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Objective: The authors examine na-
tional patterns in psychotherapy for older
adults with a diagnosis of depression and
analyze correlates of psychotherapy use
that is consistent with Agency for Health
Care Policy and Research guidelines for
duration of treatment.

Method: Linked Medicare claims and sur-
vey data from the 1992–1999 Medicare
Current Beneficiary Survey were used. The
data were merged with the Area Resource
File to assess the effect of provider-supply
influences on psychotherapy treatment.
An episode-of-care framework approach
was used to analyze psychotherapy use
and treatment duration. Multiple logistic
regression analysis was used to predict
psychotherapy use and its consistency.

Results: The authors identified 2,025 epi-
sodes of depression treatment between
1992 and 1999. Overall, psychotherapy
was used in 25% (N=474) of the episodes,
with 68% of episodes with psychotherapy
involving services received only from psy-
chiatrists. (Percentages were weighted for
the complex design of the Medicare Cur-

rent Beneficiary Survey.) Use of psycho-
therapy was correlated with younger pa-
tient age, higher patient educational
attainment, and availability of local psy-
chotherapy providers. Among episodes in
which psychotherapy was used, only a mi-
nority (33%, N=141) involved patients who
remained in consistent treatment, defined
as extending for at least two-thirds of the
episode of depression. Availability of local
providers was positively correlated with
consistent psychotherapy use. In analyses
with adjustment for provider-related fac-
tors, patients’ socioeconomic and demo-
graphic characteristics did not affect the
odds of receiving consistent psychotherapy.

Conclusions: Use of psychotherapy re-
mains uncommon among depressed older
adults despite its widely acknowledged
efficacy. Some of the disparities in psycho-
therapy utilization suggest supply-side
barriers. Increasing the geographic avail-
ability of mental health care providers
may be one way of increasing access to
psychotherapy for depressed older adults.

(Am J Psychiatry 2005; 162:711–717)

There is widespread consensus that geriatric depres-
sion is highly prevalent (1–3), adversely affects daily func-
tion and quality of life, and contributes to increased health
care costs (4), physical decline (5), and even death (6).

Several types of psychotherapy are effective for depres-
sion in older adults (7, 8). In a meta-analysis of psychoso-
cial treatments for geriatric depression, the overall effect
size for treatment versus no treatment or placebo control
was 0.78 (9). Although antidepressant medications are a
mainstay of medical treatment for depression and have
been shown to be safe and efficacious in older adults (10),
patients often prefer psychotherapy (11, 12). Specifically,
concern over medication side effects may be heightened
when geriatric depression occurs in context of diabetes
mellitus (13), cardiac disease (14), and other general med-
ical illnesses. Among patients who are treated with antide-
pressants, high rates of medication nonadherence con-
strain clinical effectiveness (15). Older adults may face
several barriers to psychotherapy treatment. Although
nearly all older adults in the United States have basic
health coverage through Medicare, Medicare fee-for-ser-
vice reimbursement currently covers only 50% of mental
health care costs. High copayments may put psychother-

apy out of the reach of those in greatest need (16, 17). Of-
ten, depressed older adults are unwilling to seek treatment
for their symptoms when they have to pay out of pocket
for services (11). Primary care physicians may also not re-
fer patients to psychotherapy because of a lack of aware-
ness of its clinical efficacy (18).

Little information exists concerning patterns of psycho-
therapy use for depression in older adults. Most clinical
trials involve participants who are highly selected from
clinical settings and typically receive care free of charge.
Given the results from patient preference studies (12, 19),
psychotherapy remains an important but poorly under-
stood option in the community treatment of depression in
older adults. Although the Agency for Health Care Policy
and Research guidelines (20) recommend treatment for 4–
9 months to reduce the risk of recurrence, the frequency
with which depressed older adults receive psychotherapy
of this duration remains unknown.

In the study reported here, we examined national pat-
terns in psychotherapy treatment of depression among
older adults. The study is based on linked Medicare claims
and survey data from the 1992–1999 Medicare Current
Beneficiary Survey cost and use files.
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Method

Data Sources

The Medicare Current Beneficiary Survey is a continuous sur-
vey of a nationally representative sample of aged, disabled, and
institutionalized Medicare beneficiaries with information on health
status, health care use and expenditures, health insurance cover-
age, and socioeconomic and demographic characteristics. It has a
complex sample design in which sampling is conducted first at
the level of primary sampling units (geographically based clusters
that represent cities or county groups) and then at the person
level. Weights are provided to generalize to the total population
enrolled in Medicare for a given year; because data for some re-
spondents are weighted more heavily than those for others to
achieve national representativeness, weighted percentages differ
somewhat from those based on raw cell sizes. Data from inter-
views and Medicare claims were linked to examine depression di-
agnosis and use of psychotherapy among adults ages 65 years and
older. The data were augmented through merging with the Area
Resource File to provide county-level information (21).

Study Sample

The study sample (N=1,542) was restricted to community-dwell-
ing Medicare beneficiaries who were ages 65 and older, were en-
rolled in fee-for-service Medicare, and had at least one claim with a
diagnosis of depression between 1992 and 1999. Sixty-eight per-
cent of the final sample lived in metropolitan areas, and 73% were
female.

Episode of Care

We used an episode-of-care framework to analyze psychother-
apy treatment for depression. Agency for Health Care Policy and
Research guidelines (20) recommend a minimum of 4–9 months
of continuous treatment after a diagnosis of depression. Based on
depression diagnosis dates, we defined each episode to be at least
6 months from the date of the initial depression diagnosis. To al-
low for varying length of individual treatment episodes, after the
minimum period of 6 months, lack of a subsequent claim with a
depression diagnosis for at least 8 weeks indicated the end of an
episode. Length of episodes varied from 6 months to 35 months.
This approach is consistent with the identification of fixed and
varying length episodes in previous research (21–23). Episodes
observed for less than 6 months were excluded from the analysis.
Excluded episodes consisted of those in which the individuals
died (N=20) or had their initial depression diagnosis within 6
months before the end of the study period (N=496).

Measures

Depression diagnosis was identified through ICD-9-CM/DSM-IV
diagnosis codes (296.2, 296.3, 300.4, and 311) recorded in the Medi-
care claim files. On the basis of our episode-of-care approach, the
sampling criteria captured 2,025 episodes.

Use of psychotherapy was identified by using physician’s
current procedure terminology (Physician’s Current Procedural
Terminology, 4th ed. [CPT-4]) and Health Care Financing Admin-
istration Common Procedure Coding System codes in the Medi-
care physician/supply claims. Psychotherapy was defined
broadly, by using codes in the range from 90841 to 90857 for 1992
through 1999. In addition, codes ranging from H5010 to H5025
were included for 1992–1997 data; codes 90875, 90876, and 90880
were included for 1993–1999 data; and codes ranging from G0071
to G0094 were included for 1997–1999 data.

Guidelines recommend that treatment for major depression
continue for 4–9 months (20). Therefore, we defined consistent
psychotherapy use as extending for at least two-thirds of the total
months of an episode.

Demographic characteristics included gender, age, race, and
living arrangement. Patients were categorized into two groups on
the basis of age: 65–74 years, and 75 years and older. Race was
classified as white versus nonwhite. Living arrangements were
categorized as living alone, living with spouse, and living with
others.

Economic characteristics included education, poverty status,
pharmacy coverage, and supplemental insurance coverage. On
the basis of completed years of schooling, education was catego-
rized as no college or college. “Low income” was defined as the re-
spondent’s personal income, or joint income if married, below
200% of the family-size-adjusted federal poverty level (24). Type
of prescription drug insurance coverage was derived from survey
responses about monthly drug coverage and included five possi-
ble types of private plans, Medicaid, and other public plans. A
supplemental insurance variable was created to indicate whether
the individual was covered for at least 1 month under any of the
following insurance plans: private plans, other public plans,
health maintenance organization (HMO) coverage, Medicaid,
and Qualified Medicare Beneficiary/Specified Low-Income Medi-
care Beneficiary coverage.

Environmental variables included characteristics of the health
care delivery system, external environment, and community.
Person-level area of residence was classified as living in or near
“metropolitan” areas versus “nonmetropolitan” areas. Two binary
variables were created from Area Resource File data to measure
availability of a psychiatrist and a mental health center in the
county where the patient lived.

Health care professionals who treated patients during the psy-
chotherapy treatment episodes were categorized by clinical spe-
cialty: only psychiatrists, psychiatrists and others, and only oth-
ers. Other health care professionals included psychologists, social
workers, and general practitioners.

Previous studies have suggested that treatment with antide-
pressant medications increases responsiveness, motivation, and
accessibility to psychotherapy (25, 26). We defined medication
management visits (CPT-4 code 90862) as those including no more
than minimal medical psychotherapy.

Health status variables included self-perceived health and
number of comorbid conditions. Both are ordinal variables, and
higher values imply lower health status. Health perceptions were
classified as 1) excellent or very good, 2) good, and 3) fair or poor.
The number of comorbid conditions was measured by respon-
dents’ self-reports about whether they had ever been told by a
doctor that they had heart disease, diabetes, cancer, stroke, ar-
thritis, hypertension, emphysema, osteoporosis, or Alzheimer’s
disease. The number of comorbid conditions was categorized
into three groups: 1) none to one, 2) two to four, and 3) five or
more.

Year of diagnosis was included to account for changes in avail-
able treatments and practice patterns, with 1992 as the reference
year.

Statistical Methods

The chi-square statistic was used to test unadjusted group dif-
ferences in rates of psychotherapy and their consistency. Multiple
logistic regressions were performed to determine the effect of
each covariate on the odds of receiving psychotherapy during an
episode of depression treatment and, if psychotherapy was used,
the odds of receiving consistent psychotherapy.

Given the design of the Medicare Current Beneficiary Survey
data and our definition of episode, an individual could be fol-
lowed for a maximum of 4 years and contribute up to six episodes.
Because the Medicare Current Beneficiary Survey assigns weights
by calendar year, for episodes that spanned multiple years we
used only the baseline weights. In the statistical analysis, we esti-
mated standard errors by using linearization methods that ac-



Am J Psychiatry 162:4, April 2005 713

WEI, SAMBAMOORTHI, OLFSON, ET AL.

http://ajp.psychiatryonline.org

count for intracluster correlation within geographically based
primary sampling units in the multilevel sampling design utilized
by the Medicare Current Beneficiary Survey. All analyses were
conducted with SAS-callable SUDAAN statistical software system
to take account of the complex design (27).

Sensitivity Analysis

Because an episode of treatment could begin before the start of
the study period or end after the end of the study period, both
left-censored and right-censored episodes were possible. To ex-
amine censoring, we performed sensitivity analyses by excluding
episodes that began during the first available 8 weeks of the first
survey year or ended during the last available 8 weeks of the last
survey year. The results from the chi-square tests and multiple lo-
gistic regressions with these exclusions were consistent with our
findings and therefore are not reported here.

Results

Use of Psychotherapy

Table 1 displays the composition of the sample of Medi-
care beneficiaries with a diagnosis of depression during
the study period. We identified 2,025 episodes of depres-
sion among 1,542 unique beneficiaries with a diagnosis of
depression; 1,178 individuals had one episode, 270 had
two episodes, and 94 had three or more episodes. A major-
ity of the episodes occurred among female beneficiaries,
whites, and individuals with no college. Overall 25% (N=
474) of the episodes had any use of psychotherapy for de-
pression. (The percentage was weighted for the complex
design of the Medicare Current Beneficiary Survey.) No
significant difference in rate of psychotherapy across years
was found. This finding held when the year of treatment
was entered as a continuous variable (results not shown),
indicating the absence of a time trend.

There were significant differences in rates of psycho-
therapy by age, education, income, living arrangement,
availability of local providers, medication management,
and prescription coverage. A higher proportion of psy-
chotherapy use was found in the younger elderly group
than in the older group, beneficiaries with college than in
those with no college, in higher-income than in low-in-
come beneficiaries, in those living with spouse than in
those living alone or with others, and in metropolitan
than in nonmetropolitan residents. Older adults living in
a county where a psychiatrist or a mental health center
was available were more likely to use psychotherapy, as
were those who ever had medication management visits
during the episodes and those who had prescription drug
coverage.

Findings from the multiple logistic regression con-
firmed the results from the chi-square tests (Table 1).
County of residence was excluded from the model be-
cause of its colinearity with local provider supplies. The
income effect became insignificant once education was
entered. College-educated older adults were more than
twice as likely to receive psychotherapy than those with no
college (odds ratio=2.72, 95% confidence interval [CI]=
1.67–4.43). Older adults who received medication man-

agement during the episode were more than twice as likely
to receive psychotherapy as those who did not (odds ra-
tio=2.65, 95% CI=1.79–3.93). Availability of a psychiatrist
or a mental health center in the county where the patient
lived also increased the odds of receiving psychotherapy
about twofold (availability of a psychiatrist: odds ratio=
2.19, 95% CI=1.79–3.93; availability of a mental health cen-
ter: odds ratio=1.50, 95% CI=1.03–2.21). Prescription drug
coverage also did not significantly affect the likelihood of
using psychotherapy, when other factors were taken into
account.

Consistency of Psychotherapy

Table 2 shows the results for consistency of psychother-
apy. Overall, 33% of the psychotherapy treatment episodes
were consistent with guideline recommendations. Chi-
square tests showed significant differences in consistency
by education attainment, income, county of residence,
provider discipline, and local provider supplies. Older
adults with no college were less likely to receive consistent
psychotherapy, as were nonmetropolitan residents and
low-income persons. Psychiatrists alone provided psycho-
therapy in almost 70% of the total episodes, but the pa-
tients they treated were significantly less likely to receive
consistent psychotherapy than those who received at least
some psychotherapy from other health care professionals.
Beneficiaries living in a county with a mental health center
were significantly more likely to receive consistent psy-
chotherapy than those who did not.

There were few differences in findings between the chi-
square tests and the multiple logistic regressions (Table 2).
With adjustment for other factors, users’ socioeconomic
and demographic characteristics no longer affected the
likelihood of receiving consistent psychotherapy. In con-
trast, provider-supply effects were persistent. Older pa-
tients treated only by psychiatrists were significantly less
likely to receive consistent psychotherapy than those
treated by other professionals (odds ratio=0.38, 95% CI=
0.21–0.67), and a combination of psychiatrists and other
professionals increased the likelihood of receiving consis-
tent psychotherapy (odds ratio=2.41, 95% CI=0.99–5.90).
Availability of a mental health center in the county where
the patient lived increased the odds of receiving consistent
psychotherapy about twofold (odds ratio=2.24, 95% CI=
1.30–3.87).

Discussion

Despite substantial empirical evidence supporting the
efficacy of psychotherapy for depression in older adults,
our study showed that only a minority of depressed elderly
patients received psychotherapy. This finding is consistent
with findings in previous studies (28). Overall, psychother-
apy use remained stable at this low level between 1992 and
1999, although antidepressant use in this population in-
creased during this period (29).
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TABLE 1. Characteristics Associated With Treatment Episodes for Elderly Medicare Beneficiaries With a Diagnosis of
Depression, 1992–1999a

All Treatment Episodes With 
a Diagnosis of Depression 

(N=2,025)

Treatment Episodes With Use 
of Psychotherapy (N=474) 

[25.2%] Multiple Logistic Regression

Characteristic N % N % Odds Ratio 95% CI
Beneficiary characteristics

Gender
Female 1,499 73.3 341 24.2 1.03 0.68–1.54
Male 526 26.7 133 28.0 1.00 —

Race
White 1,777 89.6 418 25.7 1.00 —
Nonwhite 248 10.4 56 20.9 0.84 0.47–1.52

Age (years)b

65–74 842 49.4 243 29.5 1.00 —
≥75 1,183 50.6 231 21.0 0.68c 0.51–0.89

Educationb

College 166 9.1 68 47.2 2.72c 1.67–4.43
No college 1,845 90.9 402 23.0 1.00 —

Income-to-needs ratiob

<200% 1,252 57.9 256 21.3 0.94 0.67–1.32
≥200% 773 42.1 218 30.6 1.00 —

Living arrangementb

Alone 779 36.6 151 22.0 1.00 —
With spouse 849 45.2 235 29.2 1.38d 0.99–1.92
With other(s) 397 18.2 88 21.8 1.16 0.77–1.74

County of residenceb,e

Metropolitan 1,405 71.8 396 30.2 — —
Nonmetropolitan 620 28.2 78 12.6 — —

Supplemental insurance coveragef

Yes 1,930 95.5 457 25.6 1.35 0.68–2.66
No 95 4.5 17 16.7 1.00 —

Prescription coverageb

Yes 1,455 72.1 364 27.0 1.21 0.88–1.67
No 570 27.9 110 20.5 1.00 —

Received a medication management visitb

Yes 195 9.9 93 48.7 2.65c 1.79–3.93
No 1,830 90.1 381 22.7 1.00 —

Health
Very good/excellent 517 26.1 149 28.9 1.00 —
Good 598 31.0 135 24.8 0.97 0.67–1.38
Fair/poor 901 42.9 185 22.9 0.88 0.63–1.24

Number of comorbid conditions
0 and 1 350 18.7 96 28.8 1.00 —
2–4 1,344 65.8 304 25.0 0.98 0.66–1.46
≥5 330 15.5 73 21.9 0.96 0.53–1.74

Year of diagnosis
1992 194 9.51 48 26.1 1.00 —
1993 255 12.69 65 26.8 0.94 0.61–1.46
1994 231 10.93 53 24.7 0.91 0.58–1.40
1995 205 10.41 51 27.2 0.97 0.57–1.66
1996 278 14.43 65 25.4 0.98 0.59–1.63
1997 292 14.96 59 23.2 0.73 0.46–1.16
1998 343 16.48 82 25.9 1.03 0.63–1.69
1999 227 10.60 51 22.8 0.83 0.50–1.39

Availability of psychotherapy providers in the 
beneficiary’s county of residence
Psychiatristb

Yes 1,615 81.4 428 28.5 2.19c 1.44–3.33
No 410 18.6 46 11.1 1.00 —

Mental health centerb

Yes 1,010 51.1 296 31.1 1.50c 1.03–2.21
No 1,015 48.9 178 19.1 1.00 —

a Data were based on episodes of depression constructed from the claims of a nationally representative sample of elderly Medicare beneficia-
ries with a diagnosis of depression between calendar years 1992 and 1999 who were age 65 years and older, enrolled in fee-for-service Medi-
care throughout the episode, and living in the community. Percentages are weighted for the complex design of the Medicare Current Bene-
ficiary Survey.

b Significant difference in rate of psychotherapy treatment (p<0.05, chi-square test).
c Significant effect (p<0.05) on psychotherapy treatment in the multiple logistic regression.
d Significant effect (p<0.10) on psychotherapy treatment in the multiple logistic regression.
e Not included in multiple logistic regression analysis because of colinearity with availability of a psychiatrist and mental health center in the

county of residence.
f Significant difference in rate of psychotherapy treatment (p<0.10, chi-square test).
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Although education and income are indicators of socio-
economic status, in the multiple logistic regression only ed-
ucation was related to psychotherapy use. College-educated
older adults were more likely to use psychotherapy than
were those with no college. Previous research with groups of
nonelderly subjects has found that acceptance of psycho-
therapy is directly related to level of education (30). Psychia-
trists initiating treatment of depression for older patients

should bear in mind that their patients who have not at-
tended college may tend to be less accepting of psychother-
apy than those with higher educational attainment. The se-
lection of treatment modality should be influenced by the
patient’s preferences as well as clinical considerations such
as symptom severity, the presence of interpersonal difficul-
ties, or a comorbid axis II disorder (31). With older patients
who have less formal education, it may be especially impor-

TABLE 2. Characteristics Associated With Consistency With Agency for Health Care Policy and Research Guidelines of
Psychotherapy Treatment Episodes for Elderly Medicare Beneficiaries With a Diagnosis of Depression, 1992–1999a

Treatment Episodes With Use of Psychotherapy

Multiple Logistic Regression
All Episodes 

(N=474)
Episodes With Consistent Treatment

(N=141 [32.5%])

Characteristic N % N % Odds Ratio 95% CI
Beneficiary characteristics

Genderb

Female 341 70.3 91 29.2 0.64 0.34–1.21
Male 133 29.7 50 40.4 1.00 —

Race
White 418 91.4 128 33.3 1.00 —
Nonwhite 56 8.6 13 24.5 0.79 0.37–1.69

Age (years)b

65–74 243 57.8 80 36.2 1.00 —
≥75 231 42.1 61 27.5 0.69 0.44–1.10

Educationc

College 68 17.0 32 47.8 1.41 0.65–3.06
No college 402 83.0 108 29.5 1.00 —

Income-to-needs ratioc

<200% 296 63.0 105 37.5 0.72 0.41–1.28
≥200% 178 37.0 36 24.0 1.00 —

Living arrangement
Alone 151 32.0 54 37.5 1.00 —
With spouse 235 52.3 67 32.0 0.70 0.39–1.28
With other(s) 88 15.7 20 24.1 0.75 0.35–1.59

County of residencec,d

Metropolitan 396 85.9 130 35.7 — —
Nonmetropolitan 78 14.1 11 13.5 — —

Supplemental insurance coveragee

Yes 457 97.1 137 32.9 — —
No 17 2.9 4 20.5 — —

Prescription coverage
Yes 364 77.4 105 32.4 0.85 0.47–1.56
No 110 22.6 36 32.9 1.00 —

Received a medication management visit
Yes 93 19.1 29 28.5 0.63 0.32–1.24
No 381 80.9 54 33.5 1.00 —

Health
Excellent/very good 149 30.1 47 31.1 1.00 —
Good 135 30.6 44 36.2 1.26 0.72–2.18
Fair/poor 285 39.2 48 30.7 1.27 0.70–2.29

Number of comorbid conditions
0 and 1 96 21.4 36 36.8 1.00 —
2–4 304 65.2 89 32.9 0.78 0.39–1.59
≥5 73 13.5 15 23.1 0.42f 0.16–1.14

Year of diagnosis
1992 48 9.8 15 35.1 1.00 —
1993 65 13.5 22 36.2 1.04 0.51–2.11
1994 53 10.7 21 30.0 1.30 0.60–2.81
1995 51 11.2 8 16.6 0.35g 0.12–1.03
1996 65 14.5 16 31.3 0.90 0.36–2.23
1997 59 13.7 21 36.1 1.01 0.41–2.48
1998 82 16.9 24 31.4 0.75 0.31–1.86
1999 51 9.6 14 31.3 0.66 0.24–1.86

Provider disciplinec

Only psychiatrists 336 68.5 78 23.7 0.38f 0.21–0.67
Psychiatrists and others 45 10.4 25 59.1 2.41g 0.99–5.90
Only others 93 21.1 38 48.2 1.00 —

(continued)
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tant for psychiatrists to discuss how psychotherapy works
and remain responsive to patients’ concerns or misconcep-
tions regarding this treatment.

In our study, environmental factors significantly af-
fected use and consistency of psychotherapy. Our findings
suggest that older Americans face significant barriers in
access to psychotherapy because of limited local availabil-
ity of qualified providers (21).

Provider discipline played an important role in affecting
the likelihood of receiving consistent psychotherapy. Pa-
tients who received psychotherapy only from psychiatrists
were less likely to receive psychotherapy for the period of
time recommended by Agency for Health Care Policy and
Research guidelines. Because a great majority of the medi-
cation management visits were provided by psychiatrists,
psychotherapy may be used by psychiatrists to supple-
ment pharmacotherapy, rather than as a primary treat-
ment. Costs may also contribute to the observed psycho-
therapy utilization pattern. Given that a majority of the
patients had prescription drug coverage and that Medicare
covers 80% of medication management visit payments
(32), patients who are treated with antidepressant medica-
tions incur lower copayments than those who receive psy-
chotherapy. Psychologists and social workers also have
substantially lower fee schedules than psychiatrists (33).

The risk of early termination may be greater for patients
under the care of psychiatrists in solo practice than for pa-
tients treated by psychiatrists in mental health centers or
multidisciplinary groups. Psychiatrists who have institu-
tionalized referral relationships with nonpsychiatrist psy-
chotherapists may have an advantage in maintaining their
older patients through the continuation and maintenance
phases of psychotherapy for depression. Therefore, higher
financial barriers to treatment, differences in rates of anti-

depressant treatment, and variation in psychotherapy ori-
entations may help to explain the low rates of consistent
psychotherapy among patients who received psychother-
apy only from psychiatrists.

The study has some important limitations. Coding bi-
ases are likely to affect the sensitivity, more than the spec-
ificity, of diagnosis (34–36). Therefore, our study may have
underestimated the overall number of depressive epi-
sodes. The sample includes only non-HMO and non-
institution-dwelling Medicare beneficiaries, and so the
findings cannot be generalized to HMO and institution-
dwelling populations. The Medicare Current Beneficiary
Survey data provide only event-level information on pre-
scription drug use, and thus we were unable to determine
precise dates of antidepressant use. Most important, Medi-
care Current Beneficiary Survey data provide no informa-
tion on the types of psychotherapy being provided (e.g.,
cognitive behavior, interpersonal, nonspecific supportive)
or on their clinical effectiveness.

Despite these limitations, our study provides important
information on use of psychotherapy among elderly pa-
tients with a diagnosis of depression. The findings confirm
that use of psychotherapy is influenced by a host of factors
at the patient, provider, and health care system levels.
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TABLE 2. Characteristics Associated With Consistency With Agency for Health Care Policy and Research Guidelines of
Psychotherapy Treatment Episodes for Elderly Medicare Beneficiaries With a Diagnosis of Depression, 1992–1999a (continued)

Treatment Episodes With Use of Psychotherapy

Multiple Logistic Regression
All Episodes 

(N=474)
Episodes With Consistent Treatment

(N=141 [32.5%])

Characteristic N % N % Odds Ratio 95% CI
Availability of psychotherapy providers in 

the beneficiary’s county of residence
Psychiatristb,e

Yes 428 91.8 134 33.8 — —
No 46 8.2 7 18.0 — —

Mental health centerc

Yes 335 63.9 105 37.5 2.24f 1.30–3.87
No 199 36.1 36 24.0 1.00 —

a Data were based on episodes of depression constructed from the claims of a nationally representative sample of elderly Medicare beneficia-
ries with a diagnosis of depression between calendar years 1992 and 1999 who were age 65 years and older, enrolled in fee-for-service Medi-
care throughout the episode, and living in the community. Percentages are weighted for the complex design of the Medicare Current Bene-
ficiary Survey.

b Significant difference in rate of psychotherapy treatment (p<0.10, chi-square test).
c Significant difference in rate of psychotherapy treatment (p<0.05, chi-square test).
d Not included in multiple logistic regression analysis because of colinearity with availability of a psychiatrist and mental health center in the

county of residence.
e Not included in the multiple logistic regression analysis because of insufficient sample size.
f Significant effect (p<0.05) on psychotherapy treatment in the multiple logistic regression.
g Significant effect (p<0.10) on psychotherapy treatment in the multiple logistic regression.
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