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ABSTRACT

Objective: To compare mental health treatment history and preferences in
older and younger primary care patients. Method: We surveyed 77 older
(60+) and 312 younger adult primary care patients from four outpatient
medical clinics about their mental health treatment history and preferences.
Results: Older adults were less likely than younger adults to report a history of
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mental health treatment (29% vs. 51%) or to be currently receiving treatment
(11% vs. 23%). They were also less likely to indicate that they currently desire
help with emotional problems (25% vs. 50%). Older adults were more likely
to hold a belief in self-reliance that could limit their willingness to accept
treatment for mental health problems, although they were less likely than
younger adults to identify other barriers to treatment. Older adults reported
that they were less likely to attend programs in primary care targeting mental
health issues (counseling, stress management) than younger adults, although
they were as willing as younger adults to attend programs targeting physical
health issues (healthy living class, fitness program). Age remained a sig-
nificant predictor of mental health treatment history and preferences even
after controlling for other demographic variables. Conclusion: These results
suggest that older adults in the primary care setting may be less willing to
accept mental health services than younger adults. Results further suggest
that perceived barriers may differ for older and younger patients, which
may indicate the need for age-specific educational messages and services
targeted to older adults in primary care.
(Int’l. J. Psychiatry in Medicine 2004;34:219-233)
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INTRODUCTION

Between 2000 and 2030, the number of older Americans is expected to double,
from 35 million to 70.3 million individuals, or 20% of the U.S. population [1].
Experts have commented on the looming crisis in geriatric mental health care, with
need likely to outstrip growth in the number of professionals trained to provide
such services to older adults [2]. Although the prevalence of psychopathology in
later life is substantial, with rates estimated at 1% to 4% for major depression and
approximately 10% for anxiety disorders [3, 4], older adults underutilize the
services of mental health providers [5-7]. Primary care providers often fail to
recognize and treat mental health problems in older patients and are less likely to
refer older adults to specialty mental health care [8-11]. Other barriers to service
utilization include Medicare reimbursement policies and age bias on the part of
mental health providers [12-14]. Although only approximately half of depressed
older adults follow through on referrals to specialty mental health care [15],
relatively few investigations have examined age differences in the mental health
treatment preferences of patients themselves.

Understanding age differences in mental health treatment preferences is
important in order to design interventions to optimize utilization among both
younger and older adults. For example, older adults may benefit from educational
interventions to increase recognition of need and facilitate entry into appropriate
services, and services themselves could be targeted toward the preferences of older
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and younger adults. Findings summarized below suggest that age differences
in preferences exist, but not enough information is currently available to help
primary care or mental health providers design such educational interventions or
develop and market age-appropriate services.

Data from a national Healthcare for Communities household telephone survey
indicated that older adults with and without psychiatric disorders were less likely
to perceive a need for mental health care than comparable younger adults [9].
Older adults were also less likely to receive mental health treatment than middle-
aged adults, even after controlling for lower rates of psychiatric disorders, and
less likely than adults in any other age group to receive outpatient specialty
mental health care. Benzodiazepine use, which is potentially hazardous in older
adults, was the only mental health service category that increased with age (from
2.8% in young adults to 12.5% in older adults).

Only 57% of respondents in a telephone survey of older Michigan residents
indicated that they would seek mental health services if needed [16]. People over
the age of 65 in this study were significantly more likely than younger adults to
report a preference for receiving mental health services from their primary care
doctor (65% vs. 53%) and significantly less likely to seek services from a
psychologist (4% vs. 12.5%). Older and younger adults did not differ in their
reported willingness to seek services from a psychiatrist (14% vs. 12.5%).

Areéan and her colleagues surveyed 183 older primary care patients on their
preferences for mental health services [17]. Seventy-nine percent of the sample
indicated that they would be willing to use some type of mental health
services. More patients (61%) indicated that they would be willing to speak
with their primary care physician about mental health problems than with a
nurse (44%) or social worker (44%). More patients endorsed a willingness to
accept individual therapy (71%) than group therapy (34%) or psychoeducation
classes on depression (30%), stress (34%), medical illness (46%), or late-life
problems (34%).

With respect to specific type of treatment preferred for depression, one small
study of 20 older adults found that behavior therapy was rated as more acceptable
than medication as a treatment for depression [18]. Older adults in another
study rated a form of behavior therapy as more acceptable and credible than
pharmacotherapy for depression, and cognitive and psychodynamic therapies
were rated equally acceptable and as credible as medications [19]. In a group of
200 older primary care patients in Canada, both cognitive therapy and biblio-
therapy were rated as more acceptable than antidepressant medication for mild
to moderate depression [20]. Cognitive therapy was rated as more acceptable
than either bibliotherapy or medication for severe depression. Ratings did not
differ based on level of respondents’ depressive symptoms.

To our knowledge, the present study is the first to compare mental health
treatment preferences of older and younger patients in the primary care setting.
We collected data from patients in multiple settings, including both VA and
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university-affiliated primary care clinics. Moreover, we included a wider range of
mental health preference topics than have been surveyed in previous studies.
We examined whether older adults were less likely to report a history of treatment
for emotional problems than younger adults, whether their preferences were
different with respect to type of treatment or modality, perceived barriers to mental
health service use, and likelihood of attending various types of psychosocial
programs offered in the primary care setting.

METHOD

Participants

Trained research assistants recruited participants from the waiting rooms of four
outpatient medical clinics, three affiliated with the University of California,
San Diego (ns = 110, 106, and 102; total 75%), and one affiliated with the VA
San Diego Healthcare System (r = 104; 25%). Respondents included 77 patients
over the age of 60 and 312 patients between the ages of 18 and 59 (the other 33
patients did not indicate their age). Refusal rates were not available from every
patient approached in the clinics but were estimated at approximately 40%.

Informed Consent

Procedures for this study complied with ethical standards set by the UCSD
Human Research Protections Program and the VA San Diego Healthcare System.
All participants signed informed consent documents after receiving a complete
description of the study.

Procedures

Participants were asked to fill out a short set of questionnaires in the waiting
room on the day that they were recruited for the study, for which they were
compensated $10. These included background and health information. All
participants were also asked to take home a set of questionnaires to complete
and mail back. This battery included information on mental health treatment
preferences. Participants were typically allowed to check all that apply for
preference items. Participants received $20 for completing this information.
A total of 275 participants (65%) mailed back the second set of question-
naires, 73% of the VA patients and 63% of patients from the three UCSD
clinics; this difference just failed to reach statistical significance, y* (1, N =422) =
3.81, p <.06.

The number of participants reporting valid responses to both age and mental
health treatment preference questions ranged from 389 (out of 422, or 92%) for
questions about the likelihood of attending psychosocial programs in primary
care, to 250 (59%) for preferences about type and modality of treatment, to
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217 (51%) for perceived barriers to treatment. Because there was no way to
interpolate missing data from existing responses, the effective sample size varies
from analysis to analysis.

Analyses

Data analyses were performed using SPSS release 11.5 for Windows. Group
comparisons were made using univariate chi-square tests for categorical data
and analysis of variance and Student’s #-tests for continuous variables. For
each comparison in which significant age differences were found, multivariate
regression analyses were performed to determine whether age was a signifi-
cant predictor after controlling for demographic variables. In each regression
model, the demographic variables gender, ethnicity (coded as Caucasian vs. not
Caucasian), education, income, and type of clinic (VA vs. UCSD) were entered
in the first block, with age category entered in the second block.

RESULTS

Demographic information broken down by clinic is presented in Table 1. There
were significant differences across clinics in age, gender ratio, ethnicity, educa-
tion, and income. Specifically, patients recruited from the VA tended to be
male, older, and with lower incomes than patients recruited from the other
three sites. Comparing participants by age across clinics, adults over the age of
60 were disproportionately male, 68% vs. 46%, x> (df = 1) = 11.72, p = .001,
and Caucasian, 66% vs. 49%, x> (df = 1) = 7.59, p = .006, than younger
adults. Older and younger adults also differed significantly in marital status,
¥? (df = 4) = 28.52, p < .001, primarily because older adults were less likely to
have never married (7% vs. 39%). There were no significant age differences in
education or income.

Table 2 presents age comparisons of mental health treatment history. Older
adults were significantly less likely than younger adults to report a history of
mental health treatment, although among those who had received treatment there
were no differences in the types of treatments received (typically medications
and individual therapy). Age was a significant predictor of treatment history
even after controlling for gender, ethnicity, education, income, and type of clinic,
F change (1, 254) = 12.51, p <.001. Older adults were less likely to be currently
receiving mental health services, even after controlling for demographic variables,
F change (1, 248) = 7.20, p = .008, and fewer older adults than younger adults
indicated a current desire for mental health services after controlling for demo-
graphics, F' change (1, 243) = 11.59, p <.001.

With respect to preferences for types and modalities of treatment (Table 3),
younger adults were more likely than older adults to prefer skills training (as
in cognitive or behavioral therapies), even after controlling for demographic
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Table 2. Mental Health Treatment History in Younger and
Older Primary Care Patients

Younger Older
adults adults
(age <60  (age>60
N (%) N (%)
(n=312)* (n=77) x? p
History of treatment for emotional
problems 105 (51%) 17 (29%) 8.70 .003
Medications? 82 (76) 13 (77) 0.00 .96
Individual therapy? 79 (74) 12 (71) 0.08 .78
Group counseling? 31 (29) 8 (47) 2.23 14
Other? 7 (7) 1 (6) 0.01 .92

Current treatment for emotional
problems 47 (23) 6 (11) 4.25 .04

Currently desire treatment for
emotional problems 102 (50) 13 (25) 11.24 .001

20f those reporting a history of mental health treatment. Respondents could select more
than one option, so percentages do not add to 100. Otherwise, percentages are based on
all respondents.

Note: Not all participants responded to every question; percentages reflect the number
of participants who provided valid data for each item.

variables, F' change (1, 235) = 4.41, p = .04. The two most popular types of
treatment among older adults were those involving greater insight and under-
standing (as in psychodynamic approaches) and talking (as in supportive therapy).
Smaller proportions of patients in both age categories indicated a preference
for medications, help with relationships, or help solving problems. There were
no age differences in preferences among different modalities of treatment or in
estimates of the length of time it would take to produce a treatment response.
Most patients in both age groups preferred individual counseling to group therapy
or medications, and most had a realistic expectation that some benefits of treat-
ment should be expected within one month. With respect to barriers, the propor-
tion of older adults who indicated that mental health treatment would take too
much time did not differ from younger adults after controlling for demographic
variables, F' change (1, 204) = 2.66, p = .11. Older adults were much less likely
to identify other barriers to treatment, F' change (1, 204) = 16.31, p < .001, and
were much more likely to endorse the statement that “I can work it out on my
own,” F'change (1, 204) = 13.95, p <.001, than younger adults.
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Table 3. Mental Health Treatment Preferences and Perceived Barriers
in Younger and Older Primary Care Patients

Younger Older
adults adults
N (%) N (%)
(n=3812* (n=77) 4? p

Preferred type of treatment?

Understanding/insight 62 (32) 23 (41) 155 .21
Talking 45 (23) 17 (30) 1.15 .28
Skills training 65 (34) 10 (18) 516 .02
Help with relationships 24 (12) 6 (11) 0.12 .73
Medications 20 (10) 6 (11) 0.01 .94
Help solving problems 19 (10) 5 (9 0.04 .84
Other 14 (7) 3 (5) 025 .62
Preferred modality?
Individual therapy 140 (72) 36 (64) 1.30 .26
Class or group 31 (16) 10 (18) 011 .74
Medications 29 (15) 7 (13) 0.21 .65
Other 12 (6) 4 (7) 0.07 .80
Time to response 1.52 .68
1 week 52 (26) 10 (19)
1 month 101 (50) 26 (50)
6 months 36 (18) 12 (23)
1 year 12 (6) 4 (8)
Perceived barriers?
“I can work it out on my own” 42 (25) 26 (54) 14.93 <.001
Hassle 38 (23) 12 (25) 013 .72
“I'm not the type” 32 (19) 12 (25) 0.85 .36
I'd be too embarrassed 25 (15) 7 (15) 0.00 .97
Takes too much time 40 (24) 5(10) 3.99 .046
Wouldn’t help 19 (11) 4 (8) 0.31 .58
Other barrier 56 (33) 4 (8 11.50 .001
Total number of barriers 1.47 (1.00) 1.46 (0.90) 0.10 .92
Likely to attend programs in primary care?
Fitness 168 (54) 3 (43) 299 .08
Healthy living 121 (39) 5 (33) 1.05 .31
Stress management 116 (37) 2(16) 13.05 <.001
Counseling 103 (33) 7 (9) 17.43 <.001

@Respondents could select more than one option, so percentages do not add to 100.
Note: Not all participants responded to every question; percentages reflect the number
of participants who provided valid data for each item.
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When presented with four hypothetical treatment programs to be offered
within their primary care clinic—counseling, stress management, a healthy living
class, and a fitness program—a significantly smaller proportion of older adults
than younger adults indicated that they were likely to attend counseling or
stress management, even after controlling for demographic variables, F' change
(1, 257) = 14.57, p <.001, and F change (1, 257) = 6.38, p <.001, respectively.
There were no age differences in likelihood of attending the healthy living class
or fitness program.

DISCUSSION

In this study of mental health treatment preferences in primary care, older
adults were less likely than younger adults to report a history of or current
participation in mental health treatment. They were also less likely to indicate
that they currently desire help with emotional problems. Age was a significant
predictor of mental health treatment history and some preferences and per-
ceived barriers, even after controlling for demographic variables such as gender,
ethnicity, education, income, and type of clinic (VA vs. UCSD).

Strikingly, participants of all ages reported a stronger preference for psycho-
therapy than for medications, even though medications were the most commonly
used type of treatment among those who reported receiving treatment in the past.
This finding contrasts with previous studies suggesting that approximately 30%
of older primary care patients prefer to be treated with psychotherapy rather than
with medications [21]. On the one hand, this finding, in combination with the
finding that patients prefer individual therapy to group treatment, poses a chal-
lenge to the need to provide cost- and time-efficient mental health services. On
the other hand, the fact that most patients believe that some improvement should
be noticeable within a month supports the possibility of offering very brief
individual psychotherapy in the primary care setting.

Older adults seemed to hold a preference for psychodynamic or supportive
therapies relative to skills-based treatments such as cognitive-behavioral
therapy. Given that cognitive and behavioral therapies have typically demon-
strated stronger empirical support than alternative approaches, particularly for
anxiety disorders, these findings suggest that more attention should be paid to
educational messages about the content and efficacy of certain types of treatments
in order to aid in dissemination efforts.

In terms of barriers, older adults were more likely than younger adults to hold a
belief in self-reliance that could limit their willingness to accept treatment for
mental health problems, although they were less likely than younger adults to
identify other barriers to treatment. Older adults reported that they were less likely
to attend programs in primary care targeting mental health issues than younger
adults, although they were as willing as younger adults to attend programs
targeting physical health issues. Overall, these results suggest that older adults in
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the primary care setting may be less willing to accept traditional mental health
services than younger adults.

There are several alternative explanations for why older adults would use fewer
mental health services than younger adults. We cannot assume that the need for
mental health services is constant across the lifespan. Life stresses are different at
different phases of life. Younger adults are more likely to have stresses at work,
marital or partner conflict, role conflict, and stresses associated with parenting.
Older adults are more likely to face stresses associated with chronic illness and
loss of partners [22, 23]. The experiences may not be equivalent. Studies of health-
related quality of life in older adults using the Medical Outcomes Study 36-Item
Short Form (SF-36) show that the mental health components systematically rise
with age [24]. These results suggest that mental health may indeed improve as
the population ages.

A second alternative explanation is that older adults might get different feed-
back from their primary care physicians than younger adults. In older adults,
common symptoms of depression such as loss of appetite, sleep disturbance, or
fatigue are often attributed to physical diagnoses associated with older people.
The same symptoms, when reported by younger adults, might be attributed to
depressed mood.

A third explanation for our results is that older adults, through greater life
experience, may have gained a sense of self-efficacy for problem solving. Thus,
they may be more inclined to endorse items such as “I can work it out on my own”
or feel greater confidence in managing stress.

Because older adults underutilize specialty mental health services, their
apparent reluctance, relative to younger adults, to accept mental health treatment
in the primary care setting poses a challenge to appropriate diagnosis and treat-
ment. Educational messages to improve understanding of mental health problems
and treatment may help to reduce stigma and improve older adults’ willingness
to accept mental health services. Focusing on health rather than mental
health issues (e.g., “Coping with late-life medical problems,” “Healthy living for
seniors”) may encourage more participation by older adults in primary care.
Messages that emphasize the compatibility of such programs with the value of
self-reliance (e.g., “Help yourself to better health”) may also facilitate acceptance
by potential participants. Finally, better integration between primary care pro-
viders, who have a relationship with the patient but may not have the skills or
resources to provide optimal mental health services, and mental health providers
may help bridge the gap between need and utilization.

Several recent investigations have examined the utility of a collaborative care
model in providing mental health treatment (specifically, treatment for depres-
sion) to older patients in primary care [25, 26]. The fact that these programs
typically offer individual sessions with a depression care specialist (usually a
nurse) and a choice between medications and very brief psychotherapy may
explain their success in terms of both patient adherence [27] and outcomes. Thus
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far, such programs have not been widely implemented outside of the research
context, although they appear to hold promise for the delivery of mental health
services to older adults in the primary care setting.

Other investigations have found promising results for exercise interventions
in depressed older adults [28-31]. Findings from the present study suggest that
such interventions may be an appealing option, particularly for older adults
who resist traditional mental health services such as counseling or stress
management classes. Developing ways to disseminate and test the effectiveness
of such programs in primary care settings should be an important research and
clinical priority.

The present study has several important limitations. One major limitation is
the fact that older patients were more likely to come from the VA clinic than
from the UCSD clinics. Older veterans may not be comparable to other medical
clinic patients. In addition to being disproportionately male, they may be more
likely to hold values that are incompatible with acceptance of mental health
services, such as the importance of “keeping a stiff upper lip” or “not airing one’s
dirty laundry.” They may also have different medical comorbidities that make
them less representative of older primary care patients in general. Additional
research on age differences in mental health treatment preferences is needed in
other settings, particularly with economically disadvantaged and minority patients
in the public health sector. In this study, however, site was not a significant
predictor of service use or preferences.

A second limitation of the present study is the amount of missing data. Addi-
tionally, approximately 40% of patients initially approached to participate in
the study refused. The relatively high rates of refusal and missing data make it
difficult to determine the representativeness of this sample with respect to the
clinic populations, let alone the generalizability of these results to patients in
other outpatient medical settings. Specifically, study responders may have been
less resistant to the idea of mental health treatment than nonresponders, which
could potentially have biased the results of this investigation.

A third limitation is that our study assumes that the older sample and the
younger sample are representative of their respective age groups. However, we
do not have clear evidence that members of different age categories, sampled
from the same clinics, are equivalent. Although there were no differences by
education or income, the younger sample was significantly less likely to have
never married. This may be a concern because never married status is associated
with greater need for mental health services [32]. Further, the older sample was
disproportionately male, while in the general population women have a higher
probability than men of surviving to old age [33]. Thus, we encourage other
investigators to replicate these results in larger and more heterogeneous
populations.

The present study, however, is one of the first investigations of age differences
in mental health treatment preferences in primary care patients. Moreover, the
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ethnic diversity of the sample represents a significant strength of this investigation.
The findings are generally consistent with other research suggesting that older
adults are more hesitant than younger adults to accept mental health treatment,
even when such treatment is available in the primary care setting. Because most
mental health care for older adults is provided in primary care, it is our hope that
this study will spur the discourse and investigation necessary to improve access to
mental health care for our increasing aged population.
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