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SYNOPSIS
Despite the benefits of treatment for late-life depression, we are faced with the challenges of
underutilization of mental health services by older adults and non-adherence to offered
interventions. This paper describes psychosocial and interactional barriers and facilitators of
treatment engagement among depressed older adults served by community health care settings.
We describe the need to engage older adults in treatment using interventions that: 1. target
psychological barriers such as stigma and other negative beliefs about depression and its
treatment; and 2. increase individuals’ involvement in the treatment decision-making process. We
then present personalized treatment engagement interventions that our group has designed for a
variety of community settings.
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Major depression affects 0.7–1.4% of community-dwelling older adults [1,2], with higher
rates seen in settings in which medical illness, functional disability, and pain are more
common. Thus, 6–9% of primary care patients [3,4], 12% of elderly receiving home-
delivered meals [5], and 14% of elderly home healthcare patients suffer from major
depression [6].

When treating older depressed adults, clinicians strive to provide appropriate pharmacologic
and psychotherapeutic interventions to alleviate suffering and promote recovery. In recent
years, primary care-based collaborative care interventions have improved depression
outcomes as compared to usual care [7–11]. Interventions that are delivered in community
and home-based settings have also demonstrated improvement in depressive symptoms [12–
15].
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Despite the benefits of such treatment, we are frequently faced with the duel challenges of
underutilization of mental health services by older adults and non-adherence to offered
interventions. Many conceptual models highlight the importance of an individual’s
selfidentification of distressing symptoms and subsequent decisions on whether and where
to seek care (i.e., “help-seeking pathways”) [16–21]. We focus in this paper on an
individual’s degree of engagement in depression treatment after a community case worker or
health care professional has identified depression. We define treatment engagement broadly
as a process beginning with identification of depression in community settings; moving to a
referral for mental health evaluation; treatment decision-making and acceptance of treatment
recommendations; and early adherence and participation in care. We focus in particular on
older adults encountered in community settings, which include any non-mental health
specialty setting such as aging services, primary care, and home health care. These are the
settings in which older adults are commonly served and where untapped opportunities exist
for identifying and treating depression.

Barriers and facilitators of engaging in mental health services exist on multiple levels (e.g.,
societal, agency, provider, individual). We focus in this paper on individual-level factors. In
particular, psychosocial factors such as negative attitudes and beliefs about mental illness,
and interactional factors such as lack of involvement in medical decision-making can
undermine older adults’ acceptance of mental health interventions. These factors may also
play a role in adherence to interventions, and ultimately in depression outcomes. Thus, in
light of the evidence base for the care of depressed older adults, we describe the need for,
and benefits of engaging older adults in treatment using interventions that: 1. target
psychological barriers such as stigma and other negative beliefs about depression and its
treatment; and 2. increase individuals’ involvement in the treatment decision-making
process. We then present personalized treatment engagement interventions that our group
has designed for a variety of community settings. These include 1. the Open Door
intervention, which targets identification and referral of depressed community-dwelling
older adults to mental health service providers; 2. a Shared Decision-Making approach
(SDM) for primary care patients, which targets treatment selection [22]; and 3. the
Treatment Initiation Program (TIP), which targets patient adherence to pharmacologic
depression treatment recommendations by primary care physicians [23].

Personalized research: a focus on the individual
As outlined in “The Road Ahead: Research Partnership to Transform Services,” equitable
access is fundamental to fair mental healthcare service delivery. Elders are less likely than
younger adults to use mental health services [24] and African American adults and elderly
have the lowest rates of mental health service use, even when education and income level
are accounted for [25]. Additionally, when elders do engage in care they are less likely to
use specialty mental health facilities [26,25]. This reduces the number of venues where care
may be obtained. There are many barriers to engaging older adults in mental health care.
Barriers can emerge from individual (e.g., attitudes, mobility), interactional (e.g.,
involvement with health care professionals), systemic (e.g., availability of mental health
care, lack of parity), and societal factors (e.g., ageism, stigma). By targeting the individual
and his/her interaction with community workers and health care professionals, as we do in
this paper, we are in a position to implement interventions targeting specific person by
person factors that affect engagement in care.

In an overview of National Institute of Mental Health (NIMH) priorities, there is a renewed
interest in the individual perspective and the impact of psychosocial factors. The clinical
vision offered by NIMH [27] outlines the four “Ps” of medical research: prediction, pre-
emption, personalization, and participation. To personalize research is to highlight
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“individual biological, environment, and social factors” and develop interventions that are
targeted to the needs of the individual. This new emphasis may pave the way for greater
attention to personal and psychological perspectives on mental illness. When we consider
older persons’ use of mental health services and treatments, we can view their personal
choices as driven in part by social-psychological factors that either hinder or facilitate
quality care.

Models relevant to mental health treatment engagement and care
A number of conceptual models identify factors relevant to help-seeking in general, and to
treatment engagement in particular. As mentioned above, our focus is on treatment
engagement after a community case worker or health care professional has identified
depression. We define treatment engagement broadly from initial identification of need and
referral for mental health evaluation through early adherence and participation in care. The
Anderson Behavioral Model of Health Service Use proposes that need, enabling factors, and
predisposing factors affect use of services [28,29]. In short, need reflects both perceived and
evaluated symptoms. In community settings, a community worker or health care
professional may identify the need and refer older adults for further evaluation or treatment,
which may take place in either health or mental health settings. Enabling factors include
family and community resources. Predisposing factors are demographic characteristics and
health beliefs such as attitudes toward health services. Later updates to the Andersen model
include provider and organizational-level factors [30] and illustrate multidimensional
domains that influence use of services.

Seeking or accepting a recommendation for care is a health behavior that emerges out of an
often “non-conscious cost benefit analysis” [31]. It is only when we ask older adults about
the reasons for their choices and about their personal experiences that their attitudes and
beliefs become clear. To accept a recommendation or referral and participate in mental
health treatment reflects a balance of predisposing factors, enabling factors and perceived
need for care. Clinicians are generally aware of tangible barriers older adults face due to
transportation, lack of mental health parity in insurance costs, and the impact of medical
illnesses. But often these factors obscure attitudes toward depression and concerns about
treatment that may be equal determinants. Attitudes and beliefs may exacerbate tangible
barriers (e.g., transportation, cost), making treatment inaccessible. In addition, for older
adults with depression, low energy and resignation resulting from depressive symptoms,
cognitive deficits, and associated disabilities all compound psychosocial barriers to
treatment engagement [32].

There are a number of alternative models to the Andersen model that explain individual-
level health behavior change, each relevant to different aspects of the treatment engagement
process. The Health Belief model [33,34] emphasizes individual perceptions including
benefits and barriers. Social Learning Theory [35] emphasizes the importance of self-
efficacy. Beliefs are primary according to the Theory of Reasoned Action [36], including
normative beliefs such as social stigma. Other conceptual models take into account
interpersonal interactions between individuals and health care providers. For example,
Interdependence Theory posits that health behavior change most effectively takes place in
the context of relationships characterized by trust, respect, and shared power and decision-
making [37–39]. The Network Episode model frames care-seeking as a dynamic process
where contacts with mental health and lay providers affect an individual’s engagement in
care over time [40].
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Empirical findings related to treatment engagement
Perceived illness severity, stigma, and treatment preferences

Our work with community-dwelling older adults from a variety of settings has documented a
number of barriers and facilitators of care, including perceived depression severity, stigma,
and preferences for specific types of treatment. Among clients of senior services, we found
that half of elders diagnosed with depression do not perceive themselves as suffering from
an emotional illness [5]. Moreover, research from other groups has documented an
association between perceived illness severity and treatment adherence [41,42]. We have
also documented a high degree of concern by aging service clients about the social costs of
being stigmatized for seeking depression treatment. Even for those elders who do initiate
care, perceived stigma is a barrier to both participation in treatment and antidepressant
medication adherence [43]. Among adult and elderly primary care patients, we have found
strength of treatment preferences for antidepressant medication or psychotherapy to be
associated with treatment initiation and ongoing adherence [44]. We have documented a
wide array of depression treatment preferences among elderly home healthcare patients,
with roughly half preferring active treatments as their first choice (e.g., antidepressant
medication or psychotherapy) and half preferring inactive or complementary approaches
(e.g., religious activities, do nothing) [45]. Patients with current or prior mental health
treatment, white or Hispanic patients, those with greater functional impairment, and those
with less personal stigma were more likely to prefer an active treatment approach.

Influence of socio-cultural factors on treatment engagement
Race, ethnicity, and cultural factors may play a significant role in the treatment engagement
process. For example, barriers to using mental health care may reflect cultural assumptions
about need and mental health care [46]. Attributions of depression to difficult life
circumstances versus medical causes influence help-seeking and reactions to treatment
recommendations [47–50]. Concerns about stigma, fear of involuntary hospitalization and
reluctance to divulge personal information are common among minority elders [51,52].
Religious and spiritual beliefs may contribute to this reluctance and to delays in help-
seeking [53].

Based on resilience theory, resistance to seeking care among minority seniors may reflect
effective coping mechanisms and adaptations to surviving poverty, racism and
discrimination into later years that now have become obstacles to health care [54,55].
Preferences for self-reliance, use of home remedies, and care avoidance due to mistrust of
health care professionals may be powerful remnants from earlier healthcare abuses
[56,54,55]. In these cases, the predisposing factors that once served to protect the individual
have now become barriers to care.

Integrated Model of the Treatment Engagement Process
In conceptualizing the impact of both psychosocial and interactional factors on the treatment
engagement process, we have integrated aspects of the Andersen, Health Belief, and
Interdependence Models (Figure 1). Our model begins at the point where depression is
identified. In some cases, older adults recognize the need for treatment and self-refer to
health or mental health services. In other instances, a community worker or health care
professional identifies depression and introduces the need for further evaluation or
treatment. Referral for further evaluation to determine treatment need represents one
opportunity for behavioral intervention, given low rates of follow through by older adults on
such referrals (see Open Door study below). Interventions targeting the referral process are
appropriate for settings in which mental health care is not available on site but must be
pursued elsewhere.
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Another opportunity for intervention is the treatment decision-making process between an
individual and a health care professional (see Shared Decision-Making study below). This
process involves some sort of interaction that can range from a simple treatment
recommendation at the most basic end; to education about the effectiveness, side effects, and
cost of a treatment approach (or approaches); to a truly mutual collaboration that results in a
treatment decision that is tailored to the unique needs and background of the older adult.
Interventions targeting treatment decision-making are appropriate for settings in which
mental health care may or may not be available on site.

Yet another avenue for intervention in the treatment engagement process may focus on early
adherence and participation in treatment. These types of interventions address an
individual’s attitudes and beliefs about depression treatment after treatment
recommendations have been given or treatment decisions have been made (see TIP study
below).

Numerous a priori individual and environmental background factors (e.g., demographics,
clinical status, medical and functional status, personality, cost, accessibility), health care
professional factors, and modifiable individual factors affect how older adults respond to a
referral for evaluation and how they participate in the treatment decision-making process
and ongoing treatment. Interventions that address these areas may help older adults generate
more positive and realistic attitudes, beliefs, and expectations about depression treatment,
develop more informed treatment preferences, and participate more actively in their care.

Treatment engagement interventions
Many collaborative care interventions for depressed individuals attempt to encourage patient
involvement in treatment decisions and subsequent treatment adherence. Very few targeted
interventions, however, have been developed and tested regarding the treatment engagement
process. The PRISM-E study [57], while not specifically focused on individual attitudes or
beliefs, examined organizational changes to primary care in comparison to enhancing the
referral process. Co-location of mental health specialists in primary care resulted in
improved access to care for older adults, in comparison to “enhanced referral” to specialty
services that addressed tangible barriers such as transportation and payment. In another
study, a single session of psychoeducation to address stigma in Black adults referred for
mental health treatment was found to reduce stigma among those with higher perceived
treatment need or greater uncertainty about treatment [58]. Other studies have found shared
decision-making interventions for depressed adults to increase their involvement and
satisfaction with the treatment decision-making process [59–63].

In the following sections, we describe three personalized treatment engagement
interventions that we have designed specifically for depressed community-dwelling older
adults. Each intervention targets potential barriers at different junctures in the treatment
engagement process, with the goal of improving treatment adherence and depression
outcomes.

The Open Door intervention
The Open Door study is an NIMH-funded randomized controlled trial of a brief
psychosocial intervention focused on the early part of our engagement model: the point at
which depression is identified by a community worker who provides aging services. The
intervention involves identification of both psychological and tangible barriers to care by a
study clinician, who then collaboratively addresses these barriers with the depressed older
adult. Its format is two 30-minute face-to-face sessions with one telephone follow-up. Using
psychoeducation and problem-solving techniques combined with the inquiry style of
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motivational interviewing, the goal is to help the depressed older adult engage in a decision
analysis about seeking care and to support use of mental health services.

Common barriers that need to be addressed with older depressed adults who receive aging
services include a perception that depression is a natural part of aging, or that it is
symptomatic of comorbid medical conditions. Older adults often do not readily identify
these “symptoms” as abnormal. Instead, many depressed older persons struggle to get
moving, take care of themselves and their families, and manage their day to day affairs
(from their perspectives). They do not perceive themselves as suffering from a mental illness
(our term). From their perspectives the difficulties they encounter are part of life, and
therefore cannot be ameliorated by engaging in mental health care.

In a pilot study, the Open Door intervention was offered to all older adults who scored 10 or
above on the PHQ-9 and participated in a home-delivered meal program in Westchester
County, New York. Of 32 eligible participants over a 7-month period, we found that three
older adults were already receiving treatment. The study clinician coached these individuals
to discuss their continued distress with their existing clinician. Of the remaining 29, 20
(62%) accepted a mental health referral and scheduled a first appointment to be seen by a
clinician in the community. Nine (38%) refused a referral. This successful referral rate was
notably higher than a historical control rate of 22% (n=18/171 over a 7-month period). The
current NIMH-funded study will allow us to conduct a fully powered randomized trial on
the impact of this intervention, in comparison to a control condition where mental health
referrals are offered through case management services, on attendance at mental health
treatment and decrease in depressive symptoms.

Shared decision-making for elderly depressed primary care patients
We are currently evaluating a shared decision-making intervention in an NIMH-funded
study among older depressed, low-income patients in an inner city New York hospital [22].
This brief intervention is also focused on an early stage of our engagement model: the point
at which a primary care physician has identified depression and introduced the need for
some kind of treatment. Developed from the patient-centered view of health care delivery
[64] and in reaction to the traditional paternalistic approach in medicine [65], shared
decision-making emphasizes a collaborative process. This involves an exchange of
information on the pros and cons of different treatment options; exploration of patient
expectations and preferences; and formulation of a mutually agreed-upon treatment decision
[65]. Decision aid materials are commonly used as part of this process, and aim to clarify
personal values and lead to more informed treatment preferences. These interventions
attempt to counteract typical symptoms of helplessness, hopelessness, and lack of
motivation by increasing patient involvement in their care. This challenge can be
compounded in older adults who experience greater medical burden and cognitive
impairment, and who have unique sets of psychological and tangible barriers to care.

Our shared decision-making intervention is delivered by a nurse within the primary care
setting. The intervention consists of one 30–40 minute face-to-face meeting between the
nurse and older depressed primary care patient, followed by 2 weekly 10–15 minute
telephone follow-ups. The intervention is targeted to both English and Spanish-speaking
patients, in whom barriers to treatment engagement may be even more pronounced. The
nurse elicits the patient’s treatment experiences, values, preferences, and concerns regarding
a variety of treatment approaches including antidepressant medication and psychotherapy.
She then uses decision aid materials to educate the patient about each treatments’
effectiveness, speed of onset, side effects, and costs, and to clarify the patient’s values. 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
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characteristics. We also provide education handouts regarding late-life depression for
patients and family members to review at home. Telephone follow-ups allow the nurse and
patient to review treatment decisions and the patient’s ability to implement and adhere to
them. The current study will evaluate the impact of this intervention, in comparison to Usual
Care, on patient adherence to antidepressant medication or psychotherapy and on reduction
in depressive symptoms.

Treatment Initiation Program in Primary Care (TIP-PC)
The Treatment Initiation Program (TIP-PC) is a brief intervention focused on a later stage in
our engagement model: early adherence among older adults prescribed antidepressant
medication by their primary care physicians. TIP-PC targets a number of psychological
barriers that can interfere with antidepressant adherence. These include stigma, self-efficacy,
resignation about antidepressant limitations, fears about antidepressants, and attribution of
depressive symptoms to other causes which would make treatment unnecessary. We
incorporate an understanding that while older adults may face many tangible barriers (e.g.,
transportation, medication copayments, and mobility), it is often their attitudes and beliefs
that contribute to these barriers seeming insurmountable.

The TIP-PC intervention format is three 30-minute individual meetings with the patient
during the first 6 weeks of pharmacotherapy, followed by two follow-up telephone calls at 8
and 10 weeks. The intervention involves 1. reviewing symptoms and assessing barriers to
antidepressant recommendations; 2. assistance in defining personal goals regarding
adherence; 3. providing psychoeducation; 4. collaborating to address barriers to adherence;
5. creating an adherence strategy; and 6. facilitating and empowering older adults to speak
directly with their physician about treatment concerns.

We have conducted a randomized controlled pilot study of TIP-PC among 70 elderly
primary care patients in New York city [23]. Subjects were assigned to receive either the
TIP-PC intervention or Usual Care. Analyses indicated that TIP-PC participants had higher
rates of antidepressant adherence than Usual Care participants at 6, 12, and 24 week follow
up points. At 12 weeks the majority (82%) of TIP-PC participants were adherent to
prescribed antidepressant medication at the 80% level or above, when compared with only
43% of Usual Care participants. Neither age, gender, nor baseline depression severity
modified the impact of TIP-PC. TIP-PC participants also showed a greater decrease in
depressive symptoms than Usual Care participants over the 24-week follow-up period. In
collaboration with the University of Michigan (PI: Kales), we are currently conducting a
larger-scale collaborative NIMH-funded study using a similar design.

Summary and future directions
We have described three personalized interventions aimed at identifying and addressing
barriers to the treatment engagement of depressed older adults in community settings. Our
conceptual model highlights the different junctures at which such interventions may be
implemented. These range from the point at which a referral is provided for further
evaluation, to the treatment decision-making process, to early treatment adherence following
a specific treatment recommendation. Addressing barriers early in the process can maximize
treatment engagement, while ongoing attention to new challenges and barriers can reinforce
earlier intervention efforts. If these interventions are found to be useful, the next step will be
to disseminate them more widely to other community settings.

Beyond the specific interventions described, there are a number of promising research
agendas regarding treatment engagement. While much of our research is conducted among
diverse low-income older adults, there is a need to address the needs of a variety of older
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adult populations where barriers to treatment engagement may be unique. For example,
socio-demographic and cultural factors may impact the extent to which patients respond to
and benefit from our interventions. In addition, we have investigated discrete interventions
focused on very specific junctures of the engagement process. In certain service settings,
combined aspects of these interventions may also prove fruitful. For example, addressing
treatment barriers and engaging in shared decision-making are certainly compatible
processes. These interventions may also be blended into other psychotherapeutic,
pharmacologic, and collaborative care interventions to facilitate engagement. Key issues to
investigate when combining such interventions are the feasibility of their implementation
depending on service setting; their effectiveness relative to a single discrete intervention;
and their cost. Lastly, as the evidence base builds for the effectiveness of these types of
person-centered interventions in improving treatment engagement and clinical outcomes,
efforts should turn to designing multi-faceted interventions that incorporate organizational
issues. For example, adaptations of interventions to specific community agencies are
necessary when attempting to maximize their uptake and sustainability [66]. Future research
is needed to document factors that facilitate successful adoption and integration of such
engagement interventions in community settings that serve older persons.
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Figure 1.
Treatment Engagement Process
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