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Abstract
Objective—It is unclear why late-life mood and anxiety disorders are highly undertreated,
despite being common in older adults. Thus, this study determined the prevalence and key factors
associated with non-use of mental health services among older community-dwelling adults with
mood and anxiety disorders.

Methods—The study examined 348 participants aged 55 years and older who met criteria for
prevalent DSM-IV mood and anxiety disorders from the National Comorbidity Survey Replication
(NCS-R), a population-based probability sample. Analyses included frequency measures and
logistic regression using weights and complex design-corrected statistical tests. Key factors
associated with not using mental health services were determined in a final multivariable model
using a systematic approach accounting for a comprehensive list of potential predictors.

Results—Approximately 70% of older adults with prevalent mood and anxiety disorders did not
use services. Those who were from minority race/ethnic groups, not comfortable with discussing
personal problems, who were married or cohabitating, and middle versus high income status had
increased odds of not using mental health services. In addition, respondents with mild versus
serious disorders, no chronic pain complaints, and low versus high perceived cognitive
impairment had greater odds of non-use.

Conclusions—The results support improving perception of need and comfort to seek help, as
well as increased screening and other prevention efforts, in order to combat the very high number
of mood and anxiety disorders that go untreated in older Americans.

INTRODUCTION
Late-life mood and anxiety disorders are common and often co-occurring in community-
dwelling adults (1). Although these disorders are treatable (2–7), it is estimated that over
50% of older adults symptomatic for a clinical diagnosis do not use mental health services
(8–10). Yet, little is known about why, despite symptoms of mood and anxiety disorders,
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these older adults typically do not seek services. It is commonly held that poor use is due to
stigma associated with mental health care and poor coordination of care (11); however, these
assumptions are often made from community-based samples including older adults who are
not mentally ill (12). Considering the current and projected growth of the older segment of
the population and that mood and anxiety disorders are highly associated with poor health
outcomes (13–17), the impact of untreated late-life mood and anxiety disorders has major
public health implications. Thus, understanding the factors that influence low use of mental
health services in those with greatest need is vital.

Most prior research on mental health service use in older adults with psychiatric diagnoses
has been with clinical populations (18,19). Because these studies are limited to individuals
whose mental disorders become known only in the course of seeking care, nonutilizers are
often excluded from study. Although population-based studies are important resources for
the examination of use and non-use, few have clinical measures of mood and anxiety
disorders and none that we are aware of have determined key predictors in those with
psychiatric conditions (8–10,20–26). In contrast, the National Comorbidity Survey
Replication (NCS-R) data examined in this study are nationally representative with
clinically-based measures of mood and anxiety disorders, as well as a broad range of
potential predictors of non-use.

The primary purpose of our study was to determine the prevalence and key factors
associated with not using mental health services in a national sample of older Americans
meeting criteria for DSM-IV mood and anxiety disorders. This study will help to explain
unmet need and barriers to care in the U.S. among the most affected older adults.

METHODS
Participants

The NCS-R is a nationally representative survey of 9,282 non-institutionalized participants
aged 18 years and older in the coterminous United States (27–29). Respondents were
selected from a multistage clustered area probability sample of households. Face-to-face
interviews were conducted in respondents’ homes between February 2001 and April 2003.
The response rate was 70.9% (29). A detailed description of the NCS-R sampling and
weighting procedures are outlined elsewhere (28).

In the current study, we examined a subpopulation of 348 NCS-R adults aged 55 and older
who met DSM-IV (30) criteria for prevalent (12-month) mood (major depressive disorder,
dysthymia, and bipolar I and II disorders) and anxiety (panic disorder, agoraphobia without
panic, specific phobia, social phobia, generalized anxiety disorder, and posttraumatic stress
disorder (PTSD)) disorders using the World Mental Health (WMH) Composite International
Diagnostic Interview (CIDI) (31), with data obtained from the Inter-university Consortium
for Political and Social Research (32). Appropriate methods for subpopulation examination
of complex sample survey data were implemented for all analyses. The institutional review
boards of the University of California, San Francisco and the San Francisco Veterans Affairs
Medical Center approved this study.

Measures
Explanatory Variables—To study factors associated with not using mental health
services, we used as our conceptual framework the Andersen behavioral model of health
services use (33). This model posits 3 major factors—predisposing, enabling, and need
factors.
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Predisposing Factors: The predisposing factors examined were age, gender, education
(completed 0–11 or ≥12 years), race/ethnicity (non-Hispanic white and black/Hispanic/
other), and attitudes and mental health beliefs. Attitudes toward mental health care were
assessed by three questions: willingness (to seek professional help if had a serious emotional
problem), comfortable (talking about personal problems with professional), and stigma
(embarrassed if friends knew getting professional help). Belief in benefit of mental health
care was determined if respondent stated that they thought ≥50% of people who see a
professional for serious emotional problems are helped. Similar definitions were used in
previous NCS-R studies (34).

Enabling Factors: The enabling factors included marital status (married/cohabitating,
divorced/separated/widowed or never married), income defined by the poverty index (i.e.,
the ratio of household income to poverty threshold used in the 2001 Census and adjusted for
household size; categorized as low [≤1.5 times poverty line], middle [>1.5–6.0 times], and
high [>6 times]) (35–37), and health insurance status defined by private, public, or military
sources.

Need Factors: The need factors included comorbid medical conditions, disability, and
severity of mood and anxiety disorders. The medical conditions examined were relevant to
an older age sample with mood and anxiety disorders and included major comorbidities
related to cardiovascular disease (CVD), i.e., stroke, heart attack, heart disease, or diabetes
mellitus (38), and chronic pain (e.g., arthritis or rheumatism, chronic back or neck problems
(39)).

Disability was defined by 5 domains (out of role, self-care, mobility, cognition, and social)
of the World Health Organization Disability Assessment Schedule (WHO-DAS) (40,41).
Out of role was measured by number of days during past 30 days when the respondent was
completely unable to work or carry out their normal activities because of physical or mental
health problems. The other domains were a product of frequency (number of days) and
severity of problems (none, mild, moderate, severe) respondents reported experiencing in
past 30 days. Thus, these are self-reported measures of perceived impairment (e.g., cognition
was defined as perceived difficulties in concentration, memory, understanding, or ability to
think clearly). All 5 scales were normalized to have values from 0 to 100, where higher
scores indicated worse functioning.

Severity of mood and anxiety disorders was defined as serious, moderate, or mild in
accordance with the WHO World Mental Health Survey Consortium (42). Serious disorders
were defined as one of the following: meeting criteria for bipolar I disorder; making a
suicide attempt in conjunction with any other prevalent WMH-CIDI/DSM-IV disorder;
reporting at least 2 areas of role functioning with severe role impairment (score ≥7) due to
the mental disorder in the disorder-specific Sheehan Disability Scales (43). Otherwise,
respondents were classified as moderate if interference was rated as at least moderate (score
4–6) in any Sheehan Disability Scales domain. All others were classified as mild.

Dependent Variable: Non-Use of Mental Health Services—The Health Services
section of the NCS-R asked participants about receiving treatment for emotional problems
(i.e., “emotions, nerves, mental health, or use of alcohol or drugs”) (35,37,44). Classification
of non-use of mental health services was based on participants reporting negatively, i.e., not
reporting either seeing a specialty mental health provider (psychiatrist, psychologist, other
mental health professional, social worker or counselor in a mental health specialty setting,
overnight hospital stay, or use of a mental health hotline) or general medical provider
(primary care physician, other general practitioner or family doctor, nurse, occupational
therapist, or other non-specialty mental health professional) in prior 12 months.
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Statistical Analyses
To produce nationally representative estimates, clustering and weighting techniques were
implemented in order to reduce systematic bias and imprecision imbedded in the complex
sampling design. Thus, percents and means were weighted, and statistical differences of
non-use among predisposing, enabling, and need factors were initially estimated based on
unadjusted weighted logistic regression analyses. The standard errors were determined from
a recalculation of variance using the Taylor Series linear approximation method (45).

Multivariable logistic regression analyses estimated the relationship of the combined
predisposing, enabling, and need factors with the odds of not using mental health services.
To obtain the most parsimonious model, we selected important factors determined by a
priori criteria. Factors were eligible for inclusion in the multivariable model if they were
associated with non-use in bivariate analyses with p≤.20. To be included in the final model,
eligible factors were systematically added to the model and then removed if they did not
maintain a p≤.10. Odds ratios and 95% confidence intervals were estimated, along with
design-corrected likelihood ratio statistics and Wald chi-square tests.

All analyses were performed using SAS Survey procedures, version 9.1.3 (SAS Institute
Inc., Cary, NC).

RESULTS
Table 1 presents weighted sample distributions of the subpopulation of NCS-R older adults
with prevalent DSM-IV mood and anxiety disorders by predisposing, enabling, and need
characteristics. The average age of this subpopulation was 64 years. The majority was
female, non-Hispanic white, and had a high school education or higher, middle income, and
health insurance (approximately, 50% Medicare), while less than half were married or
cohabitating. In general, attitudes toward mental health care were positive: approximately
90% reported their willingness to see a mental health professional for emotional problems,
over 80% reported they would be comfortable discussing personal problems with
professional, and almost 60% believed that such help would significantly benefit. Still,
approximately 30% said they would feel embarrassed getting professional help.
Additionally, although over 80% of respondents had chronic pain, disability scores were low
in most domains and the majority of mood and anxiety disorders were mild to moderate.

Probability of Not Using Mental Health Services
Overall, 71.3% of respondents did not use mental health services. Table 2 shows that there
was a high prevalence of non-use for most individual disorders (>50%) with the highest
(65–80%) for specific phobia, social phobia, and generalized anxiety disorder. Interestingly,
there was a high rate of comorbid mood-anxiety disorders with these respondents having a
prevalence of non-use of 50%.

Figures 1–4 (please refer to the appendix online) present the proportion of respondents who
did not use mental health services by predisposing, enabling, and need factors. For
predisposing factors, Figure 1 shows that approximately 80% of individuals who were
minority, felt stigmatized if sought professional help, and were not comfortable with the
possibility of discussing personal problems with a professional did not use mental health
services compared with approximately 70% of individuals non-Hispanic white, without
stigma, and comfortable discussing problems. Although the pattern was similar for the
willingness factor, the association was not significant according to study criteria (p>.20). In
Figure 2, a greater proportion (80 to 86%) of respondents who were married or cohabitating,
those without health insurance, and middle income respondents did not use mental health
services versus those divorced, separated, widowed or never married, insured, and
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respondents with low or high income (≤70%). The association of being married or
cohabitating to non-use of mental health services was highly significant (Wald χ2=11.2,
df=1, p<.001). In contrast, not having health insurance and middle income were less
statistically significant but still important potential predictors of non-use (p≤.20).

Finally, Figure 3 shows that individuals who did not have a history of cardiovascular
conditions and did not have chronic pain, or had mild mood or anxiety disorders were highly
prone to not using mental health services (CVD conditions: Wald χ2=4.7, df=1, p=.03;
chronic pain: Wald χ2=8.2, df=1, p=.004; and severity of mood/anxiety disorders: Wald
χ2=31.9, df=2, p<.001). In fact, almost 90% of those with mild disorders did not use mental
health services compared with approximately 50% of those with serious disorders.
Additionally, Figure 4 presents the mean disability scores of the five WHO-DAS domains
by non-use and use of mental health services. It is evident that lower scores corresponded
with non-use of mental health services. The domains found to be potentially important
predictors of non-use were out of role, mobility, cognition, and social.

Multivariable Analysis
Table 3 presents the key predisposing, enabling, and need factors included in the final
multivariable logistic regression model. The odds of non-use of mental health services more
than doubled in respondents who were black, Hispanic, or other race/ethnicity group than
non-Hispanic white, those feeling discomfort with the idea of talking to professional about
personal problems, individuals married or cohabitating, and middle versus high income
respondents (OR=2.14, 2.50, 2.28, and 2.25, respectively). In addition, older adults with
mild versus serious mood or anxiety disorders were almost five times more likely not to use
services (OR=4.78). Similarly, those reporting no chronic pain had higher odds of non-use
(OR=1.84), as well as respondents with less perceived cognitive impairment (OR=.74). Of
note, when all variables from Table 1 were combined into one model, nearly identical
statistically significant results were found as presented in Table 3. Furthermore, when
analyses were considered only among those participants categorized as having serious mood
or anxiety disorders (N=92), we found similar statistically significant (p<.05) predictors of
non-use as in the overall model, that is, being married or cohabitating, minority race, and
low perceived cognitive impairment. However, instead of discomfort, a lack of belief in the
benefits of professional help was related to not using services (OR=5.81, 95% CI=2.14–
15.78) among those who were seriously ill.

DISCUSSION
Among older NCS-R respondents with prevalent anxiety and mood disorders, the vast
majority did not use mental health services. Although the prevalence of non-use was high
across all predisposing, enabling, and need factors (>50%), not using services was most
significantly related to minority race/ethnicity, discomfort with mental health care, married
or cohabitating, middle income status, mild mood or anxiety disorder, and no chronic pain or
minor cognitive complaints. These findings suggest that low perceived need, moderate
resources, and low motivation for mental health care help to explain why services may not
be sought, despite diagnosable mood and anxiety disorders.

Prior epidemiological studies have examined potential predictors of use in the overall
sample, pooling those with and without psychiatric disorders (8–10, 20–26). Most of these
studies have shown that the strongest predictors of use were recent diagnosis of a mental
health disorder and other medical conditions associated with need for care. For example, a
study from the 2001 National Survey on Drug Use and Health found that the only variables
associated with mental health services use in older adults were having at least one mental
health syndrome and poor physical health (10). Although such studies of pooled samples are
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informative, they do not explain why the majority of older adults symptomatic for a mental
health disorder do not seek care. In the current study, we found that low levels of mental and
physical complaints were particularly important predictors. This included mild complaints of
mood or anxiety disorders interrupting daily functioning (severity of disorder) and minor or
no complaints of pain or cognition. These findings suggest that such minor complaints
should be taken seriously, as they may equate to low perceived need for care in older adults
with diagnosable DSM-IV mood and anxiety disorders. Moreover, over 80% of respondents
had chronic pain complaints and most (approximately, 70%) did not use mental health
services, which suggests that many older adults with mood and anxiety disorders may
present with somatic symptoms to their primary care physician and, yet, have little insight
into psychological problems. Furthermore, low use in older adults with mild or moderate
mood and anxiety disorders may have occurred because these individuals received sufficient
informal support and self help; however, further investigation of this was beyond the scope
of our study.

After adjusting for need factors, predisposing and enabling characteristics still exerted
important effects. However, although we found that respondents who were of black,
Hispanic, and other race/ethnicity than non-Hispanic white were more likely not to use
mental health services, we did not find a significant effect of gender, age, or education as
studies of use have found examining pooled samples with and without mental health
disorders (9,20–26). Yet, similar to other studies examining use in the overall sample, we
found that respondents who were married or otherwise not living alone were more likely not
to use mental health services. This suggests that older adults who are symptomatic for a
mental health disorder and married or cohabitating do not perceive a need for mental health
care, and may not receive support for seeking care or may view their significant other as a
surrogate of care. In contrast, this finding may indicate the power of relationship loss or
strife as a motivator for seeking care (37,46). Additionally, middle income status was an
enabling factor, suggesting that resources available for treatment are more prominent in
older adults with high or low socio-economic status.

Although most prior research has suggested that stigma is a significant contributing factor to
older adults’ not using mental health services (47–49), we found that discomfort discussing
personal problems with a professional was a more predominant predictor in older adults with
mood and anxiety disorders. This may occur because stigma was defined by being
embarrassed to tell others about seeking help, suggesting the possibility of still seeking help
but hiding it from others, while discomfort was defined by being uncomfortable interacting
with professional. Thus, such a negative attitude as discomfort implicates difficulty in initial
seeking of help and high potential for discontinuation if help is sought. In contrast, when we
focused our analyses on those with severe mood or anxiety disorders, we found that it was
not stigma or discomfort which predicted non-use but instead a lack of belief that mental
health care helps.

The strengths of this study include a nationally representative probability sample, current
DSM diagnostic assessment, and a comprehensive list of potential predictors selected based
on the well-established Andersen behavioral model of health services use. This study helps
to describe the low use of mental health services in a nationally representative sample of
older Americans with DSM-IV mood and anxiety disorders. Our study is the first we are
aware of to present key factors associated with not using mental health services in older
community-dwelling U.S. adults with mood and anxiety disorders.

Investigating patterns of non-use of services in older adults have important implications for
both policy and clinical practice, where findings support efforts at local and national levels
to improve screening, perceived need for care, and service availability for mood and anxiety

Byers et al. Page 6

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



disorders in late life. In particular, these results resonate with two overarching issues and
recommendations identified by the U.S. Mental Health Commission: 1) improving access
and continuity and 2) improving quality of mental health care (e.g., screening and
prevention) (11). Additionally, depression screening has been recommended by the U.S.
Preventive Services Task Force as a preventive service under Medicare (50). However,
Medicare does not cover mental health screening as a benefit for most older adults (50,51).
Ideally, the recent health care reform will increase such coverage, but currently it only
expands payment of services already covered (52). However, such change is vital, as
coverage of preventive services would promote collaborative care and service integration,
which would significantly increase access and quality of care (4,50,53), and improve the
quality of life of older adults.

There are several limitations of this study. First, the NCS-R underrepresents homeless,
institutionalized, and non-English speaking older adults. Second, given issues of stigma,
older adults with mental illness might be less inclined to participate in a mental health
survey. Third, even though the WMH-CIDI was shown to have good concordance with the
SCID (29), it is still a lay-administered interview. Therefore, the WMH-CIDI may not
correspond to cases identified in clinical settings despite the use of similar diagnostic
criteria. Fourth, some NCS-R older adults with mood and anxiety disorders may have been
excluded from the study because of difficulty recalling symptoms. Fifth, we cannot validate
self-reported use of mental health services. Finally, although less than half of the sample
was 65 years and older which may limit generalizability to elderly adults, the NCS-R was
limited in its assessment of mental health disorders considered common in older adults (e.g.,
depression NOS, dementia with depression, mood disorders secondary to medical disorders,
adjustment disorders with depression, and bereavement). Thus, given the above limitations,
the estimates herein are probably conservative.

CONCLUSIONS
The results of this study are disturbing, as all of the study subjects had clinically diagnosable
mood and anxiety disorders but most did not use mental health services. However, these
findings help to inform and support important public health targets. First, screening and
monitoring programs are urgently needed to improve recognition of mood and anxiety
disorders in community-dwelling older adults. Second, increased efforts are needed to
improve motivation to seek help through outreach services. Third, efforts to expand
coverage of mental health services for older Americans through health care reform is a step
in the right direction, but the need for more, such as coverage of preventive services, is
imperative.

Acknowledgments
Study funding: This work was supported by the National Institute of Mental Health (MH079093 and MH074717)
and the National Institute on Aging (AG031155). The National Comorbidity Survey Replication (NCS-R) was
supported by the National Institute of Mental Health (U01-MH60220), with supplemental support from the
National Institute of Drug Abuse, the Substance Abuse and Mental Health Services Administration, the Robert
Wood Johnson Foundation (044708), and the John W. Alden Trust.

Disclaimer: We acknowledge that the original collector of the data, sponsoring organizations, agencies, or the U.S.
government bear no responsibility for use of the data or for interpretations or inferences based upon such uses. The
views and opinions expressed in this report are those of the authors and should not be construed otherwise.

Byers et al. Page 7

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



REFERENCES
1. Byers AL, Yaffe K, Covinsky KE, et al. High occurrence of mood and anxiety disorders among

older adults: the National Comorbidity Survey Replication. Archive of General Psychiatry. 2010;
67:489–496.

2. Bruce ML, Ten Have T, Reynolds CF, et al. Reducing suicidal ideation and depressive symptoms in
depressed older primary care patients: a randomized controlled trial. JAMA. 2004; 291:1081–1091.
[PubMed: 14996777]

3. Bruce ML, Van Citters A, Bartels SJ. Evidence-based home and community-based mental health
services. Psychiatric Clinics of North America. 2005; 28:1039–1060. [PubMed: 16325739]

4. Alexopoulos GS, Reynolds CF, Bruce ML, et al. Reducing suicidal ideation and depression in older
primary care patients: 24-month outcomes of the PROSPECT study. American Journal of
Psychiatry. 2009; 166:882–890. [PubMed: 19528195]

5. Wolitzky-Taylor KB, Castriotta N, Lenze EJ, et al. Anxiety disorders in older adults: a
comprehensive review. Depression and Anxiety. 2010; 27:190–211. [PubMed: 20099273]

6. Areán PA, Mackin S, Vargas-Dwyer E, et al. Treating depression in disabled, low-income elderly: a
conceptual model and recommendations for care. International Journal of Geriatric Psychiatry.
2010; 25:765–769. [PubMed: 20602424]

7. Areán PA, Raue P, Mackin RS, et al. Problem-solving therapy and supportive therapy in older
adults with major depression and executive dysfunction. American Journal of Psychiatry. 2010;
167:1391–1398. [PubMed: 20516155]

8. Shapiro S, Skinner EA, Kessler LG, et al. Utilization of health and mental health services: three
Epidemiologic Catchment Area sites. Archives of General Psychiatry. 1984; 41:971–978. [PubMed:
6477055]

9. Klap R, Unroe KT, Unutzer J. Caring for mental illness in the United States: a focus on older adults.
American Journal of Geriatric Psychiatry. 2003; 11:517–524. [PubMed: 14506085]

10. Karlin BE, Duffy M, Gleaves DH. Patterns and predictors of mental health service use and mental
illness among older and younger adults in the United States. Psychological Services. 2008; 5:275–
294.

11. Bartels SJ. Improving system of care for older adults with mental illness in the United States.
Findings and recommendations for the President’s New Freedom Commission on Mental Health.
American Journal of Geriatric Psychiatry. 2003; 11:486–497. [PubMed: 14506082]

12. Borson S, Bartels SJ, Colenda CC, et al. Geriatric mental health services research: strategic plan
for an aging population: report of the Health Services Work Group of the American Association
for Geriatric Psychiatry. American Journal of Geriatric Psychiatry. 2001; 9:191–204. [PubMed:
11481126]

13. Blazer DG, Hybels CF. Origins of depression in later life. Psychological Medicine. 2005; 35:1241–
1252. [PubMed: 16168147]

14. Walke LM, Byers AL, Tinetti ME, et al. Range and severity of symptoms over time among older
adults with chronic obstructive pulmonary disease and heart failure. Archives of Internal
Medicine. 2007; 167:2503–2508. [PubMed: 18071174]

15. Bruce ML. Depression and disability in late life: directions for future research. American Journal
of Geriatric Psychiatry. 2001; 9:102–112. [PubMed: 11316615]

16. Yaffe K, Edwards ER, Covinsky KE, et al. Depressive symptoms and risk of mortality in frail,
community-living elderly persons. American Journal of Geriatric Psychiatry. 2003; 11:561–567.
[PubMed: 14506090]

17. Lenze EJ, Rogers JC, Martire LM, et al. The association of late-life depression and anxiety with
physical disability: a review of the literature and prospectus for future research. American Journal
of Geriatric Psychiatry. 2001; 9:113–135. [PubMed: 11316616]

18. Li H, Proctor E, Morrow-Howell N. Outpatient mental health service use by older adults after
acute psychiatric hospitalization. Journal of Behavioral Health Services and Research. 2005;
32:74–84. [PubMed: 15632799]

19. Choi S, Morrow-Howell N, Proctor E. Configurations of services used by depressed older adults.
Aging and Mental Health. 2006; 10:240–249. [PubMed: 16777651]

Byers et al. Page 8

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



20. Neighbors HW, Woodward AT, Bullard KM, et al. Mental health service use among older African
Americans: the National Survey of American Life. American Journal of Geriatric Psychiatry.
2008; 16:948–956. [PubMed: 19038893]

21. Bogner HR, de Vries HF, Maulik PK, et al. Mental health services use: Baltimore Epidemiologic
Catchment Area Follow-up. American Journal of Geriatric Psychiatry. 2009; 17:706–715.
[PubMed: 19625788]

22. Pickard JG. The relationship of religiosity to older adults’ mental health service use. Aging and
Mental Health. 2006; 10:290–297. [PubMed: 16777657]

23. Crabb R, Hunsley J. Utilization of mental health care services among older adults with depression.
Journal of Clinical Psychology. 2006; 62:299–312. [PubMed: 16400646]

24. Garrido MM, Kane RL, Kaas M, et al. Use of mental health care by community-dwelling older
adults. Journal of the American Geriatrics Society. 2011; 59:50–56. [PubMed: 21198461]

25. Mackenzie CS, Pagura J, Sareen J. Correlates of perceived need for and use of mental health
services by older adults in the collaborative psychiatric epidemiology surveys. American Journal
of Geriatric Psychiatry. 2010; 18:1103–1115. [PubMed: 20808105]

26. Han B, Gfroerer JC, Colpe LJ, et al. Serious psychological distress and mental health service use
among community-dwelling older U.S. Adults. Psychiatric Services. 2011; 62:291–298. [PubMed:
21363901]

27. Kessler RC, Merikangas KR. The National Comorbidity Survey Replication (NCS-R): background
and aims. International Journal of Methods in Psychiatric Research. 2004; 13:60–68. [PubMed:
15297904]

28. Kessler RC, Berglund P, Chiu WT, et al. The US National Comorbidity Survey Replication (NCS-
R): design and field procedures. International Journal of Methods in Psychiatric Research. 2004;
13:69–92. [PubMed: 15297905]

29. Kessler RC, Berglund P, Demler O, et al. Lifetime prevalence and age-of-onset distributions of
DSM-IV disorders in the National Comorbidity Survey Replication. Archives of General
Psychiatry. 2005; 62:593–602. [PubMed: 15939837]

30. Diagnostic and Statistical Manual of Mental Disorders. 4th ed.. Washington, DC: American
Psychiatric Association; 1994.

31. Kessler RC, Ustun TB. The World Mental Health (WMH) survey initiative version of the World
Health Organization (WHO) Composite International Diagnostic Interview (CIDI). International
Journal of Methods in Psychiatric Research. 2004; 13:93–121. [PubMed: 15297906]

32. Alegria, M.; Jackson, JS.; Kessler, RC., et al. Ann Arbor, MI: Institute for Social Research, Survey
Research Center; 2007. Collaborative psychiatric epidemiology surveys (CPES), 2001–2003
[computer file]. ICPSR20240-v2. Ann Arbor, MI: Inter-university Consortium for Political and
Social Research [distributor], 2007

33. Andersen RM. Revisiting the behavioral model and access to medical care: does it matter? Journal
of Health and Social Behavior. 1995; 36:1–10. [PubMed: 7738325]

34. Mackenzie CS, Scott T, Mather A, et al. Older adults’ help-seeking attitudes and treatment beliefs
concerning mental health problems. American Journal of Geriatric Psychiatry. 2008; 16:1010–
1019. [PubMed: 19038900]

35. Kessler RC, Berglund P, Demler O, et al. The epidemiology of major depressive disorder: results
from The National Comorbidity Survey Replication (NCS-R). JAMA. 2003; 289:3095–3105.
[PubMed: 12813115]

36. Proctor, BD.; Dalaker, J. US Census Bureau: current population reports, in Poverty in the United
States: 2001. Washington, DC: US Government Printing Office; 2002.

37. Wang PS, Lane M, Olfson M, et al. Twelve-month use of mental health services in the United
States: results from the National Comorbidity Survey Replication. Archives of General Psychiatry.
2005; 62:629–640. [PubMed: 15939840]

38. Alexopoulos GS, Meyers BS, Young RC, et al. “Vascular depression” hypothesis. Archives of
General Psychiatry. 1997; 54:915–922. [PubMed: 9337771]

39. Tsang A, Von Korff M, Lee S, et al. Common chronic pain conditions in developed and
developing countries: gender and age differences and comorbidity with depression-anxiety
disorders. Journal of Pain. 2008; 9:883–891. [PubMed: 18602869]

Byers et al. Page 9

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



40. Rehm J, Ustun TB, Saxena S, et al. On the development and psychometric testing of the WHO
screening instrument to assess disablement in the general population. International Journal of
Methods in Psychiatric Research. 1999; 8:110–122.

41. Chwastiak LA, Von Korff M. Disability in depression and back pain: evaluation of the World
Health Organization Disability Assessment Schedule (WHO DAS II) in a primary care setting.
Journal of Clinical Epidemiology. 2003; 56:507–514. [PubMed: 12873644]

42. The WHO World Mental Health Survey Consortium: Prevalence, severity, and unmet need for
treatment of mental disorders in the World Health Organization World Mental Health Surveys.
JAMA. 2004; 291:2581–2590. [PubMed: 15173149]

43. Leon AC, Olfson M, Portera L, et al. Assessing psychiatric impairment in primary care with the
Sheehan Disability Scale. International Journal of Methods in Psychiatric Research. 1997; 27:93–
105.

44. Uebelacker LA, Wang PS, Berglund P, et al. Clinical differences among patients treated for mental
health problems in general medical and specialty mental health settings in the National
Comorbidity Survey Replication. General Hospital Psychiatry. 2006; 28:387–395. [PubMed:
16950373]

45. Levy, PS.; Lemeshow, S. Sampling of Populations. New York: John Wiley & Sons; 1999.

46. Leaf PJ, Livingston MM, Tischler GL, et al. Contact with health professionals for the treatment of
psychiatric and emotional problems. Medical Care. 1985; 23:1322–1337. [PubMed: 4087948]

47. Sirey JA, Bruce ML, Alexopoulos GS, et al. Perceived stigma as a predictor of treatment
discontinuation in young and older outpatients with depression. American Journal of Psychiatry.
2001; 158:479–481. [PubMed: 11229992]

48. Conner KO, Copeland VC, Grote NK, et al. Mental health treatment seeking among older adults
with depression: the impact of stigma and race. American Journal of Geriatric Psychiatry. 2010;
18:531–543. [PubMed: 20220602]

49. Conner KO, Copeland VC, Grote NK, et al. Barriers to treatment and culturally endorsed coping
strategies among depressed African-American older adults. Aging and Mental Health. 2010;
14:971–983. [PubMed: 21069603]

50. Karlin BE, Humphreys K. Improving Medicare coverage of psychological services for older
Americans. American Psychologist. 2007; 62:637–649. [PubMed: 17924748]

51. Center for Medicare Advocacy Inc: Medicare coverage of mental health services. 2010. Available
at http://www.medicareadvocacy.org/InfoByTopic/MentalHealth/MentalHealthMain.htm

52. Clay RA. What health-care reform means for you: the landmark legislation offers new
opportunities for psychology. American Psychological Association. 2010; 41(6) Available at
http://www.apa.org/monitor/2010/06/health-reform.aspx.

53. Unutzer J, Katon W, Callahan CM, et al. Collaborative care management of late-life depression in
the primary care setting: a randomized controlled trial. JAMA. 2002; 288:2836–2845. [PubMed:
12472325]

Byers et al. Page 10

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.medicareadvocacy.org/InfoByTopic/MentalHealth/MentalHealthMain.htm
http://www.apa.org/monitor/2010/06/health-reform.aspx


Figure 1.
Probability of not using services by predisposing characteristics

Byers et al. Page 11

Psychiatr Serv. Author manuscript; available in PMC 2013 July 29.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Probability of not using services by enabling characteristics
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Figure 3.
Probability of not using services by need factors
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Figure 4. Mean disability scores by domain and services non-use/use
Abbrevations: CVD = medical conditions related to cardiovascular disease; M/A = Mood/
Anxiety; *p ≤ .20; **p ≤ .10; ***p < .05
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Table 1

Characteristics of 348 adults 55 years and older from the NCS-R with prevalent DSM-IV/WMH-CIDI mood
and anxiety disordersa

Characteristic N Weighted % or Mean SE

Predisposing Factors

  Age (years) 348 64.4 .6

    55–64 209 61.9 3.3

    ≥ 65 139 38.1 3.3

  Female 257 72.8 2.6

  Education, ≥ 12 years 252 69.7 3.0

  Non-Hispanic white 269 78.5 2.4

  Attitudes toward mental health

    Willingness 309 88.3 2.0

    Comfortable 291 85.9 1.8

    Stigma 113 33.5 2.3

  Belief in benefit of mental health 202 58.2 3.0

Enabling Factors

  Married/cohabitating 149 45.7 3.1

  Income

    Low 105 30.3 3.2

    Middle 194 55.6 3.2

    High 49 14.1 2.0

  Health insurance 326 92.4 2.0

Need Factors

  Severity of Mood/Anxiety

    Serious 92 24.5 2.6

    Moderate 130 35.6 2.7

    Mild 126 39.9 3.4

  Medical

    Cardiovascular disease 101 31.5 2.3

    Chronic pain 288 82.7 2.7

  Disability score (WHO-DAS)b

    Out of role 348 23.3 1.9

    Self-care 348 3.6 .8

    Mobility 348 14.6 1.4

    Cognition 348 3.2 .5

    Social 348 2.0 .4

a
Data were from the National Comorbidity Survey Replication (NCS-R) and included older adults diagnosed with 12-month DSM-IV disorders

based on the World Mental Health Composite International Diagnostic Interview (WMH-CIDI).

b
Possible scores range from 0 to 100, with higher scores indicating worse functioning.
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Table 2

Non-use of Mental Health Services by prevalent DSM-IV/WMH-CIDI mood, anxiety, and comorbid disorders
in adults 55 years and oldera

Disorder Unweighted
N

Non-Use, Weighted
% SE

Mood Disorders

Any mood 132 56.2 3.7

Major depressive disorder 107 58.0 4.6

Dysthymia 20 61.8 10.3

Bipolar I or II disorderb 24 41.2 11.3

Anxiety Disorders

Any anxiety 293 72.6 2.3

Panic disorder 35 44.2 10.1

Agoraphobia without panic 24 56.3 8.0

Specific phobia 160 79.5 3.5

Social phobia 101 69.7 4.5

Generalized anxiety disorder 58 65.6 5.9

Posttraumatic stress disorder 49 46.0 7.6

Comorbid disorderc 77 50.2 6.3

a
Data were from the National Comorbidity Survey Replication (NCS-R) and included older adults diagnosed with 12-month DSM-IV disorders

based on the World Mental Health Composite International Diagnostic Interview (WMH-CIDI).

b
Bipolar I and II disorder represents proportion of respondents who endorsed either bipolar I, II, or subthreshold bipolar disorder.

c
Comorbid disorder defined as any co-occurring mood-anxiety disorders.
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