusion in our meta-analysis was determined on the basis of the population, intervention,
comparison, outcome, and study design (PICOs) framework: Population: older adults with an age of 260
years (without specific restrictions in their condition); Intervention: emotion-oriented approaches (remi-
niscence therapy, life review, validation therapy, simulated presence therapy or supportive psychotherapy);
Comparison: no intervention, usual care, wait-list, or placebo; Outcomes: (1) changes in psychological out-
comes: depression, self-esteem, life satisfaction, and loneliness; (2) global cognitive function; Study design:
Randomised Controlled Trials (RCTs). The following studies were excluded: (1) case reports or literature
reviews; (2) systematic reviews or meta-analyses; (3) book chapters, letters to the editor, abstracts, or study

protocols; (4) studies with insufficient data as the authors did not provide the requested information fol-
lowing email inquiries at the time of the analysis.

Data extraction

Two reviewers (CLL and KJB) independently extracted data from each of the included studies. To maintain
the consistency across the reviewer, we used pre-specified guidelines for data extraction including study
characteristics (first author, author information, publication year, and country where researchers conducted
the study), participants characteristics (sample size, mean age and gender), interventions (type, total week,
deliver format, length of session, setting, and comparator information), and outcomes (the relevant statistics
at the endpoint of the intervention for estimating effect sizes, such as mean, standard deviation, and mea-
surement tools). We derived the mean and standard deviation from incomplete statistical data by utilising
the sample size, median, standard error, interquartile range, and P-value, following the guidelines outlined
in the Cochrane handbook [33]. When dealing with multiple sets of posttreatment data collected at differ-
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ent time points, we selected the outcome reported at the conclusion of the intervention for statistical anal-
ysis. Discrepancies among the reviewers were resolved through discussion with an expert reviewer (KRC).

Quality assessment of included studies

To assess the methodological quality of the included studies, we employed the Cochrane risk of bias tool for
randomised trials version 2 (RoB 2.0) [34], which evaluates each included study based on five key domains:
(1) randomisation process, (2) deviation from intended interventions, (3) missing outcome data, (4) measure-
ment of outcome, and (5) selection of the reported results. (1) The randomisation process domain comprises
five questions, (2) deviation from intended intervention domain comprises six questions, (3) missing outcome
data domain comprises four questions, (4) measurement of outcome domain comprises five questions, and
(5) selection of the reported results domain comprises three questions. To assess the risk of bias across the
domains, each question has the following five response options including ‘yes, ‘probably yes,’” ‘no informa-
tion,” ‘probably no, and ‘no,. The risk of bias judgment for each domain were categorised as ‘low risk of bias,;
‘some concerns,’ or ‘high risk of bias’. The overall risk of bias for each included study was rated as low risk of
bias: when all domains were rated as having low risk of bias, some concerns in the risk of bias: if at least one
domain was rated as some concerns, and high risk of bias: if one domain was rated as high risk of bias. In the
present study, two reviewers (CLL and KJB) independently assessed the included studies and assigned quality
scores. Any disagreements or discrepancies between CLL and KJB were thoroughly discussed and resolved
through consensus with a third expert reviewer (KRC) with expertise in methodological quality assessment,
familiarity with the Cochrane risk of bias tool, and impartiality in resolving discrepancies.

Data synthesis and analysis

We assessed the validity and suitability of the scales used in each trial. In cases where multiple scoring sys-
tems were employed within a single trial, we adopted a consensus-based approach among the authors to select
the most appropriate index test for inclusion in our meta-analysis. Quantitative analysis was performed using
Comprehensive Meta-Analysis software (CMA) version 3 using post-treatment mean and standard deviation
(SD) for the intervention and control groups in each study. If any of the included studies reported their data
in form of P-value, median, standard error, or interquartile range, we converted them to mean and SD accord-
ingly [33]. After obtaining the means and SDs of each study, the effect size for each study was calculated using
Hedges’ g for the different measurement scales and the pooled effect estimate for each outcome was also pre-
sented as Hedges’ g with associated 95% confidence interval (CI) using the random-effects model [35]. The
Hedge’s g was calculated by dividing the differences in means by the weighted pooled standard deviation [36],
with the pooled effect size estimate interpreted as follows: 0.2, 0.5, and 0.8 indicating small, moderate, and
large effect sizes, respectively [37]. At least two studies were necessary to pool data for each outcome in quan-
titative analysis. Effects were assessed based on measurement time points, including post-intervention effects
(immediately after the intervention) and follow-up effects (up to eight to 12 weeks after the intervention).

Heterogeneity was assessed using I?, and Cochrane’s Q-statistics. The I? statistic represents the percentage of
variation across studies attributed to heterogeneity, with values of 25, 50, and 75% indicating low, moderate,
and high heterogeneity, respectively. The Cochrane’s Q-statistics identified heterogeneity among the studies
by presenting a Q value with statistically significant result (P<0.10) indicating that the true effect size is not
the same for all studies [38]. In the present of significant statistical heterogeneity, we conducted moderator
analysis using subgroup and meta-regression analyses to investigate the underlying factors contributing to
the identified significant moderate and high heterogeneity. Subgroup analysis was performed for categori-
cal variables with at least two studies in each category. The following categorical variables were included in
moderator analysis: type of intervention (life review vs. reminiscence vs. validation therapy), type of diagno-
sis (depression vs dementia vs. normal cognitive function), intervention format (group vs. individual), inter-
vention duration (<8 vs. >8 weeks), study setting (community vs. institution), sample size (<30 vs. >30). The
following continuous variables were included in the meta-regression analysis: age, percentage of female, and
length of session (minutes). Statistical significance was defined as a two-tailed P-value of <0.05.

Publication bias was assessed through visual examination of funnel plots and the Egger regression test.
Funnel plots depict trial size plotted against the reported effect size, with asymmetry indicating potential
publication bias. Additionally, a P-value exceeding 0.1 of the Egger’s regression results suggested no pres-
ence of publication bias. Furthermore, the trim-and-fill method was used to estimate missing studies and
adjust their potential impact on the pooled effect size [39]. Publication bias analysis was conducted only for
outcomes with more than 10.
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To ensure the robustness of our study findings, we conducted sensitivity analysis using the CMA software
by automatically removing one study from pooled analyses and exclusion of high risk of bias studies from
the analysis. The results were then compared to the initial pooled effect size analysis to assess consistency.

Ethical approval

We did not require ethical approval, as we utilised secondary data from previously published studies that
had obtained informed consent from participants.

RESULTS

Study selection

We retrieved 1430 relevant articles from eight databases and located 10 more by searching the references
of the retrieved literature. We imported the references into EndNote 20 (Clarivate Analytics, London, UK)
and utilised it to eliminate 1038 duplicate articles. After the title and abstract screening based on inclusion
and exclusion criteria, 308 articles were excluded. An additional 51 articles were excluded after reviewing
the full text. Additionally, one article was found through manual search in Google Scholar, and nine articles
were identified through citation searches in previous meta-analyses. However, five articles were excluded
due to non-relevant study design. Finally, 37 RCTs were included in the meta-analysis (Figure 1, Table S3
in the Online Supplementary Document).

Identification of studies via databases and registers Identification of studies via other methods

Records identified through: Records removed before screening (n=1,038) Records identified through:
databases search (n= 1430) | Duplicate record removed 1. Citation searching (n=9)
g CINAHL (= 127) 2. Google scholar  (n=1)
=8 | Cochrane (n= 226)
] Embase (n= 190)
E OVID-Medline (n= 202)
&l | PsycINFO (n= 133)
! PubMed (n= 163)
Scopus (n= 277)
Web of Science (= 112)
Records excluded (n=308), with reasons:
Records screened by title/abstract (n=392) 1. Non-relevant fopics = s
l 2. Non-relevant population (m= 65)
3. Non-relevant study design  (n= 145)
(Y |Records assessed for eligibility (n= 86) 4. Non-relevant outcome m= 4)
5 1. Emotion-oriented interventions (= 3) 5. Abstract only m= 5)
4 2. Reminiscence therapy (n=45) 6. Protocol only (m=_37)
g 3. Life review (n=25)
4. Validation therapy (n= 2) || Records excluded (n=51), with reasons: Records assessed for eligibility (n=5) Records excluded (n=5), with reasons:
5. Simulated presence therapy (o= 0) 1. Non-relevant population (n=25) 1. Duplicate publication (n=0)
6. Supportive Psychotherapy (= 9) 2. Non-relevant study design  (n=11) 2. Non-relevant study design (n=4)
3. Non-relevant outcome (o= 5) 3. No full text. (=1)
4. Duplicate publication = 4) 4. Insufficient data. (n=0)
5. Insufficient data o= 17)
Records i in met: lysis (n=37)
o 1. Reminiscence therapy (n=22)
9 2. Life review (n=13)
é 3. Validation therapy = 2)
=

Figure 1. PRISMA flowchart for study selection.

Study characteristics

A total of 2425 older adults were finally included from the randomised controlled trial. Among the 37 ran-
domised controlled trials, 26 analysed depression, seven analysed self-esteem, 13 analysed life satisfaction,
four analysed loneliness, and 12 analysed global cognitive function. Most of the studies (n=22, 64.3%) were
conducted in Asian countries, followed by European countries (n= 10, 32.6%) and North America (n=5,
7.1%). Reminiscence therapy was employed as an intervention in 22 of the included studies, while life review
was utilised in 13 studies. Additionally, one studies incorporated validation therapy. Furthermore, one study
utilised both reminiscence therapy and validation therapy. However, among older adults, no randomised
controlled trials specifically adopted ‘emotion-oriented approaches, ‘supportive psychotherapy, or ‘simu-
lated presence therapy’ as separate interventions to investigate psychological outcomes and global cognitive
function. Most of the trials (n=27) delivered the interventions in a group format, whereas the remaining 10
studies employed individual formats. The number of intervention sessions ranged from four to 26. These
sessions were typically held weekly, with durations ranging from 30 to 120 minutes (Table 1, Table S4 in
the Online Supplementary Document).
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Table 1. Demographics of included studies Risk of bias

Numberof — Number of In general, 37 studies were included. Steve studies had a low risk of bias
LRI (18.9%). The remaining 28 studies were classified as having some con-

sample size 37 2425 cern (75.7%) and two high risk of bias (5.4%), respectively, due to the
Age, mean=SD 27 76.69+6.53 randomisation process (no detailed information regarding allocation
Gender concealment) (Figure S1 in the Online Supplementary Document).
Male 31 623 (25.7)
Female EP) 1473 (60.7) Effectiveness of emotion-oriented approaches
Countries geographic area
Asia 2 1561 (64.3) Depression
Europe 10 792 (32.6) We included 26 studies for post-intervention analysis and five studies
North America 5 172 (7.1 for follow-up analysis on depression (Figure 2, Figure 3). The results
Study setting revealed a significant large pooled effect size at post-intervention assess-
Community 17 1320 (544 ment (g=-0.82,95% CI=-1.08, -0.56; P<0.001, I’=84.90%) and fol-
Institution 19 957 (39.5) low-up effects (g=-1.40, 95% CI=-245, -0.34; P=0.009, I*=94.91%)
Both 1 148 (6.1) of emotion-oriented approaches on depression, suggesting that emo-
Type of diagnosis tion-oriented approaches could alleviate depression and these benefi-
Dementia 13 1210 (49.9) cial effects could be maintained up to eight to 12 weeks after the inter-
Depression L 560 (23.4) vention. Moderator analysis revealed that type of diagnosis (dementia
Normal cognitive function 6 336 (13.9) vs. depression vs. normal cognitive function vs. others, P<0.05), was
Others p 310 (12.8) a significant moderator of thg post-intervention effect of emotion-ori-
Type of imtervention ented approaches on depression (Table 2).
Life review 12 261 (21.5) Self-esteem
Reminiscence 24 926 (76.2)
Validation therapy 2 29 (2.3) Seven included studies examined self-esteem (Figure 4). The results
Outcomes revealed a significant large pooled effect size of 0.98 (95% CI=0.31,
Depression 2% 1833 (75.6) 1.64; P=0.004, [?’=87.80%) for emotion-oriented approaches on
Self-esteem 7 773 31.9) self—esteemi indicating a substantial improvement in self—esteem.
Life satisfaction 5 306 (12.6) Heterogeneity between studies was detected. Moderator analysis
: revealed that age (P<0.05), and percentage of female (P<0.001) were
Loneliness 4 1090 (44.9) L . . . .
— . significant moderators of the post-intervention effect of emotion-ori-
Global cognitive function 12 346 (14.3)

ented approaches on self-esteem (Table 2, Table 3).
SD - standard deviation

Depression
Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper Relative
] error Variance limit limit Z-Value p-Value ‘weight
Afonso & Bueno, 2009 -3.866 0.435 0.189 -4.719 -3.012 -8.881 0.000 3.15
Bazrafshan et al, 2022a -0.759 0.369 0.136 -1.481 -0.036 -2.059 0.039 o 348
Bazrafshan et al, 2022b -1.482 0.448 0201 -2.361 -0603 -3.304 0.001 e fff 3.08
Chanetal, 2013 -0.904 0.401 0161 -1690 -0118 -2254 0.024 332
Chiang et al, 2010 -1.090 0.222 0.049 -1.525 -0.656 -4.914  0.000 421
Chippendalel, 2012 -0.413 0.296 0.088 -0.993 0.168 -1.393 0.164 - 3.85
Choy, 2016 -0.993 0.234 0.055 -1451 -0.535 -4.248  0.000 4.16
Goncalves et al., 2009 -0.856 0.430 0.185 -1.698 -0.013 -1.990 0.047 317
Hsieh, 2010 -0.888 0.266 0071 -1408 -0367 -3.343 0.001 4.00
llali et al, 2019 -0.818 0.280 0078 -1.366 -0.270 -2.927 0.003 el 394
Justo-Henriquesa etal., 2021a  -0.152 0.126 0.016 -0.399 0.096 -1202 0.229 —E- 458
Justo-Henriquesa etal.,, 2021b  -0.026 0.207 0.043 -0431 0380 -0.123 0.902 s 4.28
Keisari et al., 2022 -0.733 0.232 0.054 -1.187 -0.279 -3.162  0.002 -+ 4.16
Lanetal, 2019 -0.926 0.264 0.070 -1.444 -0.408 -3.503 0.000 —— 4.01
Lietal., 2020 -0.404 0.217 0.047 -0.829 0.022 -1.859 0.063 —E— 423
Mastel-Smith et al., 2007 -0.726 0.362 0.131 -1.435 -0.017 -2.006 0.045 = 3.52
Musavi etal., 2013 -1.165 0.234 0055 -1624 -0706 -4.976  0.000 —— 415
Nomura, 2009 -0.123 0.222 0.049 -0.558 0.311° -0556 0.578 1: 421
Perez-Saez et al., 2022 -0.053 0.175 0.030 -0.395 0289 -0.302 0.762 441
Preschl, 2012 -1.107 0.314 0.099 -1.723 -0.491 -3.521 0.000 —— 376
Serrano et al., 2004 -1.440 0.338 0.114 -2102 -0.778 -4261  0.000 — 364
Sezer Balci et al. 2022 -0.419 0.230 0.053 -0.869 0.031 -1.824 0.068 —— 417
Stevens-Ratchford, 1993 -0.035 0.394 0.155 -0.807 0.738 -0.088 0.930 I 335
Subramaniam et al., 2014 -0.109 0.403 0.162 -0.898 0.680 -0.271 0.787 331
Van Bogaerta et al., 2016 2732 0.357 0.127 -3431 -2.033 -7.659 0.000 354
Wang, 2007 -0.291 0.198 0039 -0678 009 -1473 0.141 —— 432
-0.821 0.132 0.017 -1.080 -0.562 -6.217 0.000 e
-2.00 -1.00 0.00 1.00 2.00

Favours Intervention Favours Control

Figure 2. Effect on depression. Test for heterogeneity: Q value=165.62, df=25 (P<0.001), I*=84.91%. Test for overall
effect: Z=-6.22 (P<0.001)
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Depression

Study name. Sratistics for.eachisidy Hedges’s g and 85% CI
Hedges's Standard Lower Upper Relative
g error Variance  limit limit Z-Value p-Value weight
Chan etal, 2013 -A.717 0449 0202 -2598 -0.837 -3.822  0.000 18.57
Chiang et al, 2010 -1.712 0242 0059 2187 -1238 -7.067  0.000 : 20.45
Justo-Henriquesa et al., 2021b  -0.019 0.207 0.043 0424 0387 -0090 0.928 20.68
Keisari et al,, 2022 -0.562 0243 0059 -1.038 -0086 -2312 0021 — R — 20,44
Lietal., 2020 -3.067 0319 0102 -3692 -2443 -9625  0.000 19.85

-1.397 0.538 0290 -2452 -0341 -2594  0.009

-2.00 -1.00 0.00 1.00 2.00

Favours Intervention ~ Favours Control

Figure 3. Effect on depression follow-up. Test for heterogeneity: Q value=78.57, df=4 (P<0.001), I’=94.91%. Test for
overall effect: Z=-2.59 (P=0.009).

Table 2. The summary of moderator analysis (subgroup analysis)

Outcomes No. of studies Hedges’g 95% confidence interval P-value
Each category Between group
Type of intervention

Depression

Post-intervention effects 0.555
Life review 11 -0.760 -0.981, -0.539 <0.001

Reminiscence 15 -0.893 -1.274,-0.511 <0.001

Self-esteem

Post-intervention effects 0.207
Life review 4 0.571 0.074, 1.068 0.024

Reminiscence 3 1.838 -0.065, 3.741 0.058

Depression

Post-intervention effects 0.555
Life review 11 -0.760 -0.981, -0.539 <0.001

Reminiscence 15 -0.893 -1.274,-0.511 <0.001

Follow-up effects 0.625
Life review 2 -1.078 -2.203, 0.048 0.061

Reminiscence 3 -1.586 -3.287,0.114 0.067

Life satisfaction

Post-intervention effects 0.585
Life review 6 0.569 0.305, 0.832 <0.001

Reminiscence 7 0.707 0.287,1.126 0.001

Cognitive function

Post-intervention effects 0.266
Reminiscence 10 0.363 0.212,0.514 <0.001

Validation therapy 2 -0.008 -0.642,0.627 0.981

Type of diagnosis

Depression

Post-intervention effects 0.024
Dementia 9 -0.599 -1.008, -0.189 0.004

Depression 12 -1.177 -1.579, -0.775 <0.001

Normal cognitive function 3 -0.580 -1.062, -0.099 0.018

Others 2 -1.321 -0.710, 0.067 0.105

Self-esteem

Post-intervention effects 0454
Normal cognitive function 4 0.644 0.188, 1.101 0.006

Others 2 2.385 -2.151,6.921 0.303

Life satisfaction

Post-intervention effects 0.154
Depression 5 0.445 0.080, 0.810 0.017

Normal cognitive function 4 1.130 0.434, 1.827 0.001

Others 3 0.394 0.111,0.677 0.006

Intervention format

Depression

Post-intervention effects 0484
Group 17 -0.753 -0.920, -0.586 <0.001

Individual 9 -0.990 -1.638, -0.343 0.003
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Table 2. Continued

Outcomes No. of studies Hedges’g 95% confidence interval P-value
Each category Between group
Follow-up effects 0.384
Group 3 -1.768 -3.105, -0.431 0.010
Individual 2 -0.821 -2.483, 0.841 0.333
Life satisfaction
Post-intervention effects 0.897
Group 11 0.641 0.356, 0.926 <0.001
Individual 2 0.588 -0.169, 1.344 0.128
Cognitive function
Post-intervention effects 0.046
Group 7 0.204 0.019, 0.388 0.030
Individual 5 0471 0.283, 0.660 <0.001
Intervention duration
Depression
Post-intervention effects 0.461
<8 weeks 15 -0.746 -0.962, -0.530 <0.001
>8 weeks 11 -0.955 -1.477,-0.434 <0.001
Follow-up effects 0.551
<8 weeks 2 -1.714 -2.132,-1.296 <0.001
>8 weeks 3 -1.200 -2.835, 0.435 0.150
Life satisfaction
Post-intervention effects 0.585
<8 weeks 11 0.614 0.319, 0.909 <0.001
>8 weeks 2 0.747 0.372,1.122 <0.001
Cognitive function
Post-intervention effects 0.685
<8 weeks 5 0.389 0.121, 0.656 0.004
>8 weeks 7 0.321 0.135, 0.508 0.001
Study setting
Depression
Post-intervention effects 0.723
Community 12 -0.916 -1.346, -0.485 <0.001
Institution 13 -0.816 -1.134, -0.505 <0.001
Self-esteem
Post-intervention effects 0.077
Community 4 1.507 0.346, 2.668 0.011
Institution 3 0.408 0.038, 0.778 0.030
Life satisfaction
Post-intervention effects 0.218
Community 6 0.476 0.236,0.716 <0.001
Institution 7 0.809 0.337,1.281 0.001
Loneliness
Post-intervention effects 0.322
Community 2 -4.561 -12.522,3.400 0.261
Institution 2 -0.508 -1.444,0.429 0.288
Cognitive function
Post-intervention effects 0.959
Community 6 0.353 0.204, 0.502 <0.001
Institution 5 0.339 -0.155, 0.834 0.179
Sample size
Depression
Post-intervention effects 0472
<30 6 -0.671 -1.092, -0.249 0.002
>30 20 -0.860 -1.160, -0.560 <0.001
Life satisfaction
Post-intervention effects 0493
<30 2 0.783 0.263, 1.303 0.003
>30 10 0.574 0.279, 0.869 <0.001
Cognitive function
Post-intervention effects 0.616
<30 2 0.498 -0.136, 1.132 0.123
>30 9 0.331 0.167, 0.494 0.001
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Self-esteem
Study name Statistics for each study _Hedges's g and 95% CI,
Hedges's Lower Standard Upper Relative

g limit error  Variance limit Z-Value p-Value weight
Hojjati, 2011 0.831 0.126 0.360 0.130 1.537 2309 0.021 14.27
Keisari et al., 2022 1190 0.713 0.244 0.059 1668 4.884 0.000 15.63
Lanetal., 2019 0.324 -0.171 0.252 0.064 0.819 1.282 0.200 15.54
Nomura, 2009 0.292 -0.145 0223 0.050 0.728 1.309 0.190 15.84
Pishvaei, 2015 4730 3428 0.664 0441 6.032 7121 0.000 10.30
Preschl, 2012 0.512 -0.141 0.333 0111 1166 1536 0.125 14.60
Stevens-Ratchford, 1993 0.101 -0.672 0.394 0.156 0.874 0.256 0.798 13.82

0.977 0312 0.339 0.115 1642 2878 0.004

-2.00 -1.00 0.00 1.00 2.00

Favours Control  Favours Intervention

Figure 4. Effect on self-esteem. Test for heterogeneity: Q value=49.18, df=6 (P<0.001), I’=87.80%. Test for overall
effect: Z=2.87 (P=0.004).

Table 3. The summary of moderator analysis (meta-regression)
Outcomes No. of studies P coefficient Standard error  95% confidence interval P-value

Depression

Post-intervention effects

Age 23 0.0324 0.0214 -0.0096, 0.0744 0.1302
% female 25 -0.0138 0.0088 -0.0311, 0.0036 0.1191
Length of session (minutes) 23 -0.0029 0.0051 -0.0129, 0.0071 0.5692
Follow-up effects

Age 5 -0.0170 0.1294 -0.2706, 0.2367 0.8958
% female 4 0.0613 0.0331 -0.0036, 0.1263 0.0643
Length of session (minutes) 5 0.0138 0.0300 -0.0451, 0.0726 0.6468
Self-esteem

Post-intervention effects

Age 6 -0.1626 0.0726 -0.3048, -0.0204 0.0250
% female 6 -0.0539 0.0146 -0.0825, -0.0254 0.0002
Length of session (minutes) 7 -0.0220 0.0181 -0.0574, 0.0134 0.2233
Life satisfaction

Post-intervention effects

Age 11 -0.0312 0.0377 -0.1052, 0.0428 0.4084
% female 12 0.0016 0.0082 -0.0145, 0.0178 0.8435
Length of session (minutes) 11 -0.0038 0.0085 -0.0205, 0.0128 0.6525
Cognitive function

Post-intervention effects

Age 12 0.0204 0.0152 -0.0095, 0.0502 0.1817
% female 10 0.0097 0.0037 0.0023, 0.0170 0.0097
Length of session (minutes) 11 -0.0075 0.0125 -0.0321, 0.0171 0.5478

Life satisfaction

Thirteen included studies examined life satisfaction. The pooled result of the post-intervention effects for
improving life satisfaction was significant (g=0.63, 95% CI=0.37, 0.88; P<0.001, [’=63.83%) (Figure 5),
indicating a moderate effect size.

For the moderating effects, type of intervention (life review vs. reminiscence therapy; g=0.57, P<0.001;
g=0.71, P=0.001), type of diagnosis (depression vs. normal cognitive function vs. others; g=0.45, P=0.017;
g=1.13, P=0.001; g=0.39, P=0.006), intervention duration (<8 vs. >8 weeks; g=0.61, P<0.001; g=0.75,
P=0.001), and study setting (community vs. institution; g=0.48, P<0.001; g=0.81, P=0.001) had signifi-
cant effects on the improvement of life satisfaction in older adults; however, the difference was not signifi-
cant (P>0.05).
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Life Satisfaction

Study name Statistics for each study Hedges's g and 95% CI.
Hedges's Standard Lower Upper Relative
g error  Variance limit  limit Z-Value p-Value weight
Aydogdu et al, 2022 2.399 0.444 0.197 1.529 3.268 5.407 0.000 — 5.06
Chippendalel, 2012 0.064 0.293 0.086 -0.510 0.639 0220 0.826 —L— 7.65
Choy 2016 0.155 0.221 0.049 -0.278 0.587 0.701 0.483 —.— 9.24
Cook, 1998 0.738 0.337 0.114 0.077 1399 2188  0.029 1 6.78
Goncalves et al., 2009 0.856 0.430 0.185 0.013 1698 1.990  0.047 i 525
Hojjati, 2011 1.247 0.378 0.143 0.506 1.988 3.297  0.001 = 6.06
Keisari et al., 2022 0.751 0.232 0054 0296 1206 3233 0.001 — 8.98
Lan et al., 2018 0.446 0.233 0.054 -0.010 0903 1915 0.055 — 8.96
Nomura, 2009 0.234 0.222 0.049 -0.201 0670 1.054 0.292 R 9.21
Preschl, 2012 0.429 0.332 0.110 -0.221  1.080 1.294 0.196 & 6.88
Serrano et al., 2004 1.009 0.319 0.102 0.383 1.634 3.160  0.002 —— 713
Sezer Balci et al. 2022 0.406 0.230 0.053 -0.044 0856 1.767 0.077 — i — 9.04
Wu et al., 2016 0.488 0.199 0.039 0.098 0877 2455 0.014 —— 9.74
0.626 0.129 0017 0.373 0878 4.861  0.000 E

-2.00 -1.00 0.00 1.00 2.00

Favours Control Favours Intervention

Figure 5. Effect on life satisfaction. Test for heterogeneity: Q value=33.18, df=12 (P=0.001), [?’=63.83%. Test for over-
all effect: Z=4.86 (P<0.001).

Loneliness

Four randomised controlled trials were evaluated for post-intervention effects, and three were examined for
follow-up effects of emotion-oriented approaches on loneliness. The results revealed a significant large pooled
effect size at post-intervention assessment (g=-2.22, 95% CI=-3.80, —0.64; P=0.006, I*=97.08%) (Figure
6), and follow-up effects (g=-3.48, 95% CI=-6.02, -0.94; P=0.007, [*=97.98%) (Figure 7). However, no
significant moderator variable was identified for loneliness.

Loneliness
Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper Relative

g error Variance  limit limit Z-Value p-Value weight
Chiang et al, 2010 -0.984 0219 0048 -1413 -0554 -4489  0.000 26.39
Keisari et al., 2022 -0.538 0.228 0052 -0986 -0.091 -2.358 0.018 26.34
Lietal, 2022 -8.662 0.831 0.690 -10.290 -7.034 -10.426  0.000 20.92
Sezer Balcietal. 2022 -0.028 0.227 0.052 -0473 0417 -0.124  0.901 26.35

-2.221 0.805 0648 -3798 -0.643 -2759  0.008

-2.00 -1.00 0.00 1.00 2.00

Favours Intervention ~ Favours Control

Figure 6. Effect on loneliness. Test for heterogeneity: Q value=102.74, df=3 (P<0.001), I*’=97.08%. Test for overall effects:
Z=-2.76 (P=0.006).

Loneliness
Study name Statistics for each study Hedges's g and 95% Cl
Hedges's Standard Lower Upper

g error Variance limit limit Z-Value p-Value
Chiang et al, 2010 -0.951 0.218 0.048 -1.379 -0.523 -4.355  0.000 .
Keisari et al., 2022  -0.306 0.240 0.057 -0.776 0.164 -1.275 0.202
Lietal., 2022 -10.253 0.970 0.941 -12.154 -8.352 -10.570  0.000

-3.483 1.296 1.679 -6.023 -0.943 -2.688 0.007

-8.00 -4.00 0.00 4.00 8.00

Favours Intervention ~ Favours Control

Figure 7. Effect on loneliness follow-up. Test for heterogeneity: Q value=99.16, df=2 (P<0.001), I’=97.98%. Test for
overall effect: Z=5.80 (P<0.001).

Global cognitive function

Twelve included studies investigated the post-intervention effects, and four studies examined the follow-up
effects of emotion-oriented approaches on global cognitive function. The pooled results revealed that emo-
tion-oriented approaches significantly improved global cognitive function at the post-intervention assess-
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ment (g=0.34, 95% CI=0.19, 0.49; P=0.001, I*°=25.21%) (Figure 8), indicating a moderate effect size of
emotion-oriented approaches on global cognitive function. The results of moderator analysis indicated that
heterogeneity resulted from study format (group vs. individual; g=0.20, P=0.03; g=0.47, P<0.05), per-
centage of female (P<0.01) (Figure 9). The pooled results of four studies examining the follow-up effects
(P=0.286) of emotion-oriented approaches on global cognitive function was not significant.

Global Cognitive Function

Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper Relative

'] error Variance  limit limit Z-Value p-Value weight
Duru Asiret & Dutkun, 2018 0.340 0.281 0.079 -0.211 0.892 1.209 0.227 —— 6.03
Deponte & Missan , 2007 a 0.334 0.452 0205 -0.552 1.221 0739 0460 2.61
Deponte & Missan , 2007 b 0.670 0.463 0214 -0.237 1.577 1.448 0.148 250
Jahanbin, 2014 0.066 0.199 0.039 -0.324 0455 0330 0741 10.31
Justo-Henriquesa et al., 20212 0.503 0.128 0.016 0252 0754 3.932 0.000 B = 17.52
Justo-Henriquesa et al,, 2021b  0.264 0.208 0.043 -0.143 0671 1270 0.204 9.66
Lietal., 2020 -0.003 0.215 0.046 -0.424 0419 -0012 0991 9.19
Perez-Saez et al., 2022 0.395 0.176 0.031 0050 0.741 2243 0.025 |l 12.11
Rob et al. 1986 -0.314 0.426 0.182 -1.149 0521 -0.737 0.461 291
Van Bogaerta et al., 2016 0.971 0.270 0.073 0442 1500 3596  0.000 —_— 6.45
Wang, 2007 0.403 0.199 0.039 0.014 0792 2030 0.042 —— 10.30
Wuetal., 2016 0.318 0.197 0.039 -0.068 0.704 1.613 0.107 +—— 10.42

0.342 0.076 0.006 0.193 0.491 4.505 0.000 -3

-2.00 -1.00 0.00 1.00 2.00

Favours Control Favours Intervention

Figure 8. Effect on global cognitive function. Test for heterogeneity: Q value=14.71, df=11 (P=0.196), I’=25.21. Test
for overall effect: Z=4.51 (P<0.001).

Global Cognitive Function

Study name Statistics for each study _Hedges's g and 95% CI.
Hedges's Standard Lower Upper Relative
] error Variance  limit limit Z-Value p-Value weight
Jahanbin, 2014 (8week) 0.065 0.199 0039 -0.324 0455 0.330 0.742 25.35
Jahanbin, 2014 (12week) 0.005 0.198 0039 -0.384 0.394 0.028 0.978 2535
Justo-Henriquesa et al.,2021b  -0.088 0.207 0.043 -0494 0.318 -0425 0.671 25.10
Li et al., 2020 -1.305 0.237 0.056 -1.770 -0.840 -5504  0.000 24.20
-0.320 0.300 0090 -0.908 0.268 -1.067 0.286
-2.00 -1.00 0.00 1.00 2.00
Favours control Favours Intervention

Figure 9. Effect on global cognitive function follow-up. Test for heterogeneity: Q value=24.59, df=3 (P<0.001),
1?=87.80%. Test for overall effect: Z=-1.07 (P=0.286).

Sensitivity analysis

We conducted sensitivity analysis by excluding studies with a high risk of bias and applying a one-study-
removed technique. The outcome remained unchanged, indicating that the results of this meta-analysis can
be considered relatively robust (Table S5 in the Online Supplementary Document).

Publication bias

For depression, the funnel plot visual assessment appeared to be asymmetrical. The Egger’s regression test
yielded a P-value of 0.001, indicating the presence of publication bias. To address this, the trim-and-fill test
was performed, revealing an adjusted effect size of ~1.15 after incorporating eight additional studies, with
a 95%ClI ranging from -1.46 to —0.84. This adjustment showed no significant difference from the primary
value of the pooled effect size, indicating no significant publication bias (Figure S2 and Table S6 in the
Online Supplementary Document).

Regarding life satisfaction, the funnel plot visual assessment appeared to be asymmetrical. The Egger’s
regression test indicated a P-value of 0.011, suggesting publication bias. Subsequently, the trim-and-fill test
was conducted, revealing an adjusted effect size of 0.41 after incorporating four additional studies, with a
95% CI ranging from 0.12 to 0.69. This adjustment also showed no significant difference from the primary
value of the pooled effect size, indicating no significant publication bias (Figure S3 and Table S6 in the
Online Supplementary Document).
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Regarding global cognitive function, the funnel plot visual assessment appeared to be symmetrical. The
Egger’s regression test indicated no evidence of bias (P=0.635) (Figure S4 and Table S6 in the Online
Supplementary Document).

DISCUSSION

This meta-analysis demonstrated the substantial post-intervention (immediately after the intervention)
effects, ranging in size from moderate to large, of emotion-oriented approaches on depression, self-esteem,
life satisfaction, loneliness, and global cognitive function. The effects of emotion-oriented approaches were
sustained for up to eight to 12 weeks after the intervention, particularly the effects on depression and loneli-
ness. Based on these findings, health care providers may consider integrating emotion-oriented approaches
into older adults’ care programmes.

Effect of emotion-oriented approaches on depression

Our study investigated the significance of emotion-oriented approaches on depression among older adults.
Despite the presence of publication bias detected through Egger’s regression test, our findings remained
robust after adjustment using the trim-and-fill method. This suggests that the observed effect for depres-
sion was robust and not substantially impacted by missing studies. With a large effect size (g=-0.82,
P<0.001), our findings indicate a clinically significant reduction in depression among older adults follow-
ing emotion-oriented approaches. Consistent with previous meta-analyses [26,30], which observed mod-
erate to large effect sizes for reminiscence therapy and life review on depression in dementia populations,
our study supports the efficacy of these approaches. The mechanism for reducing depression is that the
structured process of emotion-oriented approaches not only enables older adults to revisit their experi-
ences and express suppressed emotions but also nurtures a positive sense of self-identity [40]. The findings
imply that incorporating emotion-oriented approaches into clinical practice may be beneficial for alleviat-
ing depression in older adults. Therefore, our study provides strong evidence to support health care pro-
viders in developing effective intervention strategies for this population.

Furthermore, significant effects of emotion-oriented approaches were observed, particularly in the sub-
group of older adults with depression, and these effects were sustained up to eight to 12 weeks’ follow-up
period. This may be attributed to the nature of emotion-oriented approaches, which emphasise interactions
with others to adjust emotions and foster a positive attitude [28]. As social interactions play a crucial role
in alleviating depressive symptoms and promoting mental well-being among older adults, we suggest that
health care providers consider incorporating emotion-oriented approaches into their clinical practice, par-
ticularly for older adults with depression or those at risk of developing depressive symptoms. Additionally,
interventions that emphasise social interactions and emotional expression could be integrated into mental
health programmes to enhance their effectiveness.

Effect of emotion-oriented approaches on self-esteem

In this study, significant improvement in self-esteem was observed among older adults. This result is con-
sistent with the findings of Westerhof and Slatman [28]. Participating in emotion-focused interventions
enabled older adults to express their feelings openly ensuring that this transformative process facilitates
the recognition that each older adult has a meaningful life, embraces both moments of honour and sorrow,
leading to introspect on their life experiences. Our research results indicate that the effect of emotion-ori-
ented approaches on self-esteem was lower in older individuals by —0.1626. This effect diminishes with
increasing age, aligning with the findings of von Soest et al. [41] who noted that self-esteem peaks around
the age of 50-60 and gradually declines thereafter. Additionally, we found that the effect of emotion-ori-
ented approaches on self-esteem was lower by —-0.0539 in females. The possible explanation for this study
finding is that as women become more concerned with physical appearance and social status as they age
and thus, more likely to have lower esteem [42]. However, further investigation is needed to fully under-
stand this relationship. Moreover, the observed gender difference may also have cross-cultural implica-
tions [43] suggesting that gender-specific considerations should be integrated when delivering emotion-ori-
ented approaches. Therefore, based on our research findings, we recommend introducing emotion-oriented
approaches at an earlier stage of the aging process that are gender-specific.

2024 « VOL. 14 « 04123 12 www.jogh.org e doi: 10.7189/jogh.14.04123



Emotion-oriented approaches on psychological and cognitive function in older adults

Effect of emotion-oriented approaches on life satisfaction

Emotion-oriented approaches significantly enhance life satisfaction in older adults. In addition to addressing pub-
lication bias through the trim-and-fill method, our study also provides valuable insights into the clinical signifi-
cance of the observed effect sizes. With a moderate effect size (g=0.63, P<0.001), our findings indicate a mean-
ingful improvement in life satisfaction among older adults following emotion-oriented approaches. This aligns
with similar findings reported by Tam et al. [27], who also observed a small-effect size for reminiscence-based
therapy on life satisfaction in cognitively intact older adults. These results collectively suggest that emotion-ori-
ented approaches have the potential to positively impact the life satisfaction of older adults more broadly, under-
scoring the importance of integrating such approaches into clinical practice. Thus, our study contributes robust
evidence to assist health care providers in designing effective intervention plans for older adults.

While moderator analyses did not achieve statistical significance, our study uncovered additional insights
into the mechanisms underlying the benefits of emotion-oriented approaches. Older adults engage in a pro-
cess of reassessing and reinterpreting their past experiences within the context of their current stage during
the intervention. This process fosters a heightened sense of self-control, a profound understanding of the
meaning of life, and a reduced sense of dissatisfaction and boredom with their current life circumstances.
The mechanisms underpinning these benefits lie in the fact that emotion-oriented approaches promote social
interactions, establish a sense of closeness, and stimulate reflection [44]. As a result, they contribute to an
overall enhanced sense of meaning and satisfaction in later life [45]. Based on these findings, emotion-ori-
ented approaches could be a promising non-pharmacological method to improve psychological outcomes in
older adults.

Effect of emotion-oriented approaches on loneliness

Our meta-analysis demonstrates that emotion-oriented approaches significantly alleviate loneliness, both in
the post-intervention and in follow-up assessments up to 12 weeks after the intervention, among older adults.
These results were consistent with that of previous studies, Xu et al. [46] summarised that reminiscence ther-
apy on psychological outcome among older adults demonstrated positive outcomes. This effect is attributed
to several factors related to the nature of loneliness in older adults. Due to physical and psychological limita-
tions, older adults often experience varying degrees of social isolation, leading to reduced satisfaction with
social relationships and an exacerbated sense of loneliness. Emotion-oriented approaches play a crucial role
in addressing this issue by providing opportunities for interaction and interpersonal communication among
participants [47]. This social engagement not only connects older adults facing similar challenges but also
imparts a profound sense of companionship, effectively countering feelings of solitude and isolation [48]. As
older adults engage in meaningful exchanges regarding their life experiences, they tend to become more can-
did in expressing their emotions, resulting in reduced loneliness [40].

Effect of emotion-oriented approaches on global cognitive function

Emotion-oriented approaches effectively enhance global cognitive function in older adults in the post-inter-
vention. The structured sessions of the emotion-oriented approaches utilise memories as a conceptual tool to
investigate life events, stimulate memory, and foster cognitive discussions [36]. However, the results of our
meta-analysis indicated that emotion-oriented approaches had no carry-over effects in the follow-up assess-
ment. This finding is consistent with that of a meta-analysis by Huang et al. [30], who reported that progres-
sive and gradual brain atrophy may be a contributing factor to this. The possible explanation for the non-sig-
nificant effects of emotion-oriented approaches in the follow-up period is that age-related progressive decline
in cognitive function may out way the post-intervention effects. As such, emotion-oriented approaches are
needed to be delivered for a longer period to improve global cognitive function.

For subgroup analysis, significant effects were observed in both individual and group formats in enhancing
global cognitive function among older adults indicating the efficacy of emotion-oriented approaches across
different delivery methods. However, individual format showed to exhibit greater effectiveness in improving
cognitive function compared to the group format. These findings align with the prior literature on reminis-
cence therapy, as outlined in the review conducted by Woods et al. [49]. The possible reason for the larger
effect size in the individual format for global cognitive function could be increased accessibility to the inter-
vention, closer contact with participants, and the establishment of stronger therapeutic relationships [50].
For clinical practice, both individual and group formats of emotion-oriented interventions can be valuable
in improving cognitive function among older adults. However, clinicians and researchers should consider
the potential benefits of individualised interventions, particularly for older adults with specific intervention
goals. Furthermore, we found that, the effect of emotion-oriented approaches on global cognitive function
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was higher in female older adults by 0.0097. The underlying mechanism could be linked to brain struc-
ture and functionality [51]. During the aging process, males exhibited a steeper decline in general cognitive
functions compared to females. Based on our findings, more studies to explore the impact of emotion-ori-
ented approaches on global cognitive function and examination of the potential differences between gen-
ders should be further investigated.

Strengths and limitations

The present meta-analysis has several strengths. First, it is the first to synthesise the evidence regarding
the impact of emotion-oriented approaches on older adults. Second, we conducted an exhaustive and lan-
guage-inclusive search to identify eligible studies, meticulously adhering to the PRISMA statement guide-
lines. Third, we proactively registered the study protocol with PROSPERO, thereby enhancing the trans-
parency and traceability of our investigation and ensuring the accuracy and reliability of the study findings.
Furthermore, our meta-analysis encompassed a broad spectrum of psychological outcomes, including
depression, self-esteem, life satisfaction, loneliness, and cognitive function. In addition, considering the
paucity of evidence regarding the impact of the follow-up effects of emotion-oriented approaches on older
adults, our meta-analysis provides a comprehensive understanding of the effectiveness of such interven-
tions in this context.

However, the present study acknowledges some limitations. First, moderate to high heterogeneity existed
in several outcomes, influencing result interpretation. Despite this, subgroup and meta-regression analyses
were conducted to identify potential sources of heterogeneity. Additionally, the predominantly older adult
focus in the included studies may limit applicability to other adult populations. Further research target-
ing healthy older adults or different age groups could offer valuable insights. Second, some concerns and
high risk of bias were observed in some of the included studies. The impact of bias in individual studies on
meta-analysis results is significant. If high-risk studies are heavily weighted, they may affect the pooled effect
estimate, potentially undermining reliability and validity [52,53]. Including studies with methodological
flaws or biases without proper consideration can compromise the strength of evidence, leading to inaccu-
rate conclusions [54]. Therefore, careful assessment of bias risk in individual studies is crucial. Strategies,
such as sensitivity analyses, should be considered to mitigate bias impact [55]. In our study, after perform-
ing sensitivity by excluding studies with a high risk of bias and applying a one-study-removed technique.
The result did not significantly affect the overall outcome. Lastly, regarding follow-up effects, due to the
existing literature covering follow-up periods from eight weeks to 12 weeks’ post-intervention, a definitive
cut-off point for sustainability of mid-term or long-term effects is yet to be established. Continued research
into mid- and long-term effects can offer valuable insights, serving as a reference for health care profession-
als striving to provide effective and tailored care for older adults.

CONCLUSIONS

Our meta-analysis shows significant positive effects of emotion-oriented approaches, including reducing
depression, enhancing self-esteem, and life satisfaction, alleviating loneliness and improving cognitive func-
tion in adults with depression, dementia, and normal cognitive status. To ensure successful integration into
clinical practice, health care workers should receive comprehensive education and training in emotion-ori-
ented approaches. Collaborative efforts among health care professionals, including nurses, therapists, and
caregivers, are crucial. Regular assessments can customise care plans for older adults, ensuring a holistic
and interdisciplinary approach to their well-being.

Implication for practice

This meta-analysis provides evidence supporting the beneficial effects of emotion-oriented approaches on
the psychological and global cognitive function of older adults. Healthcare providers should integrate emo-
tion-oriented approaches into care programmes for older adults, particularly those with depression. The
specific type, duration, format, session length, and setting of emotion-oriented approaches may be adapted
based on available resources and clinician preferences. Additionally, the success of these approaches is con-
tingent upon the intervention setting, whether in a community or institutional context.

In community settings, emotion-oriented approaches can be customised and tailored to meet individual
needs due to their flexibility [48] as they focus on enhancing social support and fostering a sense of belonging
[49]. However, challenges such as geographical barriers may hinder implementation efforts in the commu-
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nity [50]. Conversely, institutional settings provide structured environments with professional staff, facili-
tating the integration of these approaches into care routines and addressing the needs of residents in nurs-
ing homes [19]. Nevertheless, institutional routines may restrict flexibility [51]. Understanding the distinct
characteristics and challenges of each setting is important for effectively implementing and optimising the
benefits of emotion-oriented approaches. Specific recommendations for clinicians and caregivers include:
1. Assessment of older adults’ needs and backgrounds; 2. Implementing individualised care plans that inte-
grate emotion-oriented approaches; 3. Providing education and training on principles and techniques of
emotion-oriented approaches [19,56].

Training and resources may include information materials on topics such as empathy and communication
skills [57]. Following appropriate training, clinical health care providers, psychologists, and other mental
health psychotherapists can integrate evidence-based emotion-oriented approaches into their daily practices,
especially in nursing homes and other long-term care facilities. In addition, family caregivers and volun-
teers can undergo training to deliver these interventions to older adults living in the community. Ongoing
training and support for health care providers and caregivers are essential for the successful implementa-
tion of emotion-oriented approaches.
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