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Purpsseér For depressed older primary care patients,
this study aimed fo examine (o} characteristics
associated with" depression- reafment preferences;
{b) predictors of receiving preferred treatment; and
{¢) whether receiving preferied fretiment predicted
satisfaction and depression outcomes.  Design- and
Methods: Pota are from 1,602 depressed older
primary care pafients who participated in o mullisite,
rahdomized cliriical trial comparing wsudl care to

colluborative care, which offered medication and -
* covfiseling for up-fo 12 months, Baseline assessment

included -demographics, ‘depression, health infonna-
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fion, prior depression treatment, potential barriers,.
and treatment preferences fmedication; counseling).
At 12 months, services received; safisfaction, apd
depression outcomes were dssessed.  Results: More
putients preferied counseling [57%) than medication
(43%). Previous experience with a freatment type was
the strongest predicior of preference. In addifion,
medication preference:was predicied by male gender
and diagnosis f mujor dépression (¥s. dysthymia},
The coliaborative care model grepily “improved
access jo preferred treitinent, especially for counsel-

ing {74% vs 33% in vsual care). Reesipt of praferred
treatment did not prédict sdfisfaction or dépression
cutcomes; these outcomes were most sirongly impa-
cted by freaiment condilion. Implications: Many
depressed ofder primury care patients desire counsel

ing, which is infrequerily aviilable in usual primary

care. Discussion of treatment prefererces should
include an assessment of prior featment experiences,
A colluborative care model that increases collahiora-
tion between primary care. dnd nienial hedlih pro-

fessionals ean increase access o preferred tradhment.

If preferred freatmiernit is not dvailable, coliuborative
care shill results in good sofisfaction dnd depression
oufcomes,

Key Words: Treatment preferences, Depression,
Primary care; Collobordtive care, Counseling

Late-life-depression is very common in prifary care
settings, affecting at least 5% to 10% of older pfin{argv
case paticots (Blazer, 2003). Untreared depression in.
older adults results in serious conseguénces, including
suicide (National Institutes of Health [NIH], 1997}
increages in all-casise moreality] and functional decre-
ments (Frojdh, Hakahsson, Karlsson, 8 Molarius,
2003). Psychotherapy and antidepressant miedication
ate both cffective treatments for depression in older
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adules (Charney et al,, 2003), but despite the Serious-

ness of late-life depression and the availability of
efficacious treatments, many older adults do not receive
such treatments (Swartz et al, 1928}, Even in the

- preserice of a psychiatri diagnosis, older adults aie less

iikely to receive mental-health sepvices than are younger
adults (Klap, Unroe, 8 Unizer, 20035,

One imiportdnt component that may influence
treatment utilization is the older person’s acceptaice
and preferences for the services that are offered.. In
studies with primarily mixed-age depressed patients,
matchitig tredrment to patient preferences resulted in
bettes acceptability (Thompson & Scotr, 1991), service
utilization. (Bedi et al., 2000; Dwight-Johnson, Uniitzer,
Shethonrne, Tang, & Wells, 2001; Rokke, Tomhave, &
Jocic, 1999), and satisfaction (Bedi et al.). Treatment
preference “is often determined by several factors,
iricliding depression severity (Bedi er al), past
treatment, experiences (Dwight-Johnson, Sherbourne,
Lizo, 8¢ Wells, 2000; Rokke & Scogin, 1993}, and
ethnicity (Cooper et al., 2003; Dwight-Johnson et al.,
2000). Thiere is very little reseasch to suggest that these
findings arg true of peaple over the age of 60, however.
Exideing studies of older adults suggest that they find
a variety of types of psychological services acceprable
(Arean, Alvidrez, Barrera, ‘Robinson, & Hicks, 2602;

Landreville, Landry, Baillargeon, Guereste, 8¢ Mattean,,

2001; Rokke 8 Scogin}, wend to prefer psychotherapy
over miedication (Landreville et al; Rokke 8 Scoginy

‘ Untitzer et 2k, 2002), and prefer being traated” i

primary cate (Aredn, Hegel, & Rieynolds, 2001).
Given that no single treatment modality is clearly

supetior to anothey and that preferences may influence
. . patient acceptance and satisfaction with Ireatment,
" dep
" ealthicare Research and Quality (AHRQ, formerly the

sion. puidelines established by the Agency for

geney for Health Care Policy and Research) ehcour-

" age providers to give pavignts their choice, of trearment

Sehtrlberg, aten, Simony 8. Rush, 1998). This

fequires providérs to anticipate which ' patients will

choose varions treatment opticas i order to plan for
the availability of setvices and negotiate optintal
treqement plans. - Currently, there s a mismatch be-
tween oider adufts’ preférences for being eeeated in the
pritnary care setting, yet preferring counseling, which
commonly is not offered in primary care. When such
preferred services asg not available and not feasible to
adq, it is jmportant to understand the impact of not

- meering preferences on service use and outcomes.

Therefore, ous purpose in the current study was 10
examine tseatment preferences for dépressed older
-adulrs participating in a study of depressicn treaunent.

K IMPACT  (Improving Mood-Promoting  Access 1o
. Collabiorative Treatmont) was a muliisite, randomized
* clinical teial that compared usual care with a collabo-

rative: care model of depression treatment for 1,801
older primary care patients. Collaborative care. cen-
tered on a dépression cdre mandger, who collaborated
with the patient, primary caze physician, and other
health professionals to coordinate. depression caxe. The
depression care manager coordinated medication man-
agement and also offered brief psychotherapy. The
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primary findings indicated thar collaborative care was
much more successfu} than usual care in depression
outcomes, satisfaction, and improving access to care
(Uniitzer et al,, 2002). .

The current study had three aims. Qur first ainy was
10 identify predictors of baseline treatment preferences,
On the basis of past research with mostly younger
populations, we: hypothesized that women and Black
participants would prefer counseling, those with mong

severe depression would »prcfer' medications, and those.

with prior positive treatment experiences would prefer
the same type of treatment. We expected potential
barriers: to treatment, including transportation and
time-consuming obligations, to predict a- preference
for medications, as it.gc'ndrailylrequims.fewer'v%sixs and
less time than counseling. Qur second alm was to test
the hypothesis that greater acCess 0 préferred cfeatmeént
would be predicred by a preference for medication and
being in the collaborative care condition. Thizd, we

hypothesized that receipt ofpreferred treatment would -

predict better putéomes {sarisfaction and depréssion).

Methods
We derived data for this article frore the IMPACT

study (Untitzer et al, 2002), o multisice, rapdomized

trial comparing a primary-care-based collaborative
care model with usual care to treat late-life depiession,
The procedures for this stndy met, ethical requirements
for the protection of humas subjects and were
approved by the Institutional Review Boards ar all
participating organizations All participants gave writ-
ten informed consent. P

Parficipants

We selected patricipants from 18 primary care clinies
belonging to eight health care otganizations in five
stares (Uniitzer et al., 2001). Inclusion criteria were:that
participants {a) were 60, years, of age or older; (b} met
Criteria for major depression or dyschyinia; according
w the Structired Clinical Interview for Diagnostic
and Statistical Manual of Mental Disorders, fourth
edition (SCID; First, Spitzer, Mirtam, & Williams,
2002); (c) planmed to use their primary clinie for the
next year; and (d) spoke English. We excluded
participants. for (2) currently abusing alcohol, based
on score = 2 on the CAGE (Bwifig, 1984); (b). having
a history of bipolar or psychotic disorder; {c}
experiencing severe cognitive impairment, according
to a score < 3 on & six-itém cognitive screen {Callghian,
Unverzagt; Flut, Perkins, & Hendrie, 2002} or {d)
curiently seeing a psychiatrist. ‘

The orjginal stndy samiple incladed 1,801 partici-
pants. Approximately half were referred to the study by
their primary .care physicians, and the other half wese.
idenrified by systematic screening in primary care. As
previously yeported (Uniitzer et al., 2002), 308 (14%) of
roferred individuals refused to participate in the
screenings as did 5,246 (16%) ‘of .individuals offered

the systematic screening. OFf the 2,102 individuals whe
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were deemed eligible after the full intecviaw, 1,801
(86%} agreed to partivipate. Across the 12-month
follow-tip period, the pumber of participants who
dropped our was very small (= 143, or 7.9%),

We limited the sample in the current report to the
1,602 pareibipatny who expressed a preference for one
of the two active wreatthents (antidepressatts of
counselinig) at baseline, Thus, we ewcloded 199
(11.05%) of the original sample (N = 1,801} béecanse
of the small number without an expressed prefersnce
{7 = 78; #.33%) or who preferred nejther treatment
(= 121; 6.72%).

Treciment Condition

We randomly assigned participanis to one of two
treatment conditions, collaborative care or usual care,
Collaborative care consisted of the integration of
menial health services invo primary care medicine.
Dépressiofr treafment - was managed by a team of
providers including the patient’s primary care provider,
a consulting psychiawrist, and a depression care
manager; who were available for tip to 1 year, The
depressicn care manager educated patients abous rheir
tregunent options for depression and provided ongoing
depression managesient by supporting antidepressant
medication management prescribed by the pasent's
physician, offering behavioral activation, or'a coursé of
Problem Solving. Treattuent. in Primary Care, a brief,-
structred form of psychotherapy for depression in

* primdry cave. Thus, for collaborative care participants,

both medications and counseling, were available within
the primaty care setting. With their depression care
mandger, participams negotiated 2 treatpient plan,
which cotild be chdnged as nceded. Mote detailed
deseriprions of the collaborative care model asd
provided elsewhere (Fegel et al., 2002; Saur et 2l
2002; Undiezer et-al., 2001, 2002,

In the nsual care condition; participanrs received
carg that was typically available in their clinics.
Primary care physicians who had referred patengs to
the study were informed of the depression diagnosis
and were free to Initiate antidepressant medications,
refer patients to mental health specialists, or provide
any other treatments for depression. In both gioups,
depression tréatmient: decisions were left up to patiengs
dnd their primary care providers.

Survey Procedure

Ddra sepoited are from baseline and 12-month
fellow-up sarveys. Prior to. randomization, trained
interviewers collected baseline data by using a
computer-assisted personal interview. Theé baseline
nerview contained questions regarding demographics,
mood, prior treavment experiences, and” depression
treatment preferences, At 12 months, a telephone-
survey research group conducted blind follow-up
interviews, which included questions abour rreatmenrs
received, maod, and satisfaction. For the purposes of

6

this arricle, we discuss only the measures collected for
the currear hypotheses.

Bosefine Measure

. Demographic Yoriables, —~Demographiic variables
_assessed ‘at baseline include gendset, age, race or

ethaicity, marital starus, education. level, Medicare
msurance, insurance. coverage for prescription medi-
cations, total houschold. income, and working status.,

Depression, —Depression  variables included a
diagnosis according 6 the American Psychiatric
Associavion’s Diagrostic. and Statistical Manual of
Mental Disorders, fourth edition, revised {known as
the BSM-IV-R) of major depression:, dysthymia, or
both from the SCID (First ev-al,, 2063}, more than two
prior depressive episodes (yes of no}, thoughes of
suicide (yes ot ne), and severity of baseline degressive
symproms, as measuced by 20 depression items {SCL-
20) frotn the Hopkins Symptom Checklis—00 {Dero-
gatis, Lipman, & Covi, 1973).

Cther HeolthRelafed Voriables.—We also in-
cluded a pesitive sereap for anxiety (yes or no), based
on whether the participant had a positive response {o-
scréening quebtions for either panic or postiraumasic
stress disorder. We determined. presence of cognitive
impairment as indicated by a score-of 3 to § on the six.
ftem cognitive screen (Callahan er dk, 2002), We
tabulated the number of chronic medical diseases
from a list of 10 common disérders, based on
participants’ sclf-report. We measured heafth-relared
impairmrent  with three. items from ¢he Sheehan
Disability scale (Sheehan, Harnest-Sheshan, & Rai,
1896),. which. queries patients on the extent to which
bealth had interfered with work (including arcund the
home), family life, and social life. Participapes rared
their overall quality of life on a scale from. 0 {about as
bad as dying) ro 10 (your life is perfecy),

Past Experience With Depression Treatment, —
At baseline, interviewers asked parilcipants aboud
previous depréssion care, including zny past depression
care {yes or no); any antidepressant use i the past 3
months (yes or no); any specizlty menta) health visics or
psychotherapy in the past 3 months (yes or naj;
satisfaction with depression care before the study
(exeelient, very good, good, fair, or proor); how hielpful
past medication or counseling was (not ar all, not very,
somewhat, or very helpful); bothersome of irtitating
side effects from antidepressants (yes or o)y and
whether they discontinied anddepressant use as a resizle
of side effects (yes or no).

Potential Treatment Barriers. —We included vari-
ables that could affect. o participant™s abiliry or
preferchces about engaging in rrearment. We inclyded
several transportation. variables: receipr of transpora-
tion assistance (any in past 3 months: yes or nop -
number of times used in past 3 reonrhs) and estimated
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cravel time to usual provider, mental health specialty,
or place to pick up prescriptions. Time-rclated. re-

sponsibilities included caregiving responsibilities (yes -

or 0oy, household responsibilities (scale of 0-4),
sumber of peaple in houschold, presence of childresi
or grandchildren in the household, and work statis.
We also included whether there was daily contact swith
a spouse or partaer {yes or no)- ‘

Treatment Preferences,~To determine preferen-
ces, inverviewers asked participants the following
question: “Let’s assumc that you are suffering from
depression ard you had to choose berween (1) taking
antidepgessant medication daily for 6 o 9 months; {2)
going for. counseling of psychotherapy weekly for at
least 2 months;y or (3) receiving no treatment: av-ail.
Which would you prefer?” Responses categorics were
médication, counseling, either, or neither. We assessed
preferences prior 1o any education, so they represent
participanss’ preferences when they entered che piimary
care SeLting.

Measures at 12" Months

Treatments Received.—We assessed Ireatments
reccived by self-report by using 4 version of the Cornell
Services Index for Primary Care {Meyexs; Sirey, &
Bruce, 1997} that was modified for a comptiter-assisted
interview. Questions included ia the, current analyses
referred to any antidepressasit use and eounseling of
psychotherapy in the period since the priog assessment
(this meagure was administered at 3, 6, and 12 m’qnths‘j .
Inrerviewers asked participants about any prescription,
nopprescriprion and over-the-counter medicarions they
were raking for help with depression, anxiety, sleep,
energy, or pain. We considered those who reported
using FRXA-approved aniidepressant medications at any.
time poins to be antidepressant usess: Interviewers also
asked pacticipants the following question: ““Ins the past
3 {of 6) months, have you had any visitsto a counseldr,
therapist, psychothetapist; or other mental healch
pravider?” We considered chose who responded “‘yes”
‘at any time point to be counseling users.

Receipt of Preferred Treatment.—We created this
variable op the basis of the presence of 2 riiasch

betwracn baseline trearment preforence and treatments

received. 1f a person received the teatment Uypo
preferred at basetine at any point during the 1Z-month
period, we labeled thern as having received their
preferred treatnjent. This resulted in two categories:

{a) yes, teceived preferréd treatment, OF {b) no, did not
R

receive preferred treatment.

Satisfaclion With Depression Care. —laerviewers
asked parsicipants this question: “Qver the past 6
months, how would you late the quality of care you
have received for depression at your primary care

cclinic?® {excellent, very good, good, fatr, puor). We

v

derived a dichotomous variable, with those who
reported theis depregsion care s “eveellens™ or “very
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good” considered as satished, and those who responded
“good,” “fair,” or *'poor” us not sarisfed.

De‘pfess‘idn‘ Outcomes. —We measured depression

severity with 20 depression items (SCL-20) from the

Hopkins Symptom Checllist-90. (Derogatis et al., 1973)
at 12 months. We considered pargicipants who.expeti-
enced a 50% or more decrease in $CL+20 seores from
haseline to 12 months to be substantially irproved.

Data Analyses

We conducted univariate and bivariate analyses o

describe the sample and to select predictor variables,
based on the hypothesized predictors described herein,
We used muitiple logistic regression analysis. to
examine predictors of four outcomes: {2} baseline
preference for coumseling, versus medication; {b) receipt
of preferted creatments {c} satisfaction with trearment;
and {d} improvement in depregsive symptoms (i.e., 50%
reduction n SCL scores from baseline}, We excheded
a total of 62 deceased. patients at 12 months from the
13smonth analyses.

For the analysis prediering baseline treatment prefer-
ences, predictors examined in bivariate analyses in-
cluded démographics, depression, ather hiealth-related
variables, past mental health tieatinent, and barriers. We

included variables that were significant (p < .05) in the

logistic regression model, ‘ .
For the three 12-month outcomies (receipt of preferred
treatynent, satisfaction, and depression OUECOMES), We

examined the $aig predictor variables in bivariate

analyses and included them if significant { & .05). For
all three 12-month outcomes, additional predictors were
baseline treatment preferences (medication or courisel-
tng), trcatment condition (collaborative or usual care},
and their interaction. if the interaction is sigaificant, we
present it in the results; when the interaction tgrm is not
significans, we present the main effects models. Finally,
for the satisfaction and depressicn improvement out-
comes, we aiso. included receipt of preferred trearment
as a predictor, to determine whether receiving one's
preferred reanment predicted greater- depression im-
provement or satisfaction.

T detect multicollinearity, we searted by examining
the bivariate cortelations among indeperident variables.
No pair of variables was nighly cotrelated. "The
correlation coeffcients ranged from 2025 t00.38; valuis
in chi-square tests for nominal variables were p < G0L
We then evaluated. the multicollincatity diagnostic
seadistics, the Varlance Inflation Factor (VIE; Allison,
1999; Neter, Wasserman, & Kutner, 1990), produced by
linear regression analysis {PROC REG with options VIF
in SAS). The VIF¢ ranged from 1.08 to-1:83,indicating no
presence of multicollineakity in the model,

Missing Data.—We used multiple imputation
techmique to account for milssing data. Variables
examined in this study had missingpess rates of
less than 2%. The unit nonresponse rate for the
1month follow up was 17%. We used a predietive




mean-matching method (Litde, 1988) to create five
impdted data sers. We then enalyzed. each of fve
complete ddra ets by using standard. complere-data

methods: Details of misiing: data imputation are
presenited in Tang, Song, Belin, and Uniitzer {2005).
We combined the résults across five imputed data sets
by averaging, and we adjusted standard srrors to refleer
both within-imputation variability, and berweéen-impy-
tavion varfability (Rubin, 1987). ‘

Results ,
- Description of Sample and Treaimeit Preferences

Characteristics of the sample (N = 1.602) ape
preseritéd in Table’ I, The average age of the
participants was 711 (SD = 7.4}, Most participants

were female (67%) and had a high school education -

(81%}. The sample was ethisically somewhar Tmore
diverse than national samples of older adulis {Untizer
et al, 20023, with 339% minosity participants. Moss
paiticipanes' (52%) met cdteria for both major det

pressive’ disorder and dysthymia. More participants

{87%:, n = 920) preferred, counseling, with. 43% (# =
682) preferring antidepressint medication,

Prediciors of Treotmenf Preférenr:e

We conducted a muleiple logistic regression o

. exdmine. factors associated with treatment préferénces
- for medication or counseling (se¢ Table 2), The overall

* | model was highly $tatstically significant, % (23] = 176,
" p.< 0601, The only demographic variable that was

significanit was gender, as fomale participants. were

mote likely to prefer counseling and male participants
were more likely to prefer medication. OF the clinjcal
variables, severity of depression diagnosis was the only

sighificant: predictor; participants with major depres-

sion were more likely than patients with dysthymia o .

prefer medication. The strongest predicrors. related to
prior. treathient expetience. Participants were more

likely to prefer counseling if they had recént visies to -
specialty mental healrh or psychotherapy or had found.

counseling helpful in the pase {compared with those
with 1io past.experience with countseling). Conversely,
they were more likely to prefer medicarions if they had
used anvidepressants in the past 3 months or had found
antidepressants  helpful. or tolérable in the. past
(compared with those with no past experience with
antidepressantsy. Noné of the hypothesized barriors
{¢.¢: transportation, caregiving, or household Tespon-
sibilities) predicred preferences,

Predictors of Receiving Preferred Treaiment
at 12 Months :

" The results of the multiple logistic regressién o
predict receipt of preferred treatment are presented in
Table 3. The overdll. model was significant,  (24) =
41845, # < .0001. Baseline trearment preféretice
~did not predict receipt of preferied treatment, but

T8

“Table L. Sample Chatacteristics and Proferences

Sample: Charactetistics, “Total Medication Counselirig

" N (%) (N = 1,602} (N == 682) (N = 920 .
Gender ' S
‘Male 536 (33)  240.445) 29658y
.Female. LOB6(67)  a4Z.(41) 624 t59) .
. Age (years) ) :
6054 380 24 170 45} 210.(5%)
6574 671 (42) 287 (43} 384 {37}
275 SS1 34 235 (41) 326 (59
Spouse or live-in parener '
' No ) 863 (54) . 361 (47) soz 58y
Yes - 739 (48) 321 43) 418 (57
. Race and ethnicity _
White (non-Hispanic) L238 (77) 513 1 71s {38).
Black - T @) 102 (s3)
Hispanic 1258, 45036 50w
Other , B3 20 3o
Education® - .
< High school gradoare. 299 (18) 145 (a8) 154 (523
2 High school graduaze 1,302 (81) 537 41} 765 {59
Diagnosig** C ‘
Major-depression 27 111 (40) 168 gy
Dysthymia 482 (30) 181 (38) 301 (2)
Both 841 {32} 330 A8 451 ($4).
Anxiety (based on screener) .
No . - LI22 (70) 481 (43) 641 {57y
Yes : 480 (30} 201 @2y e 58
Chronic discases )
-1 : 281 (18} 16t (36) 180 (84)
23 . | 651 (A1) 391 45) 361 (55)
>4 ) 669 {42) 290 43 379 (57
Used. antidepressant in. past ¥ months** ‘ .
No. - 904 (56) 296 (3 608 (67)
~ Yes 698 (44) 386 (35 312 (455
Visired speeislist orpsyclivtherapist in past 3 menths .
No LAG4 (91) 633 (43)  §31 {57y
Yes 138.09)  49.436) - 89 (54)

Notes: For “Total” column, N apd percenttages are caloy.
fated by coluintt, For “Medication” and “Counseling " N and
prrcentages are caleulated by row. Compdring  differences
across preference groups for mettiple impoed dard sets b RS
0.08, "5 < 0.01, -

baseline preference interacted with txeatment condi-

tion, H1578) = ~4.63, p « 0061, as illustrated in

Figure 1. Participants who initially preferred counseling
were sigrificantly more likély to receive their preferred
teeatiment in collaborative care than in weual care; odds
tatio (OR) = 6.95 (95% confidence interval {CI} =
5.10-9.49), p < 0003 Of those who preferred coyn-
seling, adjusred estimates. indicate that 74.20% (SE =
2.09) 1n the coliaborative care group actually received
coufiseling, compared with 33.239% SE = 239 in
usual care, #1,578) = 12.23, p < .go1. Those: whio
preferred medications also were mdre likely to receive
them in collaborarive care than usual care, QR =217
(Cl = 1.42-3.17), p.<< .001, although this différence
was of lesser magnitude than dic counseling effect. OFf
participants preferring fedicadon, 82.57% (SE= 2.12)

“in collaborative care comparéd with 70.15% (SE =

2.49) in usual care received medication, #{1,151) = 3.68,
P < 001. As indicated in Table 3, ather- factors thiar
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+ Major depression

“Yable 2. Logistic Regression Predicting Baseline Prefecence
for-Antidepressant Medication

Table 3, Lopistic Regression Predicting Receipt of
Preférved Treatent

Predictor ‘ B MO.R.. 5% O - 4

Prediccor OR 95% Cl  ty ?

Femule gender

Erhnic minority

At least high scheol
gradusce 0.935 0.69; 1.27 ~0A3; 5 670

1445 1,12, 1.86 28809 004

0.7 0.55,‘0.91 "-2..6'7)‘_',79 08
0.864 0.65, 114 —1.03,,50 304

5C1-20 depression
score {range = 04}
Positive on cognitive
impaisment screenct 1.212 0.96, 153 16l,59 207
Prior antidépressant medicatidn experience
Nan¢
Not helpful, toletated 1482 1.03, 237 Llism Q36
Not helpfel, not , o
 wolerawed 0,887 0.59, 1.34 —0.57y65s 570
Helpful; colerated: - 2.74% 1.96, 3.82  5.9534 . < 001
Helphil; not tolerared 3,401 1.597, 4.89 489, < .001

0.878 0.72, 1.07 —1.28y5p 202

Any antdépiessant

use in, the pugt 3 months 1,744 135, 235 43250 < 001
Prior counsaling experience

No cotmseling

Counsating, not helpful 1231 0.87, 1.7 L1245 o264

Counseling, helpful 0.39) (.44, 0.78 ~3.59 s = 001
Any speciaity mental health

visit or psychotherapy

in the past 3 months

Notes: Goanseling = 0; medication = 1. Intervention sta-
ws, recruitment method, and scven dummies for & ht par-
figipating crgauizdtions were incinded in the model bur not

preseored here, Infercnces and degrees of freedond were cals .
c.oflated. by the multiple  imputation  inference rechnique
{Rubin, 1987). - !

increased the likeliliood of receiving the preferred
creatment involved past experience with antidepres-

sants and specialty mental health visits:

Receipt of Preferred Treaiment and Safisfaction
With Treatment at 12 Months

The ovetalt model was. significant, H21)= 164.37,
p < .0001. Receipt of preférred treatmient, however,
was pot significant, #(175) = —0.34, p = 73, In-
tervention status: was the strongest predictor of
catisfaction in the current model, OR = 343 (Cl =
2.62-4.49), p < 0001).

Receipt of Preferred Trealment énd Depression .
Outcomes of 12 Monihs

Thi overali model was significant; ¥*(18) = 185.03, -

p < .0001. Similar to satisfaction, receipt of preferred
‘reatment was not sigmficant, t(44) = 027, p = 79
“The collaborative care intervention was the stongest
ptedictor of improvement in the current model, OR =
3.55(Cr= 1.70-4.67), p < 0.0001. -

We examined satisfaction and depression outcomes

at 12 months in grester detail for the collaborative
care participants. Instead of baseline preferences, we

Vol. 46, No. 1, 2006

0,658 0.43, 0.99 ~1.99 5 047

Treatment, condition-

{0-= vsuval care,

1, == collaborative) )
Preference (B = i .

- gounseling, 1 = meds) 5.580 3,96, 7.87 9;8'11'573 < 0001

Treacment condition )

¥ Preference 0.305 0.18, 0.50 ~4.68 &y < .0U1
Age 0.985 0.7, .00 —1.33;  .328
Feémale gender 123 0.90, 1.69 1.32; e
Brheic minority 0.826 0.56, 1:23 —0.985 335
At least high school

graduste 142 098,211 175 085
5CL-20 depression score )

{range = 0~4) 1168 0.92,1.48  1.3lpx A9z
-Prior antidepressans. medication experiensg

None .

Mot helpfuly no ‘

tolerated 2004 125, 328 291 005
Nét hélpful, rolerated  1.569 1.2, 240 207500 039
Helipful, not tolerated 1483 0.80, 278 1333 200

Helpful, solexared
Any antidepressant ase id - ‘

the past 3 months 2047 149,281 44730 <.000%
Prior counscling experience

No counseling

Counseling, not ] ‘

Chelpful 0.979 0.65, 146 ~0llggy 916

Counseliag, helpfal 1,025 072, 146 014, 891
Any specialty mental.

health visit-oz

pisychotherapy ‘ ) ,

in the past 3 mouiths  1.924 1.09, 340 228y 025

1499 104,216 2185 .03

Notes: Did not seccive preferred reatmeqt was coded as 0;
petdived prefecred treatmentwas coded as'L. Intervenzion status,
recruitment sethod, and sevedi dummiés for eight participating
orgapizations were inclided in the miodel but not- presented
here, Tnferences and degrees of freedom were calculated by the
multiple imputation inferénck wechnique (Rubin, 1987},

examined prefererics after receiving psychoeducation as
a predictot. Amother modifcation included” defining
receipt of preferred treatinent. based on the initial
treattnent received as opposed to any thme across the
12-month period. We observed no chazriges it ‘the
resulss for either of these analyses,

Discussion

The results feom this seudy have several imporzant

clinical implications in the treatment of depression i

older primaty care patients. First, most depressed older
adults in primary.care wished to.receive soshe férm of
wredrment for their depression, and initially mere than
balf preferred couiseling. Current ‘depression gnide-
lines indicate that both medications and counscling
should be available, in order to honor parienrs’
autonomy and’ choice (Schulberg et al., 1998). Cour-

" selipg often is.not.available in primary care, dnid older

primaty cdre patients preferring counseling are less

6954 5.10, .49 122355 < 0001
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likely, 1o receive depression treatment (Unfitzer et al.,
2001). Our sty found. thar participants in usual care
who "preferred: counseling were -miuch less lkely 1o

" _recgive -their préferred treatmeént than those who

preferred medication (33% vs 70%).

Because of the limited access to preferred tieatment -

in usual care, enhanced collaborarion between primary
caré and mental health providers will be necessary 1o
match many older primary care patents’ trearment
preferences. Qur findings indicate that 2 collaborative

care model, such as the IMPACT model, can be very

suceessful at marching patient preferences, with a dra-
matic impact on -zccess to. counseling—many elders’
preferred treatment. Compared with usual care, the
collaborative care model improved zccess 1o coungeling
from 33% to 74%. Collaborative care reduces 2 number
of porenrial bartiets to receiving counseling. These
barriers can include stigma regarding specinley merital
health settings, transportation or convenience, and
bazziers. 1o effective referral and collaboration among
providers.

An integral part of a collaborative cars model is
negotiating a treatment plan. In order to develop an

acceprable treatinent plan, it is important o un-.

derstand in greater detail the specific’wrearment options
patients prefer and why. Health care providers should
discuss the patient’s prior treatment experiences in
terms- of helpfulness, tolerance, and other factors, as
this prior expetience likely infliences. whar the person

o is willing fe wy in the fuware. The iportance of

considering prior treatment experiences is highlighted
finding that these variables vere the STEOTIEest

Gitvden ci:—}or’efereﬁte's for medication vérsus coiun-
cling. . Owerall, this finding is Intuitive, given that

speaple genetally like what-is familiar and whar has -

1

. might be less intitive to consider that participants who

Ked ‘before, and is consistent with past reseazch

ot al., 2000 Dwight-Johnson er al., 2000). It

had pot eolerared medications-in the past stilf preferred
medication if iv had beeh helpful in the past; this finding
would seem o indicate that a beneficial . treatment
responise may be a more important consideration than
the side effects experienced. Most patients without
prior trearment experience will require additional
education. about treatment opticns,

Few demographic, clinical, and’ barrier variables
were signifi¢ant predicrois of preferénces. Initerestingly,

minority status was pot predictive of wreatment .
- preference in the model, a finding that is contrary to

previous studies of younger primary care patients
{Brown; Schulberg, Sacco, Perel, & FHouck, 1999;
Coopet er al,, 2003; Dwight-Johnson et al., 2000). As
has been shown to be twne in research with younger
patients, older participants with more severe deptession
{.e;, major depression) were more likely to prefer
medications than those with dysthymia. Furchermore,

access barriers did por peedice preferences. One
possible explanation is that all participanss who

consented to the study were willing and able to commit
the .necessary time. These barriers may be more
relevane for the acceptance of any active treatment
compared with no treatment or willingness to partic-

20

Percent Receiving Praferred Treatment

:

404 ’
- Braference
% Chmseling

1 588 Mo digation

Blsuabeare . Collaboigive carg, .

. ' Condition

I"E.gure L Receipr of preferred trestmens by trearment
condition and preference. Values are adusred estimates fromy
miiitiple logistic regression todels

ipate in a'research seudy; it was not feasible to examine:
these possibilities with the curvent dara, Prrticipats
also were asked about theit preférences before: they.
were given an explanation of exacdly what rreatment
entailed; explanation. about how often the participafits
might have to zrend.the clinic for psychotherapy could.
change their preferences. ch

" In riegotistiig a treatment plan, another tmpérant .

factor to consider is the impact of. maiching—or net -
marching—treatment to- an individual’s. preference.
This is pardicularly relevane fﬁ)f'p:’imé.i:)‘i cate seftings
in. which collecating mental health services simply are

- not: feasible-or when a-patient is not able to engage n

the- preferred treatment {e.g., vnable ro rravel “often
endugh for counseling). Counter v oup ofiginal
hypothéscs, matching treatment 1o preferences. did ot
predict cither satisfiction or depression outcomes,
These findings are consistens with British stidies thar
found randomly' assigned -patienss did as well in
tregrment as those who were allowed ro pick their
treatment Bedi et al., 2000y Chilvers et al., 2001; Ward
er al., 2060). : i ‘
Instead of preferences, satisfaction and debrgss.iﬁn
weze most strongly influenced by treatment’ condition,
as, deported in the original findings from IMPACT
(Untitzet et al., 2002). Thus, whai' seéms to be. most
relevant for outcomes is the availability of a provider
who can.discuss treatment options, negotiate a treat-
ment-plan, offer active evidence-based Teatrhent, and
mohiter progress on a regular basis. If the person
responds to treatment, he or. she is more Jikely 1o be.
satisfied (Hansson, 1989; Holcomb, Parker; Leong,
Thiele, & Higdon, 1998: Katon et al., 1995, 199},
Adchough it may not affect the cutcomes, we believe on
sthical grounds that it is more patient centered and dhivs -
desirable to provide access to both medications and -
psychotherapy in primary care, allowitig tore patients

{0 access their prefersed reament (Halpern, Johnson,

Miranda; & Wells, 2004). ¥ prefereed treatment (such -
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as counseling) canmot be provided in primary care, then '

an alternative evidence-based trearment such as and-
depressant medicarion should be offered.

Although this is onc of the first studies thar we know
of to longitudinally study depression treasment prefer-
ences for older adules, it is exploratory in nature and has
limitations that have ro be considered. First, participants
were asked to make a decision about treatrment choices
withour any addirional information about the treat-

ments, Older adults may have less information regarding,

menral health issues and trearment options than do
younger adults (Mickus, Colenda, & Hogan, 2000;
Robb, Haley, Becker, Polivika, & Chiwa, 2003}, and they
may be more likely ro initiate mental health treatment
once they are educated abour these treacments. Psycho-

education did not change the findings for the collabo-

rative care treatmen: group, however. Thus, the
information from. this study is valuable for helping
health care providers to anticipate their patients® initial

rrearment preferences and important issues to assess

(especially prior treatment experiences) while negotiat-
ing a reatment plan.

A second limiration is that the participants in this
study had agreed ro participate in a treatment wiak by
vigtye of their interest in zesearch, they may gor be
representative of all depréssed older adults seen in
primary care. This could explain the tack of findings for
race of ethnicity and preférences, as well as macching
preferences on oumcomes. Individuals who were willing
to patticipate in research and bé randomized to
rrearmeit. condition probably were more aceepting of
different kinds of menral health services, compared with
those who refused. Thus, they preferred a certain typeof
rrestment, but their preference may not have been very
stfong. Despite this limitation, these findings, seem

generalizable to. most depressed older primiary care -

patients; based on the fact that 86% of those eligible
agreed to participate, and very few dropped out of
she study.

There is # subset of oldeér adults, however, who
refused ro participate in the study, or once enrolled in the
study, did not want any active treatment. It is possible
that assessing preferences and matching rrearment 1o
preferences is especially importaat for these older adults.
Some of these older adules likely had strong préferences
and were unwilling to have their teatment beé decided by
random assignment. Others likely have negative ati-
tudes about mental health treaument, in which case
additionial intervention would be necessary, such as
psychoeducation, addressing stigma concerns, and
mofivationa! enhancement techaigues. An important
aspect of working with this population would seem to be
"to assess why they prefer to notengage in mental health

" trearment, in. an awempt to address some of the issues.
Undortunacely, it was nor possible to examine these
issues in the current sample, given the limited in-

* formation about their reasons for refusal and the fact

. that they were 2 small portion of che overall sample.

. In spite of these limitations, the current study has
a number of strengths. First, it involves a large, diverse
sample of depressed older adults from eight different

health care organizations around the country. Second,
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the study assesses preferences in depressed elders
actyally involved in depression care, which suggests
thar the findings are likely representative of many.

. depressed, older primary caré patients being offered
-depression-treatment. Our study also has more derailed

informarion than past research on a variety of de-
mographic, clinical, and service utilizadon variables,
including 12-month outcomes information. ,
In conclusion, this is one of the largest stndies. o
exarnine treatment preferences in older, depressed
primary care patients seeking care in primary care
medicine. The findings suggest thar most older primary
care patients desire active treatment, particularly
counseling. They de not show the same preference
patterns as younger miedical patients; most impor-
tantly, prior rreatment experience is more relevant in
this poputlation than' demographic background varia-
bles. & collaborarive care model that includes a depres-
ston care specialist collocared in the primary care
seteing can dramatically impreve access to preferred
tresument, especially counseling. If preferred treatments
are nor available, then it seems thar nepotiating
a treatment plan and .implementing active trentmest
hy means-of a collaborative care model can stili result
in very good satisfaction aiid depression ourcomes,
Future research should continue to explore trearment
preferences of depressed older primary care patients by

using boeh qualitative and  quantitarive résearch

designs. Such research. should further explore ways to
facilitate matching treatments ro patients’ preferences,
and its fmpace on. service utilizarion and outcomes.
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