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EXPLORING THE POTENTIAL OF AGING NETWORK SERVICES
TO IMPROVE DEPRESSION CARE
By
Leslie Kay Hasche
Doctor of Philosophy in Social Work
Washington University in St. Louis, 2009

Professor Nancy Morrow-Howell, Chairperson

Depression is a prevalent, debilitating yet treatable psychiatric disaffdeting
older adults. Older adults underutilize specialty mental health care tpetisiseceive
poor quality care in primary care settings, and have high rates of non-adherence t
pharmacotherapy. Aging network services, such as adult day services, hoseedass,
senior centers, and supportive housing may be able to improve the quality of depression
care. However, it is unknown how current models of empirically supported depression
care are used within or could be adopted by aging network services. Thus, this study
described the organizational factors, staff factors, and current agectigggaegarding
depression among aging network services to examine their potential to adopt new
depression practices.

Using mixed methods, data were gathered on the organizational culture, climate,
and structure, current depression practices, and staff attitudes througiewsevith
program managers (n =20) and surveys with staff (n = 142) for 17 agencies. The
judgment sample consisted of agencies that have ongoing contact with corrinaseity

older adults and was stratified by agency type (i.e., adult day services;drerservices,



senior centers, supportive housing). Multilevel modeling and constant comparative
analysis was completed.

Although agencies did significantly vary according to agency type by
organizational context (i.e., funding; the proficiency, rigidity, and resistaf
organizational culture; and the engagement, functionality, and stress of oligaaizat
climate), these factors were not related to empirically supported deprgsactices or
staff attitudes about depression care. Most barriers to implementing newsitapre
practices were universal. These findings applied to organizational féctortack of
resources, limited funding) and staff factors (i.e., limited knowledge anéstteoncern
for client acceptance of depression care). As facilitators, agefneguently offered
psychoeducation, collaborated with health providers, and provided holistic services to
promote socialization, independence and health. The distinctions between ggescy t
involved their current depression practices (i.e., supportive housing staff rassjed
for depression due to privacy mandates for housing facilities, competition among
homecare agencies prompted delivery of in-home psychotherapy and casemenriag
Findings informmultilevel implementation strategies for translating research into
acceptable and sustainable practices for aging network services, andytiigyhththe
broader needs for increased funding, training, and awareness to improve theofjuality

depression care across agencies.
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Chapter I: Introduction

The Surgeon General has recognized geriatric mental health ses/eesgonal
priority (U.S. Department of Health and Human Services, 1999), and the White House
Conference on Aging (WHCOA) has voted mental health as one of the top 10 concerns
for policy development (WHCOA Policy Committee, 2006). Depression, which is
considered a prevalent, deleterious, and treatable psychiatric disdedéingfolder
adults, is a particularly pressing problem. Empirically supported peso#ixist, yet
simply knowing about these practices is insufficient because older adults dizgerut
specialty mental health care, persistently receive poor quality carenargrcare
settings, and have high rates of non-adherence to pharmacotherapy (@haine3003;
Zivin & Kales, 2008).

Thus, the Presidentdew Freedom Commission on Mental Headgntified
public agencies as a potential site for integration of mental health carehalieats in
their existing service systems (U.S. Department of Health and Human Sead64).
In particular, research has emphasized the promise of collaborative eareetrtemodels
for depression in older adults. Collaborative care is defined as a systercHange to
primary health care settings that involves using nurses or social waskdepression
care managers to aide screening, adherence to treatment protocols, and ugeabfipsyc
consultation (Katon, 2003).

For older adults, aging network services may be opportune places for mental
health integration through collaborative care models. The aging network semaces
defined as an informal coalition of agencies providing in-home and community-based

services to help promote health and independence of older adults. Aging networlsservice



span across a continuum of care and range from information and referralsseserger
centers, supportive housing, homecare services, adult day services, assistechtiving, a
institutional care (Wacker & Roberto, 2008). Particularly, services thatamaorgoing
relationships in older adults’ homes or communities and have clinical stathanay
existing resources to incorporate depression care, yet little is known akpoatithent

response to depression and their capacity to adopt new practices.

The Prevalence of Depression in Aging Network Services

As countries around the world face increasing proportion of older adult
populations, the number of older adults with mental illness is also expected to quadruple
by 2030 (Jeste et al., 1999). Specifically, late life depression is a sagmifiablic health
issue that is associated with increased disability and poor quality d&ékinan et al.,
2002; Penninx et al., 1998). Depression increases risk of overall mortality (Adamson,
Price, Breeze, Bulpitt, & Fletcher, 2005; Penninx et al., 2001; Unltzeick &larmon,
Simon & Katon, 2002) and suicide (Heisel & Duberstein, 2005). Older adults with
depression exhibit poorer outcomes on other medical conditions, such as diabetes and
heart disease, due to the impact of depression on a person’s adherence to medication
regimens, diets and other recommended health behaviors (Evans et al., 2005; Katon,
1996). Subsequently, this leads to significantly higher total health care costs for
depressed older adults when compared to non-depressed older adults according to
Medicare claims data (Unutzer et al., 2009).

Between 8% to 16% of community-dwelling older adults experience clipicall

significant depressive symptoms (Beekman, Copeland & Prince, 1999), and rates of



major depression range from 1% to 9% (Beekman et al., 2004; Blazer, Burchetie Servic
& George,1991; Gallo & Lebowitz, 1999). Prevalence rates are above 20% for hospital
(Koenig, Meador, Cohen & Blazer, 1988) and institutional long-term care settings
(Parmelee, Katz, & Lawton, 1989). Research specific to aging networkesemdicates
higher prevalence rates for depression due to the correlation betvpeessiten and
comorbid medical conditions (Egede, 2007). Multiple medical, functional and
psychosocial comorbidities are common among aging network service clyemdsuie

of the service eligibility requirements (Proctor, Hasche, Morrow-Howklin8vay, &

Snell, 2008). Older clients receiving publicly funded homecare services haatepoey
rates of 6% for major depression and 19% for minor depression (Morrow-Howkell et a
2008). Thirteen percent of home health care clients have major depressiandBalic
2002), and 10% have clinically significant depressive symptoms (Ell, Unutzer, Aranda
Sanchez, & Lee, 2005). For adult day services, researchers extractifrpmasarvice
records reported that one in five older adult clients had some documented psychiatri
diagnosis, including depression (Richardson, Dabelko, & Gregoire, 2008). For dapressi
rates in other aging network services, such as senior centers or supportixg,ithas
literature is scarce.

However, when risk factors for depression are considered, it is suspected that
client populations in aging network services will also be vulnerable to depression
Typical clients of aging network services tend to be female, widowed, aboage o
75, and report high rates of functional disabilities (Gelfand, 2006; Wacker & Rpberto
2008). This description is similar to the risk factors for depression. Older adults

resemble the general population for risk factors, in that female gendeoflsocial



support, disability, lifetime history of depression, and negative life everts,as death

of a spouse, are significantly associated with the risk for depression (Cole, 2005;
Schoevers et al., 2000). Chronic depression and non-response to treatment have been
associated with increasing age, socio-economic disadvantages, impaietggooort,
increased medical comorbidity, pain and impaired physical functioning, @atinson,
Katon, & Kroenke, 2003; Bogner et al., 2005; Charlson & Peterson, 2002; Hayes et al.,
1997; Lyness et al., 1996; Mojtabai and Olfson 2004). Thus aging network services
responding to medical, functional, and psychosocial needs may be seeing cliee#t at

risk for depression.

The Poor Quality of Current Depression Care

Late-life depression is predominantly treated through general medatabaial
services as part of the de facto mental health care system (Reagefi®893). In these
settings, older adults are less likely to be screened for depression, evdn thoug
empirically supported screening tools exist (Aredn & Ayalon, 2005; Pignaie 2002).
From one observational study of patient-physician interactions involving discuss
depression, physicians used formal depression assessment tools only #seritiof
389 visits (Tai-Seale et al., 2005). Another study documented that older adudtssare |
likely than younger age groups to be systematically screened for meadthlreeds in
primary care (Edlund, Unutzer, & Wells, 2004). Lastly, for older social servestsli
with depression, only one-quarter of their agency files contained documentatier of t

depression status (Proctor, Morrow-Howell, Choi, & Lawrence, 2008).



Empirical support is extensive for pharmacotherapy (Baldwin et al., 2003;
Shanmugham, Karp, Drayer, Reynolds, & Alexopoulos, 2005; Segal, Pearson, & Thase,
2003) and psychotherapy (Mackin & Arean, 2005; Scogin, Welsh, Hanson, Sump, &
Coates, 2005) to treat depression, yet older adults’ continue to receive poor care. For
pharmacotherapy, questions of overuse, inadequate dosage, and disparitiessin acce
persist. Antidepressants are the third most commonly prescribed medionatenunited
States (Center for Disease Control, 2004) and approximately two-thirdpretded
older adults receive pharmacotherapy according to Medicare claimCadgstal,
Sambamoorthi, Walkup, & Akincigil, 2003). These high utilization rates do not indicate
guality care because claims data only describes prescriptions accEssethted non-
adherence to antidepressant medications is between 40% and 75% (Salzman, 1995), and
approximately one out of five depressed adults did not fill an initial prescription leecaus
of cost (Piette, Heisler, Wagner, 2004). Fewer than half of older adults &eel tnetn
doses in accordance with expert guidelines in primary care settings {Kao Korff,

Lin, Bush, & Ormel, 1992; Katon et al., 2004; Simon, 2002). Older minority adults are
two times as likely not to receive antidepressants compared to Cauclasaadults
(Fyffe, Sirey, Heo, & Bruce, 2004; Strothers et al., 2005), and minority race is
significantly associated with not receiving guideline-concordant plantiharapy

(Crystal et al., 2003).

While potential overutilization and poor quality of pharmacotherapy is a
significant problem, the underutilization of psychotherapy is also strikingr(@y et al.,
2003; Rosenbach & Ammering, 1997). From a telephone survey of a national

community-based sample, only 5% of older adults with a psychiatric diagnositedepor



using counseling services (Klap, Tschantz-Unroe, & Unitzer, 2003). More resdtd re
based on Medicare claims data indicated that 14.4% of older adults with a tiagnos
depression received only psychotherapy and 25.5% received both psychotherapy and
antidepressants (Crystal et al., 2003). This rate is similar to respditing that 15.1%

of depressed older adults received counseling services upon discharge from an acute
psychiatric hospitalization (Li, Proctor, & Morrow-Howell, 2005). Furthermarstudy

of Medicare claims data and linked survey data concluded that while 25% of kedica
beneficiaries with an episode of depression received psychotherapy, of these 33% of
beneficiaries remained in consistent treatment for two-thirds of thewagpof care

(Wei, Sambamoorthi, Olfson, Walkup, & Crystal, 2005). With this inadequate use of
pharmacotherapy and psychotherapy, researchers focused on improving tigefuali
depression treatment offered by the chief de facto mental health care premitheary

care physicians.

The Limited Reach of Quality Improvement Efforts

This gap between knowledge about effective treatments and the delivery of
empirically supported practices has been characterized as a “cimaguality and a
priority for future research from the National Institute of Mental Hhe@itstitute of
Medicine, 2006; U.S. Department of Health and Human Services, 2006). With private
foundations and government institutes funding over $50 million to research and
implement collaborative care, it is the dominant system-level interveiotiomproving
the quality of depression treatment (Katon & Unutzer, 2006). Collaborativescare i

defined as a system-level change to primary care that involves imeggragntal health



professionals, improving record-keeping systems, and formalizing protocols for
empirically supported care and patient self-management (Katon, 2003). Sexenadl
groups, such as th&resident’'s New Freedom Commiss{dh S. Department of Health
and Human Services, 200Mational Institute of Clinical Excellenq®Vhitty & Gilbody,
2005), and thé&lational Business Group on HealiGenter for Prevention and Health
Servicess, 2005) recommend collaborative care due to its extensive evidence-base
(Badamagarav et al., 2003; Bruce et al., 2004; Neumeyer-Gromen, Lampé&rt&Star
Kallischnigg, 2004) and its doubling of the effectiveness of depression treatment for
older adults (Unutzer, Katon, et al., 2002) .

Unfortunately, primary care settings have faced several barriers toraglopti
collaborative care (Unutzer, Powers, Katon, & Langston, 2005). Barriers include
organizational culture, limited resources for sustaining staff, and poor inttase
(Grympa, Haverkamp, Little, & Unttzer, 2006; Rundall et al., 2002). Lin and colleagues
(1997) report that physicians reverted to baseline “non-guideline-concongaaithént
after grant-funded organizational supports were eliminated. Similarlygiaight health
care organizations involved in a collaborative care study, only one site hasesiiste
of the integrated mental health professionals and treatment protocols beyonadthe gra
period (Grypma, Haverkamp, Little, & Uniitzer, 2002). Strained resouredsr¢her
exacerbated because most physicians operate in small, geographitalty idisations
and are not intimately connected within a large organization (Barry & Frank, 2006;
Belnap et al., 2006). Lastly, confining collaborative care to primary csodialits its
reach to populations with routine access to primary care (Clairborne & Naundg,

2001).
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Expanding the Responsibility of Improving Depression Care
With this understanding that prevalence rates vary by setting, that dides a
underutilize specialty mental health care, and that primary care freqpeniiges
inadequate care, it is crucial that a variety of medical, psychiatric, aiadl Sewice
settings respond to depression—including aging network services. Furtherystam-s
level interventions, such as collaborative care, face multiple barriers. haymtential
of other service systems to improve the quality of depression care needs pbobedex
For over 30 years, the Aging Network has consisted of an informal coalition of @genci
providing in-home and community-based services. In most states, agingkhetwor
services administer Medicaid waiver funds through Area Agencies on Agingated St
Units on Aging (Carbonell & Polivka, 2003); however, private for-profit and not-for-
profit organizations also offer corresponding services. It is estimatedh¢satdervices
reach 13 million older adults age 60 and over, with a disproportionately higher number of
minority and low-income older adults in comparison to the general older adult populatio
(O’'Shaughnessy, 2008). Wacker and Roberto (2008) divided aging network services into
different types depending on the core service or product offered, such as:
1) Community servicef®r older adults with low-levels of dependency and
high autonomy. Examples include: information and referral, income
assistance, volunteer and educational programs, and senior centers.
2) Support servicew help older adults maintain their level of functioning.
Examples include nutrition, transportation, supportive housing, and

legal help.
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3) Long-term care servicdsr older adults with greater dependency
needs. Examples include case management, homecare services, adult
day services, assisted living, adult foster homes, and nursing homes.

In the current study, aging network service agencies were included ibffieeed
ongoing services from social service and other staff to community-dweltiieg atiults.
Thus, not all services types listed above were included. For example, sincatidorm
and referral is mostly accessed at a single point in time, this servinetditket criteria
for ongoing treatment. Since neither transportation nor legal services lypigalve
nurses, social workers, or other counseling staff, these services veeeg@lsded from
the study. Lastly, even though improving depression care in institutional-leaseds
is a pressing need these services were excluded so the study may focusnexplaed
potential of community-based services. Institutional-based services, sugisiag
homes, assisted livings, and hospitals, have organizational structures that nmore ofte
follow a medical model; thus, these service types are not representatgregohatwork
services that are considered primarily social services. Furthermamajunity-based
services are a growing service sector that meets the older aduisépoe for remaining
at home or in non-institutional settings (Gibson, Gregory, Houser, & Fox-Grage, 2004).

Empirical literature on community-based care is sparse and fraudjhpreblems
of inconsistencies in the operationalization of services, outcomes measutesmple
populations (Hyduk, 2002; Gelfand, 2006; Lee & Gutheil, 2003). This lack of precision
in service definitions and boundaries adds unique implementation challenges for aging
network services settings (Feldman & Kane, 2003). Furthermore, the enaiunity-

based social services in addressing late-life depression is rglathestplored. In most
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service settings, mental health care is not a specified mission. Goadgrigmetwork
services often are comprehensive by promoting global functioning, improving cpfality
life, and minimizing need for nursing home placements—all which may benefit fi@m t
inclusion of mental health services (National Association of Statue Units owg,Agd.).
Several case examples of depression care exist in aging netwodesehvough
co-location of state-sponsored mental health services, designation of eacagenfor
clients with depression, and outreach efforts (Frederick, et al., 2007; Gelfaryd 2006
Recent studies also describe the efficacy of using senior housing (Cieckiagioals
2004; Rabins et al., 2000), public case management and other gerontological social
service agencies (Luptak, Kaas, Artz, & McCarthy, 2008; Quijano et al., 2007), and home
health care agencies as settings for collaborative care treatmens fBatesrjee,
Shamash, MacDonald, & Mann, 1996; Ell et al., 2007). Thus, with this precedence and
the overarching demand to provide quality depression care to older adults, an
examination of how aging network services may help improve depression care was

warranted.

Research Aims
Glisson’s (2002) organizational social context theory provided guidance to this
study that explored aging network services’ current response to depressioh taroug
stratified sample of 17 agencies per fogpes of aging network services: adult day
services, homecare services, senior centers, and supportive housing. With a mixed

methods approach, data collection occurred through in-depth qualitative interviéws wi
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program managers, who were acting as key informants (k = 20), and self-agimdhist
surveys with staff (n = 142). Study aims included:

Aim 1: Describe aging network services’ current depression practices and
key informants’ perceptions (i.e., facilitators and barriers) related
to these practices.

Aim 2: Examine how variations in current depression practices are related
to organizational context and staff-level factors among aging
network services.

Aim 3: Classify the potential, among types of aging network services, to

adopt new depression practices.

Hypotheses

First, inAim 1, it was hypothesized that the presence of current depression
practices will vary among types of aging network services. Due tiaritied amount of
existing literature on depression care among the service types (i.e.,adciétrd,
homecare services, senior centers, and supportive housing) and to the exploratery natur
of this qualitative aim, no direction was supposed for this hypothesis. For this hygothes
data were drawn fromualitative interviews with program managers to identify
perceptions of the facilitators and barriers to depression care in agingheémaces.
Interviews also explored the congruence of current practices to indioatargoirically
supported depression care (Oxman et al., 2006).

Second, hypotheses &im 2are based on the organizational social context theory

(Glisson, 2002) and focus on the relationship between positive cultures and clintlates wi
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the dependent variables of staff attitudes (attitudes toward evidenckgrasgces, staff
morale) and agency depression practices (count of empirically supportesisitapre
practices used by the agency per Oxman et al., 2006). The hypotheses are:

H2.1: Proficient cultures are directly associated with staff's posititieidés to
new depression practices, with staff morale, and with the agency’s use of
current depression practices.

H2.2: Rigid cultures are inversely associated with staff's positiveidég to new
depression practices, with staff morale, and with the agency’s use of
current depression practices.

H2.3: Resistant cultures are inversely associated with staff's posititedes to
new depression practices, with staff morale, and with the agency’s use of
current depression practices.

H2.4: Functional climates are directly associated with staff's posititieides to
new depression practices, with staff morale, and with the agency’s use of
current depression practices.

H2.5: Engaging climates are directly associated with staff's postiteides to
new depression practices, with staff morale, and with the agency’s use of
current depression practices.

H2.2: Stressful climates are inversely associated with staff's pesttitudes to
new depression practices, with staff morale, and with the agency’s use of
current depression practices.

Researchers have tested these proposed relationships between organizational

context in children’s mental health services and affirmed the associatieedne
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organizational climate and culture with staff attitudes (Aarons & &wi2006a), staff
behaviors (Glisson & James, 2002), and access to mental health services (Glisson &
Green, 2005). Two specific constructs are supported by the literature: constcutture
and positive climateConstructive culturelescribes an organization that has norms
promoting positive, proactive behavior and satisfaction though being highly pntficie
yet minimally rigid and resistant. Secondya@sitive climatas the employees’ perception
that the work environment positively impacts their well-being and it is chawsdey
being highly functional and engaging but minimally stressful. Axor 2 multilevel
modeling was used with survey data to examine organizational (i.e., culturaeclim
structure, financing, penetration of services into market, and staff retesmnaviéer) and
staff (i.e., attitudes and knowledge) predictors of current depression esaaid staff
attitudes.

Due to the exploratory nature Aim 3 no hypotheses were proposed. Based on
findings from Aims 1 and 2, the aging network services types were catebbyizkeir
potential (i.e., high, medium, low) to adopt new depression practices. By using the
guantitative findings along with qualitative data on the key informants’ pexdei
facilitators and barriers, a list of factors that indicate potential lg@asldeveloped and
compared to current literature on implementation of empirically supportedsdepre
care models for older adults. The guiding research questions involved:

e What constructs informed the classification of agency potential to adopt new

depression practices?

e What commonalities occurred across agencies in classifying their pbtentia

adopt new depression practices?
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e How did types of aging network services (i.e., adult day services, homecare
services, senior centers, and supportive housing) differ in their potential to
adopt new depression practices?

To place the findings in context of the methodological, theoretical, and empirical
base, the dissertation is organized as follows. Chapter 2 provides a review of the
theoretical and empirical background for the main study constructs andGhiayser 3
details the methodological approach for sampling, measurement, data cqll@ctiaiata
analysis. Chapter 4 contains the qualitative finding&if 1 regarding perceptions of
aging network services’ current depression practices. Chapter 5 pitbsedéscriptive,
bivariate, and multi-level modeling results faim 2regarding the relationship between
organizational context, staff factors, and the provision of depression practiceg am
aging network service types. Chapter 6 is the first part of the discussimmsgcthat it
presents how the qualitative and quantitative findings were integrated and ietktpret
determine adoption potential among aging network service types as part 8f
Finally, Chapter 7 concludes the discussion section by summarizing the maindimding
the context of study limitations and strengths, and by discussing imphisaif these

findings.
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Chapter Il: Theoretical and Empirical Basis

Organizational Social Context Theory

To explore the potential of aging network services to improve depression care,
this study used Glisson’s (2002) theory of organizational social context. The socia
context encompasses the interpersonal relationships, social norms, behavioral
expectations, individual perceptions, attitudes, and other psychosocial factqne tid
over organizational members’ work behaviors and attitudes. Using a muléjgwelach,
Glisson (2002) specifies this theory by describing that work performaecenork
behaviors and attitudes) is a function of the climate, culture, technology, aridrstifc
an organization. This theory provides the basis for assessments of orgaalzatd
community determinants in the adoption of empirically supported pracGdissdn,

2007; Glisson, Landsverk et al., 2008). It also has guided an intervention that modifies
organizational barriers to increase mental health service avajaf@kjponsiveness, and
continuity for adolescents (Glisson, & Schoenwald, 2005).

Health services literature has also recognized the role of organizatiocorl ithe
improving the quality of care. Ferlie and Shortell (2001) identify that orgaovizat
culture and the properties of the providing team are key influences on quality
improvement efforts in health care. In fact, Shortell and colleagues (2004)thegiort
culture and perceived effectiveness were associated with the number and depth of
changes made during a national evaluation of quality improvement efforts forachroni

illnesses, including depression.
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Conceptual Framework

Figure 2.1 depicts the model for applying organizational social context tteeory
aging network services’ adoption of depression practices. According to tbirg,thging
network services vary on organizational context (technology, culture, cliarate
structure), resulting in different staff attitudes and behaviors (i.e., skpnepractices)
which ultimately will influence how staff behaviors are changed aedtatiutcomes.

The end outcome was the organization’s potential to adopt new practices.

The theory used the term “technology” to describe the product or service resulting
from the organization’s raw materials, skills, knowledge, and equipment. As with other
human services, the technology in aging network services is considered a “soft
technology” since it is dependent on human skills and knowledge instead of a set product
made from raw materials or equipment. Thus, aging network services can be ditaded i
different types depending on the core technology offered by the staff through agency
programs (i.e., adult day services, homecare services, senior centers, anaveupport
housing). The implementation of soft technologies, in particular, are influenced by
existing organizational norms because there is no consistent agreemetoabthese
technologies should be implemented, their outcomes are unpredictable, and evaluating
the effectiveness of implementing such technologies is difficult (Glisson, 2000).

Although other political and economic factors may influence the adoption of new
depression practices, only the staff- and agency-level variableevwauated because
aging network services operate predominantly under the same policies, suelOéder
Americans Act, Medicare and Medicaid. Since the sample was from one geodraphica

region, within in one state, the potential for variation is further diminished.
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Figure 2.1: Model of organizational social context for aging network services’
adoption of depression practices

Aim 1 Type of Aging Network Service Organizational Context Aim 2
- Adult day services - Culture
- Homecare services ,| - Climate
- Senior centers - S.tructulre
- Supportive housing - Financing
- Penetration
/ \ - Staff turnover
mgﬂ Agency’s Current Depression Practices Staff Factors
Perceptions || - Use of empirically supported practices ~ |«»| - Evidence-based
| - Incentives - Care management practices attitudes
| - Facilitators - Psychiatric consultation - Knowledge
- Barriers ~— “Morale
\ ! /
Aim 3 Agency Potential to Adopt New Depression Practices
Study Variables

As background information, a description of each aging network service type is

provided.

Adult Day Services

Adult day services, also referred to as adult day care or adult day health car
services, is defined as a community-based group program that offers indiaduedie
plans for adults with both physical and cognitive functional impairments in a wetect
setting during part of a day but less than 24-hours. It is a structured and ltenspre
program that provides a variety of health, social, and other related supporservic

Average duration of care is 2 years. Adult day services include personassiatarace
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for activities of daily living, therapeutic activities, nutrition and therapediits, social
services, nursing, rehabilitation services, emergency care, famitateaiy, counseling,
and transportation (Gelfand, 2006; Wacker & Roberto, 2008).

Even with the average daily census for adult day services programs at ) client
theNational Adult Day Services Associati(#007) estimates that enrolled client
population is over 150,000 Americans. Seventy-eight percent of the programs are not-for-
profit private or public organizations; while 22% are private for-profit. Threetensaof
the programs are affiliated with other aging network services (i.e., homatstitutional
long-term care, medical centers, or multi-purpose senior service orgamszpatis of
2005, all states offer coverage for adult day services as a Medicaid be ti&fttugrh
state waivers. VA funds, private pay, philanthropic support, and private longdesm c

insurance also add to the funding mix (O’Keeffe & Siebenaler, 2006).

Homecare Services

Homecare services are offered by both health and social service agandi&
includes a range of services with the objective to maintain people in leastivestr
environments for as long as possittleme health careonsists of medical, nursing,
social or therapeutic services that were ordered by a physician, deliv@@daunder
the supervision of a nurse, for an average duration of 2 to 3 mdftmsemaker
serviceswhich are supportive rather than medically oriented, assist with instrdmenta
activities of daily living through homemakers and chore workers whom contaéite of
laundry, light house cleaning, meal preparations, or maintenidonoge health aides

provide personal care (i.e., grooming, bathing, transfers and ambulation, etc.)carfome
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may also incorporate case management, telephone reassurance progriemd|yr fr
visitor services. Together, these services are to be coordinated, individuahde
responsive to fluctuations in clients’ functional and medical needs (Wacker &tBobe
2008).

According to theNational Association of Homecare and Hospi2@,000
homecare providers serve 7.6 million clients (Benjamin & Naito-Chan, 2006). Funding
sources for homecare include Medicare, Medicaid, private health insurance filans, T
XX of Social Service Block Grants, Title Ill of the Older Americans, Af#terans
Administration, and TriCARE (previously called CHAMPUS) for civilian hieaéare of
uniformed service members. The majority of homecare agencies are foriarofiot-

for-profit agencies often offer services on a sliding scale.

Senior Centers

Per the Older Americans Act, senior centers are designated focal points in a
community where older adults may come together for a broad array of services and
activities, including but not limited to nutrition, recreation, social, educational
information and referral, and fitness programs. Their primary servicgamiss their
nutritional programs through congregate meals and home delivered meals, with the
home-delivered meal programs consisting of the largest and fastestgypawiion of
the program (i.e., 59% of meals being served to frail older people living at home)
(O’'Shaughnessy, 2008). Approximately 10 million older adults are served eadbyyear
an estimated 15,000 senior centers (Beisgen, & Crouch Kraitchman, 2003). Senior

centers are located in a variety of facilities such as old schools, commemigys,
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churches, or housing projects. Although some researchers speculate that disler adul
participating in senior centers “age in place” for several decades (W&ac¢keberto,

2008), from their early sixties to their mid-eighties, empirical evidenoet available to
support this estimated duration of service use. Senior centers are predomindiotly not
profit organizations that receive a mixture of funding from public sources, in-kind
contributions, and voluntary financial support. The Older Americans Act encourages
senior centers to seek contributions from participants to defray costs, butdsfeeior

centers to require fees (Rozario, 2006).

Supportive Housing

While the majority of older Americans live in conventional housing (82% in
single-family homes, multiunit structures, or mobile homes), approximately 4 tf 5%
older adults live in supportive housing that is considered non-institutional (Gonyea,
2006). Supportive housing is defined as environments that are designed to provide
varying degrees of assistance and oversight. The older adults areedxpdm self-
sufficient and capable of most self-care activities, but in need of some stistaace.
Examples include Elder Cottage Housing Opportunities (ECHO), senior cotggrega
housing facilities (i.e., public and non-public senior apartments), continuing care
retirement communities, board and care homes, and adult foster care (Waakieer€oR
2008). Most supportive housing facilities offer the older adult private rooms or
apartments that are connected to shared areas and services for dinihgasogia
recreation, and supportive services (i.e., laundry, meal preparations, and other

housekeeping services) in a “secure barrier free environment.” Althoughainedic

23



personnel are not typically staffed, other on-site staff include buildinggess)a
social/activity organizers, and sometimes social workers or nurses. Mieisealrch is
available to describe the duration of residence in supportive housing facilitiesndrundi
sources include public housing dollars, private pay, not-for-profit organizations (i.e

Catholic Charities), and for-profit business.

Organizational Context

Per Glisson (2002), organizational context involves the technology (i.e., service
type), as described above, plus the constructs of culture, climate, and structur
Although, structural factors may contain variables for financing, penetratidrstaffing,
these three constructs are considered separately due to literature sggperti
importance in the adoption of empirically supported practices (Aarons, Zagérsky,
Palinkas, 2007). These variables are defined below.

First, cultureis the normative beliefs and shared behavioral expectations of an
organization. It is a shared experience of coworkers and is taught to new members
through observation, modeling, and implicit and explicit incentives. For example,
constructive cultures promote positive, proactive behavior through norms of noutjvati
individualism, support, and interpersonal connections (Cooke & Szumal, 2000). Per
Glisson’s (2007) recent work, constructive cultures are characterizethgighly
proficient but having low rigidity and resistance. Proficiency is definedvadving
expectations for staff to prioritize client well-being, competency, and uge-taf-date
knowledge. Resistant cultures involve expectations that staff show minimasintere

change and new practice methods and that change efforts are facedtiwisimcand

24



apathy. Rigid cultures are characterized by staff having minimabiliex discretion,
and input into decision-making due to bureaucratic rules and regulations.

Second, psychologicalimatedescribes the individual perceptions of how the
work environment impacts one’s well-being. When individual-level responses m#prese
a shared perception among staff (i.e., overall consistency of responsesdes tian
0.70), they constitute the organization’s climate or a global pattern in which thplenul
dimensions of climate produce an overall effect (Hemmelgarn, Glisson, & ,J20063.
These dimensions are aggregated to obtain a positive or negative valence for the
organization’s climate (Cooke & Szumal, 2000). Multiple dimensions measure ¢limate
such as emotional exhaustion, depersonalization, role conflict, and role overload and have
previously been characterized as being related to worker burnout (Maslkatkgon,
1981). Based on this framework, Glisson (2007) proposes three key characteristics of
organizational climate: engagement, functionality, and stress, with morevpaditnates
having high levels of engagement and functionality, while having low levels s stre
Glisson (2007) described engaged cultures that facilitate staff accomgtisbfn
worthwhile goals, staff involvement in work tasks, and staff concern for clients
Functionality is defined as cooperative work environments that offer clear tartkngs
of staff roles, fit within the organization, and means to be successful. Lsistigsful
climates relate to emotional exhaustion, overload, and inability to get ngcestas
accomplished.

Third, indicators obtructureinclude the distribution of power (i.e., centralized or
decentralized), procedures for care, and formal designation of roles/divisidnoof la

Although still important for understanding the organizational context, Glisson (2002)
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describes that no optimal structure can be applied to human service organizations due to
the diversity in technologies offered. A few structural factors may be impantant
understanding how depression practices are implemented into aging netwimdssand

were included as covariates, such as category (i.e., public, non-profit,izécof s

agency, caseload sizes, and distribution of power.

Fourth,financingdescribes the funding sources for aging network services
generally along with sources specific to mental health services. éPldethture,
understanding the financial incentives and disincentives related to the provisiontaf me
health services is a key factor related to the eventual adoption of empsigatigrted
depression practices (Kilbourne et al., 2004; Pincus, Pechura, Elinson, & Pettit, 2001,
Unttzer, Schoenbaum, Druss, & Katon, 2006). Economic incentives are both intentional
and unintentional inducements of how health care should be provided by the structure
and regulations of its financing (Ettner, 1997; Wagner, Austin, & Von Korff 1996).
Researchers have described disincentives to treat depression and to Wonlentél
health specialists, yet incentives encourage the overutilization of aetsdept
medications (Pincus et al., 2001). Since it is unknown how incentives operate in aging
network service settings, this construct was explored through qualitative probingewi
informants.

Fifth, to understand the potential impact of implementing depression services in a
given aging network servicpenetrationmeans the size of client population (i.e.,
potential reach of the new service).

Lastly, staff turnovemwas explored. Problems with staff retention and high rates

of turnover impede organizational functioning and increase costs—which is @ahicul
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problematic for mental health and human services (Glisson, Schoenwald, et al., 2008;
Howard & Gould, 2000). For aging network services, Newcomer, Fox, & Harrington
(2001) relate the high rates of staff turnover and staff shortages with overarching
concerns for the quality of care. Researchers report that both culture aaie ahrpact
staff turnover (Aarons, & Sawitzky, 2006b), and that turnover is an important factor
influencing the adoption of innovative practices (Aarons, 2006; Glisson, Dukes, & Green,
2006). ldeally turnover would be observed longitudinally with both staff and
organizational data; however, two surrogate means for measuring staff tunsoge

used in this study to fit with data collection procedures. First, the key infornvargs
asked to discuss the occurrence and impact of staff turnover. Second, the staskegre a
for their job tenure (years working in the present employment setting) whichenied

to calculate the percent of staff with over twelve months tenure. Thispegee

accounts for the possibility that social service staff may have a subseplofyess with

long job tenure and a subset of positions that have high turnover.

Manager’'s Perceptions of Facilitators and Barriers to Depression Care

Perceived incentives, facilitators, and barriers to depression care waireedbt
from both the managers and staff. The importance of these constructs is based on the
barriers to implementing collaborative care and other depression prdBi#ces &
Frank, 2006; Belnap et al., 2006; Grympa, et al., 2006; Rundall et al., 2002). Since a
validated scale to measure these constructs does not exist, open-ended questions

used to obtain qualitative data in both the managers’ interviews and staff surveys
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Agency’s Current Depression Practices

Researchers report the effectiveness of treating depression in pcamarsettings
with a collaborative care model (Uniitzer, Katon, et al., 2002; Bruce, et al., 2004). To
promote treatment fidelity, they also provide preliminary frameworksriguirically
supported practices when implementing collaborative care (Belnap et al., 20@@jtNe
et al., 2006; Pincus et al. 2006; Rollman, Weinreb, Korsen, & Schulburg, 2006). Based
on this primary care literature, Table 2.1 depicts how this investigator apgptisel t
indicators of empirically supported depression care to aging network sdryicesg a
3-component model that involves 1) key practices, 2) case management, and 3) a
supervising psychiatrist (Oxman et al., 2006). Key practices include ninetibem
measure structural resources and process of care factors that focueeamggcmvritten
protocols, documentation, care plans, frequency of contacts, communication withyprimar
care and other means of addressing barriers to mental health care. The thessnot
specify follow-up contact with the primary care physician, and insteathigftliscussion
more general to any contact with primary care physicians.

Although specific measurement items for case management services or
psychiatric supervision were not included in the original measure, they werdadcdh
the conceptualization of current depression practices for this study. éxyasted that
variation among aging network service agencies occurs for use ofglepresreening,
provision of psychotherapeutic services, formalized connections with psychjatndt

integration of services with primary care and other mental health providers.
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Table 2.1: Indicators of current depression practices in aging network séces

Constructs Adapted Constructs
for Primary Care* for Aging Network Services
Baseline standardized Assessment contains depression
depression screen screen

Has written protocols to assess and
intervene for suicide

Educational materials about Offers educational materials about
depression depression

Addresses barriers to mental health
treatment

Suicide assessment

Treatment barrier

Key , Protocols allow for revisions to care
. 4-week treatment adjustment
Practices plan at 4 weeks
Adjust treatment until Monitors and alters care plan to
remission achieve remission
Confirm primary care Has contact with clients’ primary care
provider follow-up provider
Care manager calls before  Faclilitates contact and appointments
primary care visit with primary care
At least 1 primary care visit Documents service use and a
and 2 case management callsminimum of two case management
in three months contacts with client in three months
Case , Offers non-mental health case
Not included
Management management
PSyCh'a.ltr.'C Not included Psychiatric consultation occurs
Supervision

*Based on Oxman et al., (2006) indicators of enapily supported depression care for primary care
settings. Column on adapted constructs for agatgork services was developed by the investigdtor o
this study.

Staff Attitudes and Knowledge

Aarons (2005) identifies four domains of staff attitudes relevant to the adoption of
empirically supported practices, which include 1) appeal of the new unsgquiietice,
2) requirements to adopt the new practice, 3) openness to innovation, and 4) perceived
divergence of the new practice from current behaviors. By assessing attduaed
new, unspecified interventions, Aarons reports empirical findings of a relationship
between organizational context and staff attitudes (Aarons & SawitzkyaR006

Furthermore, since staff attitudes specific to stigma and misconceptiondapoegsion
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in late life may create barriers (McCrae et al., 2005; Unutzer, Katony&uylg

Miranda, 1999), this construct was specified to attitudes toward new depresstameprac
To measure knowledge, the staff were asked about any training they teivede
regarding depression and their confidence in recognizing depression inidms. As
another staff-level indicator, morale may also be influenced by organizatmmaixt and
impact implementation efforts (Glisson, Landsverk, et al., 2008). Morale indibates t
individual staff’s state of willingness and confidence to perform expectdd wor

behaviors.

Potential to Adopt Empirically Supported Depression Practices

A growing body of literature describes how and why new practices are adopted.
Stemming from Rogers’ (200B)iffusion of Innovationgnodel, an innovation (i.e., new
depression practice) is communicated over time to potential adopters (vieg ser
providers). The spread of an innovation is a function of how the potential adopters
perceive it as a relative advantage over current practices and as con#tilebeisting
behaviors and attitudes. Further guided by Aarons, Zagursky, & Palinkas (2008)tconc
mapping of stakeholder perspectives on adopting empirically supportedgsadim 3
intended to identify a set of factors from organizational context, staffoss and
knowledge, current depression practices, and perceptions data to develop a list of
facilitators and barriers. These findings were combined to classifyiag @etwork

service type’s potential for adopting new depression practices as high, mediom.
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Chapter Ill: Methods

Design

This study followed a sequential exploratory mixed methods approach
(Tashakkori & Teddlie, 2003) by first using in-depth interviews with key méotts (i.e.,
program managers) and then staff surveys. The approach involved an exploratdry use
cross-sectional data and is similar to other mixed method designs recommended for
organizational research (Lee, 1999). As depicted in Figure 3.1, the data@okext
data analysis occurred sequentially. First qualitative in-depth intesdad the analysis
of these interviews occurred. The qualitative results informed the sarfglitige staff
surveys. Once the quantitative data were analyzed, Aim 3 incorporated mesaltsth
the qualitative and quantitative findings to draw final conclusions. Although all data
collection was drawn from individual responses, analysis involved multiple kevels

account for the organizational unit, when applicable.

Figure 3.1: Sequential exploratory mixed methods design

Key ] Aim 1: ] Staff ] Aim 2: ] Aim 3:
Informant ”|  Qualitative d Surveys ”| Quantitative ”1 Interpretation
Interviews Data Analysis (Quantitative Data Analysis of Analysis
(Qualitative Data //i

Data \%rrion)

Collection)

Sampling Strategy
The stratified judgment sample consisted of key informants and retiadfif7

aging network service agencies. The sample was stratified by the facegsgpes of
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interest: adult day services, homecare services, senior centers, and \seippoiting.
Agencies were selected at the recommendation of an expert panel for keyamramd
then staff clustered within those agencies, as depicted in Figure 3.2. Use offjudgme
sampling is a common qualitative sampling technique that involves selesingllaand
flexible sample to fulfill the study aims (Marshall, 1996a). The goaltwvasquire
information from the key informants who can provide more information and deeper
insights because of their personal skills or position in society. ldeal tdvéstcs for a
key informant included their role as an expert or leader in the community, knowledge

willingness, communicability, and impartiality (Marshall, 1996b).

Figure 3.2: Sampling plan

Expert PanelGuides judgment sampling of key informants

¥
Key Informantgi.e., program managers)
e Agencies stratified by 4 aging network service types:
- Adult day services
- Homecare services
- Senior centers
- Supportive housing

-
Staff: From the key informants’ agencies

An expert panel met once to assist with sample selection according to the above
characteristics. Generalizability of the key informants was not tHe@odNancy
Morrow-Howell recommended the expert panel members which included the two Area
Agency on Aging regional managers and a former State Unit on Aging Regional

Manager for the study’s geographical area. The expert panel also prosgediation
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via e-mail and in-person meetings periodically throughout the data collectiontphase
provide insights into recruitment strategies and instrumentation.

The staff sample included all agency staff, full-time and part-time, w® ha
contact with older adult clients within a given service type. Volunteers marincluded
due to potential variations in their role and responsibilities. However, it is iampdot
note that in 2006 the aging network was estimated to be staffed by over 22,000 paid staff
versus 20,000 volunteers (National Aging Program Information System, 2007). This
sample did attempt to include all direct-line staff, regardless of theifir@ledriver,
food preparation staff) because they may play pivotal roles in responding to depression.
For example, aides may become gatekeepers who identify and aletitlevork staff
to depressive symptoms. Aides may also act to support interventions, including behavior
and social activation and treatment adherence. Furthermore, the “cultnge’tha
movement in long-term care calls for flattening hierarchies, empowedag @vho often
have the most face-to-face time with older adults), and sharing job resptiasibiross
workers. A “universal” worker may be responsible for food preparation, monitoring
health needs, coordinating activities, and offering personal care (Lusth&ilett

Williams, 2006).

Inclusion Criteria of Study Sites

The inclusion criterion consisted of any agency in the four types of aging ketwor
services that offers ongoing care from staff potentially capable (i.eesharsocial
workers) of responding to depression in community-based settings for extendeahdurati

of time. These four service types were selected from reviewing dafisitif services
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along the continuum of aging network services (Wacker & Roberto, 2008). To maintai
feasibility and consistency in scope, institutional settings such as nhsimgs,

hospitals, and assisted living were excluded. The sample was stratiftkshtify a

minimum of four agencies per the four service types. Some agencies provideemultipl
services and were divided into organizational units based on primary servicedype
example, one multi-service senior service agency included in the studydoddeof the
following services: institutional long-term care, assisted living, suppdnbusing, adult

day services, case management, and homecare services. Thus, the sample ordy include
the staff in the adult day service unit of the agency. Lastly, agenciemthaeceive

funding from private-pay sources (which is uncommon in most types of aging network
services—except for case management) were excluded from the sampleelibese
agencies may be outliers serving the wealthiest subset of older aduléextrgime

amounts of available resources in comparison to the more common publicly funded aging
network services.

In following these predetermined inclusion criteria, one change occuoradtie
proposed study plans: the elimination of the case management service typeudyhis st
originally proposed to include a fifth aging network service type, casegearant,
which is defined as the coordination of cost-effective services that match tseaiee
frail older adults and others with functional impairments and their famiexKer &
Roberto, 2008). Also called case management, case coordination, and service
management, this service involves a dual mission of planning individual services to

promote independence while controlling costs. Case management includes the steps of
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case finding, intake, comprehensive assessments, care plan developmest, servic
implementation, monitoring, and reassessment.

During recruitment, it was disclosed by key informants that casegearemnt
services were often characterized as being an inclusive part of thedrerservices, as
being unique from literature-defined case management since the ageacies d
maintain ongoing, routine contact with clients, or as being primarily paid fcatply.
Although case management services were discussed and explored throughout this study
the ability to select and stratify agencies per the provision of case magrageas not
feasible. Many of the above agency types incorporated case managetiviigs into
their routine services. For example, when homecare service directoreuwrented to
participate in this study, they were not able to distinguish case managensassiom
their overall provision of homecare services. Furthermore, public sector case
management agencies (i.e., the State Unit on Aging and Area Agency on Adingj di
meet the inclusion criteria for this study because their typical contagstamhef annual
assessments done over the phone or in-person, with limited ongoing contact wish client
Lastly, although small private for-profit agencies offering solalsecmanagement
services existed in the study region, these agencies often contained a dienyistaff.

Their focus on offering private case management presented a unique environment for
understanding their organizational context and client needs. Private-pay casgErea
served primarily more middle- to upper-income older adults who could afford to pay for
such services out of pocket (Stone, Reinhard, Machemaer, & Rudin, 2002), thus their
client population also varied from the other aging network service types includesl in thi

study.
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Thus, after comparing recruitment efforts with local agencies andténalire
base, the case management service type was eliminated from this stuely. Cas
management services, if included, would have had questionable face validity imgmeet
the eligibility criteria for agency type and minimal generalizgbilTherefore, upon
consultation with the dissertation chair, plans were revised to conduct four interview
with the four above service types, thus going deeper instead of wider in the gxplofa
aging network service types and including added questions on case managemest servic

offered within these settings.

Estimated Sample Size: Preliminary Work and Power Analysis

The sample consisted of two groups: the program managers as key informants and
the staff for survey administration. Since key informants were used tolsescri
organizational-level variables, saturation was not an objective in determinipiessize
(Marshall, 1996b). Plus, these managers and staff were clustered withgeticges,
that were stratified by four agencies per service type (i.e., adult dayhcemecare,
senior centers, and supportive housing). With the rationale of seeking variety dnd dept
within agency types and of having a feasible approach to data collection, foureagenci
per service type was used. Thus, the initial goal was to recruit 200 staffredustthin
16 agencies. This number was based on the following preliminary work and power
analysis.

During this study’s proposal development, 12 agencies were contacted in the St.
Louis area to obtain estimates for each agency’s staffing size and coarppsti staff

types). Agencies were selected frdime Older Adults Resource Guifigreakthrough
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Coalition, 2005). From this work, 12 agencies were estimated to have a total of 347 staff,
of which 248 were aides. Staff size ranged from five to 106. Thus, if an 80% response
rate occurred, 15 agencies would result in surveys from 278 staff. A tablendetai
results of this preliminary work is included in Appendix A.

Using estimated effect sizes from the following literature, the pomadysis was
completed. Of note, in this literature, organizational culture was cited asyheasgmall
but significant effect on the probability of using mental health services wileflcient
of 0.001 which equals a less than 1% change in the event rate (Glisson & Green, 2006).
This small but significant effect occurs with other variables such tiagtaudes, staff
turnover, and service quality (Aarons & Sawitzky, 2006a, Aarons & Sawitzky, 2006b,
Glisson & James, 2002). Similarly, child welfare offices that report moiéysos
climates are significantly related to improvements in psychosocial cunirogy of the
children served (Glisson & Hemmelgarn, 1998). Overall, climate and culture are
described as difficult, but not impossible, variables to modify (Glisson, 2000), and
literature supports that small changes do have practical significansseqiIDukes, &
Green, 2006). Therefore, this study was designed to detect how small variations in
climate and culture are associated with depression care for older acadiag network
services.

The power analysis was conducted with the estimates of predictor variaddes ba
on Glisson and Green’s (2005) results that specified a mean climate score &85.2 (
11.7) and mean unit culture score of 1059B € 11.32). First, a power analysis in SAS

indicated that 200 staff members would provide over 80% power (power = 0.881) for
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seven predictor variables to detect a .30 partial correlation when using multiple
regression witla = 0.05.

Similar results occurred when Power and Precision Software was usstk{er
Rothstein, Cohen, & Schoenfeld, 2001). For the distribution (Unit climate mear§856.2,
=11.7), baseline (event rate of 0.25 at the mean), effect size (log odds ratio of 0.03),
sample size of 200, and alpha of 0.05, 2-tailed, the power was 0.82. This meant that 82%
of studies would be expected to yield a significant effect, rejecting theymdthesis
that the odds ratio is 1.0. This effect size was larger than the previously discussed
coefficient of 0.001 which equals a 1% change in the event rate (Glisson & Green, 2006)
however, for feasibility of conducting this study within the bounded service systéra
St. Louis area aging network services, it was considered as an acceptabéaamd)ful
effect size worth detecting although it was minimal. Overall, with so fleties
examining these variables, the calibration of variables and estimatiog ®ffes for
future studies was regarded as an important contribution. Furthermore, thesenesul
then contrasted with findings from the qualitative methods for triangulatyandiag the
validity, relevance, and importance of variables in the model in predicting agtwork
services’ current depression practices.

Lastly, an intraclass correlation coefficient (ICC) design effiexs estimated
using the equation of: 1 +dg.p size— 1) X ICC to account for the influence of the data
being clustered within agencies. The ICC is a measure of the homogeneityaitslem
within clusters, with ICC value ranging from +1 (complete homogeneity) tcorhflete
heterogeneity). Design effect is the ratio of the sample’s actuahearin comparison to

the variance of a simple random sample for the same number of elements. One
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systematic analysis of health facility surveys found a median dedegpt ef 1.4 (range

0.8 — 5.7) (Rowe, Lama, Onikpo, & Deming, 2002). For this study, the ICC was based

on Glisson and James’ (2002) report of ICC for: psychological climate = 0.17,
constructive culture = 0.12, and structure = 0.16. With an estimated median group size of
13 and an estimated ICC at the maximum of 0.17, the ICC design effect is 3.04.This IC
design effect is similar to the conservative estimate for a dedept &fentified by Rowe

and colleagues (2002) of 3.8, and indicated that accounting for the clustered data is

necessary in estimating sample size and in other analytic procedures.

Recruitment Efforts and Results

Starting with the list of recommended aging network service agemncragtie
expert panel, recruitment procedures were as follows and used materiale dhici
Appendix B. First, the agency managers received a letter by e-nmadiloiSecond,
follow-up contact occurred through in-person or telephonic meetings to discuss the
project activities, solicit support, and schedule the key informant intervietheA
manager’s request, he or she could designate someone else as the key infanwidat or
other key personnel to participate in the interview. Third, per Institutional R&oard
requirements, key informants provided a signed “Permission to Conduct Regearch a
Agency Site Form” prior to the in-depth interview. Within 24-hours of the in-depth
interview, key informants were called to confirm the scheduled meeting. Thka,aid
of the key informant interview, the program managers were asked how to feagitay
staff to complete the quantitative surveys. Finally, managers weralpdoaiverbal

description of the survey as a means to announce the upcoming survey administration to
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staff. Due to concerns that recruitment of aides to participate in resesngties would
be challenging, communication emphasized the importance of surveyisgidida
scheduling the survey administration meetings. Data collection aegiwgre scheduled
at times most convenient for the staff (i.e., during staff meetings, on lowscdags, on
paydays).

Recruitment results are detailed in Table 3.1. After contacting 21 agenci
recruitment resulted in 17 agencies participating in this study (81% coasenof
which 20 program managers completed interviews. Three agencies had both la clinica
and management director participate in the in-depth interviews, per the refjineskey
informants. The four agencies that did not consent were considered to refusggpiaitic
because contact with the managers was never achieved after one montmgsmaili
emails, and telephone calls.

Staff surveys were not obtained from three agencies due to manager or staff
refusal. For one adult day care agency, the manager refused to have titestaff
surveys because she thought it was not applicable to her staff. Two other a@gsrecies
adult day care, one homecare agency) allowed the surveys to be distributéfdlatsta
would not allow staff to complete surveys during the work hours. For these two
agencies, surveys were provided along with mailing material and the rextiomgbut
no surveys were returned from either agency. It was estimated that out of 32@&bpotent
staff that met inclusion criteria for the 17 agencies, 45% attended the suregggs. If
staff did not attend the survey meetings, it was because managers sebhmada what
type of staff could be invited to the survey meeting or because the staffbserea for

miscellaneous reasons from work. The description of staff for agency type dguravi
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the recruitment results table. For the 14 agencies that participated in survey

administration meetings, once staff were provided surveys 97% of the st4P)n=

returned completed surveys.

Table 3.1: Recruitment results(k, key informants = 17; n, staff = 142)

Total Adult Day Homecare Senior Supportive
Sample Size Sample | Services Services Centers Housing
# of Key Informants 21 5 7 5 4
Contacted
# of Key Informants 17 5 4 4 4
Consented
Key Informant 81%
Consent Rate =
# of Agencies 14 3 3 4 4
Completing Surveys
# of Eligible Staff in 323 22 198 68 35
Agency
# of Staff Attended 146 18 25 68 35
Survey Meeting
# of Staff Completed 142 18 24 66 34
Survey
Staff type invited to All staff All clinical  All center directors, All social
complete survey staff case managers, &  service, nursing,
intake workers for  activity
two agencies; all coordination &
Staff Survey case managers & management
Consent Rate =| 97% intake workers, for  staff

two agencies (these

agencies contract out

the senior directors)

# Estimates for eligible staff are based on questasked the key informant, except for homecaresesy
which is based on the preliminary work estimatesaffency sample size.

b y . . . . .
One homecare agency'’s director permitted a sede@cphraprofessionals (i.e., aides) to attend survey
meeting. All other agency managers refused adogsaraprofessionals.

Data Collection

This writer was responsible for coordinating all data collection sffontl

conducting the in-depth interviews. Due to the size of data collection, tworsakestel

research assistants were hired to assist with facilitating surgetings and data entry.
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All data collection procedures were approved by Washington University sutrstal
Review Board through an expedited review (#E07-25) and were conducted from

September 2007 to October 2008.

Protection of Human Subjects

This study involved two groups of human participants: program managers and
agency staff. The program managers participated in confidentiatsofpmterviews,
while the staff completed an anonymous written survey. Risks for program msaaade
staff involved the time burden and the potential breach to confidentiality. Rbtent
benefits included that participants were helping to increase knowledgethdout
organizational context and depression practices of aging network servicétgn Wr
informed consent was obtained from key informant, and survey participants were
provided a study information sheet, as a waiver of written consent was obtaingdldrom
Institutional Review Board to maintain staff anonymity. All particigamere informed
of their right to refuse participation and that refusal or withdrawal from tigy $tad no
impact on their employment or performance evaluations. Agency assuranees wer
documented in the “Permission to Conduct Research at Agency Site Formathat st
participation in this study would not affect job performance evaluations. Theyfacult
supervisor and the expert panel have agreed to review any final dissempratiucts to
confirm only de-identified data and quotes are used, thus protecting confidentidigy o
both the participants and the agencies involved. Participants were offergteration,
with program managers receiving $30 and agency staff receiving foodpcadtice

supplies, worth $10.
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In-depth Individual Interviews with Program Managers

This writer conducted the interviews with all program managers or thleigated
key informants. The interviews focused on assessing organizational staradusgency
characteristics, current depression practices, and manager expériengears of
experience, education, degree). Questions solicited information on currerssttapre
practices and perceived facilitators and barriers. Key informants resptmdlose-
ended items and to probes for further discussion in regards to these responses. The
managers were sent the interview document in advance, for review and to have the
opportunity to obtain any information that was not immediately available. Upon
receiving consent, the interviews were audio taped and then transcribdd for al
participants. The interview guide is included in Appendix C. The average interview
length was 43 minutes. For incentives, managers were provided food at theyraedtin
$30 for their time. Per Lee’s (1999) recommendations for assessing the quiality o
depth interviews, interview summaries were written within 24 hours that desdrédbed t
amount of spontaneous disclosures, relevance and length of responses, and prelimina

insights.

Self-Administered Staff Survey

All survey meetings with agency staff were scheduled following the key
informant interview and frequently occurred in conjunction with other agency-wide
meetings. Survey materials and postage paid envelopes were provided forablevail
staff. The surveys did not include any identifying information such as jpartichame,

address, or other contact information, as these surveys were collected ansiyynthe
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surveys were coded with an identification number linked to the agency, but no other
specific information to the individual participant. The survey included a mix oéclos
ended and open-ended questions to assess organizational culture, climatéisia a
regarding new depression practices, and staff demographicrgarizational Social
Context Measurement Systand the modifiedevidence-Based Attitudes Scalere
included.

As mentioned previously the sample for the survey included a wide mix of staff
positions, including some staff who may have had only a high school education and may
be in roles of aides, drivers, or food preparation staff. Therefore, the survey dhclude
guestions about staff members’ education and job responsibilities. Verbal inaguct
informed staff that they could respond to items by noting, “not applicable” or “I do not
understand the question” when appropriate. Due to the copyrighted nature of the
standardized instruments, altering response options was not appropriate.

Prior to survey administration, eight in-depth interviews were completed to
inform the development of open-ended survey items regarding barriers atatéasil
Then, a pilot test of this survey was conducted with 20 staff to assess forgddiiasti
due to staff skill/responsibility level. Feedback was sought from the key infooha
this agency and results reviewed with two expert panel members, resultingiongto
verbal instructions only.

Following each survey administration session, a summary log was noted by thi
author to record any questions asked or other verbal feedback. Survey adimomistra

took approximately 30 minutes. The instrument is included in Appendix D. Participants

44



were offered food, office supplies or $10, depending on agency regulations. Per IRB

requirements, this token of appreciation was approximately worth $10 pergaantici

Standardized Measures

Organizational Social Context Measurement System

Developed by the University of Tennessee Children’s Mental Health Services
Research Center (Glisson & James, 2002) this standardized measure us&ert05 Li
scale items to assess 16 first-order factors and seven second-d@srdac
organizational social context. The items are all rated on a responselsdtiafat All,
2: A Slight Extent, 3: A Moderate Extent, 4: A Great Extent, and 5: A Very Great.Extent
This revised version combines items from the Organizational Culture Survey and
Organizational Climate Survey. The new scale allowed for the measurefieth
constructs in one survey that has fewer items and requires less time. Thisismsvey
designed for mental health and social service organizations and the factobg&ave
confirmed in national samples. Table 3.2 provides a list of these factors thabhgped
by scale item and their domains of culture, climate, and work attitudes h€ogiese
dimensions can be compared to national norms. The first-order scales were based on t
conceptual definitions for each second-order scale, as describe in the proajoes.c
For clarity in describing findings and to be consistent with literature ulsisgneasure,
only the second-order scales were used in analysis for this study. Fomeboifyr factor
analysis information on this scale see Glisson, Landsverk and colleagues (2008).

As previously mentioned, organizational culture describes norms and values.

Constructive culture is identified by three second order factors: rididity.81);
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proficiency @ = .94); and resistance € .81), with having low values for rigidity and
resistance, but a high value for proficiency. Positive climates weraatbared by

factors of low stressu(= .94) and high engagement= .78) and functionalityo{ = .90).
The psychological climate variable represents the individual's overatgtern of how

positively or negatively the environment impacts the individual.

Table 3.2:Organizational Social Context measurement model
University of Tennessee Children’s Mental Healtiviédes Research Center ©2006, 2000, 1998, 1988, 1978

Domain First order scale (alpha) Second order scale (alpha)
Centralization (.79) -
Formalization (.71) Rigidity (:81)
Responsiveness (.90)
Competence (.89)
Apathy (.79)
Suppression (.72)
Emotional exhaustion
(.91)
Role conflict (.85)
Role overload (.83)
Personalization (.72)
Climate Personal accomplishment Engagement (.78)
(.75)
Growth & advancement
(.85)
Role clarity (.86)
Cooperation (.80)
Work Job sgtisfgction (.84)
Attitudes Organ!zatlonal Morale (.93)
commitment (.92)
Source: Personal Communication with Anthony Hemmagtg(October 19, 2007)

Culture Proficiency (.94)

Resistance (.81)

Stress (.94)

Functionality (.90)

Because individuals were asked to describe the behavioral expectations and
normative beliefs of coworkers as a unit, this scale used a “referentestsérsus
model” in which individual worker responses were used to measure culture at an

organizational-level (Glisson & James, 2002). Thus, for all culture and climatedsec
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order factors, a referent shift is applied when 70% of the survey respondents within
agency units show agreement in their item responses. Lastly, the secondaledearsc
profiled using T-scores, with a mean of 50 and a standard deviation of 10, which were
established from a national, normative sample of 100 mental health organizatiens. He
the means and standard deviations of the organizational-level compositions \eeiee use
calculatez scores, T values [T = 50 +40and percentiles in relation to the national
sample. These T-scores provide the values for the organizational variables for
subsequent model testing.

The scoring procedures for this scale are proprietary; thus, aggregation into the
second-order factors were conducted by programmers at the Universégregscee
Children’s Mental Health Services Research Center. Appropriate purclagsegments
were completed. Experts from this center provided supervision in data colleation a
were sent the raw data to create the second order scale variables. Dueptar¢hesing
agreement, the actual specification for which items contributed to each sedend-or
factor was not provided to this investigator. Instead, the programmers retuspexdta
that detailed results of checks for preliminary assumptions of this se8lrés for each
agency, and comparison data to national norms. The upcoming section about analytic
assessment of measures provides specific details for the steps fonoanfi

measurement assumptions for this study’s data.

Modified Evidence-Based Practices Attitudes Scale (EBPAS) for Depression

This 15-item scale measured four general attitudes toward the adoption of

evidence-based practices (Aarons, 2005). The items are all rated on a respofige
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Not at All, 2: A Slight Extent, 3: A Moderate Extent, 4: A Great Extent, and 5: A Very
Great Extent The four subscales included appeal, requirements, openness, and
divergence—which equals a total continuous score with a chronbach’s alpha of 0.77.
The number of items and alpha scores for each subscale was reported by Aarons (2005)
as follows: appeal: 4 items, chronbach’s alpha of 0.80; requirements: 3 items,
chronbach’s alpha of 0.90; openness: 4 items, chronbach’s alpha of 0.78; and divergence:
4 items, chronbach’s alpha of 0.59. Of note, the divergence items are all isoenesb-
items. For all these subscale scores and the total score, the itemsledeatudadivided
by the number of items included in the subscale to get a mean rating on the scale of 1 t
5, with higher scores indicating more positive attitudes toward evidence-basiceprac
Aarons (2005) also reported supportive findings from preliminary validity testsat
the total score scale was positively associated with interns statsgffawvorking in
wraparound programs versus other outpatient or case management services, for less
bureaucratic organizations, and for organizations with written mental health olicie

For this study, items 1 through 8 were modified to include reference to new
services to treat depression in clients. The instructions for items 9 throughelélseer
modified to specify a new therapy or intervention for depression. Four items werk add
to assess the participants’ knowledge toward depression and their previous methtal heal
training. Dr. Greg Aarons reviewed and approved the adapted measure duringng meet
on March 19, 2007. The modification to this scale may have altered the psychometric
properties to an unknown degree, so factor structure was analyzed prior to hgpothes

testing.
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Indicators of Current Depression Practices

Oxman and colleagues (2006) used this measure to quantify data from the
implementation of a collaborative care treatment for depression in prigaryTthe
original measure involved reviewing care manager treatment logs fofiawhey items
(listed in Table 1 on page 33). Items to indicate case management and psychiatri
consultation were also assessed during the program manager intervietemAalinere
asked in a close-ended items format to obtain quantitative data for these sam#ile
score of 1 if present or O if absent. The items were summed together to olatam afc
depression care indicators offered within an aging network service agency.igitinge
system was applied, as the items were revised for aging netweideseaind data were
collected in a different manner.

The quantification of these results then was complemented by the data obtained
from discussing the answers during the in-depth interview with key inform@htscase
management and psychiatric supervision items were considered sedarageblitative
analysis, but were included with the total count of depression practices for afiagntit
analysis. No questions about current depression practices were includedarff the s
survey, which does limit findings to the knowledge of the key informants and may not
fully represent all staff members’ provision of depression care. Thistiontwas
accepted though because few measures capture current depression masticiab

service settings, so an exploratory approach with qualitative data welte use
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Data Analysis
Data Entry and Management
Audio-recordings from the key informant interviews were converted into
electronic text documents by a contract with a transcription agency. Ttas wri
compared audio-recordings of the interviews to the transcribed documents)dtirsg
for any necessary edits to the document to ensure accuracy and remowvatifyfride
information. Close-ended items on agency structure were entered into an ACCES
database. For the staff surveys, data entry was assisted by an Odléd®ignic
scanning device for entering bubble-format response items (Principia Prc@0g53.
The open-ended items from the staff surveys were also entered into a secondRACCE
database. Table 3.3 lists the study variables by informant, source, and leveysitanal
Transcripts and open-ended survey responses from the ACCESS database were
imported into NVivo software, which was developed specifically for qualdatata
analysis (Qualitative Solution Research, 2002). Univariate analysisavapleted to
assess frequencies, central tendencies, and normality of distributionsts Reseal
compiled into sample descriptions (i.e., agency characteristics, progaaager
demographics, and staff demographics). Prior to testing hypotheses for Aimy2eanal
were conducted to evaluate the use of standardized measures and to addregdatess
issues, as described in subsequent sections. The multilevel factor anasysediacted
with mPlus. All other analyses, including the mixed modeling for hypothesegjtest
were conducted with SAS 9.1.
For the demographic items several items were collapsed and dummy coded for
clarity and use in future analyses. This included the following staff demogsapéce

which was converted to 1=minority status, education which was converted to 1=has
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college degree, degree type was converted into four separate dummy coded f@riabl
social work degree, nursing degree, psychology degree, or other type of degree. Of the
agency characteristics, the primary funding source variable was codeprastepay

and 0 = other primary payment source (i.e., Medicaid, Medicare, and Older Amserica

Act).

Table 3.3: Description of study variables
Variable Informant Source Level of Analysis
2 items (i.e., services offered by

Type of Aging Network Service ~ Manager agency, primary service of unit) Agency
Organizational Context
- Culture: Rigidity Staff Org. Context Survey Agency
- Culture: Proficiency Staff Org. Context Survey Agency
- Culture: Resistance Staff Org. Context Survey Agency
- Climate: Stress Staff Org. Context Survey Agency
- Climate: Engagement Staff Org. Context Survey Agency
- Climate: Functionality Staff Org. Context Survey Agency
- Structure Manager 2S ;;ZTS (power structure, caseload Agency
3 items (i.e., general funding, mental
- Financing Manager health funding, for-profit status of Agency
agency)
) . 2 items (size of client population,
Penetration Manager duration in service) Agency
- Staff Turnover Manager 1 item (turnover) Agency
Perceptions N
- Incentives/Facilitators I\S/Itz?fager & i(t)eprﬁg-ended survey & interview Staff
- Barriers
Current Depression Practices
- Use of empirically supported Manager Oper)-ended probing of prepared Agency
practices practice factors
- Case management Manager Single-item Agency
L . 3 items on contact with mental
- Psychiatric consultation Manager health professionals Agency
Staff Factors

7 items (i.e., age, gender, race,
- Demographics Staff years experience, education, Staff
degree, job responsibilities)

- Evidence-based practices Modified Evidence-Based Attitudes

attitudes Staff Scale for depression Staff
- Knowledge Staff 4 items (re.cqgmt}on., gonﬂden.cg, Staff
agency training, individual training)
Potential to Adopt New Created per o .
Depression Practices findings Quantitative and qualitative data Agency
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All information was kept confidential and was not disclosed to the participants’
employers. Identifying information was filed separately from theeguand interview
data. Study materials were kept in a locked filing cabinet within a loclied.ofAll
electronic data sources only included the identification number and data. In-depth
interviews were audio-recorded when participants provided permission, andrigllow
transcription all identifying components were edited from the transciijts.audio-
recordings are scheduled to be destroyed within two years of the interteear dgon
study conclusion—whichever comes first. The de-identified transcripts waltdeved
with the study materials. All findings are reported at aggregateslanel were reviewed

carefully to maintain confidentiality of individual participants and agencies.

Missing Data

For the quantitative data from the survey (n=142), it was important to explore the
rate and nature of missing data before computing results. Items forgheizational
Social Contexineasure had minimal missing data (less than 5% per item), with most
items having no missing data. However, when looking at participants, theréweere
cases in which 11 or mof@rganizational Social Contexems were missing (i.e., more
than 10% of items per participant). Thus, according to this measure’s standardized
analytic procedures, these participants were omitted from creating sedendaators.
For theEvidence-Based Practice Attitudes Scale (EBRt#&S8)s and items about the
staff’'s depression knowledge (i.e., training and confidence in recognizingsseon),

missing data was problematic, with 27 to 40% of the values being missing pe¥ibsim
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staff demographic items had less than 5% missing items, except for agadmi4s,
13%), ethnicity (missing = 19, 13%), and degree type (missing = 11, 8%).

Since statistical procedures have vastly improved how researchers canizmini
the impact of missing data (Schafer & Graham, 2002), analyzing data wgh a hi
percentage of missing values can be appropriate when data are considareganiss
random. However, exploratory bivariate analysis of predictors for the missues\and
information from the survey administration notes indicated that the EBieA&S and
depression knowledge items were not missing completely at random. Senios eedter
supportive housing staff were significantly less likely to answer thass (fer all
EBPAS and depression knowledges 0.01), as well as staff with lower educational
levels (for 12 of the EBPAS items and all depression knowledge ipe#8,05). No
other variables were significantly associated with these missingsjator were any
variables related to the missing staff demographics.

Also, journal notes from the survey administration meetings identified tbat tw
agency directors overrode the survey instructions; the directors told staff oot ptete
the EBPAS because it did not apply to their agency which offered no formal madualiz
interventions or treatments. These issues question if these data mestithetias in
imputation procedures that missing data is at random; however, per the Schafer &
Graham'’s article (2002) and consultation with Dr. Ed Spitznagel, imputation was
considered appropriate for this study because data were assumed to bg pastalg
at random.

Procedures for imputing this study’s data involved a Markov Chain Monte Carlo

method to create five independent data sets with no missing data. Here, blésaria
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described in this study were used for the imputation process as well as a random
component to fill in an estimate for the missing value (Schaefer & Graham, 2002;
Saunders, Morrow-Howell, Spitznagel, Doré, Proctor, & Pescarino, 2006). The Proc Ml
procedure in SAS was used. Imputation was conducted in stages, with first imputing the
demographic variables and then imputing the EBPAS items, and then finally the items
about depression knowledge. Separate random seeds were used for every stage of the
imputation process.

In reporting results, key informant and agency descriptions are reported on the
non-imputed data because this information was drawn from the interviews and had no
missing data. The sample characteristics for the staff survey pantgipare reported
on both the non-imputed data for reasons of transparency and for the imputed data. The
imputed means and standard errors were obtained through Proc MIANALY ZE function
in which the estimates are rolled up across the five imputed data sets. Thediegjue
were averaged across the five imputed data sets. For the second-ordeiofatter
Organizational Social Contexheasure, imputed variables were not included, per the
measure’s analytic guidelines.

When reporting findings for the multilevel factor analysis ofEk&lence-Based
Practice Scaletems, the entire imputed data set involving all five implicates was used.
As a check, the multilevel factor analysis was run individually on each irteglead
results were similar to the analysis run on the entire imputed data sef.thHgere
constructed variables for the subscales were calculated after iraputati

Finally, in reporting model results, all five imputed data sets wereadtilizthe

analysis and results were rolled up to produce less biased estimations aftparam
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statistics as guided by Rubin’s approach (1976). By using the Proc MIANALYZE
procedure, these analytic models involve running identical analyses on easbtdata
average beta coefficients across the data sets. This procedure thetesabnda
estimate and one standard error for each beta while utilizing informationHeofive

error estimates.

Assessment of Measures: The Organizational Social Context Measure

First, following Glisson and colleagues’ (2008) methods and utilizing Uniyersit
of Tennessee Children’s Mental Health Services Research Centgrarpming
consultation services, tl@rganizational Social Contexems were aggregated by
agency to establish the second order scale variables at the organizatioobhoalyses
(i.e., for culture: proficiency, rigidity, and resistance; for climateess, engagement and
functionality). The morale variable was constructed for the staff-levebbianalysis.
First-order scales were not used in this study.

Before checking measurement assumptions, data were filtered acdorgieg
established standards for this measure. First, as previously mention@arfiggpants’
surveys were eliminated for having more than 10% missing items on this seatthdS
one participant’s survey was eliminated because data indicated highlyigtenns
response patterns, in that the absolute difference between the two most highdyezbrrel
items on the scale was summed and was above or below three standard dexoations f
the mean value established in the nationally-normed data set forghaizational
Social Contexmeasure. Third, when the within group analysig.fell below an

acceptable level due to a single individual (i.e., an outlier who demonstratechexack
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of agreement with other staff within his or her organizational unit) that individual’s
responses were eliminated. This indicator of outliers occurred for thrtezgzants
within this study, who then did not have second-order factors assigned to them
individually. This measure also requires the elimination of any cases thabémve
detected as anomalies via visual scan of the data (i.e., a systematic patieas s
checking all “3's”) or per reverse coded items demonstrating extrermesistencies
from the nationally-normed data. No cases were eliminated for these reasibms f
study. In total, five cases were eliminated from@mganizational Social Context
measure analyses, leaving a sample of 137 participants.

Next, Cronbach’s alpha was calculated for each second-order scale of the
Organizational Social Contexheasure to assess for internal consistency of responses.
This indicator of internal reliability demonstrates the extent to which ef geims
measure a single latent variable during the single time point, and ty@aaliability of
0.70 is considered an adequate level of reliability. Alpha levels for this staiygle
on this measure are provided in Table 3.4 and indicate near adequate reliakality for
second order factors, with only the engagement factor falling slightly betypical
0.70 alpha cutoffa=0.69).

Since staff answered scale items regarding their behavioral expestatid
normative beliefs as part of an organizational unit, this scale used afitesark
consensus model” in which individual staff responses indicate organizatioakl-le
variables (Glisson & James, 2002). To confirm this assumption is met, within-group
analysis, g, was used and it involved indexing the intra-group agreement for the

reported constructs among each agency unit. Consistency above 0.70 suggests the
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responses represent an organizational level variable. Table 3.4 provides the @greeme
values for second-order scales for each agency. The intra-group agrenhoest ()

are above the suggested 0.70 level with only three units having a scaleidly Skejow

the level of acceptable agreement, thus aggregation to organizational levels of
measurement is appropriate for this study’s data.

Once the indicators for each second-level factor were summed to foatfile pr
correlation matrix was analyzed, with results depicted in Table 3.5. The absdhate va
of the correlations varied from 0.00 to 0.78, with an absolute value average of 0.31,
which indicate that the dimensions are not merely reporting common method error
variance (Glisson, Landsverk, et al., 2008). This pattern of correlations conforms to
theoretical expectations and previous research (Glisson, Landsverk, et al., 2008). For
example, climate factors of functionality and engagement are inveetalgd to stress
(respectively, -.35 and -.26). Culture factors of rigidity and resistasoe fghly
correlated at 0.78, which is consistent with the theory but much higher than previous
research (i.e., Glisson, Landsverk, et al., 2008 reported a significant conrefad.43).
Similarly, as to be expected, resistant cultures are directhgddia stress (0.75).
However, a few relationships were not consistent with the prior literaturetiretfistant
cultures were not related to proficient cultures nor to engaged climatesudgtith
different from prior literature, engaged climates were directlyedlto functional
climates and inversely related to stressful climates. This conforms ttoethretical
expectations for these factors. Overall, this assessment of correlatioepypport

for how they may be used to describe typologies of organizational culture aateclim
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Table 3.4: Chronbach’a alpha and within-group consistency oDrganizational Social Context subscales using raw data
(k=14 agencies, n = 137 staff)

Adult Day Services Homecare Services Senior Centers Supportive Housing
Agency  Agency  Agency | Agency  Agency  Agency | Agency  Agency  Agency  Agency | Agency  Agency Agency Agency
£ 1 2 5 7 10 11 12 13 14
& 0SC | Apha | (n=4) (n=8) (n=6) | (n=11) (n=5) (n=8) | (n=22) (n=8) (n=23) (n=10) | (n=6) (n=12) (n=11)  (n=Y)
o Scales | (1=137) I'wg I'wg I'wg I'wg I'wg I'wg I'wg I'wg I'wg I'wg I'wg I'wg T'wg I'wg
= 0.89 0.98 0.97 0.95 0.97 0.96 0.99 0.96 0.96 0.96 0.97 0.95 0.96 0.98 0.97
S
S
o
- 0.80 0.93 0.90 0.91 0.86 0.89 0.93 0.91 0.67 0.85 0.95 0.95 0.94 0.90 0.92
22
_ 0.75 0.93 0.92 0.58 0.87 0.81 0.87 0.85 0.84 0.88 0.94 0.88 0.95 0.93 0.90
s
@
3
o
> 0.69 0.98 0.96 0.95 0.95 0.94 0.96 0.93 0.90 0.91 0.96 0.95 0.93 0.96 0.93
s
S
o
2 - 0.91 0.96 0.96 0.91 0.95 0.88 0.97 0.95 0.87 0.93 0.97 0.92 0.93 0.96 0.63
E 5
S %
i
2 0.94 0.99 0.94 0.82 0.89 0.97 0.97 0.92 0.96 0.87 0.96 0.94 0.94 0.94 0.98
()
17]
. 0.93 0.98 0.97 0.93 0.94 0.94 0.99 0.96 0.94 0.96 0.97 0.96 0.91 0.97 0.85
£3 3
22 5
£ =

Note:

Bolded, underlined numbers fell below standard cutoff for acceptablelitgli@within-group consistency.
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Table 3.5: Correlations amongOrganizational Social Context subscales using raw
data (k=14 agencies, n = 137 staff)

Proficient  Rigid Resistant Engaging Functional Stress Morale
Proficiency 1.00 013 0.02 0.65 *** 056 ** -0.19 * 0.27 *
Rigidity 1.00 078 ** -0.14 024 * 060 ** 022 **
Resistance 1.00 -0.00 019 * 075 ™ -0.13
Engagement 1.00 0.21 * -0.26 ** 021 *
Functionality 1.00 -0.35 **  0.36 ***
Stress 1.00 -0.20 *
Morale 1.00

*p<.05 *p<.01;, ** p<.001,
Note: Bolded, underlined numbers differed in direction from Glisson, Landsverk et al,
(2008)

Lastly, the second-order scales are profiled using T-scores, wigam oh 50 and
a standard deviation of 10, which were established from a national, normative sample of
100 mental health organizations. All measurement analyses and the calcudateds -
were reviewed by the University of Tennessee Children’s Mental Healifc&e

Research Center.

Assessment of Measures: The Evidence-Based Practice Attitudes Scale

For theEvidence-Based Practice Attitudes Scalpha coefficients along with
exploratory factor analysis were conducted prior to scoring the subacaléstal scale.
First individual items were examined for variation and skewness (see Tableh&6)td
assess internal consistency reliability, the chronbach’s alphaaieef§ for this study’s
sample were obtained and are respectively: requiremer@92, appeal: 0.84, openness:

0.78, divergence: 0.36, and total scale: 0.78; all indicating near adequate rekbiipy
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Table 3.6: Descriptive statistics using raw data foEvidence-Based Practice Attitudes Scale (n =142 staff)

Frequency for Response Options, % (n)

A slight A moderate A great A very great

Not at all extent extent extent extent #
ltem 0 1 2 3 4 M+SD Skew Missing
1. | like to use new types of therapy 4% (4) 12% (11) 38% (36) 32% 14% (13) 2.4+1.0 -0.30 47
finterventions to help my clients with (31)
depression.
2. | am willing to try new types of 3% (3) 10% (9) 25% (24) 42% 20% (19) 2.6£1.0 -0.62 47
therapy/interventions for depression even (40)
if | have to follow a treatment manual.
3. I know better than academic 60% (58) 28% (27) 9% (9) 2% (2) 1% (1) 0.6+0.8 1.64 45
researchers how to care for my clients
who have depression.
4.1 am willing to use new and different 2% (2) 7% (7) 35% (33) 30% 26% (25) 2.7+1.0 -0.33 47
types of therapy/interventions for (28)
depression developed by researchers.
5. Research based 56% (49) 24% (21) 15% (13) 6% (5) 0% (0) 0.7£0.9 1.07 54
treatments/interventions for depression
are not clinically useful.
6. Clinical experience is more important 13% (11) 16% (14) 41% (36) 20% 10% (9) 2.0£1.1 -0.07 55
than using manualized therapy/treatment (17)
for depression.
7. 1 would not use manualized 45% (38) 20% (17) 26% (22) 6% (5) 3% (3) 1.0+1.1 0.79 57
therapy/interventions for depression.
8. | would try a new therapy/intervention 6% (5) 13% (12) 32% (29) 27% 22% (20) 2.5+1.1 -0.31 52
for depression even if it were very (24)
different from what | am used to doing.
If you received training in a therapy or intervention for depression that was new to you, how likely would you be to adopt it if:
9. it was intuitively appealing? 1% (1) 9% (8) 23% (20) 38% (33) 28% (24) 2.8£0.9 -0.55 56
10. it “made sense” to you? 4% (4) 17% (15) 44% (40) 34% (31) 0% (0) 3.1£0.8 -0.65 52
11. it was required by your supervisor? 2% (2) 13% (11) 27% (23) 31% (27) 27% (23) 2.7+11 -0.41 56
12. it was required by your agency? 3% (3) 9% (8) 25% (22) 33% (29) 29% (25) 2.7+1.1 -0.61 55
13. it was required by your state? 3% (3) 9% (8) 20% (17) 33% (28) 35% (30) 2.9+1.1 -0.78 55
14. it was being used by colleagues who 1% (1) 9% (8) 17% (15) 40% (35) 33% (29) 2.9+1.0 -0.77 54
were happy with it?
15. if you felt you had enough training to 2% (2) 5% (4) 10% (9) 40% (35) 43% (38) 3.2+0.9 -1.34 54

use it correctly?
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Table 3.7:Evidence-Based Practice Attitudes Scale: Subscale specification with item-total correlations, chronbacls
alphas, eigenvalues, and exploratory factor analysis loadings=710, using all five imputed data sets)

Within-agency analyses: Factor Loadings?

[tem-total

ltem Content, Survey Item # . a EV Scale 1 Scale 2 Scale 3 Scale 4
correlation
Requirements 0.92 2.04
Supervisor required, 11 0.88 1.012
Agency required, 12 0.89 0.971
State required, 13 0.74 0.649
Appeal 0.84 1.65
Intuitively appealing, 9 0.60 -0.891
Makes sense, 10 0.72 -0.433 0.480
Colleagues happy with intervention, 14 0.65 0.836
Get enough training to use, 15 0.74 0.940
Openness 0.78 4.55
Like new therapy types, 1 0.56 0.830
Will follow a treatment manual, 2 0.68 0.830
Therapy developed by researchers, 4 0.71 0.684
Therapy different than usual, 8 0.44 --
Divergencea-? 0.36 1.44
Knows better than researchers, 3 0.04 -
Research-based treatments not useful, 5 0.30 0.329
Clinical experience more important, 6 0.13 -
Will not use manualized therapy, 7 0.32
EBPAS Total 0.78

Note. Underlined figures represent loadings greater than .50.

& All loadings greater than 0.30 were reported. Loadings may be above 1.00 becausaxapliojne rotation was used in the
exploratory factor analysis. Per Fabriger et al., (1999), items should bedesaiadactor if they loaded at least 0.30 on the
primary factor and less than 0.30 on all other factors. If no loading is provided famathige that item did not have any
loading above 0.30.

b All divergence items were reversed scored before being used in computing the EB# score and the assessment of the
measurement properties.
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Table 3.8: Pooled within-sample correlation matrix of theEvidence-Based Practice Attitudes Scale | tems (=710, using all
five imputed data sets)

Item | 1 2 3 4 5 6 7 8 9 10 1 12 13 14 15

1 1.00 063 -0.13 052 -0.02 003 -006 017 0.09 0.15 0.01 0.04 -0.02 0.00 -0.01
2 1.00 001 058 0.10 -0.02 -0.05 036 0.18 025 022 0.26 0.17 0.19 0.16
3 1.00 -0.13 009 -0.02 003 -004 -017 -0.10 -0.11 -0.08 -0.02 0.10 -0.06
4 1.00 015 -0.02 -0.06 048 0.31 035 020 0.20 0.12 0.32 0.32
5 1.00 010 032 027 0.10 022 010 0.07 0.17 0.19 0.27
6 1.00 0.19 -023 -0.10 -0.11 -0.05 0.00 -0.14 -0.21 -0.01
7 1.00 0.04 -0.06 0.05 0.05 0.06 0.15  -0.03 0.04
8 1.00 042 044 024 0.23 0.29 0.33 0.33
9 1.00 070 0.16 0.17 0.24 0.40 0.50
10 1.00 030 0.35 0.42 0.53 0.60
11 1.00 0.93 0.73 0.29 0.24
12 1.00 0.74 0.34 0.28
13 1.00 0.48 0.51
14 1.00 0.74
15 1.00
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the divergence factor. These scores were similar to Aarons’ (2004) resulgt for the
divergence scale that he reported a chronbach’s alpha of 0.59. Results are presented in
table 3.7.

Multilevel factor analysis accounted for the mixed unit of analyses and was
conducted to establish scale factors since it is used with a new population of aging
network service staff (Reise, Ventura, Nuechterlein, & Kim, 2005). This involved
creating a correlation matrix of these items from the entire imputedetathat were
pooled to account for the within-agency variance, as detailed in Table 3.8. Then, an
exploratory factor analysis was conducted in Mplus using this within-agencydpoole
correlation, requesting up to five factor extractions, and applying a promax@bili
rotation. This method was selected in accordance with the Aaron’s &206k) (@and per
the assumption that the factors were intercorrelated (Pedhazur & Schmelkin, 1991). A
maximum likelihood estimator was used since the items were mostly npdisttibuted
(see skewness statistics in Table 3.6).

As a result, the four-factor model, which was similar to Aaron’s proposemtgact
remained an informative model. Model fit statistics did indicate some poteridems
since the Chi-Square test of model fit was significXft§0.753,df=51 p<0.001), yet a
non-significant result on this test is preferred (Fabrigar, WegeneCaMlam, &

Strahan, 1999). Furthermore, the Root Mean Square Error of ApproximRMBEA
was above the 0.10 cutoff for marginal RNISEA0.124,90% Ct 0.115 to 0.133) and
the Standardized Root Mean Square ResidglaMR was 0.056, which did indicate a
good model fit according to Fabrigar and colleagues (1999). The problems with the

proposed measurement model were further apparent when reviewing the fatitggdpa
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as noted in the Table 3.7. The requirements and openness subscales had items load in a
similar pattern to original scale, yet the items for the appeal and diverg@mseales did

not strongly align with the third and fourth factors. For analysis, descriptiaedae

provided on the subscales which was created by computing a total and mean score for the
subscale items, while accounting for the reverse scoring of the divergamee it

Subscales were not used in the modeling due to the above described concerns for their

validity and reliability. Instead, only the total mean EBPAS score forused.

Assessment of Measures: The Indicators of Current Depression Practice

For the final standardized measuralicators of Current Depression Practices
the twelve dichotomous items (including use of case management and psychiatric
consultation) were summed to provide a count of how many empirically supported
practices for depression an agency had incorporated. This variable applies to the
organizational unit of analysis, thus it varies according to the 17 agencies. With this
small sample size for the organizational unit, and since this study did not asgigtswei
per stakeholder preference for these items as done in the original arxiclar{@t al.,
2006), no constructed variable was developed other than the sum count of indicators.
Since this variable has uncertain reliability and validity, qualitativairigs were used to
further describe these resultan 1 Analytic Procedures

Qualitative analysis procedures were implemented in consultation with
anthropologist, Dr. Bradley Stoner. Following a content analysis approacta(8&
Ryan, 2000) and utilizing NVivo software (Qualitative Solutions Research, 2002), the

coding involved four phases: 1) preliminary review of transcripts and discussion with a
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second coder (a research assistant with qualitative coding experierntae2)
development in which all data were categorized within a unit of analysis (i.egeheya
and then described with the attribute of agency type (i.e., adult day servicesateomec
services, senior centers, and supportive housing); 3) topical coding where data wer
grouped according to questions; and 4) thematic coding where themes of general
descriptions, barriers, and facilitators were identified within each guesti

Topical coding followed the framework for empirically supported depression
care, such as specific practices (i.e., screening, education, etc.),aceggement, and
psychiatric consultation (Oxman et al., 2006). For thematic coding, an iteratiesgroc
identified potential themes and was recorded in the project journaletbadscoder
read transcripts separately to identify themes. Through feedbacksis=uwith the
second coder, this author finalized themes for comparing how perceptions of depressi
practices varied by agency type. They also discussed any discrepaniaterad/or
responses to refute and revise categories. These themes were compare@halegen
survey items from staff members’ perspectives on the barriers ahthfacs. The results
are summarized by counting the frequency for each barrier or facilitatorgathe four
aging network service types, through narrative descriptions, and use of négirese
quotes.

In summary, to minimize threats to validity (Lee, 1999), the coding process
involved looking for alternative explanations and discrepant cases in the datagrusing
experienced and independent qualitative coder to also review transcripts and coding
categories, iterative revising of the coding categories per feedbackheosecond coder,

and framing this study’s results in the context of other research. Tdioguhlso
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occurred with data gained from the open-ended items on the staff surveys and member
checks, in which findings were presented to interview and survey partgijpanheir

feedback through executive summaries and agency presentations.

Aim 2 Analytic Procedures

Since the data for the climate and culture variables met the assumetions t
represent organizational units of analyses, mixed models were used to acctumt f
clustered data of staff variables nested within agencies (Luke, 2004). Rhigtj-&evel
model was run using Proc GENMOD for the following dependent variable at the
organizational level: agency’s count of practice indicators for empyisafpported
depression care. The second order scales for organizational culturey(rggioficiency,
resistance) and climate (stress, engagement, functionality), aldntheiagency’s
primary funding source and staff attitudes score, were the independahiesand
considered to be random effects. Agency type was considered a fixedretfeate
models.

Two other staff-level dependent variables were tested. First, theestalf-I
attitudes score for thevidence Based Practice Attitudes Saaés examined. Second,
the staff morale was assessed. For these models with continuous dependent,variables
Proc MIXED was used while looking at the random effects of organizational level
predictors (i.e., culture, climate, structure, financing, penetration, & tarhand staff
knowledge and demographics. Again, agency type was treated as a fixed effeseé T

equations were conceptualized as:
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DV1,2‘3= b0 + bll(culture)"' bz(climate)+ b3...k(agency ty;l)e, fundingi" bs...k(sltaff demographics, attitudes, knowlecljdé)e

Organizational Unit of Analy Staff Unit of Analg

DV, = agency’s count of practice indicators of empillic supported depression care
DV, = staff attitudes toward evidence-based practices
DV; = staff morale

Aim 2 Limitations

Given that this study had a fixed number of agencies and staff that weezlstudi
within its scope, the number of clusters may have been too small for signifieating t
with complex multivariate models that have sufficient power. Analyses eosducted
to confirm direction of effect and effect size estimates. Of neceasi&yyses should be
viewed as providing preliminary data about factors that affect current depress
practices in real-world aging network services.

Substantial constraints on power can also occur when more than mild intra-class
correlations occur on the dependent variable. Thus, evaluation of the relationships
between organizational level predictors and outcomes at the staff level alsoilhave
required measurement of a greater number of organizations. As this was thieecase
agency type was considered to have a fixed effect, rather than random lediect, t
increasing power. Estimates of intra-class correlations betweenzatianal units were
established and allowed for comparing effect sizes across agenciesritoateermine
both within and between unit variability. With limited literature in this atea, t
calibration of variables and estimating effect sizes for future studiesnsportant

contribution. These results were then contrasted with findings from the qualitati
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methods for triangulation regarding the validity, relevance, and importdivegiables

in the model in predicting aging network services current depression pgactic

Aim 3 Analytic Procedures

Based on findings from Aims 1 and 2, a set of factors from organizational context,
perceptions data, current depression practices, and staff attitudes and keovdeglg
identified that indicate evaluated facilitators and barriers. Intiegréhe outcomes for
Aim 1 and 2 involved reviewing both the qualitative and the quantitative findings, using a
predetermined means of grouping corresponding results and citing relestanttite: to
explain the results of the statistical tests, as described by IvankovaelrésStick’s
mixed-methods case example (2006).

The findings were grouped by the aging network service type (i.e., agult da
services, homecare services, senior centers, and supportive housing) so that
interpretations were drawn by the service type instead of by specifidegeRtemes
across and within aging network service type were drawn. When consistentdinding
occurred within aging network service types, a total number of fagiiétaind barriers
for each service type were developed and compared to core components for eynpiricall

supported depression care.
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Chapter IV: Key Informant’s Perspectives of Depresen Care
in Aging Network Services

The following results of the key informant interviews with 20 managers of 17
different aging network services respond to the first aim: Describe agingrk
services’ current depression practices and key informants’ perceptangagilitators
and barriers) related to these practices. The results are organiaet dgscribing the
sample of key informants and the agencies; second, describing the count of diepressi
care indicators provided within adult day services, homecare agencies, saieos,cand
supportive housing which includes bivariate analyses to assess variation by 57|
third, an exploration of themes learned from key informants’ responses to each
depression care indicator, and then a conclusion of qualitative themes regardimg barrie
and facilitators to the current depression practices and any future effonartge these

practices.

Sample Description

Description of Managers Serving as Key Informants

The 20 managers who patrticipated in the in-depth interviews were primarily
Caucasian females. A sample description is provided in Table 4.1. The managers had a
range of educational and degree credentials, with 50% holding a masters déggeero
(n=10). One in four managers were a social workeb), which was the most common
degree held. Examples of other degrees held were education, nursing, psychology, law
and gerontology degrees. The managers had extensive human service experience

(M=19.9 yearsSD=11.9).

69



Table 4.1: Key informant characteristics
(k = 20 for 17 agencies, as three agencies had two participants each)

Total AdultDay = Homecare Senior Supportive

Variable , , .
Mean+SD (Range); Sample Services Services Centers Housing
Frequency (n) (n=20) (n=7) (n=4) (n=5) (n=4)
Mean Age 52.1+11.8 | 58.7+6.26  50.0+175  49.2+7.85  46.2+15.9
(30 to 68)

Gender

Female 80% (16) 86% (6) 50% (2) 100% (5) 75% (3)

Male 20% (4) 14% (1) 50% (2) 0% (0) 25% (1)
Ethnicity

Caucasian 90% (18) 86% (6) 100% (4) 80% (4) 100% (4)

African American 10% (2) 14% (1) 0% (0) 20% (1) 0% (0)
Education

High school 15% (3) 0% (0) 25% (1) 40% (2) 0% (0)
Bachelor 35% (7) 43% (3) 25% (1) 40% (2) 25% (1)
Graduate 45% (9) 57% (4) 50% (2) 20% (1) 50% (2)
Doctorate 5% (1) 0% (0) 0% (0) 0% (0) 25% (1)

Degree
Education 15% (3) 14% (1) 25% (1) 20% (1) 0% (0)
Nursing 15% (3) 29% (2) 0% (0) 0% (0) 25% (1)
Psychology 10% (2) 14% (1) 25% (1) 0% (0) 0% (0)
Law 5% (1) 0% (0) 0% (0) 0% (0) 25% (1)
Social Work 25% (5) 14% (1) 25% (1) 20% (1) 50% (2)
Other 30% (6) 29% (2) 25% (1) 60% (3) 0% (0)

Mean years of human | 19.9+11.9 | 26.6+11.1 11.0£9.8  22.0+102  14.7x127
service work (210 35)

Mean years job 10.9£10.2 | 13.9£10.3 6.0+2.9 15.4+14.7 5.0£3.6
tenure (110 32)

Description of Participating Agencies

A detailed description of agency characteristics is provided in Table 4.2.
Agencies were mostly multi-service agencies. The mean number of seraceegr
was 9.6 §D=4.2) and ranged from two to 17 services. Ten or more agencies offered the
following types of services: information and referral, transportation, volunteer
opportunities, case management, caregiver support services, and educatiagsaieor le

services. For this study, agencies were classified according tdrtieyservice that the
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manager and staff provided per the following types: adult day serme®f biomecare
(n=3), senior centers1€4), and supportive housing=4).

For the structure of the organizations, the agencies were mostly private pfion-pr
entities (=12) that had centralized management structures?). Although most
agencies reported a mix of funding sources, the managers’ identified tlaeyphimding
sources were from private pay souraes9) and from the Older American’s Agi<7).

Zero agencies reported Medicare as a primary funding source, and only one agency
identified Medicaid as such. Most agencies had 50 or more emplay&gs $even
agencies had less than 20 employees of which five were adult day sermitesnd of

the penetration or the reach of their services to older adults in the community, the
agencies primarily served over 100 clients for long durations of time (i.e., 77%rdbcli
served for over 1 year). However, adult day services primarily had 50 clidetsesr
Caseload sizes varied greati=£55.1,SD=70.1), with some reporting no employees
carrying a caseload versus others responding that all their clients weestadh
member’s caseload.

Bivariate analyses indicated minimal variation by agency type, with ¢emee
services being uniquely associated with a for-profit status (Fisher, pxd@05). Adult
day services were uniquely associated with reporting that the Older AmeAct was a
primary funder (Fisher exaqt,<0.05) and with serving smaller client populations (Fisher

exact,p <0.05).
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Table 4.2: Agency characteristicgk=17)

Variable Total Sample Adult. Day Home.care Senior Supportive
Mean+SD (Range); Freg. (n) (k=17) S‘:;‘;';;’s S‘:;‘;'X;’s cf,?:z)rs H‘(’,‘(‘j')‘g
Mean # of Services 9.6+4.2 7.4+4.2 9.0+2.4 12.5+4.0 9.5+5.38
(2t017)
Services Offered:
Information & referral 94% (16) 80% (4) 100% (4) 100% (4) 100% (4)
Senior centers 53% (9) 40% (2) 25% (1) 100% (4) 50% (2)
Home delivered meals 41% (7) 20% (1) 0% (0) 100% (4) 50% (2)
Congregate meals 53% (9) 60% (3) 0% (0) 100% (4) 50% (2)
Transportation 76% (13) 60% (3) 100% (4) 75% (3) 75% (3)
Education & leisure 59% (10) 40% (2) 50% (2) 75% (3) 75% (3)
Volunteer opportunities 71% (12) 80% (4) 25% (1) 100% (4) 75% (3)
Legal services 29% (5) 0% (0) 0% (0) 75% (3) 50% (2)
Employment services 23% (4) 0% (0) 25% (1) 50% (2) 25% (1)
Housing 41% (7) 20% (1) 25% (1) 25% (1) 100% (4)
Income assistance 29% (5) 40% (2) 25% (1) 50% (2) 0% (0)
Caregiver services 59% (10) 80% (4) 25% (1) 100% (4) 25% (1)
Homecare 47% (8) 20% (1) 100% (4) 50% (2) 25% (1)
Crisis intervention 47% (8) 20% (1) 25% (1) 50% (2) 100% (4)
Companionship services 41% (7) 20% (1) 100% (4) 25% (1) 25% (1)
Case management 65% (11) 20% (1) 100% (4) 100% (4) 50% (2)
Mental health 12% (2) 0% (0) 25% (1) 0% (0) 25% (1)
Adult day services 53% (9) 100% (5) 50% (2) 50% (2) 0% (0)
Home maintenance 23% (4) 0% (0) 25% (1) 50% (2) 25% (1)
Assisted living 23% (4) 20% (1) 50% (2) 0% (0) 25% (1)
Nursing home care 18% (3) 20% (1) 25% (1) 0% (0) 25% (1)
Classification
Private, for-profit 23% (4) 20% (1) 75% (3) 0% (0) 0% (0)
Private, non-profit 71% (12) 80% (4) 25% (1) 75% (3) 100% (4)
Public 6% (1) 0% (0) 0% (0) 25% (1) 0% (0)
Funding Sources
Medicaid 6% (1) 100% (1) 0% (0) 0% (0) 0% (0)
Medicare 0% (0) 0% (0) 0% (0) 0% (0) 0% (0)
Older American’s Act 41% (7) 57% (4) 29% (2) 0% (0) 14% (1)
Private pay 53% (9) 0% (0) 22% (2) 45% (4) 33% (3)
Centralized Management 71% (12) 60% (3) 50% (2) 75% (3) 100% (4)
Employee Size
Under 20 employees 41% (7) 80% (4) 25% (1) 0% (0) 50% (2)
21 - 50 employees 6% (1) 0% (0) 0% (0) 20% (1) 0% (0)
51 - 100 employees 12% (2) 20% (1) 0% (0) 0% (0) 25% (1)
Over 100 employees 41% (7) 0% (0) 75% (3) 75% (3) 25% (1)
Client Population
Under 20 clients 6% (1) 20% (1) 0% (0) 0% (0) 0% (0)
21 - 50 clients 12% (2) 40% (2) 0% (0) 0% (0) 0% (0)
51 -100 clients 6% (1) 20% (1) 0% (0) 0% (0) 0% (0)
Over 100 clients 76% (13) 20% (1) 100% (4) 100% (4) 100% (4)
Duration of care
6 months or less 0(0) 0% (0) 0% (0) 0% (0) 0% (0)
7 months to 1 year 23% (4) 40% (2) 50% (2) 0% (0) 0% (0)
1 year to 2 years 18% (3) 40% (2) 25% (1) 0% (0) 0% (0)
Over 2 years 59% (10) 20% (1) 25% (1) 100% (4) 100% (4)
Average Caseload Size 55.1+70.1 19.6+19.5 40.7£43.0 73.7£59.9 95.2+123.8
(010 260)

Significance Test by Fisher exact * < 0.05 for gatécal variable
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Perceptions about Depression Care in Aging Network Services

When managers were asked to rate the extent depression is a problem faced by
clients in their agency 70% reported that it was a slight or moderate protheneas
30% reported that it was a great problem or very great problem. Two thenges wer
evident in how managers perceived depression in their clients: 1) depression’s
relationship to the need for services, and 2) the distinction between “situaéindal
“severe” depression. These themes were drawn from the managers’ discudsgon of t
extent depression was a problem faced by clients and from the manager’s disaiosur
client examples with depression, which occurred in 10 interviews.

A few examples of the first theme, depression’s relationship to needvVaess
are provided. This theme was voiced by most managers across agency type and was
often seen as a facilitator into recognizing and addressing the clieptesd®n. Several
adult day care managers described how most clients sought adult day secacsg loé
dementia, and that depression commonly co-occurred with dementia. For one adult day
care manager, this co-occurrence led to decreased concern for depressiofitin tha
seems like a lot of the medical doctors automatically put people [with dehmntia
antidepressants. And so a lot of our clients are on antidepressants, so we'ragot see
maybe the depression that you would see.” In homecare and senior centers shef issue
health conditions, depleted informal supports, and disabilities that hindered older adults’
ability to “get out,” were common reasons for needing the specified servicartgder
being related to depression. For example, one senior center manager resporisilie for
congregate and home-delivered meals reported that “where you're homebound and you

can’t leave your home with extra effort, I'm just guessing I'm not gsaglhhomebound
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people are depressed but I'm guessing a great number probably ardy, drees
manager described the reasons older adults may use supportive housing as “@hey hav
health issues either physical or mental health issues that have internfibréaew ability
to work, earn a good living, save for retirement and to build a good social support
network.” Similarly, from another supportive housing manager, “I have probably 25
ladies who have lost their children way before their time and they have nobody because
their husbands are dead...that’'s an ongoing open depressive wound.”

The second theme derived from the qualitative data was that managers often made
differential response between situational and severe depressiorh&rhis ¢reates a
potential barrier to the recognition and assuming responsibility for responding to
depression care. It was mentioned by about half of the managers and wast &mpass
all service types. For example, one supportive housing manager stateke'lt's
situational depression because they can’t walk as well and they can’ataekef their
apartment. So, it's not clinical depression like we’d see [them] sobbing.” A homecare
manager said, “Older adults, when they finally realize they ategétail, they need
extra help ... those kinds of situations, that type of depression, we do and we can address.

If we see someone with chronic or severe [depression], we would refer out.”

Indicators of Empirically Supported Depression Care

Only one agency reported receiving any funding directly for meetdth
services. This homecare agency reported initiating a new program withisttyeda
that allows their social workers to be reimbursed through Medicare for in-home

diagnostic assessments and psychotherapy. The agencies’ use of dyngupgerted
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depression practices is depicted in Table 4.3. Five agencies used a depression sc
routinely during assessments, and four agencies had written protocasgonding to
client suicide risk. A majority of the agencies offered education about depressrked
with clients to address barriers to mental health treatment, had contactimidinypcare
providers, and documented all service contacts. Use of care plans to monitoriaepress
and revision of these care plans within four weeks was utilized in about half of the
agenciesrn=8 andn=6, respectively). This use of care plans was the only significant
difference among agency types, with increased use by adult day samickemecare
services (Fisher exaq#<0.05). The sum of these indicators of depression practices also
varied significantly by agency type-{alue(138, 3)=44.03 < 0.0001).

The rest of this section provides a description of these depression care @ractice
and then at the end of the section themes of barriers and facilitators to thésegvalt
be named. Managers discussed at length the use of standardized depressiotoscreens
help detect depression in their clients, and variations occurred by agency type. Three
adult day service agencies reported using a standardized depression sangethhealur
initial assessment, most commonly tBeriatric Depression Scal@rthur, Jagger,
Lindesay, Graham, & Clarke, 1999). One homecare and one supportive housing facility
also reported use of standardized depression scales at assessment. Fo@anageesm
reported having access to standardized depression scales to use “as needed.”

The other eight agencies reported no use of a standardized screen. Here, most
managers reported that they relied on “pertinent health history questiohg” in t
assessments or reports from “doctors when they first come what their dsagreosd

what medications they've been taking.” Thus, as one senior center manageedesc
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Table 4.3: Bivariate analysis of depression care indicators by agency tyfle17)

Total AdultDay  Homecare  Senior  Supportive
Sample Services Services  Centers  Housing
Depression Care Indicators Variables | o, yag (K (k=5) (k =4) (k =4) (k =4) X2
Assessment contains depression 29% (5) 3 1 0 1
screen
Has written protocols to assess and 23% (4) 0 1 1 2
intervene for suicide
Offers educational materials about 65% (11) 3 3 2 3
depression
Addresses barriers to mental health | 71% (12) 5 3 1 3
treatment
Protocols allow for revision to care 35% (6) 3 3 0 0 *
plan at 4 weeks
Monitors and alters care plan to 47% (8) 5 2 0 1 *
address depression
Has contact with clients’ primary 82% (14) 5 3 2 4
care providers
Facilitates contact and 71% (12) 4 3 1 4
appointments with primary care
Documents service use and a a 82% (14) 4 4 2 4
minimum of two case
management contacts with client
in three months
Case Management 65% (11) 1 4 4 2 *
Psychiatric consultation: Combined 29% (5) 0 1 1 3
indicator of internal staff or formal
consultation service
Has mental health staff within the 18% (3) 0 1 1 1
agency (i.e., psychiatric social
workers or nurses)
Has formal consultation service 12% (2) 0 0 0 2
from mental health providers for
agency (i.e., psychiatrist, social
worker, or nurse)
Sum of Depression Care Indicators, 4.8+3.0 5.9+1.7 8.4+29 2.8+2.2 5.6x1.4 **
Mean+ SD (Range) (0to 11)
Other mental health resources
Has informal relationships to 47% (8) 1 3 1 3
facilitate referrals
Has funding for mental health 6% (1) 0 1 0 0
services

Significance test by Fisher exact for dichotomoasable; * < 0.05
Significance test by ANOVA for continuous variahl&®s F-Value(138, 3) = 44.03p < 0.0001

hate to say this but the only way we really know someone who's really depredssad is t
come and tell us.” For facilitators of screening for depression, common pensepti

included the “relationships” between clients and agency staff, the longotuoatime
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clients use services that allows for “recognizing differences,” anddffs seyes and
ears that are at work” observing client behaviors such as socializing, eténgjregy
activities, and maintaining one’s home.

Unique barriers to screening were detected for two service types, aflisenior
center managers discussed that although there is a national standarde=dess®ol
for use by senior centers (i.e., National Aging Program Informatiste8y(NAPIS),
2007) that includes th@eriatric Depression Scal@nly one agency reported using the
depression screen. Managers explained that their agencies did not use thedepress
screen because it was seen as “optional” and “unrealistic.” Instead, mmagjera
reported using only certain sections of the NAPIS, such as, “Mostly we askfabdut
issues because that's what we do.” Senior center managers relateddagistct
perception to “not having the resources,” ‘it's a lot of work for systematicsssnt,”
and “like | said; they [senior center staff] are high school diploma profieied
[depression screening] is not something that unfortunately they would know how to
handle.” The second service type to report a unique barrier to standardizedidapres
screening was supportive housing agencies. Here, all supportive housing managers
referenced the Fair Housing Act, in that “I can’t ask for their personal ha&dtimiation
without their permission . . . and if they say no, then | just back off and | don’t do it
again.” To avoid the potential discrimination against older adults per physical @ ment
health conditions, all they can ask about is “are you able to live independently”®r “abl
to maintain their lease.”

In terms of suicide protocols, written protocols were uncommon and explained in

that staff responded to suicide risk based on their “judgment,” “our socikltkaoming,”
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or contact with “supervisors,” the “family” of the client, calling “911,” twotlining” to
Adult Protective Services. No facilitators for this practice werectlde and the barriers
included “not having a medical director,” “we don’t have clinically trained pgbatel
the hotline procedure is “worthless” in that “they have a high tolerance fosissue

Education about depression was offered through a variety of means, including a
weekly “grief support group,” presentations by “health professionals,” makumrg “
literature is there,” “caregiver support groups,” a “Meaning of Lgi®up, a “Bagels and
Learning” weekly group at a supportive housing facility, and an “advice coWinich
usually says talk to your social worker” or other articles “devoted to depnéssithe
agencies’ newsletters. The common theme of facilitating this education onsitapres
was the integration of depression content into other broader health topics, such as the
“Meaning of Life” group, or as a segment in the “Bagels & Learningugr Barriers
included the occurrence of cognitive impairments among clients, the lack of
organizational structure to coordinate educational activities (i.e., “thithhgramotion
person is a person that not only does health promotion but they're volunteer recruitment,
and special projects), and that clients have to choose to participate in sutiesctivi

Most agencies reported not keeping systematic care plans and that doagamentat
included keeping “a file on each resident that | have some contact” or “reesdsl s In
terms of contact with primary care physicians to support depression treansentmon
theme across agencies was that contact was minimal and often was cortedunica
through family members, such as recommending them to talk to the doctor about the
older adult’s possible depression symptoms. As another example, one homecare manager

described this communication as asking family members “We’'re going to be i
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there...we’re going to be spending five hours a day with her. What do you want us to do?
What is the doctor saying would be good for mom besides just taking her Prozac or
whatever?” Lastly, although most managers reported addressing hesdthlbarriers,

no manager described how this was done in addition to the list of already specifie
depression practices.

Facilitators to these empirically supported depression practicesawigient in
agencies that had computer systems to manage care plan information, includingesutc
of mental health referrals, and agencies that had collaborative relationghipeaith
care providers that shared space, referral sources, or transportatiorssénuice
increasing the communication between health care providers and the agiatknet
service staff. One barrier to these practices included the inconsistemhaed |
information that was documented and included in care plans (i.e., files are “ndt for al
residents” in supportive housing, or “We just ask for a doctor’'s name, doctor’s phone
number. So it's not even asking for all clinicians [i.e., other physicians, service
providers, etc.]” that a client sees). Another limitation is the relianceroregmg
messages through families, in that one adult day service manager stated, “Tthengnly
we can do is ask questions and encourage them to see their doctor” or when a concern is
noted another adult day services manager specified, “We will put a call in todto
with the caregiver’s permission.”

In summary, for this list of indicators for empirically supported depression
practices the following themes were identified. For barriers acgessg type two
primary themes were evident: 1) the “only if clients tell us/choosespaese to

depression and 2) staff were not qualified to respond to depression. These bargers we
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mentioned by most managers. For barriers that were unique to agency typssniins
center managers voiced consistent concern for the “unrealistic” dbilitigeir agency to
screen, train, and document care plans. Second, for supportive housing a unique theme
regarding barriers was the impact of privacy laws. This was mentignaitldupportive
housing managers. For facilitators, only universal themes across agerneedenéfied.

This included three themes: 1) the long-term relationship staff had with clietis, 2)
integration of depression practices into other services, and 3) collaborationheith ot

service agencies.

Use of Case Management

All homecare agencies and senior centers reported offering broad case
management services, whereas few adult day services and supportive housiieg agenc
did (Fisher exac<0.05). No agencies specified offering case management specific to
depression, thus the rest of this section reviews the broader provision of case
management. The topic of case management and how it is provided generated a gre
deal of discussion with a primary theme that these services arellanite“as needed”
across all service types and voiced by most managers. In fact, severgéraatebated
whether or not the term “case management” could be used within their agesty, e
when the agency had an “official” case management service. For examplenione se
center manager stated, “We have a case manager here but we cdrifdbatbut to
other organizations and so she monitors the [contracted] caseworkers.” Or agwithrer s
center manager articulated that “When we talked about case managingnivecally
case managing at the senior centers. We will refer people and we aghree,

especially on homebound, if something’s wrong.... We would refer on and try to get help
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elsewhere.” One homecare manager who reported offering case managtated that
the agency does not have any social workers or nurses on staff because “Vde dog’t
skilled nursing services.” Instead, his case manager is “very experiertbedmaustry
and knows enough.” Similarly, when asked about case management, one supportive
housing manager stated “so this question is really hard for me to answer Hetznise
technically, I'm not a case manager and what | do in the way of casgemagat is more
the information and referral and then some crisis intervention.”

The following examples demonstrated the limited nature of case man#geme
services within these settings. One supportive housing manager reported thate¢he nur
and social worker on staff provide case management “if it hits you in the face, then of
course you work with it and try and be of help, but it's usually more or else to calm
things down and to keep from escalating and then referring them to somebody veho coul
be of help.” As one adult day service described the social worker within thgrapro
who does not maintain a caseload as dealing “with things as they pop up.” Natéasili
to case management were detected. The barriers were commonly stetetsioft
limited time and resources especially for senior centers and supportive housi@g suc
“There’s no way possible with the number of clients that we have that one persaen that i
handling food service, managing staff, and doing activities at the local levél,tan’t

obviously do assessment and case management with 500 residents.”

Use of Psychiatric Consultation
Supportive housing facilities had higher, but non-significant, rates of having

established linkages to psychiatric consultation. Half of all agencies repoviad ha
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informal relationships to facilitate referrals. Three agencies egpbdving mental health
professionals on staff (i.e., psychiatric social workers or nurses) and two tsugpor
housing facilities had psychiatrists offering co-located servicesnitieidical clinics in
their housing complex. Many of these agreements were not formal wotténacts, but
instead:

| more or less agreed that we’re not going to allow any other home health

agencies to come in and do the marketing efforts in the building and in exchange

they’re [a home health agency with specialty mental health care staf] igobe

a regular presence in our buildings to do these in-services, be available for

referrals or if | ever want to call them and ask them to go talk to somebody.
Similarly, several adult day service agencies reported a specific utyhadfgiated
psychiatrist who had provided on-site consultation previously, but that work ended once
“the funding was cut.”

This co-location was seen to increase the convenience of accessingheattital
care and to facilitate the quality of the care provided. An adult day semiaeager
reported, “When the geriatric psychiatrist sees the person in the difeg&etnot seeing
them in their own setting. So, the fact that they can see them and observe them in the
program added a whole new dimension to it.” Other facilitators identified for use of
psychiatric consultation involved: 1) the specific university-affiliatecpstrist who
was named in multiple interviews as initiating psychiatric consultationcesrand 2)
several managers highlighted their own or other staff members’ previous meittal he
experience as prompting the development of informal relationships with merthl hea

providers.
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Barriers to use of psychiatric consultation included issues of the aganties
being able to afford the cost, few older adults using the service, the competitag a
other services providers, and maintaining the clients’ confidentiality dind se
determination. These can be consolidated into two themes that affect all agmsy
1) concerns for sustainability, as voiced by most managers and 2) prisaey,ias
highlighted by some managers. For sustainability, the examples from adsérsees
highlighted the need for specialized funding for the co-located geriatictijpsy
services. In adult day services and supportive housing, managers also often cited the
need for having enough clients use the service (i.e., consumer demand). Foegxampl
one adult day services manager stated, “I don’t think we had enough people that fit into
this category to make it worthwhile” for the geriatric psychiatAéso in relation to
sustainability, two other supportive housing managers referenced concern thettugtt e
residents would attend psychiatric appointments to “get anything goingidtihrg and
sustaining the consultation services was another problem. Here, a homecayermana
referenced “politics” and “competition” when making decisions about establishing
relationships with specialty mental health providers due to concerns for upseitsiirigex
referral sources and having trouble collaborating with new agenciessedbay have
informal commitments with competing agencies.

The theme about privacy focused on strongly held concerns for confidentiality
and client self-determination. For example, when working with outside menlil hea
providers, one supportive housing manager stated, “Again it's independent living, so we
try to be clear on boundaries” and another homecare manager stated “You have to be

careful to guard the patients’ privacy.”
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Perceptions about How to Improve Depression Care

Desired Changes to Improve Depression Care in Aging Network Services

The most commonly cited resource for improving how aging network services
responded to depression was training. Several managers expressed intieiegigrfor
current aging network staff and one homecare manager cited mental heakkipnails
needing training on aging issues. She stated, “They (mental health pspwidieonly
got to be sensitive to mental health in the aging process, they got to understand the
physiological because our body reacts to drugs differently as we age to® Sedond
desired change was to have a co-located mental health professional. Foegkampl
adult day service managers wanted the geropsychiatrist to reinstete¢ovibeir
agencies. Similarly, a supportive housing manager wished she could hire a nadtital he
staff (i.e., nurse or social worker) so clients could use “talk” therapy. Timelsegs
provide further support for the universal themes of 1) staff not being qualified to respond
to depression is a barrier and 2) collaborations with other service agenpefakgitate

depression care.

Agency Patterns of Instituting Change

All key informants were asked about their general pattern of instituting €hang
with the question “What would be the process for your agency to introduce a new servic
or protocol?” Through information on several case examples of small (i.e., devedoping
training manual, offering a new support group) and large changes (i.e ngr@agw
program, hiring a new type of staff, or revising an existing protocol), the fiolipw
themes were derived. First, most managers began answering this questissweis of

cost and all managers referenced cost issues. Thus, the first themdaelatest does it
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cost?’ Managers used phrases such as “cost factor,” “sustainable,” “deperchave
funding,” need for “start-up money,” and “everything for us is money driven.” Other
managers described concerns for cost-offsets, as one senior manadetBteyeu

serve ten people really well or do you serve a hundred people so they've got food to eat?
The concern for costs was systematic across agency types.

A second theme that was consistent across agency types in terms of instituting
change involved the division between what is needed for different types of changes,
depending on cost. This theme is named, ‘Small change is local and quick if wanted,
large change is a lengthy process.” The small changes that have te\i.eosstaff
training, adding a new type of therapy group) were dependent on someone taking
responsibility to implement the idea. Program managers can make these decisions
without seeking outside approval, as one supportive housing manager stated, “If it’s not
going to cost anything we can pretty much do whatever we want.” However, more
expensive, larger scale changes involved a lengthier process of seekmgbppsenior
managers, presidents of companies, and boards.

The impact of the cultural diversity on decisions to institute change was also
evident across service types, but it was only mentioned by a few managers.nioleexa
the distribution of resources between predominantly Caucasian versus predominantly
African American neighborhoods impacted decisions in urban agencies. For@xampl
one senior center manager described that the director “has gotta walk onlisggvblea
discussing resources and another senior center manager stated “intdeyasts we've
closed seven senior centers | believe, most of them unfortunately in North St. Louis,”

which influences future decisions. Furthermore, a supportive housing managdyetkescri
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that when considering new services for clients she considers the “diffepng

abilities” and “how they interpret what it means to get help” among the efiffethnic
groups her agency serves. Lastly, one supportive housing manager and one homecare
manager identified a self-awareness that their hierarchal role andGsailcgsian may
influence how new changes are perceived by the predominantly Africancametaff
members.

A few key distinctions were apparent in themes about instituting change withi
certain agency types. First, adult day services and homecare ageneiedikean that
their managers described two themes for change: 1) a more “marxiatdthange
processes and 2) franchise promotes standardization and routine efforts to improve ca
For example, the homecare manager that recently added Medicare-reimbursdd me
health services to his agency described “needing to maintain a volume of dheistsie
is targeting retirement communities first. He stated, “It would deereagravel time for
the social workers, make scheduling easier, and maintain a consistent poaoitsf dtie
doesn’t make sense to go to individual homes, so that is why we go to retirement
communities.” Similarly, a homecare manager from a franchise aajam stated,
“We’'re very clear that the home office is very committed towards proyidihigh level
of care . . . there is a strong passion for being a leader in the industry.” Foream
adult day service manager from a franchise organization stated, “We aréa#igsent
small business with slim margins.”

Alternatively, several senior center managers described distincs isstne
change process related to the theme of “extensive history.” Here, the éepmhers were

commonly described as having “been in those positions forever.” Another senior center
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manager stated, “Its pretty much status quo. So it’s just the same fronevtaipryear
and the previous year before that and the previous year before that.” Within this
“extensive history” is a trend to be director-driven, with two managers desgthnat
change cannot occur without the director’s approval. For example, one senior center
manager stated “if it's a dumb idea to the director it is off the table.”

Lastly, supportive housing facilities reported few issues with institutiagge
above and beyond cost issues, thus the name of their theme for change is “flexilyle”. The
often reported a “flexible” process with some agencies having exstinctures to
support change such as resident councils or social service departmentsstTictses
routinely met and would seek recommendations for changes from residehtspstaf
workers, family, and the agency’s board members. They would develop commvittees
mixed representation from the above stakeholders and operate on short and long-term
goals. Overall, as long as some stakeholders were interested they coutd fooeard

with planning for the change.

Perceptions of Barriers to Improving Depression Care

To add to the themes about barriers to specific depression practices, each key
informant was asked, “If your agency were to adopt a new interventiompyhera
protocol to respond to depression in your clients, what may be some barriers to it being
successful?” Several of the above themes were repeated such as 1) whatadbe?)it
staff not qualified, and 3) only if clients tells us/chooses it (i.e., issubs'stigma,”
“some of them do not want intervention,” “I don’t think they’ve ever given themselves

permission to be depressed.”).
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In fact, even some managers echoed themes about unwillingness to respond to
depression, such as “maybe we’re too quick to sometimes say depression” and anothe
manager stated, “I have real trouble with people who are depressed and | doe’t bla
them for being depressed, but | guess I'm the kind of person that thinks ‘do s@methi
about it.” Which | know isn’t true, but that’s the way | am.” Finally, one manage
summed it up as “mental health in general is not a priority, period, so why would we care
about old folk?”

This unwillingness to get help extends beyond depression care, as one supportive
housing manager described:

There even are people, believe it or not, who would stay on the floor for many

days if they could because they’re afraid if you come and find them, then they'll

have to leave. So there is this pervasive fear with people over 85 years of age that
if the nurse comes and sees them, she’s going to send me to the hospital. The
hospital will know how frail | am and they won’t let me go back.

A single new theme was identified, poor depression care from doctorsalSeve
managers from all agency types voiced this concern. For example, one nrapaged
that at her recommendation a son took his father (the client) to the doctor for almedica
check-up and to assess for depression. The doctor intervened by saying “Theyadult
care says you're depressed, are you depressed?” and in the son’s opinion shat@ds
with the adult day care staff, he said “it didn’t go over well”. Several otheageas
cited concerns with doctors’ management of depression as “moving through it quickly,”
and “here’s a pill.” One supportive housing manager stated, “I think depression in the

elderly is over diagnosed and therefore then they're overmedicated.”
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Perceptions of Facilitators to Improving Depression Care

Similarly, key informants were asked, “If your agency were to adopt a new
intervention/ therapy or protocol to respond to depression in your clients, what &e som
strengths of your agency that would help it be successful?” Here, two thenees wer
repeatedly mentioned: the long-term relationship with the clients and if theydughc
employees with previous mental health experience. The relationship fadilite
detection of depression and the provision of education. The previous mental health
experience helped with incorporating depression content into staff traineegsasent
procedures, and networking with mental health professionals to facilitatelefend
consultation services.

In regards to facilitators of depression, four overarching themesoessestent
across agencies. First, throughout most interviews, the “caring” and Sira@ietaff
was highlighted as crucial. Second, several managers highlighted alstretigir
agency in particular was its “good reputation.” This was also phrased as hdsgingng
backbone” and “dedication to senior adults.” This reputation was seen as fagilitattn
linkages to other resources and to continuous efforts to improve and expand services.
Third, most managers discussed the important role that they already sespmoimiieg
to depression through “listening” to their older adult residents and to providing fshot-i
the arm therapy, where sometimes they’'ll [clients] just come in for ten @siaumd just
need to talk and that’ll be enough.”

The fourth and final theme was repeated throughout almost all interviews, in tha
the managers perceived their services as a holistic approach to cliehtg’ ajuie.

This theme is based on the managers’ comments of “treating the whole person” and
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offering “holistic” services such as “socialization,” “companionship, étital

stimulation,” “good nutrition,” “a cheery sunlit environment that is very muah li

home,” and “just some TLC [tender, loving, care].” For example, one adult day manager
described her staff as being “here to take care of the physical, psychblegiotional,

and spiritual needs.” As another example, a supportive housing manager describe how t
staff “brainstorm to figure out new things to hook people” such as “we have 95 to 100
year old people playing Wii to help their memory and their coordination . . . And yeah
they're frail. Yeah they use a cane. Yeah, they sometimes forget wheteaiththeir hat,

but they’'ve got a good life.” In sum, one senior center manager stated, “I dok't thi
anyone ever thinks we’re helping them with their mental health...[yet] peolbkaw ‘it

just saved my life to come here to this senior center and get involved.” For @gpress
older adults specifically, this manager stated her agency’s serpige$iiem up because

they need people that are still busy and active and get them reinvolved anéstadtér

Conclusion

The qualitative data from the key informant interviews provided an in-depth
description of current depression practices within aging network services and an
extensive list of barriers and facilitators to the adoption of new peactiClear
organizational barriers were indicated, such as staff qualifications andm®fwecost,
but so too were some potential organizational facilitators, such as the agerungs' st
reputations and holistic approach to older adult’s quality of life These findiegs
compared against the open-ended items on staff surveys for purposes of timmgulat

Overall, staff comments provided many similarities in concerns for cost, stigma,
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and client willingness for depression services. For example, one staff méesbabed
a barrier as “clients being unwilling to pursue treatment, feeling depnessnormal part
of aging or their caregiving experience” and another staff wrote “dieora the
families.” Likewise, staff commented on their own “caring about theopesead wanting
them to be well emotionally as well as physically” or the agency’s “do\wetter the
lives of our residents. We all care very much about the safety and quality of our
resident’s lives.” To complement these findings, quantitative results frestaff

surveys will be reviewed in the next chapter.
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Chapter V: Organizational Social Context of Depressn Care in Aging
Network Services

Surveys with 142 staff from 14 agencies resulted in data on organizational and
staff predictors of current depression practices in aging network senifibesresults
respond to the second aim: Examine how variations in current depression peaetices

related to organizational context and staff-level factors among agingrketemvices.

Sample Description

Description of Staff Survey Participants

A sample description is detailed in Table 5.1 for the raw data and in Table 5.2 for
the imputed data. Subsequent results reference the imputed data. Staff warnéypri
Caucasian females with 39% having a college degree. Approximately one stdfif
(18%) have a graduate degree. The most common degree held was social wrk (16%
followed by education (4%) and nursing (4%). For mean years of human service wo
staff at adult day services and homecare services had significantly rpereeage than
senior centers and supportive housing facilities, with a small portion of staffdidimeg
current place of employment for less than 12 months (18% for entire sample).fThe sta
amount of client contact varied significantly by agency type. Adult day seraite s
reported the highest amount of daily contact with clients while supportive housing
facilities most commonly reported a slight amount of client contact in a gia.

Several job responsibilities varied by agency type, as is noted in the table.
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Table 5.1: Sample characteristics of staff survey participants from raw ata (n=142)

Variable Total Adult Day Homecare Senior Supportive

Mean+ SD; Frequency Services Services Centers Housing

) Sample (n=18) (n=24) (n=66) (n=34)

Mean number of 10.1£6.0 6.0+2.0 8.0+3.0 16.5+£7.5 8.5+3.5
staff per agency (410 24)

Mean age 49.9+13.3 | 50.4+12.7 52.3+14.3 51.0+122 46.0£14.5

Gender

Female 94% (132) | 100% (18)  92% (22)  95% (62)  91% (30)

Male 6% (8) 0(0) 8% (2) 5% (3) 9% (3)
Ethnicity

Caucasian 89% (110) | 93% (13)  90% (18)  91% (26)  84% (26)

African 10% (12) 7% (1) 10% (2) 7% (4) 16% (5)

American

Latino 1% (1) 0(0) 0(0) 2% (1) 0(0)
Education level

Less than high 1% (1) 0(0) 0(0) 2% (1) 0(0)

school

High school 20% (27) 17% (3) 12.5% (3)  29% (18) 10% (3)

Some college 32% (44) 28% (5) 29% (7) 40% (25) 22% (7)

Associate 7% (10) 5% (1) 12.5% (3) 5% (3) 10% (3)

Bachelor 21% (29) 39% (7) 21% (5) 17% (10) 22% (7)

Graduate 19% (25) 11% (2) 25% (6) 9% (6) 36% (11)
Degree

Education 5% (6) 7% (1) 0% (0) 2% (1) 13% (4) *

Nursing 4% (5) 12% (2) 5% (1) 3% (2) 0(0)

Psychology 2% (3) 12% (2) 0 (0) 2% (1) 0 (0)

Law 1% (1) 0(0) 0(0) 0(0) 3% (1)

Social work 17% (22) 7% (1) 23% (5) 8% (5) 36% (11)

Other 17% (22) 12% (2) 27% (6) 14% (9) 16% (5)

Not applicable 54% (72) 50% (8) 45% (10)  71% (44)  32% (10)

(less than associate

degree)

Mean years of 14.4+11.4 | 20.9+126 17.8+147 131295  11.2+9.9 22541'%%
human service p<0.01
work

Mean years in 6.2+6.8 6.4+5.9 3.0£2.5 7.9+8.1 5.3+5.5 ;f=§3-14§é

agency p<0.05

Turnover, % less 18% (26) 11% (2) 12% (3) 18% (12) 26% (9)

than 12 months
at agency
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Variable Total AdultDay  Homecare Senior Supportive

+ SD: Services Services Centers Housin
m(;an' SD:Freqieney | sample (n=18) (n=24) (n=66) (n:34)g
Amount daily client
contact
Not at all 3% (4) 0(0) 0(0) 1% (1) 10% (3) o
To a slight 24% (32) 17% (3) 37.5%(9) 16% (10) 32% (10)
extent

To a moderate 25% (33) 11% (2) 12.5% (3)  31%(19) 29% (9)
extent
To a great 30% (40) 17% (3) 21% (5) 41% (25) 23% (7)
extent
To a very great 18% (25) | 55% (10) 29% (7) 10% (7) 6% (2)
extent

Job responsibilities
(%Yes)

Intake 38% (54) 33% (6) 46% (11)  53% (35) 6% (2)
coordinator
Social services 46% (65) 22% (4) 42%(10)  58% (38)  38% (13) *

Nursing care 9% (13) 33% (6) 17% (4) 3% (2) 3% (1) i
Activities 32% (46) 33% (6) 5% (1) 51% (34) 15% (5) b
coordinator

Personal care 17% (24) | 78% (14) 37% (9) 2% (1) 0 (0) i
aide

Administer 6% (9) 28% (5) 17% (4) 0 (0) 0 (0) b
medication

Food 43% (61) | 67% (12) 25% (6) 61% (40) 9% (3) i
preparation

Homemaker or 8% (11) 22% (4) 21% () 3% (2) 0 (0) **
choreworker

Transportation 15% (21) 17% (3) 4% (1) 8% (11) 18% (6)
coordinator

Transportation 6% (9) 0 (0) 12% (3) 9% (6) 0 (0)

driver

Education or 24% (34) 11% (2) 29% (7) 32% (21) 12% (4)

training

Outreach 32% (45) 11% (2) 8% (2) 54% (36) 15% (5) b
activities

Management | 50% (71) | 28%(5)  14%(10)  59% (42)  20%(14)  *

Significance Test b)“ * < 0.05; ** < 0.01; *** <0.001 for dichotomous variable.
Significance test by ANOVA for continuous variables. All tests should be coedide
with caution, as the clustering of data by agency is not accounted for and caimresul
biased estimates.
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Table 5.2: Sample characteristics of staff from imputed datén=710 for 5 implicates)

Variable Total Adult Day Homecare Senior Supportive
Mean, SE; Frequency Sample Services Services Centers Housing
Mean age 49.58, 50.12, 52.28, 50.70, 45,93,
SE=1.20 | SE=2.92 SE=3.08 SE=165  SE=2.52
Gender
Female 94% 100% 92% 95% 91%
Male 6% 0% 8% 5% 9%
Ethnicity
Caucasian 88% 89% 87% 90% 84%
Minority 12% 1% 13% 10% 16%
Education level
Some high school 1% 0% 0% 2% 0%
High school degree 20% 17% 12% 27% 9%
Some college 31% 28% 29% 38% 21%
Associate degree 8% 6% 13% 6% 11%
Bachelor degree 22% 38% 21% 17% 25%
Graduate degree 18% 11% 25% 10% 34%
Major of highest degrees
Education 4% 6% 0% 1% 12%
Nursing 4% 1% 4% 1% 0%
Psychology 2% 1% 0% 2% 0%
Social Work 15% 6% 21% 8% 32%
Mean years of human 14.41, 20.89, 17.79, 13.05, 11.21,
service work SE=0.91 SE=8.87 SE=8.99 SE=1.37  SE=2.94
Mean years in agency 6.25, 6.39, 3.00, 7.86, 5.32,
SE=0.32 | SE=1.92 SE=0.26 SE=1.00  SE=0.90
Turnover, % less than 12 18% 11% 12% 18% 26%
months at agency
Amount daily client contact
Not at all 3% 0% 0% 2% 10%
To a slight extent 24% 17% 38% 17% 31%
To a moderate extent 25% 1% 12% 31% 30%
To a great extent 30% 17% 21% 40% 23%
To a very great extent 18% 55% 29% 10% 6%

Note: Job responsibility variables were not imputed, as they did not contain midsing da

Mean, Standard Errors estimated from rolled up procedure. Frequencies averaged a

five imputed sets.
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Staff knowledge of depression was measured by four separate LiKeritsoes,

ranging from O to 4 with higher scores indicating higher levels of knowledge, as

represented in Table 5.3 for raw data and Table 5.4 for the imputed data. Nearly half of

the staff reported feeling great or very great confidence in regogrdepression in their

clients (39%) and reported receiving moderate or more training individugtyaargh

their agency (56%). No differences in staff knowledge were signtficeelated to

agency type. According to tiesidence-Based Practice Attitudes Scataff attitudes

did not vary significantly by agency type. Aging network services stafiéiileen a

moderate and great level of positive attitudes toward adopting a new intervention for

depression care per the scale’s mean ttaP(85,SE=0.05).

Table 5.3: Raw data for staff attitudes and knowleddgeabout depressionn=142)

_ Total Adult_ Day Home_care Senior Suppo_rtive
Variable Sample Services Services Centers Housing
Meant+ SD (n=18) (n=24) (n=66) (n=34)
Extent depression is 2.8+0.9 2.8+09 2.9+1.0 2.8+09 2.6+0.8
a problem
Confidence in 2.4+1.1 25+1.1  2.6x0.9 2.3x09 2.1x1.3
recognizing
depression
Received training 1.1£1.0 0.8+0.8 1.5+1.2 11212 0.9+1.2
from agency
Received individual 1.6+14 1.8£1.3 1.9+14 152+15 15+14
training
EBPAS Total 43.1£7.6 | 40.7+8.3 419+94 451+59 41.8+8.1
Mean Total 2.8+0.6 2.8+05 2.7x0.6 29+06  2.8+0.5
Mean Requirement 2.7£1.0 26+£1.0 2.2+13 3.1£09 2.6+0.8 *2;33'0364
Mean Appeal 3.0+0.8 2.8£0.7 2.9+1.0 3.1x0.8  3.1x0.7 p<0.05
Mean Openness 2.5+0.9 2.6+£0.7 2.3+0.9 2.7+1.0  2.4+0.9
Mean Divergence 3.0£0.7 3.0£0.8 3.1+0.6 2.8+0.7  3.0:0.7

@ Rating on scale of 0=Not at all, 1=A slight extehtA moderate extent, 3=A great extent, 4=A very

great extent.

Note: Significance test by ANOVA for continuous iadnles. All tests should be considered with caytio
as the clustering of data by agency is not accaufioteand can result in biased estimates.
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Table 5.4: Imputed data for staff attitudes and knowledg&about depression(n=710
for five implicates)

Total Adult Day Homecare Senior Supportive
Sample Services Services Centers Housing
Variable Mean  SE Mean SE Mean SE Mean SE  Mean SE
Extent 2.71 011 283 005 292 022 269 016 255 0.17
depression is
a problem
Confidence in 2.24 011 250 0.07 255 018 219 0.16 2.02 0.25
recognizing
depression
Received 1.06 009 088 020 145 024 1.04 013 0.93 022
training from
agency
Received 1.51 014 183 010 194 029 133 019 140 0.29
individual
training
EBPAS Total | 40.65 0753994 183 39.3¢4 183 41.77 099 39.78 1.38
Mean Total 2.71 005 266 012 262 012 278 007 265 0.09
Mean 2.64 009 249 027 228 025 285 013 259 0.13
Requirement
Mean Appeal | 2.85 010 274 018 280 021 292 0.11 280 0.20
Mean 2.47 007 251 018 229 018 260 0.10 231 0.15
Openness
Mean 2.85 006 28 017 3.03 012 279 009 289 0.1
Divergence

@ Rating on scale of 0=Not at all, 1=A slight extet#A moderate extent, 3=A great extent, 4=A vaeat)
extent.
Note: Means and standard errors are provided fremdlled up estimates of the five imputed data.set

Organizational Social Context: Variations by Service Type

Results of th®rganizational Social Contexre listed as T-Scores in Table 5.5
per agency and in comparison to national data. Although, not tested for sthtistica
significant differences, a review of the means and standard deviations fayehcies in
comparison to the national data indicates the agencies are near natoageavor
proficiency, and have slightly more rigid and resistant cultures. Staffrmg agtwork

service agencies described the organizational climate as slightlyemgaging, slightly
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more functional, and slightly less stressful than national averages. Moralkghtyg s
higher than national averages.

The organizational culture differed significantly by agency type asndeasted in
Table 5.6. Among this sample, adult day services had less proficient culturegrand m
rigid and resistant cultures when compared to the other service types. dfesawices
had more proficient cultures, near average rigidity, and more resistanesutan the
other service types. Senior centers had near average proficiency but igighiyd
resistant cultures. Supportive housing was near the lowest on all culture aspects of
proficiency, rigidity, and resistance when compared to the other service typterms
of organizational climate, significant but smaller differences wetieated by agency
type. Adult day services were significantly higher for engagement,l\ssraice types
were above national averag€%3,138)=3.50p<0.0174). Adult day services also had
significantly lower functional climates; whereas, the other services typd T-scores
above 60F(3,138)=42.87p<0.001). All agencies reported less stressful climates, with
supportive housing being the least stres$#(8,138)=4.48p<0.049). T-scores for
morale approached a significant difference by agency #§8138)=2.35p<0.0755).
Here, adult day service staff reported the lowest morale (T-Score: SB©%904), while

all other agency types were nearly one standard deviation above national sverage
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Table 5.5:Organizational Social Context (OSC) T-Scores by agency unit per the raw datéN = 137)

T-score
(Percentile of which the T-score falls above in Comparison to National Sample?)

Adult Day Services Homecare Services Senior Centers Supportive Housing
Domain OSC Agency  Agency  Agency | Agency  Agency  Agency | Agency  Agency  Agency  Agency | Agency  Agency Agency Agency
Scales 1 2 3 4 5 6 7 8 9 10 11 12 13 14
(n=4) (n=8) (n=6) | (n=11) (n=5) (n=8) | (n~=22) (n=8) (n=23) (n=10) | (n=6) (n=12) (n=11) (n=3)
- 61.08 34.70 51.09| 63.04 39.91 6349 | 5223 6225 51.90 51.73| 38.52 44.39 56.08 56.28
§ (86%)  (5%) (51%) | (90%) (13%) (89%) | (56%) (88%) (54%) (52%) | (11%) (26%) (71%)  (71%)
E
o© - 50.81 63.82 62.96 | 56.98 5751 43.72| 68.19 5196 62.13 5091 | 50.55 40.19 49.06 43.74
§ = (50%) (90%) (88%) | (74%) (75%) (24%) | (96%) (54%) (87%) (49%) | (49%) (15%) (45%)  (23%)
- 5718 60.45 57.14| 55.16 6546 5552 | 69.78 48.88 57.16 59.11 | 49.06 39.19 60.42 43.74
§ (75%) (85%) (74%) | (68%) (92%) (67%) | (97%) (43%) (74%) (80%) | (45%) (13%) (83%) (23%)
E
o 69.02 53.16 69.35| 5898 47.89 66.32 | 54.02 5822 60.46 61.64 | 48.86 50.80 63.65 68.68
% (96%) (60%) (96%) | (79%) (38%) (93%) | (63%) (77%) (82%) (85%) | (40%) (50%) (89%)  (95%)
[@)]
(&
2 = 65.11 3873 39.18| 70.03 4586 7563 | 6346 5879 70.65 6091 | 59.73 65.69 59.72 71.93
£ kS (93%) (11%) (12%) | (97%) (31%) (99%) | (89%) (77%) (97%) (83%) | (81%) (92%) (81%)  (97%)
O S
i
2 33.79 5531 4052 | 4768 6355 3270 | 55.76 4157 46.03 4837 | 3243 37.60 56.06 39.39
% (4%) (67%) (14%) | (37%) (89%)  (3%) | (67%) (17%) (32%) (40%) | (3%)  (9%) (70%)  (12%)
g o
.;g § 63.70 49.28 5259 | 59.14 5159 66.15 | 57.21 58.17 60.32 60.30 | 56.42 60.49 60.93 6247
<C

@ The national sample of mental health agencies included 1112 individuals employeational sample of 100 mental health
agencies. A score of 50 is the mean of the national sample, with a standard deviation of 10.
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Table 5.6:Organizational Social Context mean T-Scores by agency type using raw
data (n=137 for 14 agencies)

Factor Total Adult Day  Homecare Senior Supportive
Mean T-Score+ Sample Services Services Centers Housing
SD (n=18) (n=24) (n=66) (n=34)
Agency Culture
Proficiency 52.2+8.0 | 46.0+11.1 58.4+9.7 53.5+3.7 48.4+7.3 **F=14.79
df=3, 138
p<0.0001
Rigidity 55.8+8.8 60.6+5.4 52.7£6.5 60.9+6.8 45.6+4.5 **F=52.96
df=3, 138
p<0.0001
Resistance 56.8+8.4 58.6+1.7 57.4+4.2 60.4+7.4 48.6+9.0 **F=22.02
df=3, 138
p<0.0001
Agency Climate
Engagement 58.5+6.0 62.1+8.2 59.1+6.7 58.1+3.1 56.7+7.7 *F=3.50
df=3, 138
p=0.0174
Functionality 62.3£9.8 | 44.7+11.2 66.9+11.3 65.0+4.6 63.3£4.2 *F=42.87
df=3, 138
p<0.0001
Stress 46.5+8.5 45.6+9.3 46.0£11.4 48.9+5.2 42.7+9.6 **F=4.48
df=3, 138
p=0.0049
Staff-level 58.7+9.1 53.6+9.0 59.9+10.5 59.0+7.9 60.0+9.8 F=2.35
Morale ar=3, 138
p=0.0755

Note: A score of 50 is the mean of the nationalanwith a standard deviation of 10. Significatest by
ANOVA for continuous variables. All tests should tonsidered with caution, as the clustering od dhgt
agency is not accounted for and can result in diasémates.

Multilevel Model Results
All multilevel models were conducted in the following stages. First, for all
models, agency type was set as a fixed variable nested within the unique identifier
each agency unit. Any categorical covariate was entered as a duwdet/a@riable.
Then, during the first modeling stage, only the agency-level “random effeets”
included. These models for each dependent variable resulted in estimates ehtlye ag
variance (i.e., variance in the dependent variable attributable to agemcieskiual

variance in the model without staff-level or agency-level covariatehelsdcond stage
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of modeling, staff-level characteristics were included as controls altthgther
independent variables. For each model, a separate table provides the random effects
results, the agency-level covariate estimates, and the staff-le\alatevestimates (See

Tables 5.7 t0 5.9).

Model 1: Count of Indicators of Empirically Supported Depression Practices

Due to models failing to converge using Proc MIXED, most likely due to the
small sample size and the dependent variable for this model being at the agehuagite
of analysis, Proc GENMOD was used instead. This analytic approach allows for
variables at two levels (i.e., agency-staff and staff-level), howbeestandard errors are
not adjusted for the clustered data. Therefore these results should be reviewed with
caution. The results of the random effects only model indicated that a significant
proportion of the variance in an agency’s use of empirically supported depression
practices was associated with the agency itself, as detailed inSldb{@nce covariates
were included, the significant contribution of agency-level variables rewhain

For agency-level covariates, agency type, proficiency, rigiditysteasse,
engagement, functionality, stress, and primary funding sources weragafibatly
related to the use of empirically supported practices when accounting foagémaery
and staff characteristics. As detailed in Table 5.7, most parameteatest were small,
except for the contribution of the agency type and the primary funding source. Adult da
services, homecare and supportive housing all were significantly and direatidres
increased use of empirically supported depression practices when edrtgpaenior

centers. For organizational culture, more proficient cultures and mateculjures were
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directly related to increased use of empirically supported depressiorcgsadtdowever,
more resistant cultures were inversely related to increased use ocalypsupported
practices. For climate, more engaging, more functional, and more stidsshibs were
less likely to use empirically supported depression practices. Lagtiyci@s with
primary funding from private pay sources were significantly less likely &y off

empirically supported depression practices. No staff-level covariatesswgaificant.

Table 5.7: Proc GENMOD, Model #1: Count of depressin care indicators

Data with Nesting by Service Type (Per Proc GenMod, with
Class Statement, covariates rolled up in Excel)

Model Variable Coefficient SE -2 Res Log df p-value
Likelihood
Random effects only
Constant 8.846 1.377  -352.257 1 <0.0001
Agency unit variance -0.071
Service type cluster variance -0.777
Residual variance 2.891
X2 56.85 1 <0.0001
Agency-level and staff-level covariates
Constant 7.359 0.705 -42.138 10 <0.0001
Agency
Adult day services type 0.552 0.222 10 0.019
Homecare service type 3.099 0.106 10 <0.0001
Senior centers service type 0.000 0.000 . :
Supportive housing service type 3.292 0.115 10 <0.0001
Proficiency 0.369 0.008 10 <0.0001
Rigidity 0.067 0.033 10 <0.0001
Resistance -0.125 0.007 10 <0.0001
Engagement -0.168 0.010 10 <0.0001
Functionality -0.096 0.006 10 <0.0001
Stress -0.022 0.007 10 0.001
Primarily private funding source -3.778 0.157 10 <0.0001
Staff
Age -0.003 0.053 121 0.449
Female -0.151 0.143 121 0.115
Has a college degree 0.051 0.082 121 0.451
Years of experience -0.000 0.003 121 0.146
Minority 0.143 0.103 121 0.762
Major degree
Social work -0.065 0.103 121 0.558
Nursing 0.079 0.165 121 0.600
Psychology 0.066 0.208 121 0.783
EBPAS total score? 0.004 0.005 121 0.796
Confidence in recognizing depression -0.027 0.039 121 0.937

aEvidence Based Practice Attitudes Sdatal score
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Model 2: Staff's Evidence-Based Practice Attitudes Scale Total Score

Results for this model are presented in Table 5.8. The random effects model
indicates that the accounting for the agency cluster of data does not have@signif
effect on the variance in staff’s attitudes toward evidence-based sieprpgactices, per
the total score of thEvidence-Based Practice Attitudes Scal® explore the impact of
clustered data, the model was run with the class statement accounting toesgested
within agency types. In Table 5.8, results are presented for both nested and neshe-nest
data for transparency purposes. Results were similar between these modelsf tie
agency-level covariates were significantly related to the staffitudes toward evidence-
based depression practices when accounting for other agency and staff ahticacte
For staff-level covariates, three covariates were significaaliated to the staff's
attitudes toward evidence-based depression practices. First, incrgsmia@f
experience was significantly related to less positive attitudes towdd¥shee-based
practices. Second, having a nursing degree significantly increased lin@tilghat a
staff would have positive attitudes towards evidence-based practices. Tdfirdh®
reported increased confidence in recognizing depression in their clientohagaositive

attitudes towards evidence-based practices.

Model 3: Staff Morale

As presented in Table 5.9, the random effects model was non-significant. This
means that the agency cluster did not contribute significantly to explainingribaece
in staff morale. When staff-level covariates were added, the model ex@n-

significant—both in the nested and none-nested data models—as were the covariates.
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Table 5.8: Proc Mixed, Model #2:Evidence-Based Practice Attitudes Scale Total Score

Data with Nesting by Service Type Data without Nesting by Service Type
Model Variable Coefficient SE -2 Res Log df p-value | Coefficient SE -2 Res Log df p-value
Likelihood Likelihood
Random effects only
Constant 39.635 2.729 893.1 1 <0.0001
Agency unit within service type variance 8.318
Residual variance 49.492
X2 20.12 1 0.0924
Agency-level and staff-level covariates
Constant 31236  13.018 904.6 10 0.007 33211 13.791 9043 10 0.018
Agency
Agency Unit 0.123 0.334 0.708
Adult day services type -2.073 6.505 10 0.863 -5.206  4.978 10 0.301
Homecare service type -1.331 4.304 10 0.811 2231 2135 10 0.298
Senior centers service type 1.078 3.780 10 0.623 2212 2.380 10 0.355
Supportive housing service type 0.000 . . . 0.00 . . .
Proficiency 0.151 0.396 10 0.691 0.020 0.159 10 0.899
Rigidity 0.139 0.187 10 0.645 0.106  0.175 10 0.549
Resistance -0.186 0.168 10 0.164 -0.191  0.166 10 0.256
Engagement 0.154 0.553 10 0.787 0.339  0.203 10 0.097
Functionality -0.180 0.129 10 0.200 -0.190  0.126 10 0.135
Stress -0.068 0.151 10 0.777 -0.066  0.151 10 0.663
Primarily private funding source 2.373 3.582 10 0.621 2.527  3.604 10 0.487
Staff
Age 0.036 0.071 121 0.103 0.037  0.071 121 0.610
Female 0.650 2.811 121 0.535 0.666  2.810 121 0.813
Has a college degree 0.086 1.573 121 0.890 0.155 1.56 121 0.921
Years of experience -0.112 0.090 121 0.003 -0.116  0.090 121 0.222
Minority -0.600 2.321 121 0.424 -0.690 2.272 121 0.764
Major degree
Social work 1.382 2.002 121 0.410 1.350  1.991 121 0.499
Nursing 8.192 3.308 121 0.012 8.037  3.280 121 0.016
Psychology -1.040 4.555 121 0.891 -0.975  4.552 121 0.831
Confidence in recognizing depression 2.376 0.744 121 <0.001 2.378  0.742 121 0.004
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Table 5.9: Proc Mixed, Model #3: Staff Morale

Data with Nesting by Service Type Data without Nesting by Service Type
Model Variable Coefficient SE -2 Res Log df p-value | Coefficient SE -2 Res Log df p-value
Likelihood Likelihood
Random effects only
Constant 58.974 1.696 1011.7 1 <0.0001
Agency unit within service type variance 6.369
Residual variance 77.123
X2 3.89 1 0.2741
Agency-level and staff-level covariates
Constant 35319  17.612 975.4 10 0.069 34.527 18.555 9759 10 0.065
Agency
Agency unit 0.239 0.423 10 0.544
Adult day services type 4133 7.353 10 0.530 2.627 5999 10 0.662
Homecare service type -3.841 5.634 10 0.493 -1.003  2.849 10 0.725
Senior centers service type -2.487 4.965 10 0.585 0.278  3.067 10 0.928
Supportive housing service type 0.000 . 10 . 0.000 . . .
Proficiency 0.360 0.499 10 0.491 0.105 0213 10 0.621
Rigidity -0.240 0.231 10 0.312 -0.304  0.200 10 0.132
Resistance 0.196 0.206 10 0.301 0.188  0.205 10 0.362
Engagement -0.359 0.690 10 0.608 0.000 0.269 10 0.999
Functionality 0.217 0.250 10 0.055 0271  0.167 10 0.107
Stress -0.029 0.199 10 0.779 -0.057  0.186 10 0.759
Primarily private funding source -0.071 4.228 10 0.940 0219 4186 10 0.958
Staff
Age 0.131 0.083 121 0.167 0.133  0.083 122 0.118
Female 03.467 3.39%4 121 0.288 -3.390  3.380 122 0.318
Has a college degree -2.532 2.127 121 0.341 2402 2105 122 0.256
Years of experience -0.080 0.089 121 0.507 -0.084  0.885 122 0.343
Minority 0.009 2.848 121 0.750 -0432  2.769 122 0.876
Major degree
Social work 2.943 2.709 121 0.362 2880 2.699 122 0.288
Nursing 0.586 4.479 121 0.871 0.264  4.426 122 0.952
Psychology 2.194 5.594 121 0.756 2325 5572 122 0.677
EBPAS total score? 0.160 0.132 121 0.143 0.162  0.131 122 0.220
Confidence in recognizing depression -0.423 0.907 121 0.502 -0.429  0.905 122 0.637
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Conclusion

Thus, when considering the quantitative results, organizational context egeimain
an important distinguishing factor between service types when describinglithate
and culture and their current use of empirically supported depression practovesvet
the quantitative results indicate that organizational context is not influengtaff
attitudes toward evidence-based practices, staff confidence or traimegponding to
depression, nor their general staff morale. In fact, few staff-levetiates contributed
significantly to understanding the variance among agencies that offpiscaity
supported depression practices, staff evidence-based practice attitudidfandrale.
For attitudes toward evidence-based practice attitudes, a few imgrastiings were
predictive of positive attitudes. For example nurses had more positive attitudes,
increased confidence in recognizing depression was related to more positidestt
and less years of experience was related to more positive attitudesall,@ivese
findings are not promising in terms of identifying modifiable factors theatelated to

staff-level outcomes, such as attitudes and morale.
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Chapter VI: The Potential of Aging Network Servicesto
Improve Depression Care

With considering the previously described findings from the mixed method data
collection, the final aim was to classify the potential, among types of agwgnke
services, to adopt new depression practices. This aim was exploratory and involved
integrating the findings with each other as well as with existingtitez on the topic of
aging network services’ potential to improve depression care. The workuwdasl dpy
three main questions: (1) What constructs informed the classificationrafyagetential
to adopt new depression practices? (2) What commonalities occurred acrosssaigenci
classifying their potential to adopt new depression practices?, and (3) Hoypesdof
aging network services (i.e., adult day services, homecare services cesérs, and
supportive housing) differ in their potential to adopt new depression practices?

For question 1, methods involved summarizing and comparing conclusions
regarding the qualitative themes and quantitative variables that wkrégdadn this
study’s conceptual model. The primary comparison was to recent liteoattine
classification of agency potential to adopt new depression practices. Fotdhd se
guestion, a comprehensive list of the qualitative themes and quantitative findesgs wa
created for barriers and facilitators that were universal acrossyatypec This list was
then compared to relevant research. Lastly, for the third question, eack pgpeneas
classified according to the key variables of the conceptual model that vaisedvice
type (i.e. organizational context, agency use of current depression prguticesptions

of barriers and facilitators that were unique to that service type). The comsiirstaff
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attitudes and knowledge were omitted from this classification, as theableardid not

vary by service type.

Constructs Informing Agency Potential to Adopt New Depression Peactic

Recently, the National Council of Aging initiated efforts to examine
organizational potential for adoption of depression practices in aging netwadesdry
implementing a depression-specific, Innovation Readiness Assessm&n{BEdenson,
2005; Goldstein, 2009). By expanding upon generic assessments of organizational
context and readiness for change (Glisson, 2007; Lehman, Greener, & Simpson, 2002),
the IRA accounts for how organizational potential for adoption is modified ypleeof
practice being considered. For example, an organization’s potential mexyifdifiey
want a program targeting fall prevention versus a program to intervene wittstli
depression.

The IRA is a web-based assessment taken by potential agency adopters to
evaluate their agency’s capacity and willingness to incorporate @ giaetice. The
assessment is modular to examine specific organizational factoesireldtverett
Roger’s diffusion of innovation theory (2003) and to assess congruence of current
organizational structure and processes to core components of a specified innovative
practice (i.e., use of a depression screen, suicide protocols presentjoiygtéine IRA
specifically to a new depression care model, real-time results teadi@potential
adopting agency’s ratings for willingness and capacity for a givetiggac comparison

to other aging network service agencies considering that same practice
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Although, no research has documented the use of the IRA for depression care
practices specifically, the results of use of the IRA for other new peadhcaging
network services (Beilenson, 2005) highlight the importance of considering botllgener
organizational context issues and the organization’s capacity to utilize sjpeatttice
components. Furthermore, recent implementation materials from empisopfprted
depression care models have detailed “requirements” that an agency hace pripla
to implementing new depression practices (National Council on Aging, 2008). These
requirements, again, are both general (i.e., having a “program champion,” a data
coordinator) and specific (a supervising psychiatrist, use of a standardizedsi@pr
screen). Thus, consideration of this recent literature has provided atinnatihe
conceptual model proposed in this study, in which both organizational context and
current depression practices were evaluated to determine adoption potential.
Furthermore, as the results of Aim 1 indicated, key informants’ perceivedrbar
and facilitators to depression care that were broad organizational issydack of
resources, time, unsystematic documentation systems) along with sfaetdrs related
to depression itself (i.e., stigma, staff not qualified to ask about depressiorssitapre
care needs to account for diversity among clients). Therefore, the dateedbn this
study does demonstrate some consistent factors that influence aging netwiae s
agencies’ potential to adopt depression practices, as based on the originaluabncept
model and with allowance for increased depth in discussion of other perceived barriers

and facilitators.
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Commonalities in Agency Potential to Adopt New Depression Practices

When looking at differences across types of aging network services, nubsg$
highlighted commonalities instead of distinctions. Across the board, agencidsdepor
struggling with limited resources, concerns for cost, staff “not being cpatilior
responding to depression per key informant interviews and staff reporting lowddgzwI
and negative attitudes toward depression practices in their survey respansksly S
consistent theme highlighted the relevancy of aging network service agenissisin to
best serve each individual client by responding to the client’s whole set ofasreds
medical, functional, social, psychological, and spiritual domains, which is consistient
national agendas for these agencies (National Association of State Uniggngn id.).
Table 6.1 provides a summary of these commonalities.

These findings are similar to other literature describing barriers tesspn care
for older adults (Ell, 2006; Unutzer, Powers, Katon, & Langston, 2005) and the
challenges facing implementation of evidence-based practices (GriggnRabert,
MacFarlane, Bate, & Kyriakidou, 2004; Proctor et al., 2007). The results also highlig
crucial areas where in-depth comparisons between literature and acttiabpaee
necessary. For example, eleven agencies in this study reported ofés#nignanagement
services. If taken at face value, these agencies would meet the dig@tpaorted
depression model, Healthy IDEAS’ (Quianjo et al., 2006) requirement for potential
adopters to offer case management. However, this study’s data indicdéésvthgencies
may meet Healthy IDEAS’ definitions for case management that invalVssuctured
system for documentation of assessment, care plan, monitoring” over a threetm#ix

period (Care for Elders, n.d., p. 1). Likewise, previous research highlights that socia
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Table 6.1: Common facilitators and barriers to the adoption of new depressn
practices across agency type across types of aging network service

Qualitative Themes and Quantitative Results

Facilitators

Depression’s relationship to the need for aging network services

Staff’s long-term relationships with clients, care and interest in clients, and their
“listening” role

Manager’s previous experiences of integrating depression practices into other
services

Collaborative relationships and networking with other providers

Proactive prompting by external specialty mental health providers to co-locate
care
Having staff with previous mental health experience

Small change is local and quick, if wanted
Holistic approach to client’s quality of life
Agency mission focused on older adults and “good reputation”

Near or above national averages for positive organizational culture, organizational
climate and staff morale for all agencies (k=17) (proficiency: M=52.2, SD=8.0;
rigidity: M=55.8, SD=8.8; resistance: M=56.8, SD=8.4; engagement: M=58.5, SD=6.0;
functionality: M=62.3, SD=9.8; stress: M=46.5, SD=8.5; morale: M=58.7, SD=9.1)

Barriers

Differential response between situation and severe depression

Only if clients tell us/choose depression care (due to depression’s lower priority in
comparison to other issues and stigma)

Staff not qualified to respond to depression

Case management is limited and as needed

Concerns for sustainability (cost, will enough older adults use it, etc.)
Concerns for privacy

What is the cost?

Large change is a lengthy process

Poor depression care from doctors

Few mental health providers have gerontological training

Staff have minimal training in depression per survey items for agency-based
depression training and individual-based training

Staff report moderate confidence in recognizing clients’ depression among all
agencies (k=17) (M: 2.24, SE=0.11)

Staff report moderately accepting attitudes toward evidence-based depression
practices per the Evidence-Based Practice Attitudes Scale among all
agencies (k=17) (M: 2.71, SE=0.05)

111



service records have low sensitivity to accurately reporting an oleéet’sldepression
status (Proctor, Morrow-Howell, et al., 2008) and that community-based caseemsanag
perceived their limited capacity to respond to depression due to competing demands,
insufficient training, and limited time (Munson, Proctor, Morrow-Howell, Fedornas,

& Ware, 2007). Thus, any future examination of an agency’s potential to adopt new
depression practices can be informed by the list, but should involve further

operationalization of the terms to guarantee accuracy.

Differences between Service Types in Potential to Adopt New Deprd3siotices
To explore the distinctions by service types, the findings from the mixed methods

were summarized in Table 6.2 by using the study’s conceptual framework of
organizational context, current depression practices, perceived facilaatbperceived
barriers. For organizational context, each aging network service typdesasbed per
their average characteristics, such as their mean organizational emitLicémate
profiles using the T-Scores from the Organizational Social Context Measursyseem.
Again, with this scale results are standardized to national averages in veciate af 50
is equivalent to the national average for mental health agencies with a stanitidrde
of 10. A point was assigned for culture if the mean T-scores for within agency type
followed the constructive culture typology of having a higher proficient culbae t
national norms, but lower rigidity and resistance in comparison to national norms.
Similarly, a point was assigned for climate if the mean T-scoresitbin agency type
followed the positive climate typology of being more functional and engalgarg t

national norms, but having lower stress in comparison to national norms.
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Table 6.2: Variations in the potential to adopt new depression practices by aggntype

Potential
Organizational social context Depression practices Specifi - Specific  to adopt
g i pecific facilitators X
(5 indicators) (3 indicators) barriers  new
practices
Adult Day Services (k=5) +2 +3 -0 =6
Culture: 0/ Medium depression Market-driven change  None High
practices: 1/1 processes that seek to  detected.  relative
80 (M=6.20, SD+1.79) develop new services potential
70 60.64 c8.62 to fill a demand. to adopt
g 90 _ Limited case new
8 >0 — management: 0/1 Relationships to larger practices
- :g 1 46.03 (20% had case franchise in
20 management) organizations, compariso
Proficiency Rigidity Resistance multiservice agencies n to other
No psychiatric with a “strong agency
consultation: 0/1 backbone” / “good types.
Climate: 1A (0% had psychiatric reputation” that
consultation) promote
80 standardization
70 6208 through routine efforts
% gg \ 44.74 45.6 to improve care.
~ 40 Has recent positive
30 institutional memory of
20 co-located geriatric
Engagement Functionality Stress psychiatry services.

Limited penetration: 0/1 (20% served 100+ clients)

Limited funding: 0/1 (0% had mental health funding)

Limited turnover: 111 (11% staff less than 12 mos.)
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Potential

Organizational social context Depression practices Specifi - Specific ~ to adopt
g i pecific facilitators :
(5 indicators) (3 indicators) barriers new
practices
Homecare Services (k=4) +3 +2 +2 -0 =7
Culture: 0/1 Medium depression “Market-driven” None High
practices: 1/1 change processes detected.  relative
80 (M=5.75, SD+3.30) that seek to develop potential
70 58.37 57.42 new services to fill a to adopt
g 00 — — Has case demand. new
G 0 52.67 management:1/1 practices
. gg | (100% had case Relationships to in
20 | | management) larger franchise comparis
Proficiency Rigidity Resistance organizations that onto
Limited psychiatric promote other
consultation: 0/1 standardization agency
Climate: 1/1 (25% had psychiatric through routine efforts types.
consultation) to improve care.
% 66.86
ST N
g 50 \igg
40 -
30 -
20 ‘
Engagement Functionality Stress

Extensive penetration: 1/1 (100% served 100+ clients)
Limited funding: 0/1 (20% had mental health funding)

Limited turnover: 1/1 (12% staff less than 12 mos.)
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Potential

Orgaplzatlonal social context De.prgsswn practices Specific facilitators Spec_:lflc to adopt
(5 indicators) (3 indicators) barriers new
practices
Senior Centers (k=4) +1 -2 =3
Culture: 0/1 Low depression Connected to national  “Unrealisti  Low
practices: 0/1 system of agencies c’to relative
80 (M=2.00, SD+2.21) and national tools screen for  potential
707 60.91 60.41 available, such asthe depressio  to adopt
N Has case NAPIS which includes  n with new
g‘,’ 10 53.55 management: 1/1 a depression screen.  agencies  practices
20 (100% had case limited in
20 management) resources. compariso
Proficiency Rigidity Resistance n to other
Limited psychiatric “Extensive  agency
consultation: 0/1 history”to  types.
Climate: 1/1 (25% had psychiatric navigate
consultation) when
80 instituting
70 64.98 change.
o 60 ES/\
S 50 \
? 48.95
= 40
30 -
20
Engagement Functionality Stress

Extensive penetration: 1/1 (100% served 100+ clients)
Limited funding 0/1 (0% had mental health funding)
Limited turnover: 1/1 (18% staff less than 12 mos.)
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Potential

Orgaplzatlonal social context De.prgsswn practices Specific facilitators Spec_:lflc to adopt
(5 indicators) (3 indicators) barriers new
practices
Supportive Housing (k=4) +3 +3 +1 -1 =6
Culture: 0/1 Medium depression “Flexible” process of ~ “Privacy”  High
practices: 1/1 adopting changes. laws deter relative
80 (M=5.75, SD+3.30) systematic potential
70 depressio  to adopt
g 00 45.61 48.62 Has case n new
3 0 management: 1/1 screening.  practices
~ 40 48.36 .
20 (50% had case in
0 | | management) compariso
Proficiency Rigidity Resistance n to other
Extensive psychiatric agency
consultation: 1/1 types.
Climate: 1/1 (75% had psychiatric
consultation)
80
70 | 63.26
3 50 N
D N
~ 40
42.72
30 -
20 :
Engagement Functionality Stress

Extensive penetration: 1/1 (100% served 100+ clients)

Limited funding: 0/1 (0% had mental health funding)
Limited turnover: 1/1 (26% staff less than 12 mos.)
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Summary indicators for organizational context factors of penetration, funding,
and turnover are drawn from the agency characteristics. Here, peneftatehng,
turnover, use of depression practices, use of case management, and use of psychiatri
consultation were dichotomized if a majority of agencies within the senpeg(ite., 3 or
more agencies) or not met the following criteria. Penetration was deBredensive
(majority of agencies within that type served over 100 clients) versusdirfritajority of
agencies within that type served less than 100 clients). Funding was definsbasgge
depending on if a majority of agencies within the service type receivedusement
for mental health services. All agencies were assigned a point for havitegllim
turnover since the percent of staff less than 12 months at each agency typsswaamnle
30%.

The mean count of depression care practices for a given agency type (excludi
counts for case management or psychiatric consultation, as these were considered
separately) was classified as medium (i.e., adult day seriices2,SD+1.8; homecare
servicedVi=5.7,SD£3.3; supportive housingi=4.7,SD+1.7) or low (senior centers:
M=2.0,SDt2.2). Depression practices of case management and psychiatric consultation
were classified according to whether any agencies within the speagency type offer
the service and to what extent (i.e., none: 0 agencies, limited: less than hg#rtbes,
or has practice: for all agencies).

Barriers and facilitators that were universal across agencies wdareluoted in
the table; whereas, the barriers and facilitators unique to an agency tgpaeheded.
This list was much shorter—reflecting the limited number of barriers ailidtaes that

were unique to specific service types—than the list of universal themes pesent
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Table 6.1. Overall, most barriers and facilitators were detected agerssydype.
Using this chart, comparisons can be drawn across agency types on the relativa potent
of one service type versus another. A discussion of the findings presented is provided
and highlights overarching conclusions about each agency type’s potential for adopting
new depression practices in relation to current literature.

For example, adult day services were unique in organizational context problems
identified by their limited penetration into serving older adults (i.e., smaint sizes)
and for having more rigid and resistant cultures that were near one standatidrevia
above national averages. Although this agency type had a medium level of depression
practices and a historic positive memory of co-located psychiatric camsualservices,
most adult day service agencies reported none or little current use of casemantayy
psychiatric consultation. These limits are somewhat offset by threeipbfeaiitators
in how key informants described the adult day service agencies’ motivation atydtabil
adopt change because of its market-driven focus and attachment to largaséranc
organizations or agencies with “strong backbones” or “good reputations.” These findings
are similar to social service directors’ views that implementing evetbased practices
can enhance their market niche (Proctor, et al., 2007). Although limited lieeeadists
regarding depression care in adult day services, concern over the underutilizatiait of
day services in general is well documented and may be the more pressing dwrcern t
improving specific aspects of care in adult day settings (Gaugler, Kane,&ane
Newcomer, 2005).

Overall, homecare agencies within this study had an organizational context

supportive of adopting new depression practices, had a medium number of depression
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practices in place including case management, and had a few key fasilitetioe

potential of adopting new practices. The facilitators of these agencies fodwes on t

market and attachment to larger franchise organizations; thereforendneate

homecare agencies’ potential to move quickly in developing new programs or services

that may be profitable or provide a competitive edge. The example of the memeca

agency that has recently instituted Medicare-reimbursed diagnosticeseavid

psychotherapy is a clear demonstration of that from this study. This exampl

consistent with the homecare industry’s dramatic growth during the 1990'ssgase

to Medicare and Medicaid funding initiatives (Shi & Sigh, 2004) and the business

advantages attached to enhancing an agency’s market niche (Proctor et al., 2007).
Senior centers had the relative lowest potential to adopt new depressiorepractic

This conclusion is drawn from these agencies having more rigid and resistargscult

that were near one standard deviation above national averages, having few current

depression practices, and from the key informant’s perceptions of how change was

unlikely due to the “extensive history” of the agencies that would have to overcome the

attitudes of employees and managers that have worked in the agenciemtptimé.

Such findings reflect previous research where staff resistance whastattrio “the ruts”

that make adoption of new practice methods challenging (Proctor, et al., 2007, p. 483).

Another barrier was the elevated concern for “unrealistic” use of resouttten the

priority focus is on providing meals. This finding is echoed in O’Shaughnessy (2008)

depiction of how these agencies rely heavily on volunteers, have limited financia

resources, and are facing increasing demands for their primary sefvamegyregate

meals and home-delivered meals. Yet, some precedence for integratingideae
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into these settings is documented for senior centers that are part of broashemaym
coalitions and offer extensive case management services (Quianjo et al., 2006)
Lastly, supportive housing facilities have similar potential to adult daycesr
and homecare agencies according to this framework. Within this study, the sgporti
housing facilities reported strong indicators for potential adoption accordihgito t
organizational context, their higher use of depression care practicesnigotudsite
psychiatric services, and their “flexible” nature of adopting change.pfiitrary theme
cited by all agencies was that fair housing laws and privacy issegte trarriers to
systematic screening of depression and record keeping. With one of the leading
empirically supported treatments in the literature occurring in supportig@ritp
facilities (Ciechanowski et al., 2004), this barrier may not be formidable brioug
prevent agencies from adopting new depression practices. In fact, this setirip
seems to have a unique window of opportunity for adopting new depression practices in
that implementation efforts can build off existing depression practices(i-site

psychiatric services, existing social service/activity departsiéat often offer therapy

groups).

Conclusion
By integrating the qualitative and quantitative findings, a similay ssaold
about the role of organizations in providing not only current depression care to older
adult clients, but also the potential to improve upon this care. The findings were not
contradictory of each other, but instead offered two approaches for supporting the

conceptual framework of this study as a means for evaluating agencyaddteatiopt
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new depression practices. For example, both the qualitative and quantitative data
demonstrated that most barriers and staff-level factors applied universalgs the

aging network service types (i.e., adult day services, homecare, senios,camter
supportive housing). In fact, this chapter highlights that there are more universakba

and facilitators to the provision of depression care in these service settihgst—w
emphasizes the need for broader approaches to improving care through policy,changes
financing, and training.

The findings do highlight that agencies can be distinguished by service type in a
few factors that may be crucial to the adoption of new depression practices.
Organizational contexts due vary by agency type, thus each type of agen®quies r
different approaches to implementation. Similarly, the current provision ofssequme
practices varies by agency type. Thus, agency types vary on having nesg or
divergence from the indicators of empirically supported depression practicesssuch a
screening, use of case management, and use of psychiatric consultation. Each agency
type may require a different model of depression care that would be feaslh®é to t
settings. For example, supportive housing may focus on adopting better protocols and
procedures for use of on-site psychiatrists; whereas, senior centers and homecare
agencies may focus on adopting specific depression practices that utilizxistng
case managers. Therefore, specific implementation efforts that agigg network
services’ adoption of new depression practices should consider agency type,
organizational context, and a detailed assessment of the agency’s curressidepr

practices.
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Chapter VII: Discussion

Summary of Findings

By using a mixed methods approach, this study applied a theory that to date has
been tested in children’s mental health services to the aging networleservite
qualitative findings, in particular, illuminated constructs of importance fordugtudies.
These findings identified organizational domains (i.e., culture, climate, firgrataff
turnover) that may be predictive of aging network services’ potential to adept ne
depression practice. It also clarified what potential domains may needaatoiif in
order for aging network services to change current practices.

First, inAim 1, it was hypothesized that the presence of current depression
practices will vary among types of aging network services. The finfliagsthe in-
depth interviews supported this hypothesis when one considers indicators of elypirical
supported practices, the use of case management, and the use of psychiatri¢ciconsulta
Thus, despite these service types being part of the larger “Aging NetarmatkServing
similar populations, agencies’ response to depression varied by service type.

Senior centers had the lowest use of empirically supported practicesas;tedre
other service types used about half of the indicators. This could be attributed to the
unique nature of senior centers that are primarily focused on providing nutritioustoneals
older adults and that have limited resources or qualified staff to addresssiepr
Similarly, other service types may have different organizational canttext may be
determinant in how they respond to depression, such as the qualifications of the staff and
the impact of policies and regulations. For example, homecare and adult dagsservic

more often received funding from Medicare and Medicaid, which may increasseluoé
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care plans, standardized assessments, and documentation. Alternativetk tfe la
regulation and public funding on services to older adults residing in supportive housing
facilities may lead to this service type being more flexible aratigesin their responses

to depression.

Of note, the managers’ perceptions of barriers and facilitators to treetees
varied minimally by service type. This could be attributed to their peareptf the
overarching limitations in funding and training that constrain the capacitewf t
agencies to respond to depression. Similarly, universally across these spes;aite
managers perceived several benefits to responding to depression within timgjs,sett
especially in terms of their holistic approach and of adding a competitivdadpeir
agency in the market.

The second aim involved several hypotheses regarding how culture and climate
were related to the agency’s use of current depression practiceattigtades to new
depression practices, and to staff morale. In congruence with the findiAgs afand
previous research (Glisson & Green, 2005; Glisson & James, 2002), culture and climate
variables were significantly related to the provision of current depressidicpsaper
the count of empirically supported depression practices.

To review, more proficient cultures and more rigid cultures were direddtece
to increased use of empirically supported depression practices. Howevergsisant
cultures were inversely related to increased use of empirically suppoéaetices. This
follows expectations for the proficiency variable and resistant variableievéw, the
findings about rigid cultures are unique. This may be interpreted in that setiihgs w

more bureaucracy or more similarities to medical models of care (i.e., aggkmaes,
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homecare services) actually raise expectations for the provision of deprem®. Other
health care settings and funding streams may actually promote the uggrafaiy
supported depression practices, such as screening or use of care plans.
For climate, less engaging, less functional, and more stressfutedinvare
directly related to increased use of empirically supported depressiorcgsadinus,
having procedures to respond to clients’ depression may create a less poskive wor
climate. Unlike child welfare and mental health settings, as previoustatediin the
literature, responding to mental health needs in aging network services may not be
directly related to a positive organizational climate. The lower degfreducation and
clinical skills shared by staff within aging network services versug thier settings
may contribute to this unique relationship between climate and mental healtimcare
other words, staff within aging network services may not be confident btraieked to
respond to the clients’ depression, nor may they see it as part of their role and
responsibility. Thus, agencies that use more empirically supported deprpssitices
could create incongruence between the work behavior expectations of these @epressi
practices and the staff's perceptions of their ability to engage and funisticesgdond to
clients’ depression. This highlights the potential need for increased ganin
supervisory support when staff are expected to respond to depression in their clients.
For staff's positive attitudes to new depression practices, none of the hypotheses
were supported. None of the culture or climate variables were signijicalgted to this
dependent variable. This finding is contradictory to previous research (Aarons &
Sawitzky, 2006a), which may be explained because of sampling differences and the

problems discussed with the psychometric properties of this scale as apgtied abet in
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this study. In terms of staff morale, none of the hypotheses about culture aaig clim
were supported. Again, this is contradictory to recent research (GlissatsJeak, et al.,
2008). This finding could be explained in that across the agency types and among all the
staff, there was minimal variation in staff morale. Overall, aging n&tse@rvice staff
generally reported higher morale than even national samples. This findhmgpidant to
consider in that staff morale does not appear to be a problem to the process ohmstituti
change, such as adopting new depression practices.

Finally, due to the exploratory natureAim 3 no hypotheses were proposed. In
summary, three key findings were documented in this research. First tbeaérpl of
both the general organizational context and specific current depressiongx&cti
informative in determining an agency’s potential to adopt new depression gsactic
Second, most barriers and facilitators to the adoption of new depression praetices a
universal across agency type. This finding applies to both organizatiomabféct.,
lack of resources, concern for client’s willingness to accept depressiditgsatue to
stigma and competing demands) and staff factors (i.e., limited knowledge ancgiaode
interest in evidence-based practices). Third, where distinctions do expthgyaype
they are usually at the organizational level and relate to how depressiboegreslate to
the agency’s primary mission or service agenda (i.e., independent housingpéetsres
older adults’ privacy, or competition among homecare providers to offer unique
services).

This summative framework provides two key decision points for implementation
activities of new depression practices within aging network serviceg, theselative

ratings can indicate whether or not one should proceed with implementation in a given
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service type versus other service types. Second, the details of the ratihgyhtiggnt
variations needed in the selection of which empirically supported depressioe mtitan
to implement and what implementation strategies may be needed.

The extensive list of barriers to the adoption of depression practices is consistent
with previous research. For example, Ell (2006) described patient, provider acé servi
system barriers. Patient barriers included concerns that older adultsdeowyl
depressive symptoms, would be deterred from getting help because of stigma, and would
guestions the helpfulness of medication. Provider barriers included physicastha
depression is “normal” in older adults. Lastly, system barriers focused orckhaf la
coordination and collaboration among primary care, long-term care, and speaatal
health care. The findings from this current study expand upon these barriers fioc speci
types of services and also illuminate some potential facilitators to usimy regfwork
services as a means of improving depression care. In particular, theebvera
perceptions of managers and staff that depression was an included tangetaddency’s
holistic service approach indicates a potential motivation to improve the &gency
depression response.

The barriers noted in these service settings are also consistent with fresala
survey of nursing home administrators’ opinions on mental health services (Meeks,
Jones, Tikhtman, & Latourette, 2000). In that service setting, mental healtesexrare
also perceived as under-available and/or underused. The most common mental health
service provided “in-house” was a counselor (most likely a bachelor-leval secvice
director) who was supported by a consulting psychiatrist. Administratoes steat staff

training and managing behavioral problems needed to be improved. Increased training
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may be seen as a low-cost intervention requiring minimal changes to the dailggyr
thus being seen as the most desirable change in mental health practice fafwlder a
Unfortunately, extensive research on changing provider behaviors indi¢etotsaining
alone rarely improves the quality of care (Davis, Thompson, Oxman, & Haynes, 1995;
Kroenke, Taylor-Vaisey, Dietrich, & Oxman, 2000)

Such pessimistic findings regarding barriers and limited motivation to adept ne
practices can be countered by more recent efforts to use strategimenfdéon efforts
to overcome such barriers. Proctor and colleagues (2009) recognize that,specifi
multilevel implementation strategies are needed to mediate the plbycessch an
innovative practice achieves a series of implementation, service, anddalieomtes.
Implementation outcomes include the uptake for when an agency adopts the practice, the
penetration of how many staff within an agency use the practice, and issuestgf fide
sustainability, feasibility, acceptability, and costs. Service outcams@sgle the Institute
of Medicine (2001) standards of care (i.e., efficiency, safety, effeesge equity,
patient-centeredness, and timeliness). As the ultimate goal, the aimisrove client
outcomes of satisfaction, function, and symptomolo@yher researchers have proposed
that successful implementation results from three core elementsve¢harne nature of
the evidence, the context of the environment, and the method/process that the
implementation is facilitated (Kitson, Harvey, & McCormack, 1998). Theneuggest
that poor context may be overcome with appropriate facilitation, thus requiriegitich
resources dedicated to this facilitation process. Lastly, as found in this @terdpus
research documents that implementation strategies must account for difféecances

between specific empirically supported practices as they relate to owtdext issues

127



(i.e., financing, regulations) (Isett, et al., 2007). Thus, not all implementation appsoac
can be universal across practice models or practice settings.

When considering aging network services, Feldman and Kane (2003) described
that implementation of effective interventions is further complicated bglitheulty of
providing on-site support and supervision since the work is dispersed and disrupted by
the constrained staffing patterns and qualifications. Primary caarcbers have
reported similar difficulties with changing provider behavior when physi@amssolated
into small individual practices or groups (Belnap et al., 2006). From FeldmanazatsK
(2003) review of the literature, successful implementation within aging neseovices
requires: 1) simplicity and clarity of tools, 2) provision of real-time imi@tion, 3)
reduction in frequency of certain practices vs. introduce new ones, 4) advocacy,
leadership, and incentives. Their insights are relevant to this study’s finguaisas
senior center failure to adopt the nationally recommended assessment tealdor s
centers (i.e., NAPIS) that includes a depression screen because of itatehgth
“unrealistic” nature. Across service types this concern was echoed whasdilig the

limited resources to introduce new depression practices.

Limitations
Although the study is strengthened by the use of multiple measurement methods
that account for both organizational and staff level variations, the findings ai@neaut
by several limitations. First, having a sample confined to one urban location and only
three to four agencies per service type may limit generalizability. eMeny St. Louis

does reflect similar aging network services in other urban settings. Foplexall
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states have both Area Agency on Aging Services and a State Unit on Aging (althoug
some states combine these services). It is also common for not-for-protiesg®
provide age-related services. For-profit agencies are a growitty séservices for

older adults (Wacker & Roberto, 2008).

A second concern for generalizability was introduced by the agency managers
constraining which staff could participate in the survey (i.e., homecare agencies
consistently omitted inviting in-home aides from participating). This Sefebias
should caution how the organizational context variables of culture and climate aeel appli
to these agencies, and instead, these variables should be thought of only applying to the
types of staff who participated in the surveys for each agency. Thus, direciremeaist
of organizational climate and culture, such as interviews and staff sumay$e a
feasible and efficient means of collecting data. However, the ability éondiete if
climate and culture are objective properties of the agency versus vgesgbjective
reaction by the individual participants within this study may remain in questere,
more in-depth qualitative methods can be illuminating on the culture and climatsef the
agencies, as hinted by this author’s observations during data collectionesc{it,
communication styles among staff at survey meetings, physical environohents
agencies).

Third, the validity threat of social desirability to measuring current dsfme
practices and attitudes is a second limitation. Attempts to minimizentbet included
constructing questions and instructions that acknowledge protocols to maintain
confidentiality/anonymity, that clearly state there are no “right’vaiohg” answers, and

that expressed an understanding of how resource constraints and competing demands
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may lower the priority for aging network services to care for demmesdlotes from the
interview summaries indicated the potential for social desirability boein€e some
answers, as at times managers appeared to present the “best” of theyrlsgmause the
interviewer was tied to an academic research institution. Several maeagesssed
interest in continued partnerships and affiliations with the university asressroéa
potentially securing grant funding or to enhance their agency’s reputation.

Quantitative analytic approaches were limited by the small samplaust:
inclusion of clustered data. Risks for inaccurate estimations for regressfficients,
variances, and their standard errors (Maas & Hox, 2005) are well documentealfor sm
samples utilizing multilevel models. Thus findings should be viewed as cautionary,
while at the same time considering the diminished power for signifidastiag.
However, the use of a standardized scale for organizational culture ance ¢hiadat
provided comparisons to national norms did help overcome the limits of a small sample
size. Findings could be compared to not only agencies within this sample, but also to a
nationally representative sample of over 1,000 agencies that provide mental &ealth ¢

This Organizational Social Contexheasure is not without limitations, in that the
typologies for culture and climate are relatively new and still subgewritique about
their conceptual definitions. For example, previous organizational literatinegdishes
bureaucratic issues, regulations and red tape from cultural norms within an atiganiz
(Cooke & Szumal, 2000). Furthermore, the use of the measure within this study applied
it to a sample with less education and academic degrees than previously studied, whic

could impact the validity and reliability of the scale. With the proprietstrictions on

130



analysis of scale factors, the ability of this author to explore the sqaEgthometric
properties was limited.

A final limitation is that the study did not assess older adults’ preferences
attitudes, or specific needs for new depression services in these agiogkrssrvices.
Incorporating multiple stakeholders, such as clients and their familiesinmgarntant

step for future implementation efforts.

Implications to Social Work Research

Results enlighten future research on the dissemination of empirically supporte
depression practices, thus improving the accessibility and quality of deprease for
older adults. These findings are responsive to the National Institute of Mieat#h’s
Road AheadU.S. Department of Health and Human Services, 2006) recommendations
for research to provide useful information on ways to structure and evaluate service
systems and to promote the adoption of empirically supported practices. Thesgsfindi
offer tools to support decision-making during implementation efforts by idegify
opportune settings and by assisting in the selection of sustainable praxtibese
settings. Ultimately, this study described potential sites in agingonieservices for
implementation and effectiveness studies, as described in Chapter 6. Here, future
research questions would involve comparing the use of different implementation
strategies, given the organizational context of current agency settingammexhe
effectiveness of these strategies along with how they may moderatécspecif

organizational barriers.
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This study also provide a framework for comparing existing research on
empirically supported practices to detailed descriptions of real-woelcggsettings.
These findings can help critique if the products of research are reachiagmbstin
need and if researchers are providing the right information at the rightotitime tight
people to facilitate implementation. Such work would help strengthen the pubtit heal
impact of National Institute of Mental Health supported research, as descrithed |
recent strategic plan (U. S. Department Health and Human Services, 2008, . 20). B
better understanding the organizational context of aging network servoeeshitghlight
what types of interventions would be most feasible and of interest. Specificciese
efforts can involve partnerships with the National Council of Aging to evaluate the
Innovative Readiness Assessment tool for empirically supported depressiticepracd
to obtain findings on a more generalizable sample. This work would entail research
guestions regarding how predictive a standardized assessment on agadiceSsE may
be for implementation outcomes of uptake, penetration and sustainability. §inaibar
evaluation of such a standardized assessment would need to explore the yeasbilit
acceptability of completing the assessment along with communicatimgsihiés to both
agency representatives and those implementing new depression practices.

Third, this research calls for increased consideration of the cost of entyirical
supported depression practices, as provided in a variety of service settings/ariety
of funding streams. Comprehensive measurement of incremental cost-effagivene
ratios can determine the value-added effect of not only empirically supportedsiepr
care in itself, but what is the value-added of combining this depression dam@tivat

social services. It may be that combining depression care within seritingssthat
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offer a comprehensive array of services to promote nutrition, independence, samializa
and activities for older adults may show added benefit. Without knowing the costs of
care in comparison to the added benefits/cost-offsets of such care, theestiaiteg
advocating for policy and provider changes in economic incentives will seagnat
Furthermore, the attempts of creating a “consumer push” may be thwarteéghtey ahd

by incorrect evaluations of need. Few social workers researchers havelpuoskién
mental health economics, yet social work researchers can advance tha aeeietal
perspective if they develop skills in cost-effective analysis and in megsasts
comprehensively. Research questions would include: how do costs of specific
empirically supported depression practices compare as they are providegng var
primary care and aging network service settings (i.e., adult day setwirascare, senior
centers, and supportive housing); do combining different services moderate the cost of
depression care (i.e., primary care and depression care, vs. servidgsgtamgalization
and activity and depression care); and what are the costs of untreated depre$sea on t

various service settings.

Implications for Social Work Policy
With Medicare being the primary insurer for most older Americans ovexgithe
of 65, most policy recommendations target revisions to Medicare. Specific to the
reimbursement of depression care, Medicare Part B's coverage for aqutpagigal
health care provided by physicians, psychiatrists, psychologists, clio@al workers,
and other mental health specialists creates incentives for inpatienesenaedication

management, and minimal coverage for case management and collaborativiattonsul
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across disciplines. For example, 80% of the allowed charges are covered whengrovide
serve an older adult with physical health care needs, yet only 50% ofirsabke

services are covered for outpatient mental health care, and differepagl retes exist

for psychotherapy and pharmacotherapy (Ettner, 1997). Recent mental hesith pari
legislation is intended to apply to Medicare in future regulations, but the specific
interpretations for Medicare have not been disclosed. Furthermore, consultaticesse
same-day mental health and physical appointments, and most case manageiest ser
remain uncovered services (Unutzer et al., 2006).

Experts in the field have articulated several clear policy recommensdor
addressing the gaps in mental health coverage for older adults that would promoge the us
of these practice across medical and social service settings, suchpand e
Medicare covered benefits to include components of psychiatric consultation and case
management, 2) enforce mental health parity requirements, 3) incregsad¢hal
funding for mental health service delivery and health promotion efforts regarding
depression to older adults, and 4) increase Medicare and Medicaid reimburseasent rat
so they do not fall below market-level, thus acting as a disincentive to cski¢k
Estes, 2001; Unutzer et al., 2006). The findings from this research on the pervasive
concern for cost of adopting new depression practices re-emphasize the neesgfor the
policy changes. They also propose that social workers advocate not only for these
changes but also their standing as independent clinical mental health prastitthne
can bill for diagnostic evaluations, psychotherapy, case management, gdtieation,

and consultation services, when they have the expertise.
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Implications to Social Work Practice

In terms of social work practice implications, two key points are noteworthy
First, a perpetual concern is evident in this data about the role, relevance, ikimliawa
of case management services for older adults. These findings indicaemgbot
pervasive change in the service system of which case management has long been a
hallmark of care (Naleppa, 2006; Hyduk, 2002). This decline and potential de-
professionalization of geriatric case managers is occurring simultapesussearchers
describe case managers as a key component of empirically supported depagssion ¢
(Ciechanowski et al., 2004; NCOA, 2008; Quijiano et al., 2006; Unitzer et al., 2002).
Such polarity between research recommendations and practice applicaidhsest to
the adoption of empirically supported practices and to the quality of mental health
services for older adults.

As an alternative, licensed clinical social workers could become depresse
managers by using their existing professional status and privilege of mutheyly
billing for mental health services to develop private practices in depress®n ca
management. In fact, one homecare agency within this study has pursugaditims
Here, these licensed clinical social workers can develop networks of socied se
agencies, small primary care physician clinics, and other sites tetkisseceiving on-
site depression care services. The bulk of the depression care manages seayibe
provided through contractual relationships with the providers and billed under their
independent clinical status to funding sources such as Medicare, Medicaid, andethe Ol
Americans Act. Co-location of the depression care manager is desired andeslipport

research findings. However, diversity in community characteristics, oejamal
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structures, and policy contexts remain barriers. Social workers can coedepaession
care efforts across these multiple settings. One cautionary stdtabout this
implication is that social workers will need to be observant of potential disgan the
guality and availability of such privately offered depression case manageme
primary concern includes the desire to provide services to secure funding sgeams
as more middle-income or high-income populations who can provide private payment—
thus creating a disparity in services by income. For lower income clipotgiions,
Medicare and Medicaid are technically billable sources of payment; hqwever
complicated reimbursement procedures and delays in payment may maketnesg s
unappealing.

The second implication to social work practice involves the need for social
workers to increase their connection, collaboration, and critique of existirayalese
With national efforts to “scale up” the use of empirically supported depressiotices
becoming common place, social work practitioners from these aging networeservi
agencies need to be active stakeholders in shaping the research agenda and the
development of implementation strategies. Some of this work may come from academi
efforts to expand social worker’s use of evidence-based practice as aproces

Gira, Kessler, and Poertner (2004) suggest that a combination of outreach visits
and social marketing is needed for increasing social workers’ use afgles¥idence in
practice. This requires a preliminary assessment of barriers tgechad readiness to
change, thus allowing for a specific implementation of the research evidgoced to
the specific practice setting. Alternatively, this study’s findingshercommonalities of

barriers across service settings indicate that the barriers anendelistood by the
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practitioners. Instead of generating active lines of research to cohtilstdbarriers, the
social work practitioners could be key stakeholders in developing research, meesse
and dissemination efforts that proactively accounts for these insights into @otenti
barriers. These are just a few recommendations of how social workers icéegoal in
the future practice of translating empirically supported depressiongeabetween

researchers and “real world” agencies.
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Appendix A: Preliminary estimation of sample size

. #
Service type _ # Social # # #
) E;(;aemple of Provider types Managers Worker/ Aides  Other TOtaIa
Coordinator Staff
Senior Centers:
= Qutreach 1 2 O 12 14
= Activities Social workers,
= Meals coordinators 1 1 0 12 13
(delivered and (transportation,
congregate) meals, activities),
= Health drivers and aides
promotio 1 1 1 3 5
n
Homecare Nurses, social
Services: workers, certified 1 2 65 3 70
= Medical care nursing assistants
= Physical (CNAs), home
/Occupational health aides/ paid 1 3 23 5 31
therapy (PT; caregivers, other
oT)
= Homemaker
services 1 2 95 0 97
= Home health
aids
Adult Day .
seviees: | SR | . o B
" Personal care CNAs, activity 1 1 1 3 10
= Activities .
« Nutrition cpordlnators &
- aides 1 1 1 9 11
= Supervision
Supportive
Housing: _ 1 1 60 4 65
« Subsidized Slte_managers,
. Social workers, 1 2 0 11 13
= Optional meals, Ki .
S itchen aides,
activites, maintenance
personal care, 1 1 0 6 7
etc.
Total =
% Total Staff excludes managers. It only 15 18 248 81 347

includes social worker/coordinators,

aides, and others.
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Appendix B: Recruitment Materials: Letter Template & Script

Dear ,

| would like to interview you for the studigxploring the Potential of Aging Network
Services to Improve Depression Care. The overall purpose of this research isléscribe
the organizational context, current depression practices, and barriers tsidepcase in
aging network services. The goal is to interview 15 program managers in LiaiSt
area and conduct surveys with staff in aging network service agencieste3darch is
conducted under the supervision of Dr. Nancy Morrow-Howell as part of my doctoral
education in social work at Washington University.

You were selected for this interview at the recommendation of my supervisor and my
advisory panel which includes Michael Nickel, David Sykora, and Mary Schaefée
eligible for this interview you must be currently employed as a managerysapgor
director of an aging network service, such as a senior center, supportive housing
homecare service agency, adult day service center, or case managemefaumit.
participation is completely voluntary and any information you share would be kept
confidential.

Potential benefits involve increasing knowledge about the organizational camdext a
depression practices of aging network services. | will provide a writenugxe
summary to participants and agencies, and offer to present findings. All findihige
reported in aggregate form and will not identify any individual participant or agency

Your participation will involve:
= Participation in one interview which will last 30 to 60 minutes. The interview
will be scheduled at a time and location that is convenient for you. You will
receive a $30 for your time.
= After the interview, you can decide if and how | may recruit providers from your
agency to participate in a self-administered survey that would take apprelyimat
30 minutes.

Please let me know if you have any questions. | would be happy to speak with you more
about the project. My contact information is listed below.

Sincerely, Leslie

Leslie Hasche, M.S.W., L.C.S.W.

Doctoral Student

Washington University in St. Louis, George Warren Brown School of Social Work
Campus Box 1196, One Brookings Drive

Saint Louis, MO 63130

(314) 935-8173

Ihasche@wustl.edu
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Script of Follow-up Phone Contact

Hello, may | speak with Préggram Manager’s nam)@ Do you have time
to speak with me for about 5 minutes?

| am following up on a letter | sent for my stu@kploring the Potential of Aging
Network Servicesto | mprove Depression Care. This research is conducted under the
supervision of Dr. Nancy Morrow-Howell as part of my doctoral education inlseci&
at Washington University.

The overall purpose is tdescribe the organizational context, current depression
practices, and barriers to depression care in aging network services.Id liketo
invite you to participate in this study. Your participation will involve:

= One interview which will last 30 to 60 minutes. This confidential interview will
be scheduled at a time and location that is convenient for you. You will receive
$30 for your time.

= After the interview, you can decide if and how | may recruit staff from your
agency to participate in a self-administered survey that would take apprdyimate
30 minutes. Any identifiable information shared in this survey will remain
confidential and you will not be granted access to it. | will be able to provide
results from this survey in aggregate form during any presentations.

Your participation is completely voluntary and any information you share would be kept
confidential.

Risks of participation include the potential time burden or boredom with the interview.
Potential benefits involve increasing knowledge about the organizational camdext a
depression practices of aging network services. | will provide a writesuxe
summary to participants and agencies, and offer to present findings. All findlhigs
reported in aggregate form and will not identify any individual participant or agency

Do you have any questions about this study?
--Allow time to answer questions--

Can we schedule a time when | could meet with you to conduct the interview?
--Schedule interview--

Great, | will send you an example of the interview questions and study comsenif f
you would like to review them prior to our meeting.
--Offer to send via email or mail, and gather contact information--

| look forward to speaking with you more about this study on

(repeat scheduled meeting time for interview)you have any questions before then,
please call me at 314-935-8173.
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Appendix C: Interview Guide

Exploring the Potential of Aging Network Services$mprove Depression Care Study

Program Manager Interview Guide

ID
NUMBER
: START TIME:

DATE: END TIME:

A. Agency Type and Structure

INSTRUCTIONS: Please try to answer all items. If an item does notletehp
apply to your situation, try to select the closest or best answer fromeheaéites
given. All findings from this study will be reported in aggregate form or in de-
identified quotes to preserve the confidentiality of anything you say in this
interview and of your agency’s participation in this study.

1 Please checdll types of services that your agency provides to older adults in
the St. Louis area.

[] Information & referral [ ] Income assistance programs
[_] Senior centers/meals [_] Caregiver support programs
[ ] Home-delivered meals [ ] Home health/homemaker
[ ] Congregate meals [_] Crisis intervention/emergency
assistance

[] Transportation [_] Companionship services
[ ] Education & leisure [ ] Case management
[] Volunteer opportunities [] Mental health counseling
[ ] Legal services [ ] Adult day services
[ ] Employment services [ ] Home improvement services
[] Subsidized senior housing [ ] Assisted living

(i.e., supportive housing) [] Institutional long-term care services
[_] Other, please
specify:

2. What is the primary service that your program within the agency provides?
(Please check only one.)

[ ] Case management[ ] Adult day services [ ] Homecare
services
[ ] Senior centers [ ] Supportive housing

3. How would you classify this agency?
[ ] Public [ ] Private, non-profit [_] Private, for-profit
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4. What source provides the majority of payment for services offered by your
agency?

[ ] Medicaid [ ] Older American’s [ ] Private pay
Act
[ ] Medicare [ ] Other, please specify:

5. How many employees does your agency have?

[ ] Under 20 employees [ 151 — 100 employees
[ ]21 - 50 employees [ ] Over 100 employees

6. How large is your usual client population?

[ ] Under 20 clients [ ]51 - 100 clients
[ ] 21 - 50 clients [ ] Over 100 clients

7. How long do clients usually remain in your services?

[ ] Under 30 days [ ] Between 6 months and 1 year
[ ] Between 1 month and 3 months [_| Between 1 year and 2 years
[ ] Between 3 months and 6 monthg_] Over 2 years

8. What is the typical size of a caseload carried by your social workerer cas
worker?

Please specify average number:

9. Would you classify the distribution of power/decision-making in your agency
as mostly being:

[ ] Centralized to the director or [ ] De-centralized across different
department programs

10. Does your organization experience problems with staff turnover or retaining
employees?

[]Yes [] No

B. Mental Health Practices

1. Does your agency receive any financing that is designated spécibcal
treating depression?

[ ] No [ ] Yes, Please specify source of funding:
[ ] Medicare [ ] Medicaid [ ] Older American’s
Act
[] Other, please specify:
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INSTRUCTIONS: Please discuss with me how your agency currentlgrrdspo
depression. The questions below are examples of what your agency may do, but |
would like to discuss these in detail along with anything else your agensy doe

2. Does your agency use a screening instrument to assess for depression in
clients?

[ ]No [ ] Yes, Please specify instruments used: -

If Yes, also specify when the screening occurs? (Check all that
apply)

[ ] Initial service assessment

[ ] At service reauthorization, please specify timeframe:

[_] When clinically indicated
[_] Other, please specify:

w

Does your agency have written protocols to assess and intervene for clients at
risk of suicide?

[ ]No [ ]Yes

4. Does your agency provide education about depression to clients (i.e.,
discussions, reading materials, videos, etc.)?

[ ] No [ ]Yes

5. Does your agency have mental health professionals on staff (i.e., psyc¢hiatrist
psychologists, mental health social worker or nurse)?

[ ]No [ ] Yes, please specify type of professional:

6. Does your agency receive formal consultation services from mental health
professionals?

[ ]No [ ] Yes, please specify type of professional:

7. Does your agency have formalized relationships with mental health
professionals to facilitate referrals when needed?

[ ] No [ ]Yes
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8.

Please checdll types of services that your agency provides to older adults in
the St. Louis community.

[ ] Documents all service contacts

[] Has protocols to revise care plans after four weeks of service

[ ] Monitors and alters care plan if depression remains a problem

[ ] Has a minimum of two case management contacts with a client in three
months

[ ] Has contact with clients’ primary care provider

[ ] Facilitates appointments with primary care

[ ] Addresses barriers to mental health treatment

To what extent is depression a problem faced by clients in your agency?

[ ] Not at all

[ ] To a slight extent

[ ] To a moderate extent
[ ] To a great extent

[ ] To a very great extent

INSTRUCTIONS: The interviewer will also ask questions about the following
issues:

10.

11.

12.

13.

14.

15.

What other things does your agency do to respond to depression in your
clients?

What barriers does your agency face when responding to depression in your

clients?

Has your agency done anything to overcome these barfief&2s[ ] No
e If Yes, please describe:

What would be the process for your agency to introduce a new service or
protocol?

If your agency were to adopt a new intervention/therapy or protocol to
respond to depression in your clients, what may be some barriers to it being
successful?

Similarly, if your agency were to adopt a new intervention/therapy or
protocol to respond to depression in your clients, what are some strengths
of your agency that would help it be successful?
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16. Would you like to add any other comments on this topic?

C. Demographic Questions

INSTRUCTIONS: We are asking the following questions to determine if ichaliNs
with different backgrounds and different experiences see their organiaath similar
manner. Again, your responses are completely confidential.

1. Whatis your age? Years:
2. What is your gender? [ ] Male
[ ] Female

[ ] Transgender

3.  How would you define your race or ethnicity?

4. How many years of experience, including your
present job, have you had in full-time human Years:
services work?

5. What is the highest level of education you have completed?
[] Some high school
[ ] Obtained a G.E.D.
[] High school graduate
[ ] Some college
[ ] Associate’s degree
[ ] Bachelor's degree
[ ] Some graduate work
[ ] Masters degree
[] Doctorate degree (i.e., Ph.D., M.D., E.D.D., J.D.)

6. How many years have you worked in your present agency? Years:

7. What field of study is your highest-level degree in?
[ ] Education
[ ] Medicine
[ ] Nursing
[ ] Psychology
[ ] Social Work

[ ] Law
[_] Other: (please specify)

Thank you! Your help is very much appreciated.
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Appendix D: Staff Survey

Exploring the Potential of Aging Network Servicesrhprove Depression Care

Staff Survey

A. Organizational Social Context Measurement System
The University of Tennessee Children’s Mental He&lervices Research Center, © 2006, 2000, 1998, 1998

INSTRUCTIONS: Please try to answer all items. rifi@m does not completely
apply to your situation, try to select the closmsbest answer from the alternatives
given.

Please fill in the circle

- e - >
Like this: @ Notlike this: () (X0 (/) g > S >
z X2 X&5 Xo

N
[N
w
I

How often do your coworkers show signs of stress

I have to ask a supervisor or coordinator befate | 1 2 3 4
almost anything

| really care about the fate of this organization 1 2 3 4
| can easily create a relaxed atmosphere withlteats 1 2 3 4
| serve

Members of my organizational unit are expectedaeeh 1 2 3 4

up-to-date knowledge

How often does your job interfere with your faniifg 1 2 3 4
I understand how my performance will be evaluated 1 2 3 4
How satisfied are you with the chance to do somethi 1 2 3 4

that makes use of your abilities

Members of my organizational unit are expected to 1 2 3 4
avoid being different

10. | feel like I'm at the end of my rope 1 2 3 4
11. | am willing to put in a great deal of effort indar to 1 2 3 4
help this organization be successful

12. | feel exhilarated after working closely with thigeats | 1 2 3 4
serve
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

Members of my organizational unit are expectedeto b
critical

The same procedures are to be followed in most
situations

A person can make his or her own decisions without
checking with anyone else

| feel | treat some of the clients | serve as inspeal
objects

Members of my organizational unit are expected to
improve the well-being of each client

I have accomplished many worthwhile things in {bis
How satisfied are you with the chances for advaragm
Once | start an assignment, | am not given enoingh t

to complete it

Members of my organizational unit are expected to
evaluate how much we benefit clients

To what extent are the objectives and goals of your
position clearly defined

This agency provides numerous opportunities to
advance if you work for it

We usually work under the same circumstances day to
day

Members of my organizational unit are expecteddg s
uninvolved

| deal very effectively with the problems of théeaits |
serve

My job responsibilities are clearly defined
| am proud to tell others that | am part of this

organization
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29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Members of my organizational unit are expected to
criticize my mistakes

How satisfied are you with the freedom to use youn
judgment

This agency emphasizes growth and development
When | face a difficult task, the people in my age
help me out

Members of my organizational unit are expected to
place the well-being of clients first

| find that my values and the organization’s valass
very similar

People here always get their orders from higher up
No matter how much I do, there is always more to be
done

Members of my organizational unit are expectedrtd f
ways to serve clients more effectively

I know what the people in my agency expect of me
| feel fatigued when | get up in the morning andéto
face another day on the job

To what extend do your coworkers trust each other
Members of my organizational unit are expected to
avoid problems

How satisfied are you with the feeling of
accomplishment you get from your job

There is only one way to do the job — the boss’g wa
This agency rewards experience, dedication and hard

work
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45.

46.

47.

48.

49.

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

60.

Members of my organizational unit are expectedeto b
stern and unyielding

We are to follow strict operating procedures atiales
| feel used up at the end of the workday
| feel I'm positively influencing other people’s/és

through my work

Members of my organizational unit are expectedcto a
in the best interest of each client

People here do the same job in the same way evweryda
Members of my organizational unit are expected to
become more effective in serving clients

| talk up this organization to my friends as a grea
organization to work for

In my work, | am calm in dealing with the emotional
problems of others

Members of my organizational unit are expectedeto b
competitive with coworkers

How satisfied are you with the prestige your job ha
within the community

Whenever we have a problem, we are suppose to go to
the same person for an answer

There can be little action until a supervisor or
coordinator approves the decision

Members of my organizational unit are expectedao g
along with group decisions

| feel burned out from my work
| have become more callous towards people sinoel t

this job
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61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

Any decision | make has to have a supervisor’s or
coordinator’s approval

Members of my organizational unit are expected to
strive for excellence

Rules and regulations often get in the way ofiggtt
things done

How satisfied are you with being able to do thitigs
right way

Interests of the clients are often replaced by duceatic
concerns (e.g. paperwork)

Members of my organizational unit are expected to
interact positively with others

There is a feeling of cooperation among my cowarker
To what extent is it possible to get accurate imfation
on policies and administrative procedures

How satisfied are you with the chance to try yowno
approaches to working with clients

Members of my organizational unit are expectecor
new tasks

How well are you kept informed about things thati yo
need to know

How often is there friction among your coworkers
To what extent are you constantly under heavy press
on the job

Members of my organizational unit are expected to
follow rather than lead

How satisfied are you with the chance to do thifogs
clients

This organization really inspires the very bestniain
the way of job performance
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77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

| have to do things on my job that are against etyeb
judgment

Members of my organizational unit are expectedeto b
dominant and assertive

There are not enough people in my agency to get the
work done

There are more opportunities to advance in thisage
than in other jobs in general

How often do you end up doing things that should be
done differently

Members of my organizational unit are expectedeto b
available to each client we serve

The amount of work | have to do keeps me from daing
good job

| am extremely glad that | chose to work for this
organization

How things are done around here is left pretty mygh
to the person doing the work

Members of my organizational unit are expecteday p
attention to details

| feel emotionally drained from my work
It's hard to feel close to the clients | serve
How satisfied are you with the recognition you fpet

doing a good job

Members of my organizational unit are expectedaid n
make waves

The same steps must be followed in processing every
piece of work

How often do you have to bend a rule in order toyca
out an assignment
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93.

94.

95.

96.

97.

98.

99.

100

101

102

103

104

105

| worry that this job is hardening me emotionally
Members of my organizational unit are expectedeto b
number one

| feel I'm working too hard on my job

How often do you feel unable to satisfy the cottflig
demands of your supervisors

For me this is the best of all possible organizetito
work for

Members of my organizational unit are expectedaon p
for success

| feel that | am my own boss in most matters
Members of my organizational unit are expectedeto b
thoughtful and considerate

Opportunities for advancement in my position aremu
higher compared to those in other positions

Members of my organizational unit are expected to
defeat the competition

At times, | find myself not really caring about vitha
happens to some of the clients

Inconsistencies exist among the rules and reguistio
that | am required to follow

Members of my organizational unit are expectedeto b
responsive to the needs of each client
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B. Evidence-based Practice Attitude Scale

INSTRUCTIONS: The following questions ask aboutiyteelings about using new types of
therapy, interventions, or treatments for depressianualized therapy refers to any intervention
that has specific guidelines and/or componentsatebutlined in a manual and/or that are to be
followed in a structured/predetermined way.

Fill in the circle indicating the extent to whicbwy agree with each item.

>
z 2 s
= > o > <
z Yo %% %o UTo
1. |like to use new types of therapy/interventitméelp 1 2 3 4 5
my clients with depression.
2. lam willing to try new types of therapy/intent®ns for 1 2 3 4 5
depression even if | have to follow a treatment naéhn
3. | know better than academic researchers howr for 1 2 3 4 5
my clients who have depression.
4. | am willing to use new and different types of 1 2 3 4 5
therapyl/interventions for depression developed by
researchers.
5. Research based treatments/interventions foredsjon 1 2 3 4 5
are not clinically useful.
6. Clinical experience is more important than using 1 2 3 4 5
manualized therapy/treatment for depression.
7. 1 would not use manualized therapy/interventifams 1 2 3 4 5
depression.
8. 1 would try a new therapy/intervention for degsien 1 2 3 4 5
even if it were very different from what | am used
doing.
INSTRUCTIONS: For questions 9 — 15: If you reeel training in a therapy or
intervention for depression that was new to youwy likely would you be to adopt it if:
9. it was intuitively appealing? 1 2 3 4 5
10. it “made sense” to you? 1 2 3 4 5
11. it was required by your supervisor? 1 2 3 4 5
12. it was required by your agency? 1 2 3 4 5
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13.

14.

15.

16.

17.

18.

19.

>
g > s
z Yo ©F
it was required by your state? 1 2 3
it was being used by colleagues who were haytby 1 2 3
it?
you felt you had enough training to use it eotly? 1 2 3

INSTRUCTIONS: For question 16 — 19: Considerryattitudes and experiences
in responding to depression in your clients.

To what extent is depression a problem faced entdi 1 2 3
in your agency?

Do you feel confident to recognize depression in 1 2 3
clients?

Has your agency provided training regardingeegon 1 2 3
in clients?

Have you obtained training on your own regarding 1 2 3

depression in clients?
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C. Demographic Questions

What is your
age? -
What is your gender? 1 Female
2 Male
3 Transgender

How would you define your race or
ethnicity?

How many years of experience, including youispre job, have you had in full-
time human services work?

years

What level of education have you completed?

1 Some high school

2 High school graduate

3 Some college

4 Associates degree

5 Bachelor's degree

6 Some graduate work

7 Masters degree

8 Doctorate degree (Ph.D., M.D.,
E.D.D., J.D.)
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6. Your highest level degree is in:

1 Education

2 Medicine

3 Nursing

4 Psychology

5 Law

6 Social Work

7 Other, please specify

7. How many years have you worked in your present@gen

8. Please chedll responses that describe your job responsibiliighis agency?

0 . 0 Homemaker or chore worker
Intake coordinator .
services
0 . . 0 Transportation coordinator
Social services
. 0 Transportation driver
Nursing care
0 Activities coordinator 0 Education or training coordinator
0 . 0 Outreach activities
Personal care aide
. Administer medications . Management
0 Food preparation or serving 0 Other, please specify

RESPONDENT: GO TO NEXT PAGE

9. ORGANIZATIONAL CODE
OFFICE USE ONLY
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D. Final Comments

1. What barriers do you currently face when respantb depression in your clients?

2. Has your agency done anything to overcome these
barriers? Yes No

If Yes, please describe:

3. If your agency were to adopt a new interventtmyapy or protocol to respond to depression in
your clients, what may be some barriers to it beingcessful?

4. Similarly, if your agency were to adopt a neveimention/therapy or protocol to respond to
depression in your clients, what are some strergjtlgeur agency that would help it be
successful?

5. Please add any additional comments regardisgsthivey:
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