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Abstract
Objective—We suggest that clinicians consider models of shared decision-making for their
potential ability to improve the treatment of major depression in the primary care setting and
overcome limitations of collaborative care and other interventions.

Methods—We explore the characteristics and techniques of patient-clinician shared decision-
making, with particular emphasis on this model’s relevance to the unique treatment concerns of
depressed older adults.

Results—We describe a shared decision-making intervention to engage older adults in depression
treatment in the primary care sector.

Conclusions—It is timely to examine shared decision-making models for elderly depressed
primary care patients given their potential ability to improve treatment adherence and clinical
outcomes.
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Introduction
Major depression affects 5%-10% of older persons encountered in primary care settings, where
the majority of such persons are treated (Lyness et al., 1999; Schulberg et al., 1998). Depression
is often chronic or recurrent, is associated with substantial declines in health and functioning
(Bruce et al., 1994; Bruce, 2001; Charney et al., 2003; Katz, 1996; Murray et al., 1997), and
generates frequent use of medical services and higher annual health care costs (Abrams et al.,
2002; Druss et al, 1999; Luber et al., 2001; Sheline, 1990; Unutzer et al., 1997).

The majority of elderly patients experiencing major depression remain inadequately treated
due to a complex combination of patient, clinician, and systems-driven barriers. In recent years,
primary care-based collaborative care interventions including depression screening and
evidence-based treatments have improved depression outcomes as compared to usual care
(Gilbody et al., 2006; Bruce et al., 2004; Dietrich et al., 2004; Hunkeler et al., 2006; Unutzer
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et al., 2002). Despite their benefits, these treatments have limitations regarding patient
adherence, remission rates, and real-world applicability.

Given these realities, clinicians should consider models of shared decision-making (SDM) for
their potential ability to improve the treatment of major depression in primary care settings.
Developed from the patient-centered view of health care delivery (Levenstein et al., 1986),
SDM may directly alleviate such key depressive symptoms as helplessness and hopelessness,
and indirectly improve clinical outcomes by increasing patient adherence. More specifically,
increased patient involvement in the clinical decision-making process can enhance autonomy,
empowerment, and self-efficacy.

While some collaborative care programs such as IMPACT (Unutzer et al., 2002) do offer the
patient a treatment choice, this treatment element per se only minimally enhances the patient’s
sense of autonomy and responsibility. When patients express treatment choices in typical
collaborative care, they likely reflect a priori preferences. We suggest, therefore, that explicitly
articulating a shared-decision making approach, in which the patient’s role is elevated to that
of an active, co-equal participant in choosing the treatment, can critically influence clinical
outcomes. Decision aid materials can also clarify personal values and lead to more informed
treatment preferences.

Despite beneficial applications of SDM in caring for physical illnesses (O’Connor et al.,
2003), researchers have only recently begun investigating SDM’s impact on depression
treatment and outcomes. Moreover, few such studies have been conducted with depressed older
adults despite the high prevalence of medical illness in these persons, the functional sequelae
of such illness, and underutilization of mental health services. We argue, therefore, that SDM
is a needed intervention for engaging depressed older primary care patients. Pending more
definitive empirical support, SDM may be used as a stand-alone intervention to help older
patients formulate and successfully implement treatment decisions. Alternatively, SDM may
be blended into standard care management approaches so as to maximize their impact.

This paper explores SDM models derived from the medical field and their benefits. We then
describe characteristics and techniques of SDM for depressed individuals, particularly
emphasizing its relevance to the unique treatment concerns of older adults and ethnically-
diverse patients. Finally, we describe our development of an SDM intervention to engage
depressed older primary care patients, and present a case example to illustrate this process.

Shared Decision-Making Models for Medical Illnesses
SDM approaches emerged from the patient-centered view of health care (Levenstein et al.,
1986), and as a reaction to medicine’s traditional “paternalism” wherein physicians exercise
the dominant role in treatment decision-making (Charles et al, 1999). SDM emphasizes a
collaborative process whereby clinicians present patients with information regarding their
medical condition and its treatment options, and patients inform clinicians about their values,
goals, experiences, and treatment preferences. The SDM process includes: mutual recognition
of the need for a treatment decision and that clinician and patient share an equal role in its
formulation; exchange of information on the pros and cons of different treatment options;
exploration of patient expectations and preferences; formulation of a mutually agreed-upon
treatment decision; and follow-up to evaluate outcomes (Charles et al., 1999).

While SDM evolved from the patient-centered consumer movement and empirical
effectiveness data, SDM still requires a well-articulated and commonly endorsed conceptual
model. We thus suggest that one model to be tested incorporates key aspects of both
Interdependence Theory and the Health Belief Model. Interdependence Theory posits that
health behavior change occurs most effectively in relationships characterized by trust, respect,
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and shared power and decision-making (Kelley and Thibaut, 1978; Lewis et al., 2002; Rusbult
and Van Lange, 1996). The Health Belief Model posits that: health behavior is influenced by
beliefs regarding illness severity; action can reduce its severity; anticipated benefits outweigh
anticipated barriers; and individuals have a sense of self-efficacy regarding a selected treatment
(Becker, 1974; Hochbaum, 1958; Rosenstock, 1960; Rosenstock, 1974).

By integrating key concepts derived from these models, we speculate that treatment initiation
and adherence stem from: (1) the reciprocal influences and interactions of individuals and
health care professionals; (2) the degree to which participants agree about treatment goals, and
methods for achieving them; (3) communication styles that actively engage both partners in
decision-making dialogue; (4) the individual’s belief that treatment is beneficial despite
required effort, or even possible negative consequences; and (5) the individual’s confidence
in his/her ability to initiate, pursue, and follow through with the treatment regimen. This
integrated model of SDM highlights the importance of identifying and reevaluating discrepant
patient-clinician values, and of providing patients with the skills, information, and motivation
to participate equally and fully in the medical decision-making encounter. Future SDM
research should assess the degree to which the above mechanisms indeed influence SDM
outcomes.

Patient Perspectives on SDM for Medical Illnesses
Most patients welcome information about their medical condition and pertinent treatments
(Beisecker and Beisecker, 1990; Degner et al., 1997), and they wish to choose their treating
clinician (Rosen et al., 2001). While many patients also wish to actively participate in treatment
decision-making, some prefer that their physician alone select the appropriate intervention.
Thus older, less educated, and physically sicker patients typically prefer less active roles in
decision-making (Rosen et al., 2001; Benbassat et al., 1998; Degner et al., 1992) so as to
minimize anxiety associated with decision-making (Parson, 1964). Such persons may have
more extensive experiences with authoritarian medical systems (Rosen et al., 2001; Degner et
al., 1992). Studies of individuals experiencing severe mental illness have found that: most
desire greater participation in treatment decisions (Adams et al., 2007); greater personal
experience living with the illness is associated with greater desire for such involvement (O’Neal
et al., 2008); and most participate in shared decision-making interventions when offered the
opportunity (Deegan et al., 2008).

Consequences of Shared Decision-Making
Given these findings about the desire to engage in SDM, which aspects of the process produce
positive outcomes? Patients have shown reduced psychological distress and improved
functioning (Kiesler and Auerbach, 2003; Mead and Bower, 2000; Ruben, 1993; Stewart and
Brown, 2001) when describing their clinician as warm and empathic, as asking more questions,
and encouraging patients to ask more questions and share in decision-making. Patients have
also achieved better health outcomes when perceiving themselves as more involved in decision-
making (Stewart and Brown, 2001; Greenfield et al., 1988). Some studies have investigated
possible negative consequences of offering patients multiple choices, e.g., a sense of lost
opportunities (Kahneman and Tversky, 1979), dissatisfaction with clinical realities (Auerbach
et al., 2004), or discomfort with assuming unsought responsibility (Degner et al., 1997).

Various factors affect patients’ judgments of treatment effectiveness and risk, e.g., individual
differences in comprehension of numbers and mathematics (Peters et al., 2006), amount of
information presented (Peters et al., 2007), and framing (Gigerenzer and Edwards, 2003;
Moxey et al., 2003; Ubel, 2002). For example, stating that 3 of 10 patients experience side
effects versus having a 30% chance of experiencing side effects may lead to different patient
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conclusions, as may stating that a treatment has 75% chance of working versus 25% chance
of not working (Gigernezer, 2003).

Targeted SDM interventions have been successfully used for medical conditions offering
treatment options, e.g., breast cancer and prostate cancer. In these clinical circumstances, SDM
interventions focus on improving communication between patients and clinicians, and/or
employing decision aids to clarify patient values and treatment preferences. Decision aids and
related probability tradeoff methods (Stiggelbout and de Haes, 2001) serve an educational
function resembling the high quality clinical care provided by competent clinicians. In contrast
to usual care, decision aids ranging in sophistication from paper leaflets to videotapes to
interactive web-based programs systematize the presentation and weighting of treatment
alternatives. A review of 34 studies concluded that decision aids, in comparison to standard
counseling, produce greater patient knowledge about treatment options, more realistic
expectations about treatment, and increased likelihood of receiving treatment consistent with
personal values (O’Connor et al., 2003). Nevertheless, evidence regarding SDM’s impact on
health outcomes remains mixed.

Targeted SDM Interventions for Depressed Patients
SDM may be particularly relevant for depressed individuals since it seeks to enhance their
sense of autonomy and empowerment, thus overcoming the helplessness and hopelessness
intrinsic to major depression. SDM seeks to improve both treatment adherence and clinical
outcomes. Its potential significance stems from evidence suggesting that: (1) depression care
management provided elderly primary care patients is effective with regard to response rates,
but not remission rates which remain suboptimal (Bruce et al, 2004; Dietrich et al, 2004;
Hunkeler et al., 2006; Unutzer et al., 2002);and (2) the patient treatment preference component
of SDM in isolation positively influences treatment initiation and adherence (Raue et al.,
2009) but not clinical outcomes (Bedi et al., 2000; Chilvers et al., 2001; Gum et al., 2006;
Raue et al., 2009).

Many mental health interventions have long incorporated principles and elements of SDM.
Full-scale SDM interventions, however, are only now being developed for depressed
individuals (Adams and Drake, 2006; Hamann et al., 2003; Patel et al., 2008; Schauer et al,
2007; Simon et al, 2006; Wills and Holmes-Rovner, 2006). Such persons seek information
about their illness and its treatment (Simon et al., 2006) and desire active participation in
decision-making (Wills and Rovner, 2003). SDM interventions involve use of decision aid
materials that educate patients about treatment options, clarify personal values, and generate
mutually agreed-upon decisions. Wills et al. (2007) found that among diabetic patients
experiencing depression, a decision-support intervention regarding depression management
led to increased patient knowledge about depression and decreased symptoms. Loh et al.
(2007) examined a physician-based SDM intervention as compared to usual care in mixed-age
depressed primary care patients. While intervention patients displayed significantly greater
participation in decision-making and greater treatment satisfaction, no differences were
observed with regard to treatment adherence or reduced depression severity. These negative
findings suggest that future research should: monitor clinician fidelity to the intervention;
increase the strength of SDM interventions; and select suitable outcome measures sensitive to
the effects of SDM interventions. Alternatively, SDM interventions alone may be insufficiently
potent to improve patient outcomes absent ongoing care management. Further empirical work
is needed to clarify these issues.
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Considerations for Shared Decision-Making with Elderly Depressed Patients
Building on earlier studies investigating mixed-age samples, we espouse an SDM approach
pertinent to older adults experiencing comorbid medical illness and other age-related
limitations. As no research has yet investigated the benefits/limitations of engaging elderly
depressed primary care patients in SDM, we describe several relevant considerations for this
group:

1. The elderly, while desiring information about medical decisions, may be more likely
to accept the physician’s traditional dominant role in the medical model of
treatment, and defer to them as authorities. The elderly are less likely than younger
adults to desire an active role in decisions about medical treatment (Benbassat et al.,
1998), and they report less confidence in discussing treatment options with physicians
(Col et al., 1990). These beliefs may stem in part from older adults’ more complex
medical histories and multiple, extensive interactions with the health care system.

2. The greater medical burden and cognitive impairment experienced by the elderly may
influence their involvement in decision-making regarding depression treatment.
Patients experiencing more severe or chronic medical conditions (Rosen et al.,
2001; Benbassat et al., 1998; Degner et al., 1992), and more severe depression
(Schneider et al., 2006), are less likely to prefer an active role in decision-making.
When anergia is a prominent feature of the older person’s depression, he/she will be
particularly unlikely to exhibit the active behaviors intrinsic to SDM. Cognitive
impairment co-existing with depression can interfere with an individual’s capacity to
make fully autonomous decisions (Appelbaum et al., 1999; Appelbaum and Redlich,
2006; Pescosolido et al., 1998), and thereby diminish his/her ability to engage in
treatment-related decision-making.

3. Older adults have a greater likelihood of family involvement in medical decision-
making. Sayers et al. (2006) found that approximately 50% of primary care patients
had a family member involved in their medical care (e.g., participating in medical
decisions, reminding the patient to take medication), a role which older adults of
varying health statuses perceived favorably. Such family involvement can positively
influence patient adherence to depression treatment, e.g., adults perceiving their social
network as supporting mental health care had longer lengths of stay in mental health
clinics (Compton and Esterberg, 2005). Optimal procedures for active family
involvement in the depressed patient’s decision-making are unclear, however.

4. Tangible barriers can limit opportunities for SDM since they affect the accessibility,
availability, and affordability of patient care. Specific physical barriers may become
more formidable with the depressed patient’s advancing age. For example, greater
travel distances are inversely related to frequency of service utilization (McCarthy
and Blow, 2004; Zubritsky et al., 2004).

5. Stigmatic concerns and negative beliefs about depression and its treatment can
influence the older person’s participation in SDM (Corrigan et al., 2004; Leaf et al.,
1986; Roeloffs et al., 2003). Stigma experienced by depressed older adults may lead
them to use natural but non-therapeutic herbal remedies rather than evidence-based
treatments (Riedel-Heller et al., 2005). Many older adults also misconstrue depressive
symptoms as a natural consequence of aging or medical illness, thereby minimizing
the need for treatment (Halter, 2004; Aikens et al., 2005; Meltzer et al., 2003).

The above considerations for older adults have corresponding intervention implications.
Decision aids must be tailored to minimize cognitive impairment; family members must be
accommodated in keeping with patient wishes; and practical assistance with transportation and
appointment scheduling may be needed. Lastly, not all older adults desire true equality in
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treatment decision-making. Clinicians must assess this possibility and adapt accordingly.
Indeed, SDM may not be appropriate for such patients.

Socio-cultural Factors Related to SDM
The extent to which patients participate in SDM may be influenced by socio-demographic and
cultural factors such as race/ethnicity, family dynamics, and belief systems. SDM encourages
a dialogue between patient and clinician to clarify these overt and covert factors so as to reach
treatment decisions which the patient will likely implement. While we do not espouse unique
interventions for each older depressed patient consistent with his/her characteristics, the
patient’s culture must be understood when seeking to engage him/her in shared decision-
making. Failure to do so may partially explain why racial or ethnic minority patients are less
likely than whites to access mental health services and receive appropriate care (US Department
of Health and Human Services, 2001; Institute of Medicine, 2002; Vega et al., 2001; Neighbors
et al., 2008).

Vega et al. (2007) propose that treatment options offered older primary care patients
incorporate culturally compatible perceptions and attitudes. They emphasize the value of
communicating with depressed patients in their own language, utilizing a participatory
decision-making style intrinsic to the patient’s culture, and attending to culture-bound
expressions of depression. Studies of depressed Hispanics and African-Americans have found
that they often attribute depression to difficult life circumstances or stressors, deemphasizing
medical etiology (Cabassa et al., 2008; Cabassa et al., 2007; Karasz, 2008; Alverson et al.,
2007). International studies of depressed individuals have also found etiologic attributions to
vary across cultural groups (Angermeyer et al., 2005; Hickie et al., 2007; Nakane et al.,
2005; Shankar et al., 2006). These explanatory models may assign milder illness attributions
to depression and influence help-seeking choices and reactions to proposed treatments
(Guarnaccia et al., 1992; Guarnaccia et al., 2003; Lewis–Fernandez et al., 2005). SDM
interventions therefore should help patients articulate their beliefs about depression’s etiology
and severity, and factors influencing their treatment preferences. In addition, psychoeducation
about the biopsychosocial nature of depression and the importance of active treatment from
health care professionals should be provided.

Since religion can influence the older patient’s attitudes regarding depression, help-seeking
and service utilization differs among religious groups (Reiling, 2002; Schiller and Levin,
1988). Religious beliefs may delay help-seeking and create discomfort in discussing emotional
problems with mental health professionals (Conrad and Pacquiao, 2005). Hispanics and
African-Americans frequently identify faith in God and religious practices as crucial in
recovering from depression (Cooper-Patrick et al., 1997; Cabassa et al., 2007; Chatters et al.,
2008). SDM interventions consequently should support complementary and faith-based
approaches as treatment adjuncts when appropriate.

While true for all seniors, family dynamics may be particularly powerful among some ethnic
groups. For example, Hispanic families tend to value cohesiveness and interdependence more
than majority Whites (Cabassa et al., 2007; Rogler et al., 1991; Vega et al., 1998). Hispanic
family members, thus, are likely to actively help their depressed older relative interpret
affective symptoms, assist in promoting self-reliance, and help access professional, spiritual,
and folk services (Guarnaccia et al., 1992; Jenkins, 1988; Ortega and Alegria, 2002; Guarnaccia
et al., 2002). Family values among African-Americans related to togetherness, coherence, and
unresolved conflicts may similarly influence the older depressed African-American’s role in
the treatment process. Understanding the family context within which care is delivered to the
older depressed patient will facilitate his/her decision-making (Chesla et al., 2004) and
whether/how to include relatives in it (Kirmayer et al., 2003).
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Given the complex influence of socio-cultural factors on patients’ decision-making, mutually
agreed-upon decisions may not always be achieved. Even when depressed patients do not wish
to be actively treated by health care professionals, engaging them in the SDM process
nevertheless promotes a positive relationship and may set the stage for future negotiated
treatment decisions.

Patient Treatment Preferences and Involvement in Decision-Making
Regarding Depression

Depressed primary care patients enter the clinical encounter with various preconceived
treatment preferences. Many initially prefer psychotherapy rather than antidepressant
medication (Unutzer et al., 2002; Cooper-Patrick et al., 1998; Churchill et al., 2000; Dwight-
Johnson et al., 2000; Raue et al., 2009). Raue et al. (2009) found strength of treatment
preference associated with treatment initiation and 3-month adherence among both mid-life
and elderly depressed primary care patients. However, meeting a patient’s treatment preference
did not affect symptom reduction or depression remission, as Bedi et al. (2000); Chilvers et al.
(2001); and Gum et al. (2006) had reported previously. We therefore suggest that simply
meeting patients’ a priori treatment preferences be conceptualized as a “pre-shared decision-
making” strategy. A fully-developed shared decision-making intervention would determine
the patient’s preferences and also engage him/her in a dialogue about these preferences, review
decision aid materials, and conclude with a formulation satisfactory to both patient and
clinician.

Early research on the value of eliciting psychiatric outpatients’ treatment preferences via
“negotiated treatment plans” resembling SDM found this more comprehensive approach to
produce greater levels of patient satisfaction, feelings of being helped, and greater adherence
to treatment (Lazare et al., 1975; Eisenthal et al., 1979). Related studies of mid-life primary
care patients have similarly found that patients playing an active rather than passive role in
formulating treatment plans report greater satisfaction and higher rates of treatment initiation
(Brody et al., 1989; Cooper-Patrick et al., 1997; Dwight-Johnson et al., 2001; Simon et al.,
2007; Swanson et al., 2007).

Having emphasized SDM’s ability to achieve the above benefits, we also acknowledge
ambiguities regarding the scientific knowledge utilized by depressed patients and the extent to
which they consider practical issues in formulating treatment choices. Goldney et al. (2001)
concluded that most depressed patients have limited understanding of the availability and
efficacy of psychiatric treatments. For example, primary care patients’ lack of insight about
depression delays treatment initiation (Dwight-Johnson et al., 2001). Such limitations may be
particularly true for older depressed adults (Mickus et al., 2000; Robb et al., 2003). Moreover,
patients initially preferring a particular treatment may change their minds upon learning more
about its regimen, required time commitment, speed of onset, and cost.

Some evidence suggests that discrete elements of SDM can improve outcomes of mixed-age
patients. The evidence, however, is inconclusive given imperfect research designs,
controversial comparison groups, and the questionable quality of observational data (Bedi et
al., 2000; Chilvers et al., 2001; Gum et al., 2006; Clever et al., 2006). We suggest, therefore,
that the next generation of studies focus on the totality of the shared-decision making process.
In particular, we propose investigating whether facilitating SDM with elderly depressed
primary care patients can improve not only treatment initiation but also response and remission.
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SDM Interventionists in the Primary Care Setting
Various clinicians within the primary care sector may initiate SDM interventions with
depressed patients. Primary care physicians are eminently qualified to do so, but they may
experience time and cost constraints. Mental health specialists such as social workers might
be preferable given that more clinically-sophisticated clinicians improve care management
outcomes (Gilbody et al., 2006). Unfortunately, social workers do not often staff primary care
practices.

Nurses within the primary care setting may be an ideal choice given real world staffing
considerations. Use of nurses to engage patients in depression-related psychoeducation and the
SDM process is consistent with their role as liaison between patient and physician, and their
role as patient educators, e.g., discussing medication versus lifestyle changes such as diet and
exercise as treatment options for hypertension. Moreover, SDM interventions for depression
may be a third-party reimbursable patient education service.

SDM Intervention Development
Our Cornell group has drawn upon both Interdependence Theory and the Health Belief Model
as described above in developing a shared decision-making treatment manual. This is currently
being field-tested at the ambulatory clinic of an inner city New York hospital. A primary focus
of this effort is to document the feasibility of primary care nurses learning and administering
SDM among elderly depressed patients.

Our SDM intervention (Figure 1) consists of an in-person meeting (30 minutes) between the
nurse and older depressed primary care patient, followed by 2 weekly follow-up telephone
calls (10–15 minutes). Following our model of SDM, the nurse and patient acknowledge the
patient’s treatment experiences, values, preferences, and concerns regarding a variety of
treatment approaches, and the nurse communicates in a manner that engages the patient. She
then uses decision aid materials to educate the patient about each treatments’ effectiveness,
speed of onset, side effects, and costs. We use a one-page form that presents treatment
information in easy-to-understand language, with treatment options presented in column
format so patients can compare their relevant characteristics. We also provide education
handouts regarding late-life depression for patients and family members to review at home.
The nurse reinforces the belief that active treatment is beneficial despite possible negative
consequences. The nurse-patient interaction strives for a mutually agreed-upon decision
regarding the treatment, or treatments, that the patient feels confident initiating. When practical
barriers to care such as assistance with transportation are identified, the nurse may address
them when compatible with her routine responsibilities.

At one- and two-week telephone follow-up calls, the nurse and patient review the agreed upon
treatment decisions and the patient’s ability to implement and adhere to them. When patients
encounter difficulty because of poor motivation, stigma, poor access, high cost, lack of service
availability, etc., the nurse addresses unresolved treatment barriers and briefly re-engages
patients in shared decision-making processes. This additional time and contact with the nurse
allows patients to more fully analyze treatment alternatives, consult with significant others,
and address difficulties encountered in implementing initially selected treatments.

Case Example
The following case example incorporates a composite of our experiences providing SDM to
date, and no one patient in particular.
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Mr. C is an 88 year-old African American man accompanied by his daughter to his medical
appointment. Mr. C’s primary care physician diagnosed him with major depression and referred
him to the practice’s nurse for the SDM intervention. Mr. C expressed negative attitudes when
told that he was experiencing depression, stating that “being depressed is for the weak.” Upon
further discussion with the nurse, he was openly dysphoric and became tearful while discussing
his mood, physical symptoms, and difficulties related to his medical illnesses. Initially, Mr. C
firmly opposed seeing a psychotherapist “just to talk about my feelings” and expressed negative
opinions about “addictive” antidepressant medications. He was more agreeable about
psychotherapy, however, after opening up to the nurse (“I feel better now”), listening to
information about what psychotherapy entailed, and reviewing information presented via the
decision aid materials. This SDM process also led Mr. C’s daughter to reconsider her personal
concerns about treating her father’s depression with psychotherapy. Mr. C consequently
accepted the nurse’s referral to a nearby mental health clinic for psychotherapy. He remained
skeptical, however, about antidepressants despite information provided by the nurse about their
therapeutic properties. As Mr. C felt strongly about religion and its helpfulness in getting him
“back on the right path,” the nurse supported his continued church involvement as a further
component of the recovery process.

The nurse telephoned Mr. C one week later and learned that he had not yet followed through
with the mental health clinic referral. She explored Mr. C’s hesitancy to schedule an
appointment, addressed his remaining concerns about the stigma of depression, and
emphasized the value of following up on the referral. Learning that the patient needed
assistance in getting to appointments, the nurse contacted the Red Cross for immediate
transportation assistance and referred the patient to social work for assistance with an Access-
a-Ride application. At the second follow-up telephone call, the nurse learned that Mr. C had
successfully scheduled a clinic appointment two weeks hence.

Summary
Shared decision-making (SDM), in contrast to traditional medical decision-making, involves
a collaborative process whereby clinicians and patients exchange information and experiences
to arrive at a mutually-agreed upon treatment decision. SDM interventions have been
successfully implemented when treating various medical conditions, and they produce greater
patient engagement in the treatment process. We consider SDM a promising intervention for
depressed elderly individuals, given that it enhances autonomy and empowerment in a manner
directly relevant to the helplessness and hopelessness intrinsic to depression. Nevertheless, as
full-scale SDM interventions have yet to be tested with elderly depressed patients, it is unclear
whether SDM’s basic premises pertain to this population as well. Additionally, culturally-
congruent care for older patients must incorporate diverse culture-specific perceptions and
attitudes regarding depression and its treatment. It is therefore timely to examine SDM’s value
as a needed new intervention for elderly depressed primary care patients. Pending more
definitive findings, SDM may be used as a stand-alone intervention to help older patients
formulate and successfully implement treatment decisions. Alternatively, SDM may be
blended into standard care management approaches so as to maximize their impact.

Key points
1. Shared decision-making models have the potential to improve the treatment of major

depression in the primary care setting.

2. Shared decision–making emphasizes a collaborative process whereby clinicians
present patients with information regarding their medical condition and its treatment
options, and patients inform clinicians about their values, goals, experiences, and
treatment preferences.
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3. Shared decision-making interventions have been successfully used for medical
illnesses that offer treatment options, but only now are being developed for psychiatric
illnesses such as depression.

4. It is unknown whether the same premises regarding shared decision-making’s ability
to enhance autonomy and empowerment pertain to depressed older adults, given their
greater: acceptance of the physician’s traditional dominant role in the medical model
of treatment; medical burden and cognitive impairment; likelihood of family
involvement; tangible barriers; and stigmatic concerns and negative beliefs about
depression and mental health treatment.
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Figure 1.
Shared Decision-Making Intervention
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