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AB S TRA C T

Objective: This is the first interventional study to assess the impact of childhood

maltreatment (CM) on psychological treatment outcomes in patients with late-

life depression (LLD). Methods: This is a secondary analysis of a multicenter,

randomized controlled trial with 251 participants aged ≥60 years with moder-

ate to severe depression. Participants were randomly assigned to cognitive

behavioral therapy for late life depression (LLD-CBT) or to a supportive inter-

vention (SUI). Treatment outcomes were measured by changes in the Geriatric

Depression Scale (GDS). Results: In the intention-to-treat sample (n = 229),

both LLD-CBT (n = 115) and SUI (n = 114) significantly reduced depressive

symptoms in patients with CM, with large effects at post-treatment (d = 0.95

[95% CI: 0.65 to 1.25] in LLD-CBT; d = 0.82 [95% CI: 0.52 to 1.12] in SUI). A sig-

nificant treatment group*CM interaction (F(1,201.31) = 4.71; p = .031) indi-

cated greater depressive symptom reduction in LLD-CBT compared to SUI
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at week 5 and post-treatment for patients without CM, but not at 6-month fol-

low-up. Across both treatments, higher severity of the CM subtype ‘physical

neglect’ was associated with a smaller depressive symptom reduction (F

(1,207.16) = 5.37; p = .021). Conclusions: Specific and non-specific psychother-

apy effectively reduced depressive symptoms in older individuals with depres-

sion and early trauma. For patients without early trauma, LLD-CBT may be

preferable over SUI. Considering early trauma subtypes may contribute to

develop personalized treatment approaches. (Am J Geriatr Psychiatry 2024;

32:1325−1336)
Editorial accompaniment, please see page 1337.
Highlights

� What is the primary question addressed by this study?
Does childhood maltreatment affect the psychological treatment outcomes in late-life depression?

� What is the main finding of this study?
In older individuals with depression and childhood maltreatment, both specific and non-specific psycho-

therapy equally reduce depressive symptoms. However, in patients without childhood maltreatment, cogni-

tive behavioral therapy for late-life-depression demonstrates greater efficacy over non-specific supportive

psychotherapy.

� What is the meaning of the finding?
Practioners should consider a history of early trauma in their choice between specific and non-specific

interventions.
INTRODUCTION

L ate-life depression (LLD) is a significant mental
health condition with a high prevalence of 40.8 %

of older individuals experiencing clinically relevant
depressive symptoms in developing countries and
17.1% in developed countries.1 LLD has emerged as a
leading cause of Years Lived with Disability world-
wide.2 Despite the high prevalence and the detrimental
consequences, depression in higher age remains under-
treated3 even though meta-analyses4−7 have demon-
strated the effectiveness of psychological treatments for
this condition. This undertreatment can be attributed to
multimorbidity, concerns about potential adverse
events, and a lack of confidence in the efficacy and
safety of pharmacological and non-pharmacological
treatments, particularly in the oldest old depressed
patients.3 Numerous studies have shown an association
of childhood maltreatment (CM) and depression in late
life8,9 particularly with the trauma subtypes emo-
tional/physical abuse or neglect.9,10 As in depressed
children, adolescents and middle-aged adults11 CM
may significantly affect treatment outcomes also in
older adults. However, there is lacking evidence on
how early trauma in older depressed adults affects psy-
chological treatment outcomes. One recent meta-analy-
sis included older depressed adults among other age
groups,12 suggesting that individuals with major
depressive disorder and a history of childhood trauma
benefit from evidence-based treatments similarly to
those without childhood trauma. Yet, this study has
been severely criticized for its limitations.13,14 There is
no meta-analysis specifically investigating higher aged
individuals with a history of CM.

We need a better understanding of how therapy
can be tailored to the specific needs of this popula-
tion in order to provide more effective treatments.
This study aims to address this gap in research and
is, to the best of our knowledge, the first interven-
tional study investigating the differential effects of
psychotherapy in patients with both LLD and CM.
Klein and colleagues15 have shown that a structured
behavioral therapy tailored to address CM in early
onset chronic depression (Cognitive Behavioral
Analysis System of Psychotherapy, CBASP) was
Am J Geriatr Psychiatry 32:11, November 2024



FIGURE 1. Trial flowchart. LLD-CBT: cognitive behavioral therapy for late life depression, SUI: supportive nonspecific intervention.

M€uller et al.
more beneficial for middle-aged adults with CM
compared to a supportive intervention. In further
analyses, these effects extended up to 2 years of fol-
low-up.16,17 Based on these findings, we hypothe-
sized that cognitive behavioral therapy for late life
depression (LLD-CBT) would be more effective than
a non-specific, supportive intervention (SUI) in older
patients with CM due to similarities in some ele-
ments of CBASP and CBT such as an overlap of the
situational analysis technique and addressing child-
hood experiences.
METHODS

Study Design

The original study18 was a multicenter, randomized,
parallel-group, observer-blinded, controlled trial at seven
university sites in Germany. The study protocol has been
published19 and the trial is registered at ClinicalTrials.
gov (NCT03735576) and DRKS (DRKS00013769). The
Am J Geriatr Psychiatry 32:11, November 2024
trial was approved by all local ethics committees of the
participating sites. All participants provided written
informed consent prior to all study procedures. The
study procedure is shown in Figure 1.
Participants

Overall, we recruited 251 participants aged ≥60
with moderate to severe LLD (Fig. 1). We assessed
diagnostic criteria for major depressive disorder
(MDD) using the validated standard clinical Mini
International Neuropsychiatric Interview for DSM-5
(M.I.N.I. Version 7.0.2). We included patients with
diagnosis of MDD, a score >10 on the Geriatric
Depression Scale (GDS), a score >10 on the Quick
Inventory of Depressive Symptomatology−Clinician
Rating (QIDS-C) and a Mini-Mental-State-Evaluation
score >25. Ongoing pharmacological medication was
allowed but had to be stable for at least 6 weeks prior
to baseline and should not be changed during the 8-
week intervention phase. The exclusion criteria are
presented in the supplement.
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Randomization

Participants were randomly assigned to one of two
treatment arms via 1:1 stratified block randomiza-
tion.18 All clinical interviews and outcome assess-
ments were conducted by blinded, trained, certified,
and supervised raters.
Treatments

Both manual-based treatments (LLD-CBT and SUI)
included 15 individual outpatient sessions held twice
per week over the 8-week intervention phase. LLD-
CBT is an adaptation of cognitive behavioral therapy
tailored to the characteristic needs and issues of
LLD.20 SUI is a non-specific, supportive and emotion-
focused intervention facilitating empathically the
patient’s self-reflection without guiding or structuring
the sessions.21 All therapists were trained in both
methods and delivered both interventions. We
assured adherence by continuous central supervision
and local supervision at each trial site. Additionally,
therapy sessions were videotaped and randomly
selected to be evaluated using a structured adherence
scale.18
Measures

We assessed depressive symptoms at all rating vis-
its using the German 30-item version of the GDS,22

the most widely used measure specific to depression
among older populations.23

We assessed CM at baseline with the German
adaptation of the 28-item short form of the Child-
hood Trauma Questionnaire (CTQ-SF),24 the most
commonly used measure to assess CM in patients
with depression.12 The CTQ assesses five subscales
of childhood trauma, i.e. emotional abuse (EA),
physical abuse (PA), sexual abuse (SA), emotional
neglect (EN) and physical neglect (PN). Higher
scores indicate higher maltreatment severity. Sever-
ity categories are “None to Minimal”, “Low to Mod-
erate”, “Moderate to Severe” or “Severe to
Extreme”. We considered the presence of maltreat-
ment if a subject had at least one moderate to severe
maltreatment subdomain.

Detailed information about the measures, adverse
and serious adverse events are given in the supple-
ment.
1328
Statistical Analysis

Analyses were carried out with the full analysis set
we derived from the intention-to-treat (ITT) sample,
including all randomized subjects with a valid base-
line assessment and at least one valid follow-up out-
come assessment. For evaluating the influence of CM
on change in GDS, we conducted a mixed model for
repeated measures (MMRM) with the fixed effects of
baseline GDS score, therapist, treatment group, visit,
CTQ overall score and the interactions treatment
group*visit and treatment group*CTQ score (ARH1-
structured covariance matrix over time) with corre-
sponding marginal means and contrast tests. We
computed estimated means of the change in GDS for
several values of CTQ (30-45-60-75-90) derived from
the severity grading of the CTQ overall score by Mac-
Donald and colleagues25 (none/minimal: CTQ ≤36,
low to moderate: CTQ >36, and ≤51, moderate to
severe: CTQ >51 and ≤68, severe to extreme CTQ
≥69) and from the distribution of CTQ scores in our
sample (range, mean, and SD). To further investigate
the influence of CM subtypes on treatment effects, we
performed MMRMs for each subtype including the
respective CTQ subtype score (EA, PA, SA, EN, PN)
as fixed effects replacing the overall score. We calcu-
lated Cohen’s d as between-group effect size by divid-
ing the difference of the mean change in GDS of the
groups by the pooled standard deviation (SD).
Cohen’s d as pre-post-treatment effect sizes was cal-
culated separately for the LLD-CBT and SUI group
by dividing the difference from the GDS scores at end
of treatment to baseline by the SD of the baseline GDS
score.

Remission (≤10 points on the GDS at post-treat-
ment) and response rates (all remitted patients and
patients with a reduction of 50% of the baseline GDS
score at post-treatment) were compared between
patients with and without CM using Pearson’s x2

test. The analyses were performed with SPSS Statis-
tics 28.0.1.0 (IBM Corp., Armonk, NY, USA).
RESULTS

The intention-to-treat (ITT) sample consisted of 229
participants. Patient baseline clinical and demo-
graphic characteristics were fairly balanced between
groups (Table 1). The mean geriatric depression scale
Am J Geriatr Psychiatry 32:11, November 2024



TABLE 1. Baseline Demographic and Clinical Characteristics of the ITT Population

LLD-CBT (n = 115) SUI (n = 114) Overall (n = 229)

Age (years), Mean (SD) 69.6 (7.3) 70.7 (6.9) 70.2 (7.1)
Gender (Female) 83 (72.2%) 68 (59.6%) 151 (65.9%)
Relationship status
Single, separated, or widowed 59 (51.3%) 60 (52.6%) 119 (51.9%)
Married or with partner 56 (48.7%) 54 (47.4%) 110 (48.1%)

Living alone 51 (44.4%) 49 (42.9%) 100 (43.7%)
Employment
Currently employed 25 (21.7%) 26 (22.8%) 51 (22.2%)
Retired or unemployed 90 (78.3%) 88 (77.2%) 178 (77.8%)

Patients born in Germany 101 (87.8%) 106 (93%) 207 (90.4%)
At least one parent born in another country 32 (27.8%) 28 (24.6%) 60 (26.2%)
First depressive episode <60 years of age 83 (72.2%) 85 (74.6%) 168 (73.4%)
Age at first depressive episode, Mean (SD) 43.4 (21.4) 41.8 (19.7) 42.6 (20.6)
Number of depressive episodes
Mean (SD) 3.9 (8.3) 5.0 (11.2) 4.4 (9.8)
Median (IQR; range) 2 (1-3;0-50) 2 (1-5;0-99) 2 (1-4;0-99)

Chronic depression (current episode since >2 y) 43 (37.4%) 41(35.9%) 84 (36.7%)
Comorbid psychiatric disorders apart from depression
None 99 (86.1%) 98 (86.0%) 197 (86.0%)
One 11 (9.6%) 12 (10.5%) 23 (10.0%)
Two or three 5 (4.4%) 4 (3.6%) 9 (3.9%)

Reported childhood maltreatment (CTQ) 66 (57.4%) 59 (51.8%) 125 (54.6%)
Inpatient psychiatric treatment (lifetime) 44 (38.3%) 46 (40.4%) 90 (39.3%)
Outpatient psychiatric treatment (lifetime) 80 (69.6%) 80 (70.2%) 160 (69.9%)
Outpatient psychotherapy (lifetime) 79 (68.7%) 75 (65.8%) 154 (67.2%)
Suicide attempts (lifetime) 6 (5.2%) 16 (14.0%) 22 (9.6%)
Current use of psychopharmacological drugs (regular; patient-reported) 51 (44.3%) 51 (44.7%) 102 (44.5%)

M€uller et al.
(GDS) score at baseline was 20.7 (SD 4.3), correspond-
ing to severe depression.26 The most common psychi-
atric comorbidities were agoraphobia (6.1%), social
anxiety disorder (3.9%), and alcohol abuse (3.9%).

A total of 125 patients (55%) reported childhood
maltreatment (CM). The number of patients with CM
was balanced between groups. Twenty percent of
patients reported only one subdomain of CM and
35% reported two or more maltreatment subtypes. In
the whole sample, 36% reported experiences with
emotional neglect (EN), 24% emotional abuse (EA),
32% physical neglect (PN), 17% physical abuse (PA)
and 14% sexual abuse (SA). The distribution of CM
subdomains among patients with CM is shown in
Figure 2. Table 2 displays the means and standard
deviations of the GDS throughout the study in both
arms for patients with and without experiences of
early trauma, divided by CM subtypes.
Influence of CM Severity on Treatment Efficacy

The mixed model for repeated measures (MMRM)
yielded no significant main effect of the childhood
trauma questionnaire (CTQ) overall score on GDS
score reduction (F(1, 202.16) = 0.34; p = .559). Yet,
Am J Geriatr Psychiatry 32:11, November 2024
there was a main effect of treatment favoring the
LLD-CBT group (F(1,206.98) = 6.52; p = .011, esti-
mated marginal mean difference (emmd) of LLD-CBT
and SUI: change in GDSemmd= �1.22, [95% CI: �2.80.
to 0.35]). The main effect was qualified by a signifi-
cant treatment group*CM interaction (F
(1,201.31) = 4.71; p = .031), showing a significant
greater depressive symptom reduction in the LLD-
CBT arm than in the SUI arm at week 5 and post-
treatment (week 10) but only in the absence of CM.
At 6-month follow-up, no significant difference was
found. When CTQ scores indicated low to moderate
CM, LLD-CBT was superior to SUI, but only at week
5. Results are shown in Table 3. The significant effect
size for the difference between the two treatment
groups for all patients with none to minimal CM
(CTQ ≤ 36) was d = 0.68 [95% CI: 0.23 to 1.13] at week
5 and d = 0.41 [95% CI: �0.04 to 0.86] at post-treat-
ment, favoring the LLD-CBT group. The non-signifi-
cant effect size for follow-up was d = 0.35 [95% CI:
�0.10 to 0.81]. For CTQ values corresponding too low
to moderate CM, LLD-CBT was superior to SUI, but
only at week 5. The non-significant between treat-
ment group effect size was d = 0.06 [95% CI: �0.43 to
0.56] for patients with low to moderate CM (CTQ >36
1329



FIGURE 2. Frequency of CM subdomains among patients with a history of childhood trauma.

Differential Psychological Treatment Effects in Patients With Late-Life
and ≤51). For moderate to extreme CTQ scores, esti-
mated marginal means yielded no significant differ-
ence in depressive symptom reduction between the
treatment groups at any time point. GDS scores over
time for both treatments are shown in Figure 3.

Furthermore, the MMRM revealed a main effect of
time (F(2, 271.21) = 18.98; p < .001) with a significant
TABLE 2. Mean GDS of Patients With and Without CM (Subtypes) for

Geriatric Depression Scale, 30-Item Version

Overall
(n = 229)

CM
(n = 125)

EN
(n = 83)

Baseline 20.7 (4.3) 21.2 (4.1) 21.7 (4.0)
Intermediate (Week 5) 16.3 (6.0) 16.5 (6.2) 17.2 (5.8)
End of Treatment (Week 10) 13.8 (7.3) 14.4 (7.6) 15.1 (7.7)
Follow-Up 14.5 (7.0) 14.9 (7.2) 15.9 (6.7)
LLD-CBT
Baseline 21.0 (4.3) 21.4 (4.1) 22.2 (3.8)
Intermediate (Week 5) 15.6 (6.6) 16.3 (6.4) 17.4 (5.9)
Treatment (Week 10) 13.5 (7.6) 14.0 (7.9) 14.6 (8.2)
Follow-Up 14.0 (7.4) 14.7 (7.7) 15.6 (7.2)

SUI
Baseline 20.4 (4.2) 21.1 (4.1) 21.2 (4.3)
Intermediate (Week 5) 16.9 (5.4) 16.8 (5.9) 17.0 (5.9)
End of treatment 14.2 (6.9) 15.0 (7.2) 15.7 (7.2)
Follow-Up 14.9 (6.6) 15.2 (6.9) 16.2 (6.3)

1330
improvement of depressive symptoms over time in
both groups and independent from CM. The signifi-
cant treatment effect size estimates for the GDS reduc-
tion in single-group, pretest-posttest design for
patients with CM were d = 0.95 [95% CI: 0.65 to 1.25]
for the LLD-CBT group and d = 0.82 [95% CI: 0.52 to
1.12] for the SUI group. This indicates a large effect
Each Treatment Group Throughout the Study

Score (Possible Range 0-30), Mean (SD)

EA
(n = 56)

PN
(n = 73)

PA
(n = 39)

SA
(n = 32)

No CM
(n = 100)

21.6 (3.8) 20.8 (4.3) 21.9 (3.9) 21.1 (4.1) 19.9 (4.3)
16.5 (6.4) 17.7 (6.1) 16.3 (6.3) 16.5 (5.5) 15.7 (5.7)
14.4 (8.2) 15.8 (7.6) 14.1 (7.3) 12.8 (7.0) 12.9 (6.7)
14.2 (7.4) 15.9 (7.2) 14.7 (7.2) 13.1 (6.8) 13.9 (6.7)

22.0 (3.4) 20.7 (4.4) 21.8 (3.7) 21.6 (4.1) 20.4 (4.6)
16.4 (3.6) 17.7 (5.9) 17.1 (6.7) 16.5 (5.6) 14.6 (6.7)
14.6 (8.8) 15.3 (8.3) 14.4 (8.4) 11.3 (7.8) 12.9 (7.3)
14.4 (7.7) 14.9 (7.9) 16.9 (6.6) 13.5 (7.3) 13.1 (7.1)

21.1 (4.3) 21.0 (4.3) 22.0 (4.2) 20.7 (4.1) 19.8 (4.4)
16.6 (6.6) 17.8 (6.2) 15.6 (6.0) 16.5 (5.6) 17.2 (4.8)
14.2 (7.6) 16.2 (7.2) 13.8 (6.6) 14.3 (5.8) 13.5 (6.5)
14.0 (7.1) 16.7 (6.6) 13.0 (7.4) 12.7 (6.5) 14.7 (6.3)

Am J Geriatr Psychiatry 32:11, November 2024



TABLE 3. Results of the MMRM With the Fixed Effects Baseline GDS Score, Therapist, Treatment Group, Visit, CTQ Overall Score
and the Interactions Treatment Group*Visit and Treatment Group*CTQ Overall Score

Fixed Covariate values for emm Visit df
emmd (LLD-CBT − SUI)

of Change in GDS 95% CI p-Value

CTQ = 30 (no or minimal CM) Intermediate (week 5) 201.50 �3.25 �5.33; �1.18 .002
Post-treatment (week 10) 243.50 �2.74 �5.18; �0.31 .027
Follow-up (month 6) 249.17 �2.30 �4.74; 0.14 .064

CTQ = 45 (low-moderate CM) Intermediate (week 5) 193.94 �1.70 �3.21; �0.19 .027
Post-treatment (week 10) 192.26 �1.19 �3.26; 0.78 .234
Follow-up (month 6) 201.22 �0.75 �2.73; 1.24 .458

CTQ = 60, CTQ = 75, CTQ = 90
(moderate-extreme CM)

Non-significant at any visit

MMRM: mixed model for repeated measures, Emm: estimated marginal means, Emmd: estimated marginal mean difference, df: degrees of free-
dom, CI: confidence interval, CTQ: childhood trauma questionnaire, LLD-CBT: cognitive behavioral therapy for late-life-depression, SUI: supportive
intervention, GDS: Geriatric depression scale.

M€uller et al.
on depressive symptom reduction in patients with
CM in both arms.
The Influence of CM Subtypes on Treatment

Efficacy

Analogous to the CTQ overall score effects, the
mixed model for repeated measures (MMRM)l
for emotional neglect (EN) showed a main
effect of treatment favoring the LLD-CBT group
(F(1,216.02) = 4.43; p = .037, change in GDSemmd=
�1.33, [95% CI: �2.87 to 0.22]). However, LLD-CBT
FIGURE 3. Mean GDS score over time for the LLD-CBT and SUI group
For the graphic presentation, we used the categorization of CM seve
CTQ >36).

Am J Geriatr Psychiatry 32:11, November 2024
was superior only at week 5 and post-treatment, and
only in the absence of EN or with low to moderate
EN (Table 4). The between treatment-group effect size
for all patients with no EN (CTQ EN ≤ 9) was d =
0.61, [95% CI: �0.10 to 1.13] at intermediate and d =
0.38, [95% CI: �0.15 to 0.90] at post-treatment. For
patients with low to moderate EN (CTQ EN >9 and
≤14) the effect size was d = 0.45, [95% CI: �0.05 to
0.94].

Similarly, there was a main effect of treatment in
the emotional abuse (EA) model showing a superior-
ity of LLD-CBT compared to SUI (F(1,221.68) = 5.62;
, divided by CM severity. Error bars show standard deviation.
rity from MacDonald and colleagues25: No CM: CTQ ≤36, CM:

1331
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p = .019, change in GDSemmd= �1.42, [95% CI: �2.96
to 0.12]). Yet, the significant greater depressive symp-
tom reduction in LLD-CBT was present only at week
5 measure and when EA was absent (d (CTQ EA ≤8)=
0.52, [95% CI: 0.15 to 0.89]) or low to moderate (d
(CTQ EA >8 and ≤12)= 0.10, [95% CI: 0.55 to 0.74]).

For physical abuse (PA), the MMRM revealed
a greater depressive symptom reduction in LLD-CBT
(F(1,225.06) = 10.71; p = .001, change in
GDSemmd = �1.38, [95% CI: �2.88 to 0.13]), qualified
by a significant treatment*PA interaction (F
(1,216.69) = 7.64; p = .006). Only in the absence of PA,
LLD-CBT led to a greater depressive symptom reduc-
tion than SUI at week 5 (d (CTQ PA ≤7) = 0.65, [95%
CI: 0.32 to 0.97]), post-treatment (d (CTQ PA ≤7)=
0.45, [95% CI: 0.12 to 0.78]) and follow-up, d (CTQ PA
≤7) = 0.42, [95% CI: 0.09 to 0.75]).

For physical neglect (PN), there was a greater
depressive symptom reduction in LLD-CBT than in
SUI at week 5 when PN was absent, d (CTQ PN
≤7) = 0.37, [95% CI: �0.03 to 0.78]) or low to moder-
ate, d (CTQ PN 8-9) = 0.82, [95% CI: 0.17 to 1.47]). Fur-
thermore, there was a significant main effect of PN (F
(1,207.16) = 5.37; p = .021) with estimated marginal
means indicating that greater PN severity is linked to
a smaller reduction in depressive symptoms, regard-
less of treatment.

There was no effect of sexual abuse (SA) on change
in GDS. Results of the MMRMs for CTQ subtypes are
shown in Table 4.
TABLE 4. Results of the MMRMs With the Fixed Effects Baseline GDS
type Score and the Interactions Treatment Group*Visit and
Significant Results are Shown

CTQ subtype
Fixed covariate values

for emm Visit

EN EN = 6 (no EN) Intermediate (week 5)
Post-treatment (week 10)

EN = 12 (low-moderate EN) Intermediate (week 5)
EA EA = 6 (no EA) Intermediate (week 5)

EA = 11 (low- moderate EA) Intermediate (week 5)
PA PA =5 (no PA) Intermediate (week 5)

Post-treatment (week 10)
Follow-up (month 6)

PN PN = 6 (no PN) Intermediate (week 5)
PN = 9 (low-moderate PN) Intermediate (week 5)

SA No significant results

MMRM: mixed model for repeated measures, Emm: estimated marginal m
dom, CI: confidence interval, CTQ: childhood trauma questionnaire, LLD-CB
intervention, GDS: Geriatric depression scale, EN: emotional neglect, EA: e
abuse.
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Response and Remission

At post-treatment, there was no significant group
difference between patients with and without CM,
neither in response [42 of 125 (33.6%) responded in
CM group vs. 42 of 104 (40.4%) in the no CM group;
x2 = 1.125; p = .289] nor in remission rates [CM: 39 of
125 (31.2%) vs. no CM: 35 of 104 (33.7%); x2 = 0.156,
p = .693].
CONCLUSIONS

In this secondary analysis of a multicenter, ran-
domized clinical trial, we found no evidence that a
structured, specific therapy for late-life depression
outperforms a non-specific supportive intervention in
older patients with a history of early trauma. Both
treatments reduced depressive symptoms in patients
with CM with large pre-post effects, without a signifi-
cant difference between the interventions. However,
when the overall CM severity was low, the LLD-CBT
patients exhibited a significantly greater depressive
symptom reduction than the SUI patients. The same
pattern was observed for the subtypes emotional/
physical neglect and emotional/physical abuse, but
not for sexual abuse. However, these interactions of
CM severity and depressive symptom reduction in
the treatment groups did not persist at the 6-month
follow-up. Only the interaction between physical
Score, Therapist, Treatment Group, Visit, Respective CTQ Sub-
Treatment Group*CTQ Subtype Score. For Readability, Only

df
emmd (LLD-CBT − SUI)

of change in GDS 95% CI p-Value

203.31 �3.28 �5.72; �0.84 .010
262.01 �2.85 �5.56; �0.12 .041
203.31 �2.02 �3.55; �0.49 .010
211.57 �2.74 �4.56; �0.93 .003
205.67 �1.55 �3.07; �0.03 .046
214.25 �2.97 �4.68;�1.27 <.001
238.05 �2.44 �4.53; �0.35 .022
239.95 �2.41 �4.52; �0.29 .026
209.75 �2.15 �4.09; �0.21 .030
201.82 �1.59 �3.08; �0.10 .036

eans, Emmd: estimated marginal mean difference, df: degrees of free-
T: cognitive behavioral therapy for late-life-depression, SUI: supportive
motional abuse, PN: physical neglect, PA: physical abuse, SA: sexual
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abuse and depressive symptom reduction in both
groups remained significant at follow-up. Higher
severity of physical neglect was linked to a smaller
reduction of depressive symptoms over time in both
interventions.

Unexpectedly, both interventions performed
equally well in patients with early trauma. In line
with a meta-analysis on supportive therapy in depres-
sion,27 these findings imply that the substantial reduc-
tions in both treatments in patients with CM may be
caused predominantly by factors outside of therapy,
as life events, and by common psychotherapeutic
factors.

Furthermore, unlike a meta-analysis examining
adolescents and mixed aged adults,11 we did not
observe a smaller response or remission rate in
patients with CM. This discrepancy suggests that
effects of childhood maltreatment on depression treat-
ment outcomes may vary across different stages
of life.

However, the question remains why LLD-CBT was
more effective in patients without early trauma.

Patients with CM often display heightened inter-
personal problems, alterations in social cognition,28

and a propensity for anxious and avoidant attach-
ment styles.29 Moreover, research has consistently
shown impaired neuropsychological functioning,
including long-term impairments in learning,30 work-
ing memory, processing speed, attention, and intelli-
gence in individuals with early trauma compared to
their non-maltreated peers, both in healthy samples31

and in patients with psychiatric disorders.32
Given the cognitive and social sequalae of CM,

individuals with CM may encounter challenges in
establishing a positive therapeutic alliance, which is
crucial for the success of CBT33 and may have difficul-
ties with learning new skills or social tasks used in
LLD-CBT. Moreover, high levels of physical and emo-
tional maltreatment have been linked to reduced utili-
zation of cognitive reappraisal strategies,34 which are
integral to LLD-CBT. Conversely, patients without
CMmay have demonstrated a greater capacity to har-
ness the components of LLD-CBT, which could eluci-
date why LLD-CBT yielded better outcomes for
patients without CM, while performing equivalently
to SUI for those with CM.

It is important to recognize that both LLD-CBT and
SUI may not fully meet the unique needs of individu-
als with a maltreatment history, particularly in
Am J Geriatr Psychiatry 32:11, November 2024
addressing complex interpersonal issues related to
abuse experiences. Specialized trauma sensitive thera-
pies as CBASP have been shown to be more effective
in patients with a history of childhood neglect and
severe depressive symptoms35 and therefore may
offer a better-tailored approach for the transdiagnos-
tic sequelae of CM.

Regarding the CM subtypes, LLD-CBT was more
effective than SUI when there were no or only low
levels of neglect or abuse, whereas the subtype sexual
abuse had no influence on treatment outcomes.
Patients with higher physical neglect displayed a
smaller reduction of depressive symptoms, aligning
with prior research linking physical neglect to
increased depression severity and risk.10,36 These
findings highlight the importance of distinguishing
CM subtypes, as their impact on depression may vary
due to diverse impaired mechanisms or processes.37

For instance, O’Mahen and colleagues38 identified
rumination in cases of emotional abuse and behav-
ioral avoidance in emotional neglect as distinct
impaired mechanisms mediating depression. Further-
more, a review identified various mechanisms medi-
ating the link between emotional abuse and
depression, such as early maladaptive schemas, hope-
lessness, negative cognitive styles, brooding rumina-
tion, and overall emotion dysregulation.37 In
addition, such dynamics manifest in effects on brain
function varying between childhood neglect and
abuse.39
Strengths and Limitations

To our knowledge, this is the first study comparing
the efficacy of psychotherapy for patients with LLD
and a history of CM. Still, it is a secondary explor-
atory analysis and MMRMs have not been corrected
for multiple testing including Type I error inflation,
and therefore, the results should be interpreted cau-
tiously and require validation through further investi-
gation. Additionally, the absence of a less intensive
control condition or waiting list limits our ability to
compare treatment outcomes against the untreated
natural course of the disorder.

The study’s strengths−including its multicenter
design, a large number of patients, randomization,
and adherence-to-manual monitoring, rater-blinding,
and post-treatment follow-up−enhance the credibility
of the findings. The active control condition was of
1333
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equal intensity and delivered by the same therapist as
the LLD-CBT intervention to prevent systematic ther-
apist or dose-response effects. The Childhood Trauma
Questionnaire (CTQ) is a robust method for assessing
CM40 as it exhibits lower susceptibility to response
bias than other measurements.41

It is noteworthy that our sample exhibited slightly
lower prevalence of CM (55%) than a meta-analysis
of depressed adult patients (62%).12 Specifically, only
32% of our participants reported physical neglect,
which appears relatively low for this specific cohort
when considering the higher prevalence rates in the
general German population.42 This lower prevalence
could be attributed to either a healthier sample or
potential underreporting. Given that our sample con-
sisted mainly of individuals born during or a few
years after World War II−a period marked by food
shortages, housing insecurity43 and more prevalent
violent parenting styles44−CM might have been
underreported and considered ‘ordinary’ or ‘com-
mon’ during the adverse circumstances in this specific
time period. As most patients and their parents were
born in Germany, generalizability of our findings to
international populations may be restricted.
Summary and Practical Implications

In summary, our analyses provide initial evidence
for differential treatment effects in depressed older
patients with and without CM. In patients who did
not report a history of childhood trauma, we found a
superiority of a more structured and specific treat-
ment approach over a nonspecific supportive inter-
vention. Furthermore, higher severity of physical
neglect was linked to a smaller overall reduction in
depressive symptoms. However, in patients with CM
and in the sexual abuse subdomain, depressive symp-
tom reductions were equally large in both arms.

These findings have several practical and mental
health implications. First, they suggest that LLD indi-
viduals may be screened for CM. For patients without
a history of CM, cognitive behavioral therapy may be
preferable over SUI. For patients with CM, mental
health practitioners can still provide effective treat-
ment choosing either CBT or supportive psychother-
apy, when specialized treatments such as CBASP are
unavailable. Furthermore, since a supportive inter-
vention is more straightforward to learn and teach
compared to CBT or CBASP, it could potentially
1334
expand access to effective treatment in areas where
specialized resources are scarce.

Secondly, these results emphasize the value of sep-
arating CM subtypes and understanding the underly-
ing impaired mechanisms, as treatment outcomes
may vary depending on the subtype. Specialized or
modular therapy approaches might provide a more
personalized treatment tailored to the unique needs
of each patient.

In conclusion, while these results provide valuable
insights into the treatment of LLD with a history of
CM, further research is needed to better understand
the complex nature of CM, its function as a determi-
nant with social and cognitive sequelae, and its medi-
ating role for treatment outcomes in this vulnerable
population.

AUTHOR CONTRIBUTIONS

JM conceptualized the study, performed the statistical
analyses, interpreted the data, and drafted the manuscript.
ME conceptualized the study, interpreted the data, and
edited the manuscript. ES contributed substantially to con-
ceptualizing the study and edited the manuscript. WM
and MHe advised with statistical analyses. FSD coordi-
nated the trial. MHa conceptualized the study, interpreted
the data, helped with the statistical analysis, and revised
the manuscript. NZ helped with the conception and design
of the study and revised the manuscript. ES, SR-H, MW,
LF, KD, OP, FJ, BB, and MHau were the principal investi-
gators at the trial sites. All authors critically reviewed and
revised the manuscript and approved the final version.

DISCLOSURE/CONFLICTS OF INTEREST

The original study was funded by BMBF01KG1716.
The authors report no conflicts related to this study or with
any product mentioned or concept discussed in this article.

DATA SHARING STATEMENT

The data that support the findings of this study are not
publicly available due to ethics restrictions but available
from the corresponding author upon reasonable request
with individual permission from local institutions ethics
board.
Am J Geriatr Psychiatry 32:11, November 2024



M€uller et al.
ACKNOWLEDGMENTS

We thank the staff in participating trial sites for their
help with recruitment and all patients and study partners
who participated in the trial. We also thank all colleagues
who have contributed to the study through recruitment,
administrative help, and other advice. We thank the
members of our Data Monitoring and Safety Board Stefan
Am J Geriatr Psychiatry 32:11, November 2024
Teipel, Gabriele Wilz, and Wolfgang K€opcke for their sup-
port.

SUPPLEMENTARY MATERIALS

Supplementary material associated with this article
can be found in the online version at https://doi.org/
10.1016/j.jagp.2024.05.006.
References
1. Zenebe Y, Akele BW, Selassie M, et al: Prevalence and determi-

nants of depression among old age: a systematic review and

meta-analysis. Ann Gen Psychiatry 2021; 20(1):55

2. Global Burden of Disease Study 2013 Collaborators: Global,

regional, and national incidence, prevalence, and years lived

with disability for 301 acute and chronic diseases and injuries in

188 countries: a systematic analysis for the Global Burden of Dis-

ease Study 2013. Lancet 2015; 386:743–800

3. Morichi V, Dell’Aquila G, Trotta F, et al: Diagnosing and treating

depression in older and oldest old. Curr Pharm Des 2015;

21:1690–1698

4. Chen YJ, Li XX, Pan B, et al: Non-pharmacological interventions

for older adults with depressive symptoms: a network meta-anal-

ysis of 35 randomized controlled trials. Aging Ment Health 2021;

25:773–786

5. Cuijpers P, Karyotaki E, Pot AM, et al: Managing depression in

older age: psychological interventions. Maturitas 2014; 79:160–

169

6. Huang AX, Delucchi K, Dunn LB, et al: A systematic review and

meta-analysis of psychotherapy for late-life depression. Am J Ger-

iatr Psychiatry 2015; 23:261–273

7. Ji M, Sun Y, Zhou J, et al: Comparative effectiveness and accept-

ability of psychotherapies for late-life depression: a systematic

review and network meta-analysis. J Affect Disord 2023;

323:409–416

8. Xiang X, Wang X: Childhood adversity and major depression in

later life: a competing-risks regression analysis. Int J Geriatr Psy-

chiatry 2020; 36:215–223

9. Comijs HC, van Exel E, van der Mast RC, et al: Childhood abuse

in late-life depression. J Affect Disord 2013; 147:241–246

10. Wang Y, Chen X, Zhou K, et al: A meta-analysis of the effects of

childhood maltreatment on elderly depression. Trauma Violence

Abuse 2022; 24:1593–1607

11. Nanni V, Uher R, Danese A: Childhood maltreatment predicts

unfavorable course of illness and treatment outcome in depres-

sion: a meta-analysis. Am J Psychiatry 2012; 169:141–151

12. Kuzminskaite E, Gathier AW, Cuijpers P, et al: Treatment efficacy

and effectiveness in adults with major depressive disorder and

childhood trauma history: a systematic review and meta-analysis.

Lancet Psychiatry 2022; 9:860–873

13. Danese A, Uher R: Treatment response in individuals with

depression and a history of childhood maltreatment. Lancet Psy-

chiatry 2023; 10:e1–e2

14. Yrondi A: Accounting for childhood trauma in patients with major

depressive disorder. Lancet Psychiatry 2022; 9(11):846–847

15. Klein JP, Erkens N, Schweiger U: Does childhood maltreatment

moderate the effect of the cognitive behavioral analysis system
of psychotherapy versus supportive psychotherapy in persistent

depressive disorder? Psychother Psychosom 2018; 87:46–48

16. Elsaesser M, Feige B, Kriston L, et al: Longitudinal clusters of

long-term trajectories in patients with early-onset chronic

depression: 2 years of naturalistic follow-up after extensive psy-

chological treatment. Psychother Psychosom 2023; 28:1–9

17. Bausch P, Fangmeier T, Meister R, et al: The impact of childhood

maltreatment on long-term outcomes in Disorder-Specific vs.

nonspecific psychotherapy for chronic depression. J Affect Dis-

ord 2020; 272:152–157

18. Dafsari FS, Bewernick B, B€ohringer S, et al: Cognitive behavioral

therapy for late-life depression (CBTlate): results of a multicen-

ter, randomized, observer-blinded, controlled trial. Psychother

Psychosom 2023; 92:180–192

19. Dafsari FS, Bewernick B, Biewer M, et al: Cognitive behavioural

therapy for the treatment of late life depression: study protocol

of a multicentre, randomized, observer-blinded, controlled trial

(CBTlate). BMC Psychiatry 2019; 19:423

20. Hautzinger M: [Late-Life-Depression. Psychological treatment in

individual and group settings], 2nd ed, Weinheim: Beltz, 2016

21. Hautzinger M: [Supportive Psychotherapy for Late-Life-Depres-

sion.] Unpublished treatment manual for research purpose, 2017

22. Gauggel S, Birkner B: [Validity and reliability of a German version

of the Geriatric Depression Scale (GDS)]. Zeitschrift f€ur Klini-

sche Psychologie und Psychotherapie 1999; 28:18–27

23. Hu T, Zhao X, Wu M, et al: Prevalence of depression in older

adults: a systematic review and meta-analysis. Psychiatry Res

2022; 311:114511

24. Wingenfeld K, Spitzer C, Mensebach C, et al: [The German ver-

sion of the Childhood Trauma Questionnaire (CTQ): preliminary

psychometric properties]. PPmP 2010; 60:442–450

25. MacDonald K, Thomas ML, Sciolla AF, et al: Minimization of

childhood maltreatment is common and consequential: results

from a large, multinational sample using the childhood trauma

questionnaire. PLoS One 2016; 11(1):e0146058

26. Yesavage JA, Brink TL, Rose TL, et al: Development and valida-

tion of a geriatric depression screening scale: a preliminary

report. J Psychiatr Res 1982; 17:37–49

27. Cuijpers P, Miguel C, Ciharova M, et al: Non-directive supportive

therapy for depression: a meta-analytic review. J Affect Disord

2024; 10(349):452–461

28. Struck N, G€artner T, Kircher T, et al: Social cognition and inter-

personal problems in persistent depressive disorder vs. episodic

depression: the role of childhood maltreatment. Front Psychiatry

2021; 11:608795

29. H€oltge J, Rohner SL, Heim EM, et al: Differential pathways from

child maltreatment types to insecure adult attachment styles via
1335

https://doi.org/10.1016/j.jagp.2024.05.006
https://doi.org/10.1016/j.jagp.2024.05.006
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0001
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0001
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0001
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0002
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0002
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0002
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0002
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0002
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0003
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0003
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0003
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0003
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0004
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0004
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0004
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0004
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0005
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0005
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0005
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0006
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0006
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0006
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0007
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0007
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0007
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0007
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0008
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0008
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0008
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0009
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0009
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0010
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0010
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0010
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0011
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0011
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0011
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0012
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0012
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0012
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0012
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0013
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0013
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0013
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0014
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0014
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0015
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0015
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0015
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0015
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0016
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0016
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0016
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0016
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0017
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0017
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0017
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0017
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0018
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0018
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0018
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0018
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0018
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0019
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0019
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0019
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0019
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0020
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0020
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0022
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0022
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0022
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0022
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0023
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0023
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0023
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0024
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0024
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0024
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0025
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0025
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0025
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0025
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0026
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0026
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0026
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0027
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0027
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0027
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0028
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0028
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0028
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0028
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0028
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0029
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0029
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0029


Differential Psychological Treatment Effects in Patients With Late-Life
psychological and social resources: a Bayesian network analysis.

J Interpers Violence 2022; 38:7089–7114

30. Shonkoff JP, Boyce WT, McEwen BS, et al: Neuroscience, molec-

ular biology, and the childhood roots of health disparities: build-

ing a new framework for health promotion and disease

prevention. JAMA 2009; 301(21):2252–2259

31. Masson M, Bussi�eres EL, East-Richard C, et al: Neuropsychologi-

cal profile of children adolescents and adults experiencing mal-

treatment: a meta-analysis. Clin Neuropsychol 2015; 29:573–594

32. R-Mercier A, Masson M, Bussi�eres EL, et al: Common transdiag-

nostic cognitive deficits among people with psychiatric disor-

ders exposed to childhood maltreatment: a meta-analysis. Cogn

Neuropsychiatry 2018; 23:180–197

33. Cameron SK, Rodgers J, Dagnan D: The relationship between the

therapeutic alliance and clinical outcomes in cognitive behav-

iour therapy for adults with depression: a meta-analytic review.

Clin Psychol Psychother 2018; 25:446–456

34. Liu S, Ahemaitijiang N, Xu J, et al: Patterns of childhood maltreat-

ment influence sleep quality: the role of emotion regulation. Dev

Psychopathol 2023; 22:1–11

35. Serbanescu I, Backenstrass M, Drost S, et al: Impact of baseline

characteristics on the effectiveness of disorder-specific cognitive

behavioral analysis system of psychotherapy (CBASP) and sup-

portive psychotherapy in outpatient treatment for persistent

depressive disorder. Front Psychiatry 2020; 11:607300

36. Novelo M, von Gunten A, Jardim GBG, et al: Effects of childhood

multiple maltreatment experiences on depression of socioeco-

nomic disadvantaged elderly in Brazil. Child Abuse Negl, 1018

79:350−357
1336
37. Li ET, Luyten P, Midgley N: Psychological mediators of the associ-

ation between childhood emotional abuse and depression: a sys-

tematic review. Front Psychiatry 2020; 11:559213

38. O’Mahen HA, Karl A, Moberly N, et al: The association between

childhood maltreatment and emotion regulation: Two different

mechanisms contributing to depression? J Affect Disord 2015;

174:287–295

39. Cai J, Li J, Liu D, et al: Long-term effects of childhood trauma sub-

types on adult brain function. B&Behavior 2023; 13:855–860

40. Steele B, Neelakantan L, Jochim J, et al: Measuring violence

against children: a COSMIN systematic review of the psychomet-

ric and administrative properties of adult retrospective self-

report instruments on child abuse and neglect. Trauma Violence

Abuse 2023; 24(3):1832–1847

41. Spinhoven P, Penninx BW, Hickendorff M, et al: Childhood

Trauma Questionnaire: Factor structure measurement invari-

ance, and validity across emotional disorders. Psychol Assess

2014; 26:717–729

42. Witt A, Brown RC, Plener PL, et al: Child maltreatment in Ger-

many: prevalence rates in the general population. Child Adolesc

Psychiatry Ment Health 2017; 11:47

43. Glaesmer H, Kuwert P, Braehler E, et al: Childhood maltreatment

in children born of occupation after WWII in Germany and its

association with mental disorders. Int Psychogeriatr 2017;

29:1147–1156

44. W Clemens and F Sachser, [Study: Current attitudes towards

physical punishment and parental disciplinary practices in Ger-

many], Ulm, Redaktion Klinik f€ur Kinder- und Jugendpsychia-

trie/Psychotherapie, Universit€atsklinikum Ulm, 12−98, 2020.
Am J Geriatr Psychiatry 32:11, November 2024

http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0029
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0029
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0030
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0030
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0030
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0030
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0031
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0031
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0031
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0031
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0032
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0032
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0032
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0032
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0032
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0033
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0033
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0033
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0033
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0034
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0034
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0034
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0035
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0035
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0035
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0035
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0035
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0037
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0037
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0037
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0038
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0038
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0038
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0038
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0038
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0039
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0039
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0040
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0040
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0040
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0040
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0040
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0041
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0041
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0041
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0041
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0042
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0042
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0042
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0043
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0043
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0043
http://refhub.elsevier.com/S1064-7481(24)00335-X/sbref0043

	Differential Psychological Treatment Effects in Patients With Late-Life Depression and a History of Childhood Maltreatment
	INTRODUCTION
	METHODS
	Study Design
	Participants
	Randomization
	Treatments
	Measures
	Statistical Analysis

	RESULTS
	Influence of CM Severity on Treatment Efficacy
	The Influence of CM Subtypes on Treatment Efficacy
	Response and Remission

	CONCLUSIONS
	Strengths and Limitations
	Summary and Practical Implications
	AUTHOR CONTRIBUTIONS
	DISCLOSURE/CONFLICTS OF INTEREST
	DATA SHARING STATEMENT
	ACKNOWLEDGMENTS

	SUPPLEMENTARY MATERIALS
	References



