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Objective: The authors evaluated whether the integration of mental bealth into
primary care overcomes ethnic disparities in access to and participation in menital
bealth (MH) and substance abuse (SA) treatment. Methods: The authors conducted
site-specific analysis of a multisite clinical trial to compare participation of black and
white elderly in an integrated model of care (all MH/SA services are provided at
primary care clinics) versus an enbanced referral model of care (all MH/SA services
are provided at specialized MH clinics). In all, 183 elderly (56% black) diagnosed
with depression (82%), anxiety (32%), and/or problem drinking (22%) were ran-
domized. Results: Blacks in the integrated arm were significantly more likely to have
at least one MH/SA visit (77.5%) relative to blacks in the enhanced referral arm (22%;
adjusted odds ratio [OR]: 14.13; confidence interval [CI]: 4.76-41.95, Wald )(2 22.75,
df=1, p <0.0001). There was no statistically significant difference between whites in
the integrated treatment arm (66.6%) and whites in the enbanced referral arm
(46.9%, adjusted OR: 2.98; CI: 0.98-9.06, Wald x°: 3.72, df=1, p=0.05). In the
enhanced referral arm, blacks had a significantly smaller number of overall MH/SA
visits (mean [SD]: 2.08 [5.28]) relative to whites (mean [SD]: 5.31 [7.76], adjusted
incident rate ratio [IRR]: 2.87; CI: 1.06-7.73, Wald )(2 4.37, df=1, p=10.03). In the
integrated arm, there was no statistically significant difference between blacks
(mean [SD]: 3.22 [3.71]) and whites (mean [SD]: 2.75 [4.29], adjusted IRR: 0.58; CI:
0.25-1.33, Wald X2 1.64, df=1, p=0.20). For both groups, time between baseline
evaluation to first MH/SA visit was significantly shorter in the integrated treatment
arm (for blacks: mean days [SD]: 31.06 [28.60]; for whites: mean days [SD]: 22.18
[33.88]) than in the enbanced referral arm (mean [SD]: 62.45 [43.53], adjusted
bazard ratio [HR]: 7.82; CI: 3.65-16.75, Wald x2 28.02,df=1, p <0.0001; mean [SD]:
63.46 [32.41], adjusted HR: 2.48; CI: 1.20-5.13, Wald x°: 6.02, df=1, p=0.01,
respectively). Conclusion: An integrated model of care is particularly effective in
improving access to and participation in MH/SA treatment among black primary
care patients. (Am J Geriatr Psychiatry 2007; 15:906-912)
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Ider adults are more likely to seek mental

health (MH) and substance abuse (SA) treat-
ment in primary care clinics than in specialized men-
tal health clinics.!> However, relative to whites,
blacks are even less likely to seek outpatient specialty
MH/SA treatment.®> Furthermore, blacks receive
fewer MH sessions than whites,* and are more likely
to drop out of treatment early.”

Ethnicity in the United States serves as a crude
marker of a variety of psychosocial factors that affect
access to and participation in MH/SA care. Thus,
barriers to MH/SA service use among ethnic minor-
ities are both cultural and structural. Cultural barri-
ers include lack of trust in mental health profession-
als,® the stigma of mental illness,” and spiritual or
religious beliefs that may not be employed by the for-
mal mental health system,8 whereas structural barriers
include lack of transportation, scarcity of mental health
resources, financial limitations,”'° power-difference be-
tween mental health providers and consumers,'' and
potential racism on the side of providers.'*

Though not specific to ethnic minorities, current
efforts to engage older primary care patients in
MH/SA treatment resulted in two alternative mod-
els of care: an enhanced referral model and an inte-
grated model. The enhanced referral model employs
active case management to minimize the waiting
period for the first visit and to provide easy access to
services as well as medical coverage. Specialty
MH/SA clinics are selected based on their experi-
ence working with the elderly.'>'* In the integrated
model of care, on the other hand, MH/SA services
are located within the primary care clinic and are
provided by MH professionals.'

A growing body of research has shown that rela-
tive to usual care, integrating MH/SA treatment into
primary care clinics results in better access to ser-
vices as well as better clinical outcomes'>™” in both
white and ethnic minority depressed elderly.'® How-
ever, usual care may involve referral to specialty
MH/SA clinics, treatment by primary care provider,
or no treatment at all; thus, it is a less specific and
weaker intervention than an enhanced referral
model of care. Furthermore, to date, research on the
participation of ethnic minorities in MH/SA services
has targeted primarily depressed elderly and did not
evaluate the effectiveness of an integrated model of
care in ethnic minorities with a range of mental
health conditions.
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The present study evaluates potential structural
barriers to service use among ethnic minority elderly
with depression, anxiety, or drinking problems by
comparing the use of MH/SA services in black and
white elderly across two different models of service
delivery: an enhanced referral model versus an inte-
grated model. Based on past research, we expected
that relative to the enhanced referral model, the in-
tegrated model of care would result in better access
to and utilization of MH/SA services in both black
and white older adults.

METHODS

Design

The Primary Care Research in Substance Abuse
and Mental Health for the Elderly (PRISM-E) study is
a randomized clinical trial designed to compare in-
tegrated versus enhanced referral models of MH/SA
treatment for older adults with depression, anxiety,
and/or problem drinking. For a detailed description
of study design, see Levkoff et al."

In the present study, we report data from 1 of 10
U.S study sites, comparing engagement and partici-
pation rates in black and white elderly in the two
modalities. This site was selected because of almost
equal representations of black and white elderly.

Intervention

In the integrated model, MH/SA services were located
in the primary care clinic and were provided by li-
censed mental health providers. This model involved
ongoing communication between the MH/SA clinician
and the primary care physician. The mental health
treatment model advocated short-term supportive/
case management approach, whereas patients with
drinking problems were offered a manualized Brief
Alcohol Intervention.*

In the enhanced referral model, MH/SA services
were provided in specialty mental health clinics, sep-
arated from the primary care clinic. Referral to the
clinics took place within two to four weeks of the
primary care physician appointment. MH/SA clinics
agreed to comply with model requirements, includ-
ing a short time period to first appointment and
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coordinated follow-up contacts if the patient failed to
make the first scheduled visit. They also provided
assistance with transportation and finances. MH/SA
evaluation and treatment were provided by licensed
mental health professionals who primarily advocated
the traditional long-term psychodynamic model of care.

Sample

A total of 631 primary care patients over the age of
65 (56% black, 33% white, 11% other) were screened
for the presence of depression, anxiety or drinking
problem at the University of California, San Fran-
cisco (UCSF) site. Patients were eligible to participate
in the study if they were over the age of 65 years and
were diagnosed with depression, anxiety, and/or
drinking problem as assessed by the Mini-Interna-
tional Neuropsychiatric Interview (MINI),>" Center
for Epidemiological Studies Depression Scale (CES-
D),*? Beck Anxiety Inventory (BAI),” and an alcohol
quantity /frequency scale. Exclusion criteria included
the presence of severe cognitive impairment (as as-
sessed by the Brief Orientation Memory Concentra-
tion Test),** probable diagnosis of mania, hypoma-
nia, or psychosis (as assessed by the MINI), or
MH/SA treatment within the past three months. For
a detailed description of the screening procedure and
eligibility criteria, see Bartels et al."® A total of 183
elderly (49% black, 35% white, 16% other) were en-
rolled in the UCSF study site. Because of the limited
size of the other category, the present analysis fo-
cuses only on the black and white samples. See Fig-
ure 1 for a detailed description of participants” flow.

Predictors

We determined ethnicity based on participants’ self-
report (black =0; white =1). Treatment was randomly
assigned (enhanced referral =0; integrated =1).

Outcome Variables

We evaluated the following outcome variables:
whether a participant had at least one MH/SA visit
within the six-month follow up period of this study,
total number of visits, and time between baseline
assessment and attendance of first MH/SA visit. This
information was recorded by the clinician or by the
research assistant at the treatment site.
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FIGURE 1. Participants’ Flow in the UCSF Study Site

Initial screen
conducted
631 age>65

43 cognitively
impaired

588 complete
screens

238 negative
screens

350 positive
screens

31 Refused
consent/current
MH/SA
treatment

319 baseline
assessment
conducted

135 due to current use
of services, comorbid
psychiatric concerns,

or lack of a target condition| Enrolled ID

28 other ethnic groups,
1 no ethnic information

65 White, 90

Black
Enhanced Referral: 32 Integrated: 33 White; 40
White; 50 Black Black

Potential Covariates

We assessed age, sex, education, marital status,
financial status, the Short Form (SF)-36,%° a medical
history checklist, psychiatric diagnoses, and prior
MH/SA service use as potential covariates.

Statistical Analysis

Identifying Covariates. We identified potential co-
variates that differentiate the two ethnic groups by
conducting t-test analyses for interval variables and
X* analyses for categorical variables. All variables
significant at 0.05 were entered into the model as
control variables. In all multivariate analyses, we
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also controlled for gender and for overall distress
level by using the mental component of the SE-36.

Multivariate Analyses. For the dichotomous out-
come variable, having at least one MH/SA wvisit, a lo-
gistic regression was conducted with ethnicity, treat-
ment assignment, and the interaction between the
two, controlling for all covariates. The intervention
effect within each ethnic group was then assessed.

For overall number of visits, we considered only
those who had two or more MH/SA visits, as an
indication of minimal engagement. Because this out-
come variable was positively skewed and widely
dispersed, we used a negative binomial regression
model. We entered ethnicity, treatment assignment,
and the interaction between the two, controlling for
all covariates. We then evaluated ethnic group dif-
ferences in number of visits within each treatment
arm. For this outcome variable, overall number of
visits, there was no reason to compare the interven-
tion effect within each ethnic group, because of dif-
ferences in the theoretical orientation of the two
models: the integrated model of care advocated
short-term treatment, whereas the enhanced referral
model advocated long-term treatment.

To evaluate the intervention effect with regard to
time between baseline evaluation to first MH/SA visit, we
first evaluated the proportionality assumption and
then used Cox regression analysis. We entered eth-
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nicity, treatment assignment, and the interaction be-
tween the two, controlling for all covariates and
stratifying the sample by level of education, because
level of education did not comply with the propor-
tional assumption. We then evaluated the interven-
tion effect for each ethnic group.

RESULTS

Demographic and clinical characteristics of the sam-
ple are described in Table 1. Eighty-two participants
(60% black) were assigned to the enhanced referral
arm and 73 (54% black) were assigned to the inte-
grated treatment arm. There were no statistically
significant differences between the enhanced referral
and the integrated models of care within each ethnic
group. However, statistically significant differences
between the white and the black samples were evi-
dent, with the white sample being significantly older
(t(153)=2.34, p=0.02) and more educated (#(151)=
10.57, p <0.0001).

All analyses were adjusted for baseline demo-
graphic variables that significantly differed between
the two ethnic groups (age and education) and for
sex and overall level of distress, as assessed by the
mental component score of the SF-36. There was no

TABLE 1. Demographic and Clinical Characteristics of the Sample
White Black
Referral Integrated t/x*Value df p Value Referral Integrated t/x* Value df p Value

N 32 33 50 40
Female 22(68.8) 16 (48.5) 274 1 0.09 37 (79 24 (60) 1.99 1 015
Age, mean years (SD) 78.3(7.9) 74.9 (8.0) —-1.72 63 009 739@.6) 73.1(.8 —0.48 88 0.62
Married or living with partner 6 (18.7) 7(21.2) 8.39 4 0.07 5 (10) 5(12.5) 4.11 4 039
Less than 8th grade education 13 13 3.98 5 0.55 16 (32) 6(15) 6.50 4 0.16
“Cannot make ends meet” 3(9.49) 5(15.2) 4.63 2 0.09 7 (14.6) 7 (17.5) 0.45 2 079
Chronic diseases, mean (SD) 4323 45@Q7 041 63 067 4422 5026 1.07 88  0.62
Physical impairment, mean (SD) 36.6 (10.2) 39.0(12.3) 0.85 63 0.39 358(9.8) 33.5(8.8 —1.14 8 0.25
Mental distress, mean (SD) 45.5(9.9) 42.6(10.2) —-1.15 63 025 44.6(10.6) 45.8(13.2) 0.46 85 0.64
Depression disorder 25(78.1) 25(75.8) 4.32 4 036 43 (86) 34 (85) 0.16 4 099
Anxiety disorder 9(28.1) 10 (30.3) 0.06 2 097 17 349 11 (27.5) 2.84 3 041
Drinking problem 10 (31.2) 7(21.2) 1.56 2 045 8(16) 9(22.5) 0.61 1 043
Mental health services in the 3 (9.4) 13.D 1.06 1 030 2(4.3) 0 (0) 1.74 1 018

past 3 months
Substance abuse services in the 1@3.D 00 1.04 1 0.30 00 205 2.45 1 0.17

past 3 months
Self-help services in the past 3 1(3.2) 3(9.9) 1.00 1 0.31 12D 1(2.5) 0.017 1 0.89

months

Notes:  Data are n (%) unless indicated otherwise. #Test analyses were conducted for continuous variables and x* analyses for categorical

variables.
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TABLE 2. Engagement in Mental Health/Substance Abuse Services in the Integrated Versus Enhanced Referral Arm

Having at Least One

Adjusted for Age, Education, Sex,

MH/SA Visit® Unadjusted and Distress
Integrated (%) Referral (%) OR 95% CI  Wald x> df pValue OR 95% CI ~ Wald x* df p Value
White 22 (66.7) 15 (46.9) 226 0.83-6.17 1 o011 298 0.98-9.06 372 1 0.05
Black 31 (77.5) 11 (22) 12.21  4.49-33.17 24.10 1 <0.0001 14.13 4.76-41.95 22.75 1 <0.0001

“Logistic regressions were performed to evaluate engagement in MH/SA within both ethnic groups.

evidence of multicollinearity between these vari-
ables.

HAVING AT LEAST ONE MH/SA VISIT

After adjusting for all covariates, the interaction be-
tween ethnicity and model of care was significant
(odds ratio [OR]: 0.21, confidence interval [CI]: 0.046—
0.96, Wald ¥*: 4.02, df=1, p =0.04). Results indicated
that black elderly in the integrated arm were signif-
icantly more likely to have at least one MH/SA visit
(77.5%) than blacks in the enhanced referral arm
(22%). There was no statistically significant differ-
ence between white elderly in the integrated model
of care (66.6%) and whites in the enhanced referral
model of care (46.8%; Table 2).

OVERALL NUMBER OF MH/SA VISITS

In predicting overall number of visits, controlling for
all covariates, we found a significant interaction be-
tween ethnicity and treatment assignment (incident
rate ratio [IRR]: 0.20; CI: 0.06—61, Wald x* 8.00, df =
1, p=0.005). We then compared the two ethnic
groups within each treatment arm because the two
models of care advocate different lengths of treat-
ment. In the enhanced referral arm, Blacks had a

significantly smaller number of overall MH/SA vis-
its (mean [SD]: 2.08 [5.28]) relative to whites (mean
[SD]: 5.31 [7.86]). There was no statistically signifi-
cant difference between blacks in the integrated arm
(mean [SD]: 3.25 [3.71]) and whites in the integrated
arm (mean [SD]: 2.75 [4.29]; Table 3).

TIME TO FIRST MH/SA VISIT

Controlling for all covariates and stratifying by level
of education, we used Cox regression analysis to
assess time between baseline evaluation to first
MH/SA visit. The interaction between ethnicity and
treatment assignment was statistically significant
(hazard ratio [HR]: 0.31; CI: 0.11-0.89, Wald x*: 4.66,
df=1, p=0.03). However, time from baseline evalu-
ation to engagement in first MH/SA visit was signif-
icantly shorter in the integrated arm for both blacks
(mean days [SD]: 31.06 [28.66]) and whites (mean
days [SD]: 22.18 [33.88]) relative to blacks and whites
in the enhanced referral arm (mean days [SD]: 62.45
[43.57]; mean days [SD]: 63.46 [32.31]; Table 4).

DISCUSSION

This study is unique because it evaluates ethnic mi-
nority engagement and participation in integrated

TABLE 3. Overall Number of Mental Health/Substance Abuse Visits

Overall Number of MH/

Adjusted for Age, Education, Sex, and

SA Visits, Mean (SD)* Unadjusted Distress
White Black IRR  95% CI Wald xy* df pValue IRR 95% CI Wald x> df p Value
Integrated  2.75(4.29) 3.22(3.71) 057 029-1.14 2.48 1 0.11 058  0.25-1.33 1.64 1 0.20
Referral 5.31 (7.76) 2.08(5.28) 2.66 1.22-5.79 6.12 1 0.01 2.87 1.06-7.73 4.37 1 0.03

“Negative binomial regression analyses were conducted to evaluate overall number of MH/SA visits within each treatment arm.
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TABLE 4. Time to First Mental Health/Substance Abuse Visit

Time to First MH/SA Visit,

Adjusted for Age, Education, Sex, and

Mean Days (SD)* Unadjusted Distress
Integrated Referral HR 95% CI Wald x* df pValue HR 95% CI Wald x> df p Value
‘White 22.18 (33.88) 63.46 (32.41) 245 1.27-4.74 1 0.007 2.48 1.20-5.13 6.02 1 0.01

Black 31.06 (28.66)  62.45(43.53) 06.41

3.20-12.82 27.63

1 <0.0001 7.82 3.65-16.75 28.02 1 <0.0001

“Cox regression models were conducted to evaluate time to first MH/SA treatment within each ethnic group.

MH/SA services against a strong alternative, an en-
hanced referral model of care that actively encour-
ages participation in MH/SA services. Results are
encouraging and suggest that the integration of
MH/SA treatment into primary care clinics results in
better access to and greater use of MH/SA services
among black elderly, even in comparison to a strong
alternative such as the enhanced referral model. Our
findings indicate that the integrated model of care is
particularly effective in engaging black elderly in
MH/SA treatment, even more so than in engaging
white elderly. These findings add to a growing body
of research that has shown that the integration of
MH services into primary care results in better access
to MH services and even better clinical outcomes for
both white and ethnic minority younger as well as
older adults.'®?® Research has shown that relative to
whites, blacks often face instrumental barriers in ac-
cess to care in addition to distrust in formal ser-
vices.*””® Thus, proximity to primary care, as well as
the capitalization on already-established trust in and
familiarity of primary care providers and settings,
could explain our findings.

Although both black and white elderly were more
likely to have at least one MH/SA visit in the inte-
grated model of care than in the enhanced referral
model of care, differences between the two models
were more striking for blacks. Furthermore, while in
the integrated arm, there were no ethnic group differ-
ences in number of visits; in the enhanced referral arm,
blacks had a significantly lower number of MH/SA
visits than whites. This suggests the possibility that
disparities in access to services between blacks and
whites are maintained in the enhanced referral model,
but not in the integrated model of care.

Despite these encouraging findings, it is important to
note that both models of care resulted in a small num-
ber of overall visits, with a mean number of visits
ranging from 2.0 (for blacks in the enhanced referral

Am ] Geriatr Psychiatry 15:10, October 2007

arm) to 5.3 (for whites in the enhanced referral arm),
and a relative long waiting period before the first
MH/SA visit (ranging from 22 to 63 days depending
on model of care). While these findings call for the
improvement of MH/SA delivery system for both eth-
nic groups, results are particularly disconcerting for
blacks in the enhanced referral model of care, of whom
78% made no MH/SA visit during the six months
period of the study, despite a documented need and
intensive efforts to bring them into treatment.

Although promising, this study has several limita-
tions. First, this study did not attempt to identify
specific cultural factors that may account for differ-
ences between the two groups. The striking results
call for additional investigation of cultural factors
that might explain the findings. Second, although
participants were randomized into the two treatment
arms, they were not stratified by ethnicity. Addition-
ally, this study is a post-hoc subanalysis of site-
specific data from a multisite study.

To sum, although preliminary, results suggest that
integrating MH/SA services into primary care clinics
is particularly effective in engaging black elderly in
MH/SA services. Despite these encouraging find-
ings, the rates of participation in MH/SA services in
both ethnic groups remained low even in the inte-
grated arm. Thus, further research is needed to iden-
tify systems of care that do not only engage older
adults in MH/SA services, but also increase their
participation in MH/SA services.

APPENDIX

PRISME Study Investigators

Carolyn Aoyama, Patricia Arean, Steve Bartels,
Hongtu Chen, Henry Chung, Marisu Cody, Giussepe
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