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suffer from chronic psychotic disorders like schizophrenia 
and addictions which require specialized mental health 
services. Particularly for the latter, it is well-documented 
that services for younger adults with addictions do not 
serve the elderly well (6).

Old Age Psychiatrists have specific knowledge, skills 
and attitudes that allow them to provide optimal care 
to older persons with mental health problems. Old Age 
Psychiatrists must be aware of the normal physiological 
changes associated with aging and how that affects the 
pharmacokinetics and pharmacodynamics of psycho-
tropic medications. They are experts at identifying the 
clinical presentation and underlying mechanisms of 
psychopathology in old age, which differ from those in 
younger adults, frequently leading to misdiagnosis and 
incorrect treatment. They require extensive knowledge 
of the acute and chronic physical illnesses of late life and 
their effect on cognition and behavior. Similarly, a famil-
iarity with the medications used to treat chronic medical 
conditions is essential in order to evaluate their effects 
on behavior and cognition and to avoid potential drug 
interactions with psychotropics. Old Age Psychiatrists 
must have expertise to assess cognitive function and to 
determine its etiology given the prevalence and incidence 
of neurodegenerative disorders in late life.  This expertise 
is supplemented by the knowledge of neuropsychiatric 
symptoms (e.g., depression, apathy, psychosis, agitation/
aggression, etc.) that so frequently are comorbid with 
dementia, stroke, Parkinson’s disease and many other 
neurodegenerative illnesses. 

Old Age Psychiatrists have the ability to work with 
family systems and use extensive knowledge of commu-
nity supports. This is particularly important for working 
with patients and staff in supportive housing and nursing 
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Old Age Psychiatry, also known as Geriatric Psychiatry 
or Psychogeriatrics, is a subspecialty of psychiatry that 
deals with the mental health of individuals in late life. 
Almost 25 years ago, the World Health Organization and 
the World Psychiatric Association released a consensus 
statement which defined it as a branch of psychiatry which 
forms part of a multidisciplinary delivery of mental health 
care to older people (1). In this article, we argue that 
based on the societal need and a well-described specific 
knowledge-base and clinical skill set, Old Age Psychiatry 
should be given subspecialty recognition in Israel.

The demographic imperative is undeniable. Israel has 
an aging population, and this aging process is acceler-
ating. At the end of 2015, the population aged 65 and 
over was 939,000 persons representing 11.1% of the 
total population. This number is expected to rise to 1.9 
million by 2040 (14.3% of the total population) and 3.0 
million in 2065 (15.3% of the total population). In terms 
of the need for psychiatric care, dementia and depressive 
illnesses would be the most common in this population. 
According to the Ministry of Health’s 2016 figures, there 
are over 100,000 people with dementia and up to 90% of 
these patients will have neuropsychiatric symptoms like 
agitation, psychosis and depressive symptoms which will 
be the focus of psychiatric care (2). Depressive illness is 
also very common with a recent study showing almost 
one quarter of all elderly community dwelling Israelis 
suffer from significant depression (3). Some studies in 
Israel have shown higher rates of depression in the elderly 
compared to younger populations (4) and elderly Israelis 
may exhibit more depressive symptoms compared to older 
Europeans (5). Furthermore, according to Ministry of 
Health 2014 statistics, the highest suicide rate among both 
sexes was recorded at age 75 and above. The elderly also 
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homes. They have expertise with Holocaust survivors and 
their children, dealing with late onset PTSD or enduring 
personality change, as well as being able to navigate the 
specific social services and financial benefits for them. 
They have familiarity with the range of evidence-based 
psychiatric therapeutic modalities and, in particular, how 
they must be modified for the elderly. While this is obvi-
ous for pharmacological therapies, this is also essential 
for the psychotherapies that need to take into account 
issues related to sensory impairment, mobility problems 
and cognitive abilities.  Old Age Psychiatrists must be 
able to assess capacity (including treatment capacity, 
testamentary capacity, capacity to decide on domicile, 
etc.) and to deal with the multiple medicolegal issues that 
arise with elderly patients. While many of these skills 
are not the exclusive domain of Old Age Psychiatrists, 
this subspeciality is unique in that the assessment and 
management of every patient requires these skills.

Perhaps as important as knowledge and skills are 
the attitudes necessary to effectively work with older 
persons. Ageism is common among physicians and other 
health care providers, leading them to accept depression, 
cognitive and functional impairments as part of old 
age, lumping them together without investing efforts in 
detecting modifiable factors, and considering treatments 
which can ameliorate symptoms and improve quality of 
life. This results in underdiagnosis and under-treatment 
(7).  But it is not good enough to simply avoid geron-
tophobia and ageism. An Old Age Psychiatrist must 
embrace a positive view of aging and convey optimism. 
The Old Age Psychiatrist loves to hear rich life stories. A 
life lived, even with emotional and physical challenges, 
should be viewed through the lens of accomplishment 
and survival. Focusing on adaptation and maximizing 
current skills and abilities is key. 

Around the world Geriatric Psychiatry is well estab-
lished as a subspecialty. Almost two decades ago, there 
were already over 30 countries that recognized Geriatric 
Psychiatry (8). These included formal subspecialty rec-
ognition in both the United States and Britain in 1989, 
Ireland in 1995, Australia and New Zealand in 1999, 
and Canada in 2009. Furthermore, a 2013 report from 
the Union of European Medical Specialists (UEMS) 
Section of Psychiatry noted that while not all countries 
had subspecialty recognition in Old Age Psychiatry, 
most had formal training programs at the undergraduate 
and post-graduate levels (9). Internationally geriatric 
psychiatrists have had a strong presence in the World 
Psychiatric Association, and Geriatric Psychiatrists 

have been presidents of national psychiatric associa-
tions (e.g., the American Psychiatric Association). The 
International Psychogeriatric Association is a large, strong 
and vibrant association with annual congresses, multiple 
regional meetings each year, and a peer-reviewed journal 
(International Psychogeriatrics). There are also multiple 
other scientific journals dedicated to the subspecialty 
including the American Journal of Geriatric Psychiatry, 
the International Journal of Geriatric Psychiatry, and the 
Journal of Geriatric Psychiatry and Neurology.

In Israel, Old Age Psychiatry does not formally exist, 
and care of the elderly with mental health issues is provided 
by physicians from various specialties including Adult 
Psychiatry, Geriatric Medicine, Neurology, and Primary 
Care. However, even without subspecialty recognition and 
with little support from the Israel Medical Association and 
the Ministry of Health, Old Age Psychiatry has established 
a foothold. The Israel Society of Old Age Psychiatry has 
over 100 members. There are Geriatric Psychiatry spe-
cialty services at many hospitals including those of the 
authors (Sheba, Shalvata, Be’er Yaacov). Since 1991, the 
School of Continuing Medical Education at the Sackler 
Faculty of Medicine, Tel Aviv University, has organized 
post-graduate diploma courses in psychogeriatrics. These 
one to three year-long courses offering lectures, seminars 
and clinical experiences have helped train numerous psy-
chiatrists, geriatric medical specialists and primary care 
physicians in the basics of Old Age Psychiatry (10). Some 
Psychogeriatric Departments offer a six-month elective 
rotation for residents in General Psychiatry approved by 
the IMA, which has also approved a fellowship in Geriatric 
Psychiatry. What is crucially missing is the establishment 
of at least minimal training requirements for all medical 
students and general psychiatry trainees.

There are numerous advantages for subspecialty rec-
ognition. Such recognition would provide opportuni-
ties for influencing education at the undergraduate and 
graduate levels. While having a direct effect on medical 
training, there would also be positive secondary effects 
on other disciplines including nursing, social work, 
clinical psychology, occupational therapy and pharmacy. 
Subspecialty recognition would elevate the status of the 
profession and encourage trainees, allowing for improved 
recruitment. Recognition would also force hospitals and 
HMOs to examine their staffing and consider hiring 
Old Age Psychiatrists, and to develop specialty services. 
More subspecialists will allow participation in continu-
ing medical education of the non-Old Age Psychiatrists 
who would continue to provide most of the primary care 
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mental health to the elderly in the community. Finally, 
a critical mass of subspecialists will allow for research 
endeavors and the creation and dissemination of new 
knowledge in the field.

We recognize that there will be threats to this proposal. 
Adult Psychiatrists and Geriatric Medical specialists 
might already consider themselves to be specialists in 
mental health care of the elderly. To this we respond that 
there is always more than enough work in this area for all 
of us, and that the specific knowledge, skills and attitudes 
described above will elevate the level of care for all our 
patients. Educators might argue that the medical and 
psychiatric curricula are already overburdened. To this 
we respond that it is always possible to creatively modify 
curricula in order to accommodate new knowledge. Some 
might argue that the Israel Medical Association will not 
approve psychiatric subspecialties. To this we respond 
that they have already approved Child and Adolescent 
Psychiatry as a subspecialty – surely the IMA is not 
affected by ageism and does not believe that geriatric 
mental health is any less worthy than the mental health 
of children. Finally, health care funders might argue 
that there are no new sources of funding for such initia-
tives. To this we respond that these patients are already 
receiving care, and appropriate management of these 
serious mental health problems in highly vulnerable 
individuals will result in savings from more efficient 
and effective symptom management, as well as reduced 
adverse drug effects and reduced hospitalization and 
institutionalization rates.

As a specialty, Geriatric Medicine was recognized in 
Israel in 1984, and more than 400 licensed specialists are 

currently practicing in hospitals and the community (5). 
Subspecialty recognition has allowed Geriatric Medicine 
to flourish, attracting trainees and influencing medical 
education and health policy. The benefits of subspecialty 
recognition for Old Age Psychiatry in Israel will hopefully 
be similar, and advantageous for both the profession as 
well as patients and society. 
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