








the standard of the DSM-IV. The standard of théVBIS is met through differential
diagnosis “above and beyond” the standard andtémelard requires “sub-typing” and
“specifiers” for accurate diagnosis. Howeversitmportant to understand that both the
assessment options and the AAFP recognize the DS&& the final authority in
diagnostic care.

The APA focuses primarily on the four assessmémh}sPHQ-9, (2) Beck’s
Depression Inventory [BDI], the Hamilton Rating fcéor Depression [HAMD], and the
GDS. Given the AAFP recognized both the PHQ-9thedGDS, we will not duplicate a
descriptor or the elements needed to understarddeoisitivity/specificity and the
scoring of these assessments. The BDI is a 21assmssment, quite detailed [scaling O-
3], with an overall scoring system as follows: {2)0 [ups/downs considered normal],
11-16 [mild mood disturbances], 17-20 [borderlihiaical depression], 21-30 [moderate
depression], 31-40 [severe depression], and ovéexdfeme depression]. The BDI was
the most comprehensive assessment reviewed, hoviteshel not account for
“differential diagnosis” within the instrument nbule out” the requirement to utilize the
DSM-1V for this purpose following a positive asseent. The HAMD is a 21 item
assessment tool that includes similar scales aBEhe Conversely, the HAMD includes
some stratification to account for things such espnality disorder, somatic conditions,
and anxiety. However, it is important to note thane of the additional generalized
itemization is enough or conclusive to include diegjs in these areas. The scales
included vary from smaller scales, such as 0-2aesgs generally around secondary
diagnoses (such as personality disorders, somatidittons, and anxiety) to more details

responses, such as 0-4, representing those cha&tcsesurrounding MDD.
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The most compatible assessment (highly detailedjliimicians and relative to the
comorbid complexities to include the review of DSWieriteria (including differential
diagnosis) is the Composite International Diagmolstierview (CIDI 3.0) developed by
Dr. Ronald Kessler as supported by the World He@ltanization (WHO). This
sectional reporting tool was developed for reseanscn order to administer DSM-IV
appropriately reviewed diagnosis criteria to prevath actual account of validity in a
large researched population sample (later reviemithdn the European Study of the
Epidemiology of Mental Disorders [ESEMeD 2007].tiidugh comprehensive in nature,
it was primarily constructed from research condisi@or administered by highly trained
interviewers in sections. Additionally, the adnsination of sectional assessments are
time consuming making it difficult to clinically agnister in a primary care setting or
one in which practitioners are assessing patieritsrwa limited window of time.

2.5 QUALITY IN PSYCHOPHARMACOLOGY AND THE DIAGNOSIS

The purpose of this section of the dissertatido islentify the solutions,
challenges, and side effects of psychotropic anidepressant drugs used in the
treatment of MDD. The brief review of psychophacwlagy (science of how drugs
affect the body) [Julien et al. 2011] is neededrher to fully understand that particular
drugs and their effects in “intensity”, “releasahd “specificity” are relative to those
overall positive and negative effects in treatment.

“Pharmacokinetics” is the understanding of the dasinciples of drug
absorption, distribution, metabolism, and excrefidqulien et al. 2011).
“Pharmacodynamics” examines the interactions betwieegs and receptors to which the

drug attach as well as how the attachment resuliierations in cell function and
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behavior (Julien et al. 2011). Pharmacokinetiaeasle up of the four basic processes:
(1) absorption (2) distribution (3) metabolism élimination (ADME) [Julien et al.

2011]. Concepts related to the four basic proseass drug tolerance, drug dependence,
dosage, intensity and half-life. These terms haueh to do with “time” and the impact
(effect) of the drug on the cellular processestaedody’s response to such
interventions. Drug absorption refers to processgsmechanisms by which drugs pass
from the external world into the bloodstream (Julet al. 2011). Drug distribution is the
passing across various barriers in the bloodstteamach its site of action (receptors)
[Julien et al. 2011]. The processes involved betwie kidney and liver within drug
metabolism and elimination are complex; the impuredement is to understand that they
both are involved in metabolism and elimination #melr rates of absorption and
excretion have an impact on overall drug effect.

Tricyclic antidepressants (TCAS) block the presyitapansporter; commonly
referred to in its impact on chemical structuresnawer antidepressants are defined by
their mechanism of action (Julien et al. 2011)m8aide effects of TCAs are as follows:
confusion, memory and cognitive impairment, dry thoblurred vision, increased heart
rate, dizziness and urinary retention (Julien e2@11). Monoamine oxidase inhibitors
(MAOIs) bind to and block the enzyme monoamine ag#l this enzyme metabolizes
and regulates the amount of the biogenic amineiniters in the presynaptic nerve
terminal (Julien et al. 2011). TCAs and MAOIs exterred to as first-generation
antidepressants. In the late 1980s, selectiveaa@@roreuptake inhibitors (SSRIs) were
developed, the first being fluoxetine (Prozac)iglukt al. 2011]. Newer drugs have only

altered side effects and improvements are stiltleden the following ways: (1) superior
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efficacy (2) faster onset of action (3) improvedeseffect profile (Julien et al. 2011). It
is most important to understand that antidepressadications have a variety of side
effects that combined with other medications casigeificant or dangerous.
Additionally, the Federal Drug Administration (FDAas approved specific drugs for
specific purposes and clinicians should be fullyaesof their impact on patients along
with recommended dosages. The following drugsappoved by the FDA for the
treatment of MDD: (1) SSRIs (a) fluoxetine [20-60nhay] (b) sertraline [50-200
mg/day] (c) paroxetine [20-60 mg/day] (d) citalapri20-60 mg/day] (e) escitalopram
[10-20 mg/day] (2) SSNRI (a) duloxetine [60-120 déo) venlafaxine [75-375 mg/day]
(c) mirtazepine [15-45 mg/day] (d) desvenlafaxib@ mg/day] (3) NDRI (a) bupropion
[300-450 mg/day]. The “mg/day” were recommendatiorade from the APA practice
guidelines; combined with the FDA approved antiggpant listing. The practice
guidelines from the APA (2010) also provides a tieddisting of side effects and the
numerous antidepressants associated with thatplartiside effect and treatment of each
specific side effect. Lastly, elderly patients particularly prone to orthostatic
hypotension and cholinergic blockade; for this omaSSRIs, SNRIs, and other
antidepressants should be considered over MAOTLdts (APA 2010); chronic
conditions in the elderly typically include the dege closely manage comorbid and
treatment conditions involving both physical angigtelogical drug interactions.
2.6 QUALITY STANDARDS IN EVALUATION, TREATMENT AND REFERRAL
This dissertation attempts to make a clear disondbetween the current
practices of mental health diagnoses and thoseidedas a “standard of care” within

the DSM-IV and the practice guidelines (2010) aettl by the APA. Within each
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assessment previously evaluated, each instrumentified that the DSM-IV standards
were the overall “standard of care” prescribedhi®/APA and others alike and act as if
the overall consensus on evaluations for treatmedtreferral. Within the health care
system, a referral is commonly known as “needettiefhealth provider or practitioner is
uncertain as to what form of treatment is needqadtect both the patient from harm
(malfeasance) and for the provider to not adminsbenething that is not clinically
known to add benefit to the patient (beneficence).

Both the AAFP (2012) and the APA (2010) guidelisaggest the clinician
administer some form of an accepted assessmenden to validate the diagnosis. This
dissertation questions the validity of such assesssrand their instrumentation towards
diagnosis and its impact on the patient if psyclaoptacology and prescriptive services
are needed. Kessler also expressed concerngusiiéed with the CIDI results (2007)
within the ESEMeD sample population (Section 2.The following are the treatment
recommendations by the APA (psychiatrist manageyweth regards to MDD: (1)
establish and maintain a therapeutic alliance jagsy this would include a clinically
competent referral network based on the DSM-V différential diagnosis
requirements] (2) complete the psychiatric assessfmaportant that differential
diagnosis and cognition of comorbid and drug inteoa effects] (3) establish the
appropriate setting for treatment (5) evaluate fional impairment and quality of life (6)
coordinate the patient’s care with other clinici@nsmonitor the patient’s psychiatric
status (8) integrate measurements into psychiataicagement [review of side effects
and therapeutic benefits] (9) enhance treatmergradioe [suggestion to monitor clinical

adherence to the DSM-1V standards and differediednosis] (10) provide education to
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the patient and the family [suggest clinical ediorats well]. Below are the treatment
recommendations by the APA (acute phase) with o=sgr MDD: (1) chose an initial
treatment modality (a) pharmacotherapy (b) otheraa@ therapies (electroconvulsive
therapy) [ECT] (c) psychotherapy (d) psychotherployg antidepressant medication (2)
assessing the adequacy of treatment responsed@gses to address nonresponse. The
final treatment phases of recommendation for ev@nand monitoring are the
continuation phase, maintenance phase, disconiomuat treatment. The APA
recommendations also outline details regardinglinécal factors influencing treatment
as follows: (1) psychiatric factors [types of psgtiopic medication and dosage], (2)
demographic and psychosocial factors [Andersen/elblended framework], and (3) co-
occurring general medical conditions (APA 2010).
2.7 PRIMARY CARE PHYSICIANS’ ROLE IN MDD

The details regarding the holistic treatment (ptgiémental) is a complex one for
each of the providers, practitioners, and clinigaftected to work together towards the
overall health of a patient. Moreover, the taskwaihaging those with chronic and
comorbid conditions/multiple modalities of treatrheneven more challenging for all
involved. The primary care physician (PCP) is ofige gatekeeper to their patient’s care
and often is found to be the care provider evetoimplex circumstances of treatment
those with mental illnesses. During the CIDI revief the ESEMeD (2007), only the
following proportions of those surveyed (N=514) eeceiving adequate treatment by
severity of MDD: (1) mild [12 percent], (2) Modeedtl6 percent], (3) Severe [26
percent], (4) Very Severe [39 percent] (5) Tota@ ffzrcent] (Kessler 2007). Within the

Psychological Problems in General Health Care (PEdprimary care], 17 percent had
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depression; within the ESEMeD population sampl&# percent had major depression
in primary care (Tylee et al. 2007). The PPGH®gmized that 49 percent of those
identified being recognized by the assessmentaatelria as having MDD we not
recognized by their primary care provider (PCP)I¢€yet al. 2007]. The ESEMed
identified that 15 percent with mood disorders aBgercent with anxiety disorders
(within previous 12 months of a visit to their PQGHRJ not receive either psychotropic
medications or psychological treatment (Tylee eR@07). Either collaborative care or
further extensive training has worked to improvéhkappropriate diagnosis and
recognition of mental health conditions in the @mncare setting (Tylee et al. 2007). In
two studies, the National de la Sante et de la &eba Medicale (INSERM] (26,422
PCPs), and the ESEMed review, only 54 percent 8maebcent respectively, of those
meeting the criteria of MDD were considered “pswathc cases” and only 15 percent and
26 percent respectively received a diagnosis of MDIzrubier 2007). It is important to
note that 63 percent of patients with mood dis@@ed 79 percent of patients with
anxiety disorders did not seek help over the previt? months from their PCP
(ESEMed) [Nutt et al. 2007].
2.8 THEORETICAL FRAMEWORK
2.8.1 FOUNDATIONAL ELEMENTS OF THE FRAMEWORK

A review of several reports/documents was conduictei@étermining the best
overall theoretical framework considering the im&ipn of behavioral and mental health
services with the current physiological standarfdsaoe. The purpose of this section of
the dissertation is to outline the reports/documesviewed chronologically while

establishing a precedent for integrative careedrdtive care will be defined as the
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collaborative care standard consisting of the coaioon of the following types of care
and the most optimal referral of such care as deted by both the primary care
physician and the patient: behavioral, mental itsal, and physiological.

The first portion of this review will come from &&lth services policy creation
vantage point, reviewing both the policies of ie#rconcerning integrative care and
those most related to the NESARC dataset utilindte dissertation research. The
purpose of this section is to demonstrate thattl®e makes a major shift in policy
implications regarding integrative health policydats’ intended national practices
towards combining mental health as a standardntreyatt evaluation, and practice of care
in the primary setting. It will also demonstrateprevalence in prevention services as
well as a “national call” towards equity in treatm@nd payment methods which impact
accessibility of treatment.

Policy evolution regarding mental health care:

In 1996, the “Mental Health Parity Act” (MHPA) wastablished, intending to
create equality and accessibility (parity) towaréstment for those with mental health
issues (Department of Labor, Fact Sheet on MHPA)L9%he law also established that
financial concerns (insurance) would treat reimboant for such mental health services
in an equivalent manner to that of physical health1999, the U.S. Surgeon General
established a report entitled, “Mental Health, AoBe of the Surgeon General’, which
outlines the national level concerns of mental theial the U.S. and its impact to both the
population as well as its financial impacts anddssetowards overall financial burden to
the population. The collaborative care model (C@¥} then outlined as a national

standard of care (2002). Additionally, in 2002 Bubstance Abuse and Mental Health
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Services Administration (SAMHSA) published a reportdentifying the comorbid

correlation between substance abuse disorders anthhihealth disorders.

In 2003, the President of the U.S. establishedrar@ission on Mental Health
which published a report called, “Achieving the larse: Transforming Mental Health
Care in America”. This report outlined specifiaadistrative goals which it hoped to
achieve while outlining particular steps towardsiaging such mental health goals. The
President’s report outlined the need for “betteardmation between mental health and
primary health care”, calling for the “treatment tm-occurring disorder to be
integrated” and to “expand screening and collabggatare in primary care settings”.

The report also recognized the finding from the \Wétealth Organization (WHO)
which identified mental illnesses as the leadingsea of disability worldwide.

In 2008, the “Mental Health Parity and Addictioguiy Act” (MHPAEA) was
passed to limit insurance companies from estallgsbkcessive deductibles, copays, and
coinsurance in order to exclude mental health sesvin practice and ensure elements of
coverage were covered, more specifically, to ineladdiction services (Department of
Labor, Fact Sheet on MHPAEA 2008). In 2011, thatibhal Prevention Strategy” for
public health and health services was authoreth&yitS. Surgeon General outlining a
specified framework inclusive of integrative carel atrategies to improve overall health
care services (HHS, National Prevention Strategyil20Lastly, in 2012, a “Report to
Congress” regarding the “Compliance with MHPAEA”sw@onducted to assure
policymakers that adherence was being given ttetheand its added elements from the

MHPA (1996).
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Although policy concerns were addressed, pracéipplications to the
implementation of collaborative and integrativeecasere also being established. In
1967, the American Academy of Pediatrics (AAP) lelsshaed the first “medical home”
model featured around children and those childri¢gh Y8pecial needs”, later adding
elements to the “medical home” concept to inclutienadical services (2002). In 2007,
the “Joint Principles” of the patient-centered ntatihome (PCMH) were established by
a joint venture lead by AAP, the American Collegéhbysicians (ACP), the American
Osteopathic Association (AOA) and the American Asag of Family Physicians
(AAFP) [AAP 2007]. They would include the followgrprinciples related to the overall
care of patients and their health care needs:dilsomal physician (2) physician directed
medical practice (3) whole person orientation @jrdinated/integrated (5)
guality/safety. Integrative care will be the prim#ocus regarding the establishment of a
synthesized conceptual framework between all levietare.

In 2008, a study including the concept of the “Tgipim”, made up of the
following goals [(1) better care, (2) better hedBhreduced costs] identified that 30% or
$700 billion of health services were “unnecessanyd further categorized these services
as “wasteful” (Berwick, D. M., Thomas, T. W., & Whngton, T. 2008). Berwick’s
outline of the “Triple Aim” added another perspeetthat “better care” would include
both collaborative and integrative health servicesrder to “reduce costs” while adding
the elements of “better care” for the populatiombeserved. The “Triple Aim” then
synthesized its findings with the PCMH model furteemulating the call for
“Accountable Care Organizations” (ACOs) to prodocganizations that (1) increase

guality through per capita primary care cost momtpover a continuum of care (2)
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payments linked to quality improvement (3) morelssiicated performance
measurement (McClellan M., et al. 2010). ACOs wWermally established in 2006 and
took national precedence in 2010, as it becametapthe national health care law, the
Patient Protection and Affordable Care Act (ACA).

Theories relevant to mental health and mental hecdire:

The following is the primary review regarding tineorized conceptual
framework and its originations. In 1943, Abraharadibw developed “Maslow’s
Hierarchy of Needs” and published his explanatibhwoman motivation within five
categorical areas: (1) physiological [food, waskrlter, and warmth], (2) safety
[security, stability, freedom from fear], (3) belpng — love [friends, family, spouse,
lover], (4) self-esteem [achievement, mastery, gadmn, respect], and (5) self-
actualization [pursue inner talent, creativity fiflrhent] (Maslow 1943). This was a
sentinel article within the areas of behavioral pagchological behavior, adding initial
framework depth to the development of human madbwaand choices concerning
integrative health. In 2011, the Surgeon Geneddfise published a report called the
“National Prevention Strategy” (NPS), outlining k&tyategies going forward in
addressing the public health concerns. Collegtjvek identified areas within the NPS
were categorized into the following groups (FigRre): (1) health disparities (2) safe
environment (3) preventive services (4) empowermpfe (5) integrative mental and
behavioral health. Figure 2.1 (next page) de@ntgverse inter-relationship between
Maslow’s “Hierarchy of Needs” (1943) and its impaonhcerning the elements within the
NPS (2011). The purpose of Figure 2.1 is to defnatesa “connection” between

previously established psychological and behavim@dels (Maslow 1943) and current
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prevention strategies and/or the national prevardtmategies of the nation (NPS 2011).
Within the model, “optimal health” is associatediwiself-actualization” (Maslow 1943)
and “integrative mental and behavioral health” (N\#31). “Co-morbid and chronic
conditions” are associated with “physiological”’ mlents [such as breathing, food, water,
excretion] (Maslow 1943) and with “health dispa#i in the NPS. The model suggests
an improved level of physiological care could ekistween “preventive services” and
“health disparities” (NPS 2011) while the estabdidlof physiological care between the

two categories suggests an increase in quality'@atient safety” (Figure 2.1).
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Figure 2.1 Maslow’s Hierarchyf Needs (1943) Comparison Surgeon General’s Natierevention Strategy (20:

Maslow’s Hierarchy of Needs (1943) National Prevention Strategy: Office of the Surgeon General (2011)
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In 1969, Elisabeth Kubler-Ross developed anothgehpsdogical and behavioral
pivotal theory called, “The Five Stages of Deatlid@r The rationale for the evaluation
of this theory, like Maslow’s, “Hierarchy of Needs$ two-fold: (1) established as a
sentinel finding in the field of psychology and beloral theory (2) indicates an
established leveling of “health” comparative togsylogical elements such as “coping”.
Additionally, unlike Maslow’s “Hierarchy of NeedsKubler-Ross addresses elements of
“death/grief” which are more centralized to theragpopulation. A review of both the
best practices in death/grieving “coping” and threrall improved (optimal) health status
of the aging population would seem relevant, asattempts to frame the correlations
between mental/behavioral health and physiologitsahents of health in what national
policy seems to demand in collaborative and intiagrdnealth. These finding were
previously discussed and demonstrated to be vatldtive review in policy to include,
but is not limited to, the following: CCM, Triplei/a PCMH, and ACOs.

Kubler-Ross identifies “The Five Stages of Griatirh beginning to end as such:
(1) Denial (2) Anger (3) Bargaining (4) Depress(dh Acceptance [Figure 2.2]. The
process begins with the concept of “coping” throagberiod of time in “denial” of the
event itself. Experience regarding the frequerfayeath and loss and the preparation for
the event (trauma) seem to be most likely expaakypimpacted by the age of the
person involved. The more time it takes to nawddghtough the “five stages” the more
likely the person impacted will experience an iasein comorbid or chronic elements
of mental health. Inclusively, as one “travelsfaiigh the five periods, experience by
experience, the “build up” of one event, toppledmpnother, would also increase the

likelihood of comorbid chronic mental health reswdtfrom multi-level experiences of
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both unexpected/expectant death through multiptesgived grief-based events.
Likewise, the reciprocal version of “The Five Stagéd Grief” can be experienced by the
recently created, “Transitional Self ActualizatioihHealthy Aging” (2013), in which the
impact of health on the aging population can bevetk quite differently regarding their
“transitional” ability to “cope” with death and Iss First, seniors are more used to
experiencing death and loss of their friends andecfamily members, so as their
experiences “normalize” (more aware) [Figure, B&xt page], the quicker they adapt to
the initial stages (given their shortened compeegtieriod of mortality) of “The Five
Stages of Grief”, the most optimal health they bawe for the finite time period of life
remaining. Additionally, the expeditious movem#mbugh the five stages would seem
to product a decrease in comorbid or chronic mdrgalth conditions. As one ages, it
would appear that the reciprocal elements of the $tages would be dependent on
“awareness” and “normative” responses to the agrgesses and the decisions being

made through the processes of aging.
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Figure 2.2 Kubler-Ross Stages@fief/Death and Unexpected lliness / Transitiorelf 8ctualization for Healthy Agin
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2.8.2 FRAMING THE FRAMEWORK (ANDERSEN AND HOUSE)

Abraham Maslow (1943) and Elisabeth Kubler-Ros$9)9ramed the
psychological and behavioral rationale behind alrfeethe collaborative and integrative
(blended) framework in primary care and prevenhigalth delivery, even if that was not
their initial intentions when developing their thigss. Figure 2.1 demonstrated the need
for integrative mental and behavioral health in erodday medical treatment, given the
inverse relationship between Maslow and NPS whiere 2.2 demonstrated another
inverse mental and behavioral health relationskijt eelated to the aging process, in
Kubler-Ross and the “Transitional Self Actualizatio Healthy Aging” model. The
term “Self Actualization” was attributed to the nedb@stablished by Abraham Maslow
and his final stage of human motivation.

Ronald Andersen (1995) and James House (1981, 20€¥&)the two theoretical
frameworks selected to “blend” both a “health sesl’ model (Andersen 1995) [Figure
2.3] and a social/behavioral model (House 1981 &13(Figures 2.4 & Figures 2.5].
Andersen’s model focused on four categorical aieass identification of health
services utilization: (1) Environment (2) PopulatiGharacteristics (3) Health Behavior
(4) Outcomes (Andersen, 1995). Under the “envirenthcategory, two subcategories
emerged: (1) health care system (2) external emviemt. The “population characteristics”
consisted of the following three subcategoriesp(gllisposing characteristics (2) enabling
resources (3) need. The “health behavior’ categ@y made up of the following two
subcategories: (1) personal health practices @ptibealth services. Lastly, the

“outcomes” category consisted of the following thseibcategories: (1) perceived health
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status (2) evaluated health status (3) consumisfaszton (Andersen, 1995) [Figure 2.3].

House’s, “Paradigm of Stress Research” (1981)
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Figure 2.3 Andersen’s Health Services ConceptuahEveork Model (199t
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Figure 2.4 House’s Conceptual Framework: ParadifjBtress Research (1981)
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Figure 2.5 House’s Conceptual Framework for Und&ding Social Inequities in Health and Aging (2001)
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[Figure 2.4] may focus on “stress”, however, thended framework with utilize
his thorough flowchart review of both individualdasituational conditioning variables
and their relationship to overall “health” verséréss”. Our research would suggest a
correlational assumption that overall “stress” agts for a similar relational response to
the overall “health” of an individual. The key amptual components considered within
House’s model (1981) to create our blended framkwoe the following: (1)
conditioning variables, both individual and sitoatal, have an impact on objective social
conditions impacting overall health (2) both peveeli and objective (evaluated) events
both positive and negative impact short-term legsponses to health (3) coping and
defense mechanisms relative to both objective ancepved events have an impact on
both short-term response mechanisms and long-teaithhoutcomes (4) short-term
responses and long-term elements consider of tleeving subcategorical elements of
health: physiological, cognitive/affective, and heioral (House, 1981) [Figure 2.4].
Additionally, House’s (2001) [Figure 2.5] furtheordribution to the blended framework
comes within the following three areas of originahtribution: (1) the identification of
specific explanatory variables accounting for pggdtial risk factors such as: health
behaviors, social relationships/support, chroniglastress, psychological dispositions
and social roles/productive activities (2) an irased focus of definitive subcategories of
health outcome to include the following: mortalitystitutionalization, morbidity
(chronic), functional limitations, self-rated hédmltognitive function, and depression (3)

the inclusion of physical/chemical and social eonimental hazards (House 2001).
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2.8.3 FINAL BLENDED FRAMEWORK (ANDERSEN AND HOUSE)

The final blended framework [Figure 2.6, next pagajters on the Andersen’s (1995)
formation of categorization (environment, populataharacteristics, health behavior, and
outcomes), however, expands them into a more cdmpsive and integrative heading
consisting of the following: (environment, indivialésituational characteristics [House
1981], short-term health behaviors [House 1981 &dumsen 1995], enduring health
outcome [House 1981 & Andersen 1995]. The catet@drgled “environment”
maintained Andersen’s original two categories (theehre system and external
environment), however, the following subcategovwese added: (1) under health care
system (a) access to medical care (b) insuranugesdig) enabled resources (2) under
external environment (a) physical/chemical, soaral environmental hazard (House
2001). “Enabled resources” were originally seatid@as a subcategory under Andersen’s
category of “population characteristics” (Figur8)2however, given its importance to
the blended model, “enabled resources” was plasedsaibcategory of consideration
earlier in the blended model under the categothef'health care system” (Andersen
1995). In “enabled resources” previous place, ¢psgocial risk factors” were
considered to be the psychological and behavideatent most needed, as it was
referenced as important by House in 2001. The etésnunder “psychosocial risk
factors” (health behaviors, social relationshipgfsrt, chronic/acute stress,
psychological dispositions, and social roles/praecactivities) add needed depth to the
model attempting to create a most collaborativeiatejrative model of health to

include health services research and psychologiwdbehavioral health (House 2001).

Andersen’s model then has a subcategory of “neadéu“population characteristics”.
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This appeared to be quite broad so the blended Idegected “need” as
“perceived/evaluated health need”, focusing on mhggical need, since “psychosocial
risk factors” would address the psychological, vebral, and mental health conditions
and status (Figure 2.6).

Andersen’s previously listed category, “health hetd, was utilized, however,
given the collaborative and integrated intentiothef blended framework, adjusted to
“short-term health behavior” (Figure 2.6). Andersesubcategory of “personal health
practices” was comprehensively altered to “decisidmpersonal health practices”,
ensuring the inclusion of decision-making and caageflecting back to address both the
perception of needed health services. The nextadebory was entitled, “stressors:
objective biopsychosocial conditions conduciveitaidishing health” given its account
for the elements associated with the “biopsych@dbareas of health (House 1981).
Figure 2.6 depicts the present and short-term Ih@ater-relationships between three
areas: (1) perceived/evaluated health need (2¥id@cil/personal health practices (3)
stressors: objective biopsychosocial conditionsdaoive to diminishing health. This
circular relationship would indicate that the “néedmore than the utilization of health
services but the preventative understanding (aveassgrof multi-faceted conditions
(social, physiological psychological, biologicagHavioral, mental, etc...) and a timely
response to addressing the collective of thosesn@eédure 2.6). Much of this is due to
the perceived and evaluated health from multiplesss characterized by the categorical
heading of “individual and situational charactecst It is vitally important for both the
individual and the health professional to comprehemderstand, and address these

multi-faceted health concerns in a comprehensiggnmunicated, collaborative, and
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Figure 2.6 Andersen (1995) / House1981, 2001) Blended Conceptual Framework M
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integrated way to prevent short-term and long-teegative health outcomes
and/or comorbid/chronic health conditions.

“Perceived / Evaluated Health Need” is a subcategbboth the “short-term
health behavior” category as well as the final gatg, the “enduring health outcome”
category developed through an influence by Hou88 )L The continuation of
“perceived /evaluated health need” demonstratestibeg-term to long-term anticipated
decline in health outcome if the “need” is not @aved by the individual and evaluated
by the collective of health professionals. Thealfficategory under “enduring health
outcome” is “actual health” with multiple sub-conmsmts taken from both House (1981)
and Andersen (1995): (1) physiological (2) cogmitaffective (3) behavioral (4)
consumer/patient satisfaction [Figure 2.6].

Most importantly, health is outlined as the inteignaof elements 1-4 and a
pathway is drawn best describing prevention andies$ around the awareness of
“actual health”. When categories of “environmeaiid “individual and situational
characteristics” are collectively understood, théividual can reduce the elements
impacting their “actual health”. The model seemalso demonstrate the timely
dependence on self and health professionals tdifigéime “perceived/evaluated need”.
As Andersen projects in his health services rebem@del, the discovery of
“perceived/evaluated need” can explain the gapsdsat access, quality, and value in
health services utilization while House’s contribas can preventatively demonstrate the
“need” for social, psychological, and behaviorapants to include physiological
utilization of health services and link “awarenegsboth the individuals seeking care

and the professionals delivering such care (Figus®
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Arthritis (independent variable of interest) is mghysiological and seems more
appropriately represented by a medical model agpro®egarding arthritis, Andersen’s
(1995) Health Services Model was selected for myvggven its collective account for
the following categories: health care system, eeenvironment, population
characteristics, health behavior, and outcomessfoétowever, with concerns to overall
“‘outcome”, it would seem that of the three subcaties, (perceived health status,
evaluated health status, and consumer satisfactierg were psychological elements
within an integrated methodology that is needefdily account for overall health
outcome in the model.

House’s (1981 & 2001) models account for the pshkatfioal elements
(psychosocial risk factors) and appeared more cehgmsive. MDD (dependent
variable) is a psychological disorder for whichagapropriate model must be considered.
The blending of both a physiological, health segimodel (Andersen 1995) and a
psychological/behavioral model for which House dastmted creates a blended
framework which both match current health policyiatives and
collaborative/integrative health care initiativesdditionally, the blended framework and
model will add value in explaining the inter-retatship between those with depression
and the arthritic condition.

2.9 CHARACTERISTICS OF THE POPULATION AGED 65 AND O LDER

This portion of the dissertation will focus on aremll demographic description
of the older population (to include spending), &tl\as describing key identified
descriptive variables to include the following: &dg“gender” and “health status”.

Focus on “spending” and its relationship to the miked framework:
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It is important to focus on several Medicare cresstional analyses of “cost”,
given the selected blended framework (Andersen/eloaisd the inclusion of
“mutability” (Andersen, 1995). Previously, the hbgolicy trends were outlined to
describe concepts such as “the Triple Aim” (popatahealth, per capita costs, and the
experience of care), “PCMH” and “ACOs”. Additiohglthe push for collaborative and
integrative care models (including behavioral H8alnpacts the overall medical home
model, as providers seek to increase services Whiesasing costs associated with
untreated, mistreated, or non-treatment. Thisrsqularly true with the chronic care
model and conditions which are most prevalent is plarticular population. As the
“Triple Aim” suggests, population health must aatbior “quality” (right treatment, at
the right cost, at the right time) in order to optie the “health outcome” while
minimizing the overall societal impact (scarcityddimited amount of health resources).
Andersen’s model regarding utilization and headttviges suggest that “cost” be
considered first (preventative) under the “headthecsystem” in which “access” provides
a level of preventative care suggesting that preaetccounts for “cost” become not only
imperative in current health policy affairs butatiand could even account for many
“patient safety” issues (Figure 2.1). If a destivipaccount of “cost” by “condition” or
other primary subset (gender, age, etc...) can pedvadh preventative (mutable)
strategies for intervention and/or new and improvedhods of assessment (early
detection) and treatment, now is the time for “csitainment” measures to
implemented in an effort to redirect health reseanahile optimizing health outcomes.

Grouping the older population (most costly groupfapita) and cross-

sectionalizing them by categories is a necessamait for discovery aligned with
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intervention strategies towards health improvem#iithin the blended framework, the
focus on both the “perceived” and “evaluated” healt someone more likely to be
suffering from “depression” (psychological conditjovhile having “arthritis”
(physiological condition) both suggests the impactaof the integrated care model
(prevent chronic/costly conditions) while demonstigithat “perceived” health is
potentially a “call” for required “assessment tddts those displaying particular
psychological and physical responses/charactegistithe primary healthcare setting.

Medicare Demographics and Spending:

The following information was derived from the CNi&tional Health
Expenditure (NHE) report (2011). The elderly p@ign consisted of more than 42
million persons over the age of 65. The per cagpending per enrollee (2011) was
$10,900 for which the national budget for Medicars $554 billion. $231 billion were
consumed by hospitals (in-patient services), $likibtwere utilized for
physician/clinical services, and nearly $64 billware spent on prescription drugs.
Additionally, the overall budget for Medicaid dugithis period was $407 billion given
that over 5 million seniors are dual eligible (@& both Medicare/Medicaid) [CMS,
National Health Expenditures 2011].

Age: (Subcategories of 65-74, 75-84, and 85+):

According to the US Census (2010), there are o@en#dlion persons in the US
aged 65 and over. Of those, over 21 million pesseere between the ages of 65-74
(youngest old), 13 million were between the agegx84 (middle old), and 5.5 million
were of an age greater than 85 years (US Censug.28ktween the periods of 2000 —

2010, the US population grew by 27 million persahese 65 and older grew by 5.2
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million during that period (US Census 2011). Dgrthis same period, those categorized
as the youngest old grew by 3.3 million persons¢hmiddle old persons grew by 700,
000 persons, and the oldest old grew by 1.2 miliersons (US Census 2011).

Gender/Age: (Subcateqgories of 65-74, 75-84, and)85+

The total population of males in the US over 65rgeéa 2010 was 17.3 million
persons, a 3 million person increase over thaDbDAUS Census 2011). Of those, 10
million were 65-74 (1.8 million increase), 5.5 nah were 75-84 (600,000 person
increase), and 1.8 million were over 85 years &f @agb50,000 person increase from
2000 (US Census 2011).

The total population of females over 65 years & @g2010 was 22.9 million, a
2.3 million person increase over 2000 (US Censd4 R0Those women in the age group
of 65-74 (in 2010) was 11.6 million (increase d Million persons), the number of
women between 75-84 was 7.6 million (100, 000 iased, and 85+ women numbered
3.7 million (700,000 increase) [US Census 2011).

Health Status (Respondent Reported) by Age [655484, and 85+]:

The following statistical information regarding lteastatus and age
categorization was provided by the CDC'’s “Healthdlateractive” with sourcing
information retrieved from the longitudinal collext (1997-2011) of the National Health
Interview Survey (NHIS).

Of those older persons 65-74, nearly 42 percemtrtegp having “excellent/very
good” health, 34 percent had “good” health, howerearly 21 percent of those 65-74
report “fair/poor” health. Seniors in the age graf 75-85 have the following self-

reported health status: 38 percent have an “extélkry good” health status, 35 percent
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report having “good” health, while 27 percent disd having “fair/poor” health. Lastly,
those persons 85+ self-report the following: 3@pet have “excellent/very good”
health, 36 percent report having “good” health,le/B84 percent disclose having
“fair/poor” health.

2.10 CHRONIC CONDITIONS OF THE US POPULATION
AGED 65 AND OLDER

Nationally:

Elderly beneficiaries, 65-74, are most likely tgperence the following chronic
conditions 52 percent will have hypertension, 47 percent agb have hyperlipidemia,
27 percent will have diabetes, 26 percent will hagart disease, 27 percent will have
diabetes, 25 percent will have RA, 11 percent hale depression and 5 percent will
have OA (CMS Chronic Conditions Dashboard 2011jldiAonally, those seniors, 75-
84, will experience the following prevalence radeshronic effects: 66 percent will have
hypertension, 53 percent will have hyperlipiden3& percent will have heart disease, 34
percent will suffer from RA, 30 percent will haveabetes, 12 percent will have
depression, and 9 percent will have OA (CMS Chr&woaditions Dashboard 2011).
Lastly, for those 85+, the following prevalenceesatind chronic medical issues will
occur: 70 percent will have hypertension, 43 petreeih have heart disease, 42 percent
will have hyperlipidemia, 39 percent will have R¥§ percent will depression, and 13
percent will have OA (CMS Chronic Conditions Dasatib2011).

By Age, Gender, and Type (All/Dual/Non-Dual):

Per the remainder of the dissertation, “dual” el defined as having both
Medicare and Medicaid insurance while Non-Duahisaference to those only having

Medicare as their primary form of insurance. TWik be categorized by the following:
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dual, non-dual, and “all” (a combination of duakrdual). The population of elderly
Americans is about 43 million, with approximatelyn@lion (25 percent) being dual
eligible and 36 remaining solely provided for unt#edicare (US Census 2010).

Elderly female beneficiaries (all), 65-74, are midstly to experience the
following chronic conditions57 percent will have hypertension, 45 percent algb
have hyperlipidemia, 26 percent will have diabe®&spercent will have heart disease, 26
percent will have diabetes, 29 percent will have RBpercent will have depression, 15
percent chronic kidney disease and 7 percent @ielOA (CMS Chronic Conditions
Dashboard 2011). Comparatively, elderly male bersefes (all), 65-74, are most likely
to experience the following chronic conditio®4d percent will have hypertension, 46
percent will also have hyperlipidemia, 29 perceiitt wave diabetes, 32 percent will have
heart disease, 26 percent will have diabetes, Bpewill have RA, 7 percent will have
depression, 12 percent chronic kidney disease gatcent will have OA (CMS Chronic
Conditions Dashboard 2011). This same grouemie beneficiaries (dual) are most
likely to experience these heightened rates ofrabrdisease prevalenceO percent will
have hypertension, 52 percent will also have hypiddmia, 45 percent will have
diabetes, 34 percent will have heart disease, &&pewill have diabetes, 40 percent will
have RA, 25 percent will have depression, 19 perceronic kidney disease and 11
percent will have OA (CMS Chronic Conditions Dasaltb2011). This same group of
male beneficiaries (dual) are most likely to expece these heightened rates of chronic
disease prevalenc@3 percent will have hypertension, 45 percent algb have
hyperlipidemia, 45 percent will have diabetes, éfcpnt will have heart disease, 26

percent will have diabetes, 26 percent will have R percent will have depression, 22
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percent chronic kidney disease and 2 percent aitetOA (CMS Chronic Conditions
Dashboard 2011). Within this same group of yaurayd (65-74) women (non-dual),
they are most likely to experience the followingatic conditions51 percent will have
hypertension, 47 percent will also have hyperlimde 22 percent will have diabetes, 18
percent will have heart disease, 26 percent witthdiabetes, 28 percent will have RA,
12 percent will have depression, 8 percent chrkigicey disease and 8 percent will have
OA (CMS Chronic Conditions Dashboard 2011). Wittiie same group of younger old
(65-74) male (non-dual), they are most likely tpexence the following chronic
conditions 49 percent will have hypertension, 46 percent algdb have hyperlipidemia,
27 percent will have diabetes, 31 percent will hagart disease, 26 percent will have
diabetes, 19 percent will have RA, 6 percent vaé depression, 11 percent chronic
kidney disease and 1 percent will have OA (CMS @Gilur@€onditions Dashboard 2011).
The middle oldest group (all) of females (74-8% anost likely to experience the
following chronic conditions68 percent will have hypertension, 53 percent algb
have hyperlipidemia, 26 percent will have diabeB2spercent will have heart disease, 29
percent will have diabetes, 39 percent will have RBpercent will have depression, 16
percent chronic kidney disease and 14 percenhaite OA (CMS Chronic Conditions
Dashboard 2011). The middle oldest group (althafes (74-85) are most likely to
experience the following chronic conditio® percent will have hypertension, 53
percent will also have hyperlipidemia, 33 perceititave diabetes, 46 percent will have
heart disease, 29 percent will have diabetes, Bepewill have RA, 9 percent will have
depression, 21 percent chronic kidney disease gadc&nt will have OA (CMS Chronic

Conditions Dashboard 2011). The “dual” group ofidhe-oldest women presented with

52



the following chronic conditions: are most liketyéxperience the following chronic
conditions 78 percent will have hypertension, 52 percent algdb have hyperlipidemia,
45 percent will have diabetes, 43 percent will hagart disease, 26 percent will have
diabetes, 46 percent will have RA, 24 percent naNe depression, 25 percent chronic
kidney disease and 15 percent will have OA (CMSoGiar Conditions Dashboard 2011).
The “dual” group of middle-oldest men presentechwiite following chronic conditions:
70 percent will have hypertension, 47 percent &b have hyperlipidemia, 45 percent
will have diabetes, 49 percent will have heart asse 43 percent will have diabetes, 32
percent will have RA, 18 percent will have depressB0 percent chronic kidney disease
and 4 percent will have OA (CMS Chronic Conditi@asshboard 2011). The “non-dual”
group of 75-84 women, presented with the followtegditions: are most likely to
experience the following chronic conditio6 percent will have hypertension, 53
percent will also have hyperlipidemia, 26 perceititave diabetes, 29 percent will have
heart disease, 25 percent will have diabetes, Bpewill have RA, 13 percent will
have depression, 14 percent chronic kidney disaadd 3 percent will have OA (CMS
Chronic Conditions Dashboard 2011). The “non-dgatiup of 75-84 men, presented
with the following conditions: 61 percent will hatgpertension, 53 percent will also
have hyperlipidemia, 26 percent will have diabet#éspercent will have heart disease, 31
percent will have diabetes, 27 percent will have RAercent will have depression, 20
percent chronic kidney disease and 2 percent aitetOA (CMS Chronic Conditions
Dashboard 2011).

The oldest age women (85+) [all] had these chroarditions: 73 percent will

have hypertension, 41 percent will also have hypiddmia, 26 percent will have
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diabetes, 39 percent will have heart disease, &epewill have diabetes, 43 percent will
have RA, 18 percent will have depression, 23 perceronic kidney disease and 17
percent will have OA (CMS Chronic Conditions Dasatitb2011). The oldest age men
(85+) [all] had these chronic conditions: 66 petceiti have hypertension, 45 percent
will also have hyperlipidemia, 29 percent will hadiabetes, 53 percent will have heart
disease, 25 percent will have diabetes, 31 pexedirttave RA, 12 percent will have
depression, 31 percent chronic kidney disease geateent will have OA (CMS Chronic
Conditions Dashboard 2011). Those 85+ women whe wensidered dual also had
these listed conditions: 77 percent will have htgresion, 37 percent will also have
hyperlipidemia, 35 percent will have diabetes, éécpnt will have heart disease, 26
percent will have diabetes, 49 percent will have R&percent will have depression, 29
percent chronic kidney disease and 18 percenhaite OA (CMS Chronic Conditions
Dashboard 2011). Those 85+ men who were considkraidalso had these listed
conditions: 73 percent will have hypertension, 8fcpnt will also have hyperlipidemia,
35 percent will have diabetes, 55 percent will hagart disease, 38 percent will have
diabetes, 38 percent will have RA, 23 percent naNe depression, 39 percent chronic
kidney disease and 5 percent will have OA (CMS @Gilur@€onditions Dashboard 2011).
Lastly, those women 85+ considered non-dual alsiativese diagnosed medical
conditions: 71 percent will have hypertension, 48pnt will also have hyperlipidemia,
22 percent will have diabetes, 36 percent will hagart disease, 26 percent will have
diabetes, 41 percent will have RA, 15 percent naNe depression, 21 percent chronic
kidney disease and 17 percent will have OA (CMSoGiar Conditions Dashboard 2011).

Lastly, those men 85+ considered non-dual alsalegke diagnosed medical conditions:
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65 percent will have hypertension, 46 percent &b have hyperlipidemia, 27 percent

will have diabetes, 29 percent will have heart asse 26 percent will have diabetes, 31
percent will have RA, 10 percent will have depressR9 percent chronic kidney disease
and 3 percent will have OA (CMS Chronic Conditideshboard 2011).

2.11 COSTS ASSOCIATED WITH THE OLDER POPULATION

Nationally, total members by age 65+ dual enrollh{®&tedicare/Medicaid) and
non-dual (Medicare only) were accounted for in@ssfsectional analysis (CMS,
Chronic Conditions Dashboard 2011). One limitatidthe analysis is that it did not
include an account for “all” members (by age groigpyompare between “dual” and
“non-dual” members. Those dual members who haa®rdnic conditions cost
$3,023/annually versus non-dual enrollees anneabfé&1,871. Dual members having
2-3 chronic conditions utilized $7,687/annually igmon-dual members used $5,202 of
the CMS budget. Dual members having 4-5 chrowsigds utilized $14,337/annually
while non-dual members used $10,817/annually. Iy, adtial members with 6+ chronic
conditions utilized $36,047/annually and non-duahmbers used $29,312/annually.
Those older persons 65-74, having 0-1 chronic igheedual member utilized

$1,944/annually while the non-dual used $1,621 thi3fgroup, they represent 33
percent of its members and 7 percent of overaldipg with the group. Those older
persons 65-74 with 2-3 chronic issues, the dual beenatilizes $5,847/annually while
the non-dual represents $4,712 of annual CMS spgmiir capita. Of this group, they
represent 31 percent of its members while spent®ngercent of their overall budgetary
costs. Those older persons 65-74 with 4-5 chrooinditions, the dual member utilizes

$12,629/annually while the non-dual representsia0annually. Of this group, they
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represent 22 percent of its members while sper@iingercent of its overall annual
budget. Lastly, of those members 65-74 with 6-bolor conditions, the dual members
spend $37,236/annually and the non-dual spendd $2@&nnually. Of this group, the
6+ chronic conditions members represent 14 pexfathe total group, however,
consume 47 percent of all sub-group spending (C8Bonic Conditions Dashboard
2011).

Of those older persons 75-84 (0-1 chronic issie) dual member utilized
$2,084/annually, while the non-dual used $2,108th@@ group, they represent 23
percent of its members and 5 percent of overaldipg with the group. Those older
persons 75-84 with 2-3 chronic issues, the dual beenatilizes $5,881/annually while
the non-dual represents $5,084 of annual CMS spgnéir capita. Of this group, they
represent 33 percent of its members while spentngercent of their overall budgetary
costs. Those older persons 75-84 with 4-5 chrooinditions, the dual member utilizes
$12,036/annually while the non-dual represents¥&annually. Of this group, they
represent 26 percent of its members while sper@iingercent of its overall annual
budget. Lastly, of those members 75-84 with 6-bolor conditions, the dual members
spend $33,911/annually and the non-dual spend$$2&nnually. Of this group, the
6+ chronic conditions members represent 18 pexfathe total group, however,
consume 52 percent of all sub-group spending (CM®@c Conditions Dashboard
2011).

Those older persons 85+ having 0-1 chronic istieedtial member utilized
$3,573/annually while the non-dual used $2,712/alyu Of this group, they represent

17 percent of its members and 4 percent of ovepalhding with the group. Those older
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persons 85+ with 2-3 chronic issues, the dual memtilezes $7,471/annually while the
non-dual represents $6,101 of annual CMS spendinggpita. Of this group, they
represent 29 percent of its members while spentdngercent of their overall budgetary
costs. Those older persons 85+ with 4-5 chronmitmns, the dual member utilizes
$13,119/annually while the non-dual represents®iannually. Of this group, they
represent 28 percent of its members while sper@ingercent of its overall annual
budget. Lastly, of those members 85+ with 6+ cliroonditions, the dual members
spend $30,547/annually and the non-dual spend@%2@nnually. Of this group, the 6+
chronic conditions members represent 26 percethteofotal group, however, consume
57 percent of all sub-group spending (CMS Chroroaditions Dashboard 2011).
2.12 INTRODUCTION TO DEPRESSION
Depression is aaffective disordercharacterized by alterations in emotion or
mood. The diagnosis of “major depressive epis@¢D) is based on the following
criteria, of which five must be evident daily ormadst every day for at least two weeks
(American Psychiatric Association 1994): depresseditable mood, decreased interest
in pleasurable activities and in the ability to esipnce pleasure, significant weight gain
or loss (>5 percent change in a month), insomnlaypersomnia, psychomotor agitation
or retardation, fatigue or loss of energy, feelingworthlessness or excessive guilt,
diminished ability to think or concentrate, andueent thoughts of death or suicide
(Julien et al. 2011) [Table 3.1].
Of those ages 65+, nearly 5 million persons arernted to have depression

(CMS, Chronic Conditions Warehouse 2010). Depogsaffects 6 percent to 10 percent

of older adults in primary care settings and 2@eet to 40 percent of those with chronic
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medical conditions (Donahue et al. 2011). In 2@R,percent of the older population
was receiving some form of treatment for depressiomparatively, 14.3 percent are
receiving treatment in 2010 (CMS). According te tMS, 15 percent of all persons
over the age of 65 have depression (Chronic Camgitbashboard 2011). Of those, 18
percent are female and 11 percent are male.

2.12.1 PREVALENCE RATES

Depression is the most common affective or moodrdex of old age. About 15
percent Americans who are 65 years or greaterrsiuéfien increased depression, and, of
those, 3 percent to 26 percent are elderly pe@gieling in the community (Cloninger
2002). The prevalence level of depression is highsong the hospitalized elderly of 65
years and over at about 23 percent, and rangesiféopercent to 30 percent among
nursing home residents. Depression among the gldanl follow a major precipitant
event or loss and is often related to chronic dfner pain (Boslaugh 2010).

Of those 65-74, 11 percent have depression, 6 peoody have depression, 27
percent have 1-2 conditions, 32 percent have 3adlitions, and 34 percent have 5+
conditions. Of those 75-84, 12 percent have dspmes2 percent only have depression,
17 percent have 1-2 conditions, 30 percent have@aditions, and 51 percent have 5+
conditions. Lastly, those 85+, 16 percent haveassion, 1 percent only have depression,
13 percent have 1-2 conditions, 29 percent have@aditions, and 58 percent have 5+
conditions. 14 percent of women 65-74 sufferedhfdepression, 15 percent of women
75-84 also had depression, and 18 percent of w@Benvere diagnosed with depression.
7 percent of men ages 65-74 had depression, 9metmen 75-84 suffered from

depression, and 12 percent of men ages 85+ hadsspn (CMS, Chronic Conditions
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Dashboard 2011).
2.12.2 COSTS OF DEPRESSION

According to a recent study regarding depressidherelderly population, 11.5
percent of this population has depression (Schneidal. 2009). Of the conditions
measured within the study, the prevalence ratertegovas less than only diabetes (24.3
percent) and heart failure (17.7 percent) [Schne2@89]. Regarding all mental health
conditions, the US spent $73 billion of which $1Bilion dollars was spending within
Medicare (AHRQ, Medical Expenditure Survey 20185ditionally, $24.1 billion were
for out-patient services, 15.1 billion were spemiro-patient services and $45.3 billion on
prescriptive medications (AHRQ, Medical Expenditéuvey 2010). The total
expenditures for depression by Medicare (2005) wkghtly more than $3.2 billion
dollars and spent nearly $17,000 per year (2003hose diagnosed seeking treatment
for depression (Schneider 2009). An overall buaigetoncern for depression must be
given the population (42 million older persons) [G8nsus 2010] and the prevalence of
elderly depression (11.5 percent or 4.8 million) &me overall current annual cost
reported by Medicare for per capita treatment (320 per enrollee) [CMS, National
Health Expenditures 2011]; the real projectionadtdor depression treatment (point
prevalence) is $50 billion. This realized projeantiof depression under-treatment to
actual treatment need is 15 times less than ddi¢healized budgetary commitment of
$3.2 billion. Of the conditions measured withie tirevious study, the overall per capita
cost for depression treatment was only less thainfein chronic kidney disease
($26,671), chronic obstructive pulmonary diseasePO] ($21,409) and heart failure

($20,525) [Schneider 2009].
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2.13 INTRODUCTION TO ARTHRITIS

AORC isthe most common cause of disability in the US (CDIBJWR 2007).
Arthritis affects 50 million Americans (Murphy et 2009) and approximately one in
five adults in the US reported doctor-diagnosebrais between the periods of 2007-
2009 (Flegal et al. 2010); 22% of adults in thepdéPulation have arthritis (Cheng et al.
2009). By 2030, an estimated 67 million Americagses 18 years or older are projected
to have doctor-diagnosed arthritis (Hootman & Hekr2006). Of those ages 65+,
nearly 10 million persons are reported to have RA 23 million to have OA (CMS,
Chronic Conditions Warehouse 201®). 2030, >50% of arthritis cases will be among
adults older than age 65 years. However, workigadults (45—64 years) will account
for almost one-third of cases (Hootman & Helmi€log) Additionally, 25.9% of
women and 18.3% men report doctor-diagnosed astlfFibotman & Helmick 2006).
2.13.1 TYPES OF ARTHRITIS

Osteoarthritis (OA), also known as degenerativiereis or the wear and tear
arthritis is a chronic disease that affects theosial joints. It affects the joint capsule
containing bone, cartilage and joint fluid. It isvade spread type of arthritis and
Conservative estimates indicate that in 2005, @89 million adults in the US suffered
osteoarthritis (Lawrence, Felson, & Helmick 2008).

Osteoarthritis targets the smooth cartilage thaerothe end of bones to facilitate
significant movement seen in the joint and hip. @ngaid to be suffering from OA when
this smooth cartilage starts to break down. Theatdie causes the cartilage to wear off
quicker than the body can repair it leading to [somdbing on each other hence swelling

and pain and the hyaluronic acid found in the j@rdecreased.
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Signs and symptoms of osteoarthritis manifest tledwes with time. Joint pain
can be experienced after an activity but goes amrtyrest; in advancing cases one can
experience pain during rest. This form of arthites appear in two forms idiopathic and
secondary forms. Idiopathic osteoarthritis is nnevalent in elderly people and seems
to appear with age and not from a definitive ca@&Eondary osteoarthritis is more
prevalent in young adults and can be as a restiaoia to the joint.

There are no definitive ways to prevent osteoarhbut physicians have given
guidelines to help reduce the progression of teeadie through weight loss, aerobic
exercises, using therapy, glucosamine and increatadin B5 intake. This form of
arthritis mostly affects the hips, spine and knéesording to Meisser (2005)eight
loss is a must for patients suffering from ostdw#is as it reduces loads on affected
joints especially in obese and overweight eldedgpie.

Rheumatoid arthritis (RA) is an autoimmune chratfigease that is characterized
by inflammation of joints and sometimes other badgues. Autoimmune infections are
as a result of the body’s immune system failingetmognize a body tissue. It then attacks
it as foreign. In rheumatoid arthritis, the bodyremune system targets the synovial
membrane which releases synovial fluid that lulbesadhe joints. This attack causes the
membrane to inflame, thicken and erode leadingitd deformities. Although the
synovial membrane is the primary target, otheraurding tissues or organs can be
affected by rheumatoid arthritis.

Rheumatoid arthritis is more common in women tham mnd affects about 1%
of the population. Scientist cannot definitively goint the cause of autoimmune

conditions like rheumatoid arthritis. Symptoms leéumatoid arthritis can appear with
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time but are usually prevalent between the ag@®«0 years. The severity depends on
individuals and the earlier the onset of the disghe more harsh and severe it will be.
Research studies have shown that patients withmagid arthritis are highly prone to
depression.

Confusion can arise as to what form of arthritie saoffers from with the many
symptoms like pain present in both rheumatoid astdaarthritis. One of the main
differences is that osteoarthritis is the wear t@d form of arthritis and tends to affect
the knees and hips; these are large joints bearlagof weight. On the other hand
rheumatoid arthritis tends to affect smaller joilike wrists, feet and hands.

Another difference is the duration of pain symptomsosteoarthritis pain more
brief lasting a few minutes and sometimes goes amithyrest. In rheumatoid arthritis,
pain and stiffness is more intense and aggravatbsest like in the morning and may
last for more than half an hour. Age is a factmmeerning both forms of arthritis when
identifying the duration of pain and its relativeansity.

2.13.2 PREVALENCE OF RHEUMATOID ARTHRITIS (RA)

Arthritis is the most common cause of disabilitythe US (CDC, MMWR 2007).
According to the CMS, 29 percent of all seniors{pBave AORC (CMS, Chronic
Conditions Dashboard 2011) and specific diagndsi&fimpacts more than 1.3 million
adults (Druss et al. 2000). Of those within theddic Conditions Dashboard (2011), 35
percent are female and 22 percent are male. Fotine, 23 percent are <65, 25 percent
are between 65-74, 34 percent are between 75-848%percent are 85+. Of those 65-
74, 25 percent have RA, 10 percent only have RA&8ent have 1-2 conditions, 33

percent have 3-4 conditions, and 22 percent haveiditions (CMS, Chronic
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Conditions Dashboard 2011). Of those 75-84, 3d4grdrhave RA, 6 percent only have
RA, 27 percent have 1-2 conditions, 35 percent I3afeonditions, and 32 percent have
5+ conditions (CMS, Chronic Conditions Dashboard0 Lastly, those 85+, 39
percent have RA, 3 percent only have RA, 22 percan¢ 1-2 conditions, 33 percent
have 3-4 conditions, and 42 percent have 5+ camdit{CMS, Chronic Conditions
Dashboard 2011). 30 percent of women 65-74 suffEeem RA, 39 percent of women
75-84 also had RA, and 43 percent of women 85+ dragnosed with RA (CMS,
Chronic Conditions Dashboard 2011). 20 percemef ages 65-74 had RA, 27 percent
of men 75-84 suffered from RA, and 31 percent oh rages 85+ had RA (CMS, Chronic
Conditions Dashboard 2011).
2.13.3 COSTS OF ARTHRITIS

In 2006, the United States (U.S.) government sppptoximately $128 billion
($80.8 hillion in direct costs/$47.3 billion in imdct costs) in expenditures related to
AORC (Yelin et al. 2007). For OA and other nondtraatic joint disorders, the US spent
$62 billion of which $27.4 billion were spent omgees rendered to those 65+ in years
(AHRQ, Medical Expenditure Survey 2010). Additiipa$40.3 billion were for out-
patient services, 31.4 billion were spent on irigrdtservices and $17.4 billion on
prescriptive medications (AHRQ, Medical Expendit&uavey 2010).
2.13.4 PREVALENCE OF CO-OCCURING ARTHRITIS AND MDD

Arthritis is strongly associated with major depresgattributable risk of 18.1%),
probably through its role in creating functionahifation (Dunlop et al. 2004).
Depression and RA prevalence research results femmmel3 percent to 20 percent

(Morris et al. 2011). Within a similar study (nF83), of those having RA, 18 percent
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had depression; additionally, 83 percent of thogk depression also had anxiety
(Murphy et al. 2012). Anxiety was more commonhaode with RA, as it presented in 31
percent of those with RA (Murphy et al. 2012). phalf of the respondents with RA
and depression or anxiety sought help for theiddam over the past year (Murphy et al.
2012).

Among adults with arthritis, depression or anxid®,7 percent (5.5 million)
reported both. Most respondents with depressiantasl anxiety (84 percent), whereas
half of those with anxiety also had depressiong4&rcent) [Murphy et al. 2012]. 48
percent of those persons with RA reporting haviadpt” of difficulties dressing or
bathing themselves were most likely to be suffefiogh depression (Murphy et al.
2012). Those persons with “low” confidence in manggdheir arthritis or joint
symptions were 3.9 times more likely to suffer frdepression than those who had
“high” confidence in managing their arthritis oipbsymptoms (Murphy et al. 2012).
Those persons with RA with either “no confidence*low confidence” to engage in
moderate physical activity at least 3 times perkwgere 4.1 and 3.1 times more likely to
suffer from depression than those who had “highificence in engaging in physical
activity at least 3 times per week (Murphy et &12). Only 60 percent of men and 53
percent of women with diagnosed depression, anwieboth reported pursuing treatment
for such over the past twelve months; 53 percemeri are seeking treatment for RA
and 43 percent for women with an arthritic diagadMurphy et al. 2012).

Patients with RA and depression have worse healitbmes, including poor
medical adherence, increased health servicesatidiz, pain, disability and death

(Margaretten et al. 2011). In patients with RAgpolinical characteristics and function
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are associated with subsequent depressive symgMangaretten et al. 2011). RA
disease factors associated within depression ip&#nts include pain, functional status
and clinical remission (Margaretten et al. 2011).

One in 10 adults, > 20 years of age, who positigelgened for arthritis had
experienced a major depressive episode in thequs\twelve months (Fuller-Thomson
et al. 2009). Those persons with > than two comastto include arthritis were 2.2 times
more likely to suffer from a major depressive disorthan those only experiencing
arthritis (Fuller-Thomson et al. 2009). Likewislepse persons with > than two
conditions to include arthritis were 2.1 times mitkely to suffer from suicidal ideation
than those only experiencing arthritis (Fuller-Trsam et al. 2009).

2.14 RESEARCH QUESTIONS/HYPOTHESIS

This study will examine one research question anekthypotheses:

(Q1) What is the relationship between “perceiveel) depression and those who meet the
DSM-1V positively screened criteria for MDD?

(H1) Those persons age 65 and older who reporglskagnosed by a physician as
having arthritis (P/E) will be significantly moriely to be suffering from MDD than

those who have not been diagnosed with an artlwaticlition.

(H2) Those persons age 65 and older who self-retrtitis (no reported physician
diagnosis) [P/E] will be significantly more liketg be suffering from MDD than those

who have not been diagnosed with an arthritic doordi
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CHAPTER THREE: METHODS

3.1 DATA SOURCE AND STUDY POPULATION

Data from the National Epidemiological Survey or@tiol and related
Conditions (NESARC) 2001-2002 were used to contheeanalysis. NESARC is a
nationwide household survey designed and condumtede National Institute on
Alcohol Abuse and Alcoholism (NIAAA). NESARC usedepresentative sample of the
civilian, noninstitutionalized adult populationtime United States, including all 50 States
and the District of Columbia. The fieldwork for teervey was completed under
NIAAA’s direction by trained U.S. Census Bureaul&iBepresentatives who
interviewed 43,093 respondents, 18 years of ageksi in face-to-face household
settings. The population of interest in this stadysisted of persons age 65 years and
greater (n=8,205). The household response rataéddNESARC was 89 percent, and
the person response rate was 93 percent, yieldimyerall response rate of 81 percent.
("National Epidemologic Survey on Alcohol and RetaConditions,"” 2001-2002)
3.2 STUDY VARIABLES

Dependent Variable:

Major depression was defined by utilizing diagnostiteria identified in the
Diagnostic and Statistical Manual of Mental Disasd@®SM-IV) and the specific
guestions outlined within the NESARC survey. Thegdostic screening for major
depression consists of nine criteria in which ohthe symptoms present must be either

depressed mood or loss of interest or pleasure
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Per the DSM-1V, a respondent must have either ¢pyessed mood or (2) a loss
of interest or pleasure in order to be diagnosed major depression (Table 3.1). If this
requirement is met, the respondent then must respositively to at least four of seven
criteria in order to screen positively for majopdession. The question which addressed
the depressed mood criteria was: “In your entfiee have you ever had a time when you
felt sad, blue, depressed, or down most of the tonat least two weeks?” The second
guestion asked “In your entire life, have you avad a time, lasting at least two weeks,
when you didn’t care about the things that you ligweared about or when you didn’t
enjoy the things you usually enjoy?” A positivepense to this question was coded as
affirming a loss of interest or pleasure.

The next four questions addressed the DSM-IV diatinoequisite for a
diagnosis of depression of “significant weight leggen not dieting or weight gain (e.qg.,
a change of more than 5% of body weight in a momthjlecrease or increase in appetite
nearly every day”. This criteria was evaluatedalseries of four questions: “Lose at
least 2 pounds a week for several weeks or at I€apbunds altogether within a month
other than when you were physically ill or dieting®ose your appetite nearly every
day for at least two weeks?”, “Gain at least 2 mtsua week for several weeks or at least
10 pounds altogether within a month (other thannw@ were growing or pregnant)?”,
and “Find that you wanted to eat a lot more tharalfr no special reason, most days
for at least two weeks?” If the respondent idésdithat any of the four questions were
applicable, they were positively coded for standarde (Table 3.1).

The fourth DSM-IV criteria, “insomnia or hypersoramearly every day,” was

captured within the NESARC survey by three questiOHave trouble falling asleep
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nearly every day for at least two weeks?”, “Wakeapearly nearly every day for at
least two weeks?”, and “Sleep more than usual neadry day for at least two weeks?”
If the individual responded that any of the threesiions applied, they were positively
coded for standard four (Table 3.1).

The fifth DSM-IV criterion required a positive respse with regard to three
guestions. The questions were “Move or talk mudnenslowly than usual, most days
for at least two weeks?”, “Become so restlessybatfidgeted or paced most of the time
for at least two weeks?”, and “Become so restleasytou felt uncomfortable for at least
two weeks?” The related DSM-IV criterion statettl@sychomotor agitation or
retardation nearly every day (observable by othesmerely subjective feelings of
restlessness or being slowed down)” must be metdear to meet the requisite needed for
diagnosis (Table 3.1).

The sixth DSM-1V criteria asks the respondent ifshe, “Feels tired nearly all of
the time or get tired easily most days for at |&éastweeks, even though you weren’t
doing more than usual?” The DSM-IV suggests tfatigue or loss of energy nearly
every day” must be met in order to meet the requérgs under criterion six (Table 3.1).

The seventh DSM-1V criterion evaluated the follogifvo questions: “Feel
worthless nearly all of the time for at least tweeks?”, and “Feel guilty about things you
normally wouldn’t feel guilty about, most of thent for at least two weeks?” Again, if
the respondent answered positively for either efghestions, it was coded as meeting
the requirement for criterion seven. The DSM-IVasigrement for criteria seven stated
“feelings of worthlessness or excessive or inappatg guilt (which may be delusional)

nearly every day (not merely self-reproach or galilbut being sick) [Table 3.1].
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The eighth DSM-IV criterion asked the following twaestions: “Having trouble
concentrating or keeping your mind on things, nuasts for at least two weeks?”, and
“Find it harder than usual to make decisions, nobshe time for at least two weeks?” A
positive response for either question was coded@ssitive association with requirement
eight. The DSM-IV identifies the eighth measuretreen“diminished ability to think or
concentrate, or indecisiveness, nearly every d#tyefeby subjective account or as
observed by others) [Table 3.1].

The final requisite DSM-1V criterion (ninth) inqed regarding the following four
guestions: “Attempt suicide?”, “Think about comnmi¢f suicide?”, “Feel like you wanted
to die?”, and “Think a lot about your own death®ily positive response to any of the
four questions was coded as meeting the requirenfenthe ninth criteria. The DSM-

IV identifies the ninth standard as “recurrent thlots of death (not just fear of dying),
recurrent suicidal ideation without a specific plana suicide attempt or a specific plan
for committing suicide” (Table 3.1).

Coding was conducted while following the DSM-IV vagments for major
depression diagnosis. The DSM-IV states that “favemore) of the listed symptoms
have been present during the same two week penddepresent a change from previous
functioning; at least one of the symptoms is ei{i¢idepressed mood or (2) loss of
interest or pleasure” (Table 3.1). SAS coding e@sducted to ensure that either criteria
one or two was met while including that at leastrfof the remaining standards were also
deemed positive by the respondent. This allowedh® positive screening of major

depression within the older population surveyedhgyNESARC study.
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Table 3.1 Coding of Major Depression Criteria Amdtwpulation 65 Years and Older,

NESARC 2001-2002.

Criteria
Diagnostic or
indicator Subset | Question (S) Coding
“In your entire life, have you ever | Yes
had a time when you felt sad, blue,| See Criteria 2
depressed, or down most of the timeNo
Depressed mood 1 for at least two weeks?” See Criteria 2
“In your entire life, have you ever | Yes
had a time, lasting at least two Meet at least 4 of 7
weeks, when you didn’t care about | criteria below
the things that you usually cared [N (Yes, Criteria 1)
about or when you didn’t enjoy the ["Meet at least 4 of 7
things you usually enjoy?” criteria below
Loss of interest or No (No, Criteria 1)
pleasure 2 No major depression
Weight 3 At least 4 of 7 positive
“Lose at least 2 pounds a week for | Yes
several weeks or at least 10 pounds$ Positive Criteria 3
altogether within a month other than No
when you were physically ill or
Lose Weight 3/1 dieting?” Check Subset 3/2-3/4
“Lose your appetite nearly every day
Lose Appetite 3/2 for at least two weeks?” Yes
“Gain at least 2 pounds a week for | vesg
several weeks or at least 10 pounds$ pgsitive Criteria 3
altogether within a month (other thanyo
Consistent Weight when you were growing or
Gain 3/3 pregnant)?” Check Subset 3/4
“Find that you wanted to eatalot | Yes
more than usual for no special Positive Criteria 3
reason, most days for at least two g
weeks?” Negative Criteria 3 if No
Excessive Eating 3/4 to all Subsets (3/1-3/4)
Sleeping Patterns 4
“Have trouble falling asleep nearly | Yes
every day for at least two weeks?” | Positive Criteria 4
No
Trouble Sleeping 4/1 Check Subset 4/2
“Wake up too early nearly every day Yes
for at least two weeks?” Positive Criteria 4
No
Waking Early 4/2 Check Subset 4/3
“Sleep more than usual nearly every Yes
day for at least two weeks?” Positive Criteria 4
No
Negative Criteria 4 if No
Excessive Sleep 4/3 to all Subsets (4/1-4/3)
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Anxious Symptoms 5
“Move or talk much more slowly Yes
than usual, most days for at least tW@gsitive Criteria 5
weeks?”
No
Slowed Speech 5/1 Check Subset 5/2
“Become so restless that you fidgete¥es
or paced most of the time for at leastPositive Criteria 5
two weeks?” No
Restlessness 1 5/2 Check Subset 5/3
“Become so restless that you felt | Yes
uncomfortable for at least two Positive Criteria 5
weeks?” No
Negative Criteria 5 if No
Restlessness 2 5/3 to all Subsets (5/1-5/3)
Fatigue 6
“Feel tired nearly all of the time or | Yes
get tired easily most days for at leastPositive Criteria 6
two weeks, even though you werenftNo
Fatigue/Lose of doing more than usual?” Negative Criteria 6 if No
Energy 6/1 to Subset 6/1
Worthlessness/Guilt 7
“Feel worthless nearly all of the time Yes
for at least two weeks?” Positive Criteria 7
No
Worthlessness 7/1 Check Subset 7/2
“Feel guilty about things you Yes
normally wouldn't feel guilty about, | Positive Criteria 7
most of the time for at least two No
weeks?” Negative Criteria 7 if No
Guilt 712 to all Subsets (7/1-7/2)
Cognitive Ability 8
“Having trouble concentrating or Yes
keeping your mind on things, most | Positive Criteria 8
days for at least two weeks?” No
Concentration 8/1 Check Subset 8/2
“Find it harder than usual to make | Yes
decisions, most of the time for at Positive Criteria 8
least two weeks?” No
Negative Criteria 8 if No
Decision-making 8/2 to all Subsets (8/1-8/2)
Suicide 9
“Attempt suicide?” Yes
Positive Criteria 9
No
Attempted 9/1 Check Subset 9/2
“Think about committing suicide?” | Yes
Positive Criteria 9
No
Considering 9/2 Check Subset 9/3
“Feel like you wanted to die?” Yes
Feeling of positive Positive Criteria 9
death 9/3 No
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Check Subset 9/4
“Think a lot about your own death?’| Yes

Positive Criteria 9

No

Negative Criteria 9 if No
Think of own death 9/4 to all Subsets (9/1-9/4)

Independent Variable of Interest:

Within this study, there will be two independentighles of interest. The first

variable will be the patient’s identifying that thkave arthritis without a physician’s

diagnosis The second variable will be the patient’s ac¢dhbat a physician has told
them they have arthritis. This will be utilizeddmamine Andersen’s theoretical
framework in which the outcome category identiti@s important of both the “perceived
health status” and the “evaluated health statusfiiwmihe context of the developed
blended framework.

Control Variables:

Both Andersen’s (1995) and House’s (2001) theaskframework with be
utilized to describe the “control variables” deption. Andersen’s model provides a
particular focus on access to health servicesmriddes the following categorical areas:
environment, population characteristics, healthaledr, and outcomes. Each of these
categories has particular subcategories that wik\mluated for proper variable
selection. Likewise, House’s (2001) model willdddized to account for variables based
on categorical elements within the model, focusimage on the psychological and
behavioral element of wellness and prevention (f@gu6). These categories are as
follows: race/ethnicity, gender, social/politicalémomic conditions and policy,

socioeconomic status, explanatory variables (inodedical care/insurance,
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psychosocial risk factors, and physical/chemical social environmental hazards), and
health outcomes. The aim is to ensure the inalusfcognitive/behavioral and
psychological variables into each model (as apjatglrto account for collaborative,
coordinated, and integrated care to reduce theapat®f comorbid and/or future chronic
care. Limitations are related to the NESARC ddtasd the particular variables
available for selection and modeling.

Table 3.2 represents a combination of the blendeddwork (Figure 2.6) and
control variable selection. The description belsil focus on the methods for NESARC
data coding as well as the categorization of teadd framework (categories: (1)
environment (2) individual & situational characgties (3) short-term health behavior (4)
enduring health outcome. It is also importantdterthat although we have categorized
variables the subcategories developed (Table Baphnto like categories,
demonstrating the potential influence of address®etinon-addressed issues concerning
health and impacting the enduring health outcone tiine. Lastly, mutability is
incorporated in the variable classification modeidersen 1995) showing which

variables have the potential for intervention witthe selection criteria.
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Table 3.2 Anderse(l1995) / House’s (1981, 2001) Blended Conceptuairiework Control Variable Categorizat

ENVIRONMENT INDIVIDUAL & SITUATIONAL SHORT-TERM ENDURING HEALTH
CHARACTERISTICS HEALTH BEHAVIOR OUTCOME

Predisposing Characteristics

Health Care System

Place of Birth, Race/Ethnicity, Gender, Health
Status, Age, Region

Medicare, Private Insurance

| Stressors: Objective Biopsychosogial Conditions

- Conducive to Diminishing Health
External Environment Troubled, Argue, Not Do, Did Less, Avoid, Not
Open, Not Help, Stubborn, Not Close, Does Not
Father/Mother (Alcohol), Ffﬁ_ P, Stu s

Father/Mother (Depressed)

] Psychosocial Risk Factors

V.

Depend, Drink, Alone, Worry

Perceived / Evaluated Need

Financial Hardship, DSI/1, Depressed, Education, Income,
SSI Income, Eood Stamps, Medicaid, Acccompish Less
(Physical), Accomplish Less (Emotional),
Physical/Psychological Health, Pain

Mutability (Control Variables)

Perceived/Evaluated Health (P/E) [Physical]

Arthritis (P/E), High Blood Pressure/Hypertension (P/E),
Chest Pain (P/E), Rapid Heart (P/E), Heart Attack (P/E),
Other Heart Disease (P/E), Alcohol Abuse/Dependence

(E), Nicotine Dependence (E),

Evaluated Health (Mental): Lifetime

Dysthymia, Manic, Panic w/out Agoraphobia, Social
phobia, Generalized Anxiety, Obsessive-Compulsive,
Avoidant Personality Disorder, Schizoid, Histrionic

Personaliy Disorder




Within the category of “environment”, there are tdeveloped subcategories:
“health care system” and external environment”e Tdilowing two control variables
were selected under “health care system”, givem thiect impact on access: (1)
medicare (2) private insurance. The NESARC datseeyed the “medicare” variable
by asking, “currently covered by medicare” withiahdbtomous answer of “yes/no”.
“Dichotomous” in description going forward will mea “yes/no” response within the
dataset unless otherwise described. Likewis€ pteate insurance” variable was
dichotomous and asked, “currently covered by peVegalth insurance”.

The dichotomous variable “father/mother (alcoh@i)ll be a recoded variable
from two dichotomous questions within the data$#tod/natural father ever an
alcoholic or problem drinker” and “blood/natural ther ever an alcoholic or problem
drinker”. The newly created variable (parentabald) will be coded as (1) none (2)
either (3) both. Likewise, “father/mother (depesswill be recoded from two
dichotomous questions, “blood/natural father evegrdssed” and “blood/natural mother
ever depressed”. This newly recoded variable (pgalrelepressed) will be constructed as
(1) none (2) either (3) both.

The next category for which control variables neebe described is “individual
and situational characteristics.” This sectiorl willy describe those variables within the
“predisposing characteristics” subcategory, althoother subcategories blend into this
category. The “place of birth” variable identifiadhether the respondent was born
within the US or outside the boundaries of the/fdftates. “Race/Ethnicity” was coded
into the following categories: Non-Hispanic Whidgn-Hispanic Black, Hispanic, Non-

Hispanic Other. All categories inconsistent wighestions within the NESARC survey
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were distributed into the Non-Hispanic Other catggdGender” identified whether the
respondent was male or female. “Health statusdaaed for the perception of the
respondent’s current health within the followingefilevels: excellent, very good, good,
fair, and poor. The “region” variable divided theographical area of the US into four
areas of interest: Northeast, Midwest, South, amdtW“Age” was stratified into the
following three levels: 65-74 years (youngest o884 years (middle old), and 85+
years (oldest old).

The third category of evaluation within the blendieamework is the “short-term
health behavior” category. The following subcateggand elements of subcategories
(perceived health) will be accounted for in thitseg@ry both within variable description
and incremental modeling: (1) stressors: objediie@sychosocial conditions conducive
to diminishing health (2) psychosocial risk fact(8¥ perceived/evaluated need (4)
perceived health (physical). Within subcategoy ‘(ttoubled” is dichotomous and
coded as “felt troubled because of way you feloftvished could get better”. “Argue”
is also dichotomous and coded as “had argumeitssfriwith family, friends, people at
work, or anyone else”. “Not do” is dichotomous amtounts as “couldn’t do things
usually did/wanted to do”. “Did less”, again i€kdotomous, and asks respondent if “did
a lot less than usual or were less active”. “Avasddichotomous and is coded as “avoid
jobs or tasks that deal with a lot of people”. thpen” is a dichotomous variable asking
if the respondent “find it hard to be open everhvpeople you are close to”. “Not help”
is dichotomous and asks respondent if “hard totleers help if they don’t agree to do
things exactly the way you want”. “Stubborn” i€kotomous and asks “have others told

you that you are stubborn or rigid”. “Not close”another dichotomous variable asking
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the respondent “are there very few people you'aflyelose to outside your immediate
family”. Lastly, “does not care” is dichotomousdaasks “the sort of person who doesn’t
care about what people think of you”.

The next subcategory for which variables will bamned is under the
“psychosocial risk factors” categorization and Wi associated with the category of
“individual and situational characteristics”. “Depd is coded as dichotomous and asks if
the respondent “depends on others to handle impcataas in life”. “Drink” refers to
the consumption of alcohol and was divided inteéhevels of interest: current drinker,
ex-drinker, and lifetime abstainer. “Alone” wasoded to produce a dichotomous
variable capturing “living alone” or “not living @he”. “Worry” is a dichotomous
variable and asked if they “worry a lot about beieftyalone to take care of self”.

Another subcategory of short-term health behaVperceived / evaluated need”
will utilize several NESARC dataset control varedl “Financial hardship” was a
dichotomous variable that asked if the respondexyppérienced major financial crisis,
bankruptcy, or unable to pay bills on time in [A&8tmonths”. “DSI/I” (death serious
illness/injury) Death, Serious Iliness/Injury (DBl a hybrid variable, which takes into
account if the respondent experienced death aiseiiiness/injury of a close family
member or friend within the previous 12 months.|/DS a combination of variables to
include “death” and “injury” questions within thatéset. The particular question
regarding death extracted from the survey was famjly members or close friends die
in the past twelve months?” Likewise, the spedfiestion associated with illness/injury
was “any family members or close friends had seribnesses or injuries in the past

twelve months? Coding was conducted to captursitmeficance of either of these
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instances of occurring. DSI/I is divided into tadevels of measurement: none, either, or
both.

“Education” was recoded into the following fouvéds of educational
achievement: some high school or less, completidngih school, some college, and
college graduate. The original question stratifieel sample into fourteen different
academic standards. However, the cross sectiabadenof this study required the
recoding of levels in order to maintain sample sigignificant enough to provide
accuracy.

The “Income level” variable was based on total peasincome and not family
income. The NESARC survey stratified total persamzome into seventeen identifiable
categories. The cross sectional representatitimostudy required the limiting of
categorical levels, thus personal income was agfjusito five levels to include the
following: $0-10,000, $10,001-$20,000, $20,001-$80, $30,001-$40,000, and
$40,001. “SSI Income” was a dichotomous variakldrag the respondent if he or she
“personally received supplemental security inco®8l{ in last 12 months”.

“Medicaid” is a dichotomous variable and it wasedlgtined to be recorded here
as a “need-based” variable versus under the catejdhealth care system”, following a
blended model favoring House versus Andersen’dlinsalvices (access) approach. The
variable is dichotomous and stated “currently ceddsy Medicaid” within the survey.

“Food stamps” was another dichotomous variableuhet! within the “need”
subcategory.

“Accomplished less (physical)” asked the respondeuting the past 4 weeks,

how often accomplished less than would like assalt®f physical health”. The options
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for response are as follows: (1) all of the timer(®st of the time (3) some of the time
(4) a little of the time (5) none of the time. Eikise, the variable “accomplished less
(emotional)” asks the respondent “during the pastéks, how often accomplished less
than would have liked as result of emotional proidé The options for response are as
follows: (1) all of the time (2) most of the tim®8)(some of the time (4) a little of the time
(5) none of the time. Another variable, “physipal/chological health” asked “during the
past 4 weeks, how often physical health or emotiprablems interfered with social
activities”. The options for response are as fefo(1) all of the time (2) most of the
time (3) some of the time (4) a little of the tiif%®® none of the time. “Pain” was another
variable of interest asking the respondent “dupagt 4 weeks, extent to which pain
interfered with normal work. The response optiaese as follows: (1) not at all (2) a
little bit (3) moderately (4) quite a bit (5) extnely.

The following variables described are those phggicil variables in which the
respondent “perceives” to have the particular distément. “Arthritis” is a dichotomous
variable in which the respondent was asked “hdttitigtin last 12 months”. Itis
important to note here as well that “arthritishighlighted (Table 3.2), as it is the
independent variable of interest within the study.

“High blood pressure/hypertension” is dichotomossv&ll and asked if the
respondent “had high blood pressure or hypertenaitast 12 months”. “Chest pain”
was another dichotomous variable and the surveyined if the respondent “had chest
pain or angina pectoris in last 12 months”. “Ramaért” was also a dichotomous
variable asking if “had rapid heartbeat or tachgiam last 12 months”. “Heart attack”

is dichotomous as well asking if the respondent“heart attack or myocardial infarction
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in last 12 months”. Lastly, “other heart diseas@’s dichotomous and asked if “had any
other form of heart disease in last 12 months”.

The final category reviewed by the blended framéwsr'enduring health
outcome”. Physical health need (evaluated) isuohetl here and will include all the
physical areas of diagnoses (reported diagnoseddmgtor) in the previous paragraph
minus the inclusion of “alcohol abuse/dependencel’ “aicotine dependence”. The
NESARC dataset established both “alcohol abuserfaklgee” and “nicotine
dependence” through the “evaluated” review of cgdor diagnoses, much the same as
seen later, concerning the “evaluated” health (adgmtithin the dissertation. “Alcohol
abuse/dependence” was reported as “alcohol abysaidence in last 12 months” with
responses in coding as such: (0) no alcohol diagiibsalcohol abuse only (2) alcohol
dependence only (3) alcohol abuse and dependéNo&otine dependence” is a
dichotomous variable reported as “nicotine depecéenlifetime”. .

“Arthritis (E)” [Table 3.2] is a dichotomous varikhin which the respondent was
asked “did doctor or other health professional contliagnosis”.

“High blood pressure/hypertension (E)” is dichotara@s well and asked if the
respondent “did doctor or other health professiaoaliirm diagnosis”. “Chest pain (E)”
was another dichotomous variable and the survayined if the respondent “did doctor
or other health professional confirm diagnosisRapid heart (E)” was also a dichotomous
variable asking if “did doctor or other health me$ional confirm diagnosis”. “Heart
attack (E)” is dichotomous as well asking if thependent “did doctor or other health
professional confirm diagnosis”. Lastly, “other@ntedisease (E)” was dichotomous and

asked if “did doctor or other health professioraifom diagnosis”.
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3.3 ANALYTICAL APPROACH

Analytic procedures were conducting by utilizing Sétatistical analysis
software (Cary, North Carolina) to emulate the rezruent within the DSM-IV.
Frequency distributions were compared prior to afiter recoding variables to ensure
that proper alterations were similar to those oagly intended within the NESARC
survey. SUDAAN was used to account for the compleighted sampling structure of
the NESARC.

The bivariate analysis of each variable, as iteel#o major depression, was
conducted while using both SAS and SUDAAN and tloss-tabulation procedure. Chi-
squared tests were also conducted to establisteldteonship between characteristics
and DSM-1V criteria-based MDD. Logisticegression was utilized to produce bivariate
odds ratios for major depression.

Multiple logistic regression analysis was conduaisthg an incremental
approach to modeling while accounting for variatdéegorizations within both Andersen
(1995) and House’s (2001) conceptual frameworkse iicremental modeling will
consist of “blending” the conceptualized framewsdbcategories with the “perceived”
and “evaluated” variable responses as outlinedgarg 2.6 and Table 3.2. Individual
models will be analyzed while providing stabiliziresults associated with each of the
subcategories of interest. Variable modeling destrated the relationship between

arthritis and having or not having MDD.
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The formula utilized given the previously listediables is as follows:

Y =By + BXy + BoXy F e + B X, +¢

Where: Y =log of the predicted odds of havingandepression;
S, = intercept;
B, = regression coefficient for the independeartable X;
B, = regression coefficient for the independeartable X;
B, = regression coefficient for th€ independent variable;

X1, X2, X3, Xgyervvnnn. , Xn are independent covariates included in
the model; and = error term
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CHAPTER FOUR: RESULTS

4.1 DESCRIPTION OF THE POPULATION

Descriptive Characteristics (Predisposing Charawdgcs):

There were 8,205 seniors surveyed within the NESAR@set (2001-02). Of
these, 609 reported having arthritis (P/E) [Tabld.4Those born in the U.S. accounted
for 88.5% of those surveyed within the study and%©of those surveyed were
considered “Non-Hispanic White” [Table 4.1]. Wheonsidering gender, 62.2% were
female and 37.8% were male. Those respondingve &igher “fair” or “poor” health
were 34.8% while those identifying to have “excefleor “very good” health were
33.3% (Table 4.1). Those older persons surveyée 86-74 in years of age were
52.4%, those 75-84 were 36.2%, and those 85+ iwage 11.4%. Those with “some
college” or “college graduates” were 47.2% compadcethose with “some high
school/less” and “complete high school” to be 64 (M%ble 4.1). Seniors reporting to
have Medicare was 93.0%, Medicaid was 10.5% an@fgrinsurance was 56.6%.
Income levels about $30,001 was reported by 32.686mors while 49.0% elderly
persons surveyed reported having incomes belowd®@qer year. Of the older
population surveyed, 7.4% reported receiving S&nme and 4.7% disclosed receiving
food stamps. Financial hardship (previous 12 m&)ntfas reported by 3.6% of seniors in
the survey (Table 4.1).

Descriptive Characteristics (Biopsychosocial Coiuatis):

Seniors within the survey disclosed that 8.0% hatbgical mothers who were
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depressed and 4.2% had depressed fathers (TahleTh elderly sample also reported
that 1.8% had fathers who were alcoholics and 1h8ebalcoholic mothers (Table 4.2).
Those who either had lost a family member or cfasad (previous 12 months) or had a
close friend suffering from a serious illness quig (DSI/I) were 30.4% and those
whom had experienced “both” were 22.7% in numbBére sample also reported that
8.0% considered themselves to be “not open”, 15v@uld not ask for help when
needed, and 29.3% considered themselves to bebtatib(Table 4.2).

Descriptive Characteristics (Medical Comorbidities)

Seniors experiencing self-reported pain “moderdtéuite a bit” and “extremely”
were 35.4% (Table 4.3). Elderly persons withinghenple reporting to have
hypertension (P/E) were 48.7%, those reportingtgbesis (P/E) were 12.7%, and elderly
persons reporting previously experiencing a hetatlk were 3.3% (Table 4.3). Older
persons within the survey who reported having arbpartbeat (P/E) were 11.5% while
those reporting any “other heart disease (P/E)eve8% (Table 4.3). Those persons
within the survey evaluated (E) for “alcohol abasdy” were 11.6% while those who
were evaluated (E) for both alcohol abuse and digrere were 2.8% (Table 4.3).
Seniors within the survey whom were evaluated {E)tme dependence were 8.3%
(Table 4.3).

4.2 DESCRIPTIVE / BIVARIATE ANALYSIS [MDD]
Risk Factors (Predisposing and Enabling Charactersy:
Predisposing and enabling characteristics werealbed for given their potential

impact of influencing multivariate outcomes witlyaeds to MDD.
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Those persons experiencing arthritis (P/E) wereifsoggintly more likely to suffer
from MDD [OR 2.00; 95% CI: 1.52, 2.65] than thoskom did not suffer from arthritis
(P/E). Women were significantly more likely to srffrom MDD than men [OR 2.09;
95% CI: (1.73, 2.53)]. Nearlyl6 percent of all wemwere positively screened for MDD
contrasted with only 8 percent of senior males.

Those seniors in either “fair” [OR 1.67; 95% CI:2@, 2.20)] or “poor” [OR 2.48;
95% CI: (1.82, 3.37)] were significantly more lilggb suffer from MDD than those self-
reporting “excellent” health condition. Those fait” health status and screening
positive for MDD were nearly 15 percent of the ffaaample while those in “poor”
health status screening positive for MDD were ne2tl percent of those sampled within
the “poor” health status sub-category. Compargtjanly 9 percent of those in
“excellent” health status suffered from MDD (Ta#ld).

Seniors ages 75-84 were significantly less lik€WR[0.80; 95% CI. (0.67, 0.95)] to
suffer from MDD than those ages 65-74 (referentigipand those 85+ were also
significantly less likely to suffer from MDD [OR ®4; 95% CI: (0.41, 0.71)] than those
seniors in the referent group (Table 4.1).

Seniors who reportedly accepted SSI income werefgigntly more likely to be
suffering from MDD [OR 1.49; 95% CI: (1.12, 1.98hjan those who did not accept or
qualify for SSI income. Likewise, those who repdiy accepted food stamps were
significantly more likely to suffer from MDD [OR 88; 95% CI: (1.30, 2.73)] than those
who did not accept or qualify for food stamps (TEal1).

Seniors who self-reported financial hardship ohergast 12 months were

significantly more likely to experience MDD [OR 8:05% CI: (2.94, 5.45)]. Those
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seniors who also report both receiving SSI inco®R [L.49; 95% CI: (1.12, 1.98)] and
food stamps [OR 1.88; 95% CI: (1.30, 2.73)] wegn#icantly more like to suffer from

MDD.
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Table 4.1 Descriptive Characteristics and Risk ¢tadior Major Depression, persons 65 and older1 28002 NESARC

Total No Major Depression Major Depression| OR forMajor
n=8,205 n=7,148 n=1,057 Depression
Frequency / % %(se) %(se) OR (LCL, UCL) | p-value

Hypothesized IV

Arthritis (P/E)** 0.00
Yes 609 (7.4) 78.82 (2.24) 21.18 (2.24) 2.08212.65)

No 7,596 (92.6) 88.17 (0.44) 11.83 (0.44) 1.00

Predisposing

characteristics

Origin of birth 0.44
U.S. born 7,243 (88.5) 87.67 (0.47) 12.33 (0.47) 0.89 (0.67, 1.19)
Non-U.S. born 942 (11.5) 86.41 (1.57) 13.597}1.5 1.00

Race/Ethnicity 0.12
Non-Hispanic White 5,776 (70.5) 87.44 (0.51) 12661) 1.00 -
Non-Hispanic Black** | 1,355 (16.5) 90.06 (1.07) 949.(1.07) 0.77 (0.60, 0.99 0.04
Hispanic 895 (10.9) 87.49 (1.49) 12.51 (1.49) | .0010.74, 1.34) 0.98
Non-Hispanic other 171 (2.1) 84.64 (2.64) 15364) 1.26 (0.84, 1.89 0.25

Sex** 0.00
Male 3,104 (37.8) 91.91 (0.59) 8.09 (0.59) 1.00
Female 5,101 (62.2) 84.43 (0.65) 15.57 (0.65) 083, 2.53)

Health status** 0.00
Excellent 983 (12.0) 90.45 (1.02) 9.55 (1.02) 001. -
Very good 1,749 (21.4) 90.66 (0.78) 9.34 (0.78) | 0.98 (0.73, 1.31) 0.87
Good 2,580 (31.6) 88.45 (0.76) 11.55 (0.76) 1@a3, 1.65) 0.14
Fair** 1,938 (23.7) 85.05 (1.00) 14.95 (1.00) 67(1.26, 2.20) 0.00
Poor** 915 (11.2) 79.28 (1.60) 20.72 (1.60) 2(4.82, 3.37) 0.00
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No Major Depressic

OR for Major

nl-g:[izitl)s n=7,148 Major::[fgé$53|on Depression
Frequency / ¢ %(se) %(se OR (LCL, UCL) p-value
Age** 0.03
65-74 4,301 (52.5) 86.10 (0.60) 13.90 (0.60) 01.0 -
75-84** 2,973 (36.2) 88.56 (0.72) 11.44 (0.72) 0(8MB7, 0.95) 0.01
85+** 931 (11.3) 92.02 (0.97) 7.98 (0.97) 0.54 0.0.71) 0.00
Region 0.24
Northeast 1,684 (20.5) 89.23 (0.95) 10.77 (0.95) 1.00 -
Midwest 1,758 (21.4) 87.30 (0.86) 12.70 (0.86) .211(0.94, 1.55) 0.14
South 3,135 (38.3) 87.53 (0.75) 12.47 (0.75) 810193, 1.50) 0.17
West** 1,628 (19.8) 86.26 (0.95) 13.74 (0.95) 321(1.02, 1.70) 0.03
Education 0.99
Some high school/less 2,645 (32.2) 87.36 (0.82) 12.64 (0.82) 1.03 (0.81, 1.3C 0.80
Complete high school 2,665 (32.5) 87.66 (0.72) 420@B72) 1.00 (0.82, 1.23 0.98
Some college 1,206 (14.7) 87.59 (1.12) 12.41 (1.12)| 1.01(0.77, 1.32) 0.95
College graduate 1,689 (20.6) 87.69 (0.92) 190332) 1.00 -
Medicare 0.19
Yes 7,629 (93.0) 87.40 (0.47) 12.60 (0.47) 1888, 1.94)
No 576 (7.0) 90.03 (1.73) 9.97 (1.73) 1.00
Medicaid 0.45
Yes 865 (10.5) 86.54 (1.34) 13.46 (1.34) 1.18501.44)
No 7,340 (89.5) 87.67 (0.50) 12.33 (0.50) 1.00
Private Insurance 0.71
Yes 4,647 (56.6) 87.44 (0.59) 12.56 (0.59) 187, 1.22)
No 3,558 (43.4) 87.78 (0.68) 12.22 (0.68) 1.00
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Total No Major Depression Major Depression, OR for Major
n=8,205 n=7,148 n=1,057 Depression
Frequency / % %(se) %(se) OR (LCL, UCL) | p-value
Income level 0.20
$0-$10,000 1,709 (20.8) 86.40 (0.91) 13.60 (0.91 | 1.13(0.90, 1.42) 0.29
$10,001-$20,000 2,312 (28.2) 86.55 (0.88) 13.45 (0.88) 1.12 (01989) 0.32
$20,001-$30,000 1,506 (18.4) 88.27 (0.96) 110736) 0.96 (0.74, 1.22 0.71
$30,001-$40,000 949 (11.6) 89.21 (1.12) 10.792)1 0.87 (0.66, 1.15 0.32
$40,001-higher 1,729 (21.0) 87.79 (0.90) 1222Q) 1.00 -
SSI Income** 0.01
Yes 607 (7.4) 82.86 (1.88) 17.14 (1.88) 1.49711.98)
No 7,598 (92.6) 87.82 (0.47) 12.18 (0.47) 1.00
Food Stamps** 0.00
Yes 387 (4.7) 79.29 (3.03) 20.71 (3.03) 1.88({12.73)
No 7,818 (95.3) 87.81 (0.45) 12.19 (0.45) 1.00
Financial hardship** 0.00
Yes 293 (3.7) 65.10 (3.32) 34.90 (3.32) 4.00 (2945)
No 7853 (96.3) 88.18 (0.44) 11.82 (0.44) 1.00




Risk Factors (Biopsychosocial Conditions):

Biopsychosocial conditions were measured to accfourthe behavioral and
psychological responses relating to the overallthemndition of those potentially
screening for MDD.

Those seniors whose biological mother [OR 4.69; 99943.76, 5.84)] or father
[OR 3.80; 95% CI: (2.83, 5.11)] were depressed wsagrificantly more likely to suffer
from MDD than those who reported their biologicaitirer or father not being depressed
as compared to the results within (Table 4.2).

Those seniors who father was self-reported to baes an alcoholic [OR 3.04; 95% CI:
(2.97, 4.71)] and those who reported their motbdrave been an alcoholic [OR 1.86;
95% CI: (1.50, 2.30)] were significantly more lilggb screen positive for MDD.

Those seniors who either had a close family merabétend die (last 12 months)
or had a close family member or friend experiera@ss injury or illness (DSI/I) [Table
4.2] were significantly more likely to suffer froMDD [OR 1.56; 95% CI: (1.28, 1.90)]
than those who did not and, if they experiencedlthdhey were also significantly more
likely to suffer from MDD [OR 2.00; 95% CI: (1.62,43)] than those who did not report
an experience of any of the conditions above.

Those seniors surveyed who were “not open” [OR ;20886 CI: (1.98, 3.11)], did
not ask for help when needed [OR 1.77; 95% CI:§12415)], and self-reported to be
“stubborn” [OR 1.60; 95% CI: (1.35, 1.89)] were siljnificantly more likely to suffer

from MDD than those who did not report the listeshditions above (Table 4.2).
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Table 4.2 Descriptive Characteristics and Risk ¢tadior Major Depression, persons 65 and older1 28002 NESARC

Total No Major Major OR for Major
n=8,205 Depression Depression Depression
Frequency /% | n=7,148 %(se) n=1,057 %(se) OR (LCL, UCL) p-value
Biopsychosocial
conditions
Mother depressed*t 0.00
Yes 654 (9.2) 65.87(2.08) 34.13 (2.08) 4.69 (35/84)
No 6,461 (90.8) 90.05 (0.47) 9.95 (0.47) 1.00
Father depressed*{ 0.00
Yes 339 (5.0) 68.37 (3.11) 31.36 (3.11) 3.88325.11)
No 6,454 (95.0) 89.15 (0.45 10.85 (0.45) 1.00
Father (Alcohol)** 0.00
Yes 147 (1.9) 70.16 (4.42) 29.84 (4.42) 3.09714.71)
No 7,797 (98.1) 87.74 (0.46 12.26 (0.46) 1.00
Mother 0.00
(Alcohol)**
Yes 866 (11.2) 80.43 (1.60 19.57 (1.60) 1.86(12.30)
No 6,873 (88.8) 88.40 (0.46 11.60 (0.46) 1.00
DSI/I** 0.00
None 3,834 (47.3) 90.63 (0.55) 9.37 (0.55) 1.00 -
Either** 2,442 (30.2) 86.13 (0.78) 13.87 (0.78)] 1.56 (1.28, 1.90) 0.00
Both** 1,818 (22.5) 82.88 (1.17) 17.12 (1.17) 02(1.64, 2.43) 0.00
Not Open** 0.00
Yes 639 (8.1) 75.39 (2.05) 24.61 (2.05) 2.48§13.11)
No 7,287 (91.9) 88.38 (0.44 11.62 (0.44) 1.00
Not Help** 0.00
Yes 1,202 (15.2) 81.23(1.24 18.77 (1.24) 1.77 (1.46, 2.15)
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Total No Major Major OR for Major
n=8,205 Depression Depression Depression
Frequency /% | n=7,148 %(se) n=1,057 %(se) OR (LCL, UCL) p-value
No 6,686 (84.8) 88.48 (0.50 11.52 (0.50) 1.00
Stubborn** 0.00
Yes 2,350 (29.7) 83.58 (0.91 16.42 (0.91) 11685, 1.89)
No 5,558 (70.3) 89.05 (0.51 10.95 (0.51) 1.00




Risk Factors (Medical Comorbidities):

Medical comorbidities were added to the model toticd for physiological factors
associated with MDD or depression (P).

Seniors within the survey who self-reported haypag “not at all” [OR 0.40; 95%
Cl: (0.30, 0.52)] or “a little bit” [OR 0.64; 95%I1(0.48, 0.85)] were significantly less
likely to experience MDD than those who reportedihg “extreme” amounts of pain
(Table 4.3).

Those persons reporting “hypertension (P/E)” [OB3195% CI: (1.13, 1.56)],
“chest pain (P/E) [OR 2.60; 95% CI: (2.10, 3.20)tid&rapid heartbeat” [OR 2.03; 95%
Cl: (1.63, 2.52)] were significantly more likely &xperience MDD compared to those
who did not report having each of these particatarditions (Table 4.3).

Elderly persons who reported “other heart disefO& 1.75; 95% CI: (1.38, 2.21)]
were significantly more likely to suffer from MDD&n those who did not report having
another heart disease (Table 4.3).

Those older persons surveyed who had both an dedl(ig) alcohol abuse and
dependency condition [OR 2.40; 95% CI: (1.70, 3.88)e significantly more likely to
suffer from MDD than those without an evaluated d€pholic diagnosis (Table 4.3).

Surveyed seniors who were evaluated (E) to haweotime dependence” [OR 2.47,;
95% CI: (1.95, 3.13)] were significantly more lilggb experience MDD than those

without an evaluated condition of “nicotine depemck’ (Table 4.3).
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Table 4.3 Descriptive Characteristics and Risk ¢tadior Major Depression, persons 65 and older1 28002 NESARC

Total No Major Major OR for Major
n=8,205 Depression Depression Depression
Frequency /% | n=7,148 %(se) n=1,057 %(se) OR (LCL, UCL) p-value
Medical
comorbidities
Pain
Not at all** 3,637 (44.7) 91.58 (0.50) 8.42 (0)5 0.40 (0.30, 0.52) 0.00
A little bit** 1,658 (20.4) 87.19 (0.90) 12.80.00) 0.64 (0.48, 0.85) 0.00
Moderately 1,069 (13.1) 85.65 (1.32 14.35 (1.3 0.73(0.53, 1.00) 0.05
Quite a bit 1,107 (13.6) 79.16 (1.48 20.848).4] 1.14 (0.85, 1.54) 0.37
Extremely 664 (8.2) 81.28 (1.89 18.72 (1.89) 001. -
Hypertension
(P/E)**
Yes 3,910 (47.7) 85.71 (0.72 14.29 (0.72) 11333, 1.56) 0.00
No 4,295 (52.3) 88.83 (0.56 11.17 (0.56) 1.00
Chest Pain (P/E)**
Yes 1,018 (12.4) 75.77 (1.81 24.23 (1.81) 2500, 3.20) 0.00
No 7,187 (87.6) 89.03 (0.44 10.97 (0.44) 1.00
Rapid Heart (P/E)** 0.00
Yes 925 (11.3) 79.09 (1.67 20.91 (1.67) 2.08312.52)
No 7,280 (88.7) 88.47 (0.46 11.53 (0.46) 1.00
Heart Attack (P/E) 0.15
Yes 265 (3.2) 83.75 (2.75) 16.25 (2.75) 1.38902.06)
No 7,940 (96.8) 87.47 (0.47 12.53 (0.47) 1.00
Other Heart
Disease (P/E)**
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Total No Major Major OR for Major
n=8,205 Depression Depression Depression
Frequency /% | n=7,148 %(se) n=1,057 %(se) OR (LCL, UCL) p-value
Yes 709 (8.6) 80.82 (1.70) 19.18 (1.70) 1.78812.21) 0.00
No 7,496 (91.4) 88.05 (0.47 11.95 (0.47) 1.00
Alcohol
Abuse/Depend (E)
No diagnosis 7,005 (85.4) 88.00 (0.47) 12.097). 1.00 -
Abuse only 934 (11.4) 88.16 (1.26 11.84 (1.26) 0.99 (0.76, 1.27) 0.90
Abuse/Depend** 227 (2.8) 75.31 (3.21 24.6913.2| 2.40(1.70, 3.39) 0.00
Nicotine Depend 0.00
(E)**
Yes 663 (8.1) 88.67 (0.44) 11.33 (0.44) 2.49%13.13)
No 7,542 (91.9) 76.00 (2.03 24.00 (2.03) 1.00




Comparing MDD and Depression (P)

It is important to reiterate the differences betw#e two dependent variables
examined within the study: MDD and depression (MPD was defined by the
NESARC survey which utilized a series of questitmndetermine the dichotomous
responses to those needed by the DSM-1V for acidinito diagnose a patient with major
depressive disorder. Five of nine questions ne&ulbd positive to positively account
for MDD within the study. Depression (P) was gi\gepositive response if those seniors
surveyed responded positively to the following dioes “During the past four weeks,
how often have you felt downhearted or depressedlfiositive response required that
the respondent answer either “all of the time” miost of the time”.

Among all older adults, 7.32% reported that thaythad felt "downhearted or
depressed” either all or most of the time durirgghst four weeks. Self-reported
depression was more common among persons who sareesitive for MDD (20.40%)
than among persons who did not (5.46%) [Tablelethw]. It is notable that most older
adults who screened positive for depression (79)aléonot actually self-report
depression.

Table 4.4. Overlap between MDD and Depression i{®)re persons 65 and older, by
reported Arthritis (P/E), NESARC 2001-2002.

Variables Total (%) MDD No MDD Chi Squared P
Value

Arthritis (P/E) Present (n=609; 7.42%)

Depression (P)
Yes 519 (87.06)] 429 (83.25) 90 (16.75%) 17.94) 0010
No 90 (12.94) 48 (48.99) 42 (51.01
Total 477 (78.82) | 132 (21.18)

Arthritis (P/E) Not Present (n=7,596; 92.58%)
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Depression (P)
Yes 549 (6.87) | 177 (32.18)| 372 (67.82) 39.61 .0000
No 7,047 748 (10.22) 6,299
(93.13) (89.78)
Total 925 (11.73) 6,671
(88.27)

Multivariate Model [MDD and Depression (P)]

Model 1: MDD {DV} = logit[Arthritis (P/E) {IV of interest}]
Depression (P) {DV} = logit[Arthr#i(P/E) {IV of interest}]

Model 2: MDD {DV} = logit[Arthritis (P/E) {IV of interest} + Predisposing
Characteristics + Enabling Characteristics]
Depression (P) {DV} = logit[Arthr&i(P/E) {IV of interest} +
Predisposing Characteristics + Enabling Charadtes]s

Model 3: MDD {DV} = logit[Arthritis (P/E) {IV of interest} + Predisposing
Characteristics + Enabling Characteristics + Byspssocial
Conditions]

Depression (P) {DV} = logit[Arthr&i(P/E) {IV of interest} +
Predisposing Characteristics + Enabling Charatitesis
Biopsychosocial Conditions]

Model 4 : MDD {DV} = logit[Arthritis (P/E) {IV of interest} + Predisposing
Characteristics + Enabling Characteristics + Byspssocial
Conditions + Medical Comorbidities]

Depression (P) {DV} = logit[Arthr&i(P/E) {IV of interest} +
Predisposing Characteristics + Enabling Charatitesis
Biopsychosocial Conditions + Medical Comorbidities]

Multivariate: Model 1 [MDD]

Those elderly who experienced arthritis (P/E) [QB0295% CI: (1.52, 2.65)] were

significantly more likely to experience MDD tharode who did not experience arthritis

(P/E) [Table 4.4].
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Multivariate: Model 2 [MDD]

Compared to those who did not experience art{ftg), those who experienced
arthritis (P/E) [OR 1.87; 95% CI: (1.41, 2.47)] wesignificantly more likely to
experience MDD [Table 4.4].

Multivariate: Model 3 [MDD]

Arthritis (P/E) was significantly associated wittetlikelihood of MDD [OR 1.87;
95% ClI: (1.31, 2.67)].

Multivariate: Model 4 [MDD]

Those elderly who experienced arthritis (P/E) [Q80195% CI: (1.12, 2.28)] were
significantly more likely to experience MDD tharoe who did not experience arthritis
(P/E) [Table 4.4].

Multivariate: Model 1 [Depression (P)]

Those seniors surveyed who experienced arthrits) (@R 2.02; 95% CI: (1.52,
2.68)] were significantly more likely to experiengepression (P) than those who did not
experience arthritis (P/E) [Table 4.5].

Multivariate: Model 2 [Depression (P)]

Those elderly who experienced arthritis (P/E) [QB4195% CI: (0.98, 1.83)] were
no more likely to experience depression (P) thasehwho did not experience arthritis
(P/E) [Table 4.5].

Multivariate: Model 3 [Depression (P)]

Those persons suffering from arthritis (P/E) wevemore likely [OR 1.40; 95% CI:

(0.96, 2.04)] to report depression (P) than thosleout arthritis (P/E) [Table 4.5].
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Multivariate: Model 4 [Depression (P)]
Those persons suffering from arthritis (P/E) wevemore likely [OR 1.33; 95% CI:
(0.89, 1.99)] to suffer from depression (P) thassthnot suffering from arthritis (P/E)

[Table 4.5].
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4.3 MULTIVARIATE ANALYSIS [MDD]

Table 4.5 Factors associated with MDD among pojmuid@5 years and older, NESARC 2001-2002.

Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788
Table Variables %(se) %(se) %(se) %(se)

OR (95% CI)

OR (95% CI)

OR (95% CI)

OR (95% CI)

Hypothesized IV

Arthritis Yes 2.00 (1.52, 2.65)**| 1.87 (1.41, 2.A47) 1.87 (1.31, 2.67)** 1.60 (1.12, 2.28)**
No 1.00 1.00 1.00 1.00
Predisposing
Characteristics
Place of birth U.S. born 0.96 (0.71, 1.31) 0.79 (0.55, 1.13) 0.74 (0.506]).
Non-U.S. born 1.00 1.00 1.00
Race Non-Hispanic 1.00 1.00 1.00
White
Non-Hispanic 0.60 (0.46, 0.79)** 0.71 (0.49, 1.04) 0.72 (0.48)7)
Black
Hispanic 0.83 (0.58, 1.20) 0.92 (0.61, 1.40) 0.99 (0.6891.
Non-Hispanic 1.06 (0.74, 1.53) 1.65 (1.10, 2.46) 1.72 (1.184.
other
Gender Male 1.00 1.00 1.00
Female 2.26 (1.86, 2.75)** 2.15(1.72, 2.69)** 2.21 (1,7482)**
Health status Excellent 1.00 1.00 1.00
Very good 0.96 (0.71, 1.29) 0.78 (0.56, 1.08) 0.70 (0.598p*
Good 1.21 (0.90, 1.61) 1.03 (0.75, 1.40) 0.84 (0.6071.
Fair 1.65 (1.23, 2.20)** 1.31 (0.95, 1.81) 0.91 (0.6480)
Poor 2.44 (1.77, 3.38)** 2.02 (1.38, 2.97)* 1.27 (0,7905)
Age 65-74 1.00 1.00 1.00
75-84 0.71 (0.59, 0.85)** 0.77 (0.62, 0.96)** 0.81 (0,6501)
85+ 0.42 (0.32, 0.56)** 0.40 (0.27, 0.57)** 0.43 (0,2862)**
Region Northeast 1.00 1.00 1.00
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Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788

Table Variables %(se) %(se) %(se) %(se)
Midwest 1.19 (0.92, 1.53) 1.05 (0.79, 1.40) 0.99 (0.7321.
South 1.12 (0.89, 1.41) 1.12 (0.86, 1.46) 1.07 (0.841).
West 1.29 (1.01, 1.65)** 1.17 (0.87, 1.56) 1.09 (0.847)

Enabling

Characteristics

Education Some high 0.90 (0.69, 1.19) 0.89 (0.65, 1.21) 0.86 (0.6381.
school/less
Complete high 0.94 (0.75, 1.18) 0.96 (0.72, 1.27) 0.95 (0.7261.
school
Some college 0.94 (0.70, 1.25) 0.95 (0.69, 1.32) 0.94 (0.6321.
College 1.00 1.00 1.00
graduate

Medicare Yes 1.24 (0.83, 1.84) 1.13 (0.72, 1.78) 1.11 (0.794].
No 1.00 1.00 1.00

Medicaid Yes 0.92 (0.66, 1.27) 0.84 (0.58, 1.22) 0.83 (0.5Z11.
No 1.00 1.00 1.00

Private Insurance Yes 1.17 (0.98, 1.40) 1.02 (0.82, 1.26) 1.02 (0.836]1.
No 1.00 1.00 1.00

Income level $0-$10,000 0.83 (0.62, 1.10) 0.86 (0.61, 1.23) 0.89 (0.635].
$10,001- 0.98 (0.76, 1.25) 1.04 (0.77, 1.40) 1.03 (0.780}..
$20,000
$20,001- 0.85 (0.65, 1.11) 0.88 (0.63, 1.25) 0.89 (0.6351.
$30,000
$30,001- 0.82 (0.62, 1.10) 0.83(0.59, 1.17) 0.84 (0.6201.
$40,000
$40,001-higher 1.00 1.00 1.00

SSl income Yes 1.13 (0.79, 1.61) 1.15 (0.76, 1.76) 1.14 (0.782]..
No 1.00 1.00 1.00

Food stamps Yes 1.48 (0.96, 2.30) 1.23(0.72, 2.12) 1.08 (0.686]L.
No 1.00 1.00 1.00

Financial hardship Yes 3.82 (2.74, 5.33)** 3.33(2.19, 5.06)** 2.99 (1,9656)**

No

1.00

1.00

1.00
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Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788
Table Variables %(se) %(se) %(se) %(se)

Biopsychosocial
conditions

Mother (Depressed) Yes 3.47 (2.56, 4.69)** 3.33 (2.44, 4.55)**
No 1.00 1.00

Father (Depressed) Yes 1.79 (1.21, 2.65)** 1.74 (1.16, 2.62)**
No 1.00 1.00

Father (Alcohol) Yes 1.46 (0.72, 2.94) 1.35 (0.66, 2.76)
No 1.00 1.00

Mother (Alcohol) Yes 1.41 (1.07, 1.87)** 1.34 (1.00, 1.80)
No 1.00 1.00

DSI/I None 0.66 (0.51, 0.85)** 0.69 (0.54, 0.89)**
Either 1.00 1.00
Both 1.22 (0.95, 1.58) 1.23 (0.95, 1.59)

Not open Yes 1.65 (1.22, 2.23)** 1.60 (1.18, 2.16)**
No 1.00 1.00

Not help Yes 1.33 (1.02, 1.72)** 1.25(0.95, 1.64)
No 1.00 1.00

Stubborn Yes 1.34 (1.08, 1.66)** 1.27 (1.03, 1.58)**
No 1.00 1.00

Medical

comorbidities

Pain Not at all 0.69 (0.46, 1.05)
A little bit 0.90 (0.60, 1.36)
Moderately 0.92 (0.58, 1.47)
Quite a bit 1.26 (0.82, 1.93)
Extremely 1.00

Hypertension (P/E) | Yes 1.04 (0.85, 1.27)
No 1.00

Chest pain (P/E) Yes 1.63 (1.22, 2.16)**
No 1.00

Rapid heart (P/E) Yes 1.14 (0.85, 1.53)
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Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788
Table 3 (Variable) %(se) %(se) %(se) %(se)
No 1.00
Heart attack (P/E) Yes 0.68 (0.35, 1.32)
No 1.00
Other heart diseaseYes 0.94 (0.69, 1.28)
(P/E)
No 1.00
Alcohol No alcohol 1.00
Abuse/Depend (E)
Abuse only 1.12 (0.79, 1.60)
Abuse and 1.46 (0.83, 2.55)
depend
Nicotine Depend (E) Yes 1.82 (1.31, 2.51)**
No 1.00

** represents all significant variables with a pualess than or equal to 0.05
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Table 4.6 Factors associated with perceived dejpreasong population 65 years and older, NESARCLZZTD2.

Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788
Table Variables %(se) %(se) %(se) %(se)

OR (95% CI)

OR (95% CI)

OR (95% Cl)

OR (95% CI)

Hypothesized IV

Arthritis Yes 2.02 (1.52, 2.68)**| 1.34 (0.98, 1.83) 1.40 (0.96, 2.04) 1.33 (0.8991.9
No 1.00 1.00 1.00 1.00
Predisposing
Characteristics
Place of birth U.S. born 0.67 (0.45, 0.99)** 0.60 (0.38, 0.95)** 0.58 (0,3¥91)**
Non-U.S. born 1.00 1.00 1.00
Race Non-Hispanic 1.00 1.00 1.00
White
Non-Hispanic 0.76 (0.57, 1.02) 0.79 (0.53,1.17) 0.81 (0.52211.
Black
Hispanic 0.82, 0.55, 1.22) 0.93 (0.58, 1.48) 0.96 (0.654]1L.
Non-Hispanic 0.95 (0.49, 1.85) 1.11 (0.56, 2.20) 1.15 (0.580%.
other
Gender Male 1.00 1.00 1.00
Female 1.30 (1.05, 1.61)** 1.25 (0.99, 1.58) 1.22 (0.9%7)
Health status Excellent 1.00 1.00 1.00
Very good 1.23 (0.69, 2.18) 1.22 (0.62, 2.37) 1.09 (0.562p.
Good 1.67 (0.96, 2.90) 1.64 (0.87, 3.11) 1.35 (0.768.
Fair 3.00 (1.73, 5.21)** 2.64 (1.42, 4.92)** 1.71 (0,924)
Poor 8.92 (5.13, 15.51)** 8.12 (4.20, 15.71)**|  4.0849, 8.36)**
Age 65-74 1.00 1.00 1.00
75-84 0.93(0.73, 1.19) 0.93 (0.70, 1.23) 0.92 (0.7221.
85+ 0.90 (0.64, 1.26) 0.99 (0.66, 1.48) 1.07 (0.760]..
Region Northeast 1.00 1.00 1.00
Midwest 0.90 (0.66, 1.22) 0.84 (0.58, 1.22) 0.80 (0.5541.
South 1.04 (0.78, 1.37) 0.94 (0.66, 1.36) 0.89 (0.6371.
West 0.87 (0.60, 1.25) 0.82 (0.53, 1.26) 0.77 (0.518].
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Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788

Table 3 (Variable) %(se) %(se) %(se) %(se)

Enabling

Characteristics

Education Some high 1.65 (1.13, 2.42)** 1.63 (1.04, 1.57 (0.99, 2.48)
school/less 2.57)**
Complete high 1.29 (0.90, 1.86) 1.30 (0.86, 1.97) 1.29 (0.895}.
school
Some college 0.89 (0.57, 1.39) 0.87 (0.54, 1.41) 0.86 (0.532].
College graduate 1.00 1.00 1.00

Medicare Yes 1.39 (0.87, 2.21) 1.42 (0.78, 2.60) 1.43 (0.8B65.
No 1.00 1.00 1.00

Medicaid Yes 1.11 (0.80, 1.55) 0.99 (0.65, 1.51) 0.97 (0.639].
No 1.00 1.00 1.00

Private Insurance Yes 0.72 (0.57, 0.92)** 0.69 (0.52, 0.90) 0.71 (0.54, 0.93)
No 1.00 1.00 1.00

Income level $0-$10,000 0.89 (0.57, 1.38) 1.20 (0.72, 1.99) 1.23 (0.762.
$10,001-$20,000 1.13 (0.76, 1.68) 1.37 (0.88, 2.15) 1.39 (0.8972.
$20,001-$30,000 0.95 (0.63, 1.44) 1.21 (0.75, 1.95) 1.28 (0.8062.
$30,001-$40,000 0.97 (0.60, 1.55) 1.30 (0.76, 2.24) 1.33 (0.7312.
$40,001-higher 1.00 1.00 1.00

SSl income Yes 1.25 (0.85, 1.82) 1.29 (0.81, 2.06) 1.36 (0.8672.
No 1.00 1.00 1.00

Food stamps Yes 1.18 (0.70, 1.99) 1.14 (0.57, 2.32) 1.02 (0.5@32.
No 1.00 1.00 1.00

Financial hardship Yes 3.24 (2.20, 4.77) 3.39 (2.17, 2.98 (1.90, 4.68)**

5.31)**

No 1.00 1.00 1.00

Biopsychosocial

conditions

Mother (Depressed) Yes 1.14 (0.72, 1.80) 1.11 (0.68, 1.79)
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Model 2

Model 1 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788

Table 3 (Variable) %(se) %(se) %(se) %(se)
No 1.00 1.00

Father (Depressed) Yes 1.74 (0.97, 3.12) 1.72 (0.93, 3.18)
No 1.00 1.00

Father (Alcohol) Yes 1.77 (0.82, 3.80) 1.66 (0.77, 3.58)
No 1.00 1.00

Mother (Alcohol) Yes 1.12 (0.78, 1.60) 1.10 (0.76, 1.60)
No 1.00 1.00

DSI/I None 0.98 (0.74, 1.29) 1.06 (0.79, 1.42)
Either 1.00 1.00
Both 1.31(0.94, 1.82) 1.34 (0.95, 1.89)

Not open Yes 1.37 (0.93, 2.03) 1.35 (0.90, 2.02)
No 1.00 1.00

Not help Yes 1.18 (0.82, 1.70) 1.10 (0.76, 1.61)
No 1.00 1.00

Stubborn Yes 1.16 (0.88, 1.52) 1.09 (0.83, 1.44)
No 1.00 1.00

Medical

comorbidities

Pain Not at all 0.25(0.17, 0.37)**
A little bit 0.36 (0.24, 0.55)**
Moderately 0.38 (0.24, 0.62)**
Quite a bit 0.65 (0.45, 0.95)**
Extremely 1.00

Hypertension (P/E) | Yes 1.07 (0.81, 1.42)
No 1.00

Chest pain (P/E) Yes 1.05 (0.73, 1.52)
No 1.00

Rapid heart (P/E) Yes 1.30 (0.92, 1.83)
No 1.00

Heart attack (P/E) Yes 0.93 (0.54, 1.60)
No 1.00
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Model 1 Model 2 Model 3 Model 4
n=8,205 n=8,128 n=6,384 n=6,380
N=33,764,930 N=33,505,384 N=26,718,861 N=26,709,788
Table 3 (Variable) %(se) %(se) %(se) %(se)

Other heart diseaseYes 0.73 (0.50, 1.08)
(P/E)
No 1.00
Alcohol No alcohol 1.00
Abuse/Depend (E)
Abuse only 1.33 (0.89, 1.99)
Abuse and 1.27 (0.56, 2.90)
depend
Nicotine Depend (E) Yes 1.12 (0.70, 1.80)
No 1.00

** represents all significant variables with a pualess than or equal to 0.05




CHAPTER FIVE: DISCUSSION
5.1 BACKGROUND

The purpose of this study was to explore both pasgcreened MDD and the
perception of being depressed (P) and the liketihafceither increasing if the patient
suffered from arthritis (P/E), either perceivecewaluated by a physician. The study
explored the univariate, bivariate, and multivaieglationships between MDD and
depression (P) to better describe influencing dtarestics and their prevalence, as
related to MDD and depression (P).

5.2 SUMMARY

It is important to reiterate the differences betw#ee two dependent variables
examined within the study: MDD and depression (RPD was a positive screening
variable that was developed from the NESARC suwkigh utilized a series of
guestions to determine the dichotomous responsbese needed by the DSM-IV for a
clinician to diagnose a patient with major depresslisorder. Five of nine questions
needed to be positive to positively account for MBIEhin the study. Depression (P)
was given a positive response if those seniorseyed/ responded positively to the
following question, “During the past four weekswhoften have you felt downhearted or
depressed”? A positive response required thatetsigondent answer either “all of the
time” or “most of the time”.

Among all older adults, 7.32% reported that thaythad felt "downhearted or

depressed” either all or most of the time durirghst four weeks. Self-reported
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depression was more common among persons who sareesitive for MDD (20.40%)
than among persons who did not (5.46%). It isbletéhat most older adults who
screened positive for depression (79.60%) did ottadly self-report depression.

The following were the hypotheses projected androents regarding their overall
outcomes with the study:

H1: Those persons age 65 and older who report arthritis (P/E) will be significantly
more likely to be suffering from MDD than those wi@ve not reported having an
arthritic condition (P/E) [results were positivetinn Models 2-4].

H2: Those persons age 65 and older who report barthritis (P/E) will be significantly
more likely to be suffering from depression (P)rthlaose who have not reported having
an arthritic condition (P/E) [results were negatniéhin Models 2-4].

This creates significant concern, given that eddhe@multivariate models (2-4)
examined arthritis (P/E) while utilizing the san@trol variables throughout. Further,
many of the relationally significant variables metMDD versus depression (P) models
were not the same (Table 4.4 /4.5).

5.3 LIMITATIONS OF THE STUDY

There were several limitations to the study whieladto be addressed. NESARC
was surveyed from 2001-02 so the outcome dataei@ming to become dated. The
depression (P) variable was recoded to includelotibmous variable included the
following two response options: (1) all of the titmest of the time (2) all other
responses. This was done to utilize multiple lagiegression to analyze Models 1-3 in
the multivariate model. Some of the selectionalalgs were somewhat limited in

response size, given that their subcategories gresger than three. Lastly, the study
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was originally intended to be an alcohol and duryesy collection tool so the overall
sample population selection and survey questioamtjadministration could not be
reviewed for quality.
5.4 CONCLUSIONS

Those seniors who suffer from arthritis (P/E) werare likely to also suffer from
MDD in all models tested. However, those sameasnwere not more likely to suffer
from arthritis (P/E) in all models (2-4) when armahg depression (P). Further, the
bivariate relationship between MDD and the comianiables conclusively expressed
differing results within the multivariate analysisan did those expressed between
depression (P) and arthritis. This study examanglritis (P/E) and their comparable
relationship to whether the senior suffered frothesiMDD or depression (P). The
results demonstrated conclusive evidence that aneat count on an elderly patient to
have a positive perception of depression as itaghlo being positively screened for
MDD. Further, it would appear that older persoras/mot disclose whether or not they
are depressed in a clinical environment. This beimportant to clinicians and further
demonstrated the need for clinically valid assesgémmeasures to ensure preventative
measures are being taken to address elderly depress
5.5 RECOMMENDATIONS

The variations between the multivariate models)(2utcomes and the two
dependent variables [MDD and depression (P)] sudgebker investigation into dependent
variable differences is needed. Primarily, a ceegional review outlining the
differences between MDD and depression (P) ancethiagables in which stratification

could provide some account for demonstrated difiege throughout this study.
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Gender needs to be further investigated, givesigsificance in Models 2-4 (all
multivariate models) when modeled with MDD. Furttgender was not significant in
any of the depression (P) multivariate modelsMbdel 4, women were significantly
more likely to suffer from MDD than men [OR 2.25% CI: (1.74, 2.82)], however, no
significance was reported in Model 4 when contariables examined with depression
(P) [OR 1.22; 95% CI: (0.95, 1.57)]. The differestdetween gender and depression for
those 65 years old and greater would add cliniahlesfor those practitioners attempting
to better understand gerontology and mental héadiment.

The biological relationship between those with MBI having reported their
mother being depressed needs further study. IneMgdhose who reported their
biological mother being depressed were signifigamtbre likely to suffer from MDD
[OR 3.33; 95% CI: (2.44, 4.55)]. Conversely, ie thepression (P) Model 4, someone
reporting that their biological mother was deprdssere no more likely to perceive
themselves as depressed [OR 1.11; 95% CI: (0.89)]1.

Those experiencing financial hardship were sigaiiity more likely to suffer from
MDD and to perceive themselves as being depresBEeid.was significant in all
multivariate models when either MDD or depressiehwas the dependent variable
being examined.

Another area of future study would be the oldedt(8b+) ability to be significantly
less likely to be suffering from MDD than the yoasgold (65-74) [OR 0.43; 95% CI:
(0.29, 0.62). This perhaps could lead to the dgraknt of coping mechanism
techniques in which the oldest old demonstratesmiase learned behaviors for dealing

with medical issues and the aging process.
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The final area of recommendation for further stuayld be concerning a patient’s
perception with regards to pain and its impacthmsé who have arthritis. In the MDD
study, those who reported pain (all levels) werenuoe likely to suffer from MDD.
However, those who reported pain (all levels) wagaificantly more likely to self-

report being depressed.
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