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Objective: This study investigated choice of service provider for treat-
ment of a mental or substance use disorder and its association with
consumers’ age. Methods: Data were from the Collaborative Psychiatric
Epidemiology Surveys. Service users born between 1946 and 1964 were
compared with those born in 1945 or earlier (N=4,082). Latent class
analysis was used to identify groups of service users according to nine
dichotomous items reflecting lifetime visits with different types of pro-
fessionals. Multinomial logistic regression was used to analyze factors
predicting latent class membership, with particular focus on both the
direct and moderating effects of age. Analyses controlled for socio-
demographic characteristics and disorder-related variables. Results:Five
classes of service user were identified. Class 1 (10.8%) included indi-
viduals who visited six of the nine types of providers (multiple providers
visited). Class 2 (21.9%) had low probability of visiting most providers
(limited providers visited). Class 3 (24.1%) visited a psychiatrist (pri-
marily psychiatrist). Class 4 (28.1%) visited a family physician or other
physician (primarily family physician). Class 5 (15.1%) visited a psychol-
ogist (primarily psychologist). A higher proportion of service users born
before 1946 were in the primarily family physician class. Although 21% of
service users born later also fell into this class, overall they were more
evenly distributed across the five classes. Conclusions: Family physicians
played a significant role in behavioral health treatment for both age
groups. However, findings suggest that younger adults may rely on more
complex combinations of service providers that will require greater co-
ordination between the behavioral and general health care systems in
the future. (Psychiatric Services 64:1087–1094, 2013; doi: 10.1176/appi.
ps.201200401)

Older adults are more likely to
visit a primary care physician
for a behavioral health prob-

lem, and younger adults are more
likely to seek help from a behavioral
health specialist (1–5). Although ser-
vice use may change with age, cohort
differences have been found in both
the prevalence of disorders and ser-
vice use (6–8). These cohort differ-
ences are believed to persist even as
changes occur with aging. Combined

with the expected growth in the num-
ber of older adults overall, this finding
suggests an increased need for phys-
ical and behavioral health services ap-
propriate for older adults (9–13).

However, beyond documenting the
greater use of primary care physi-
cians, few studies have examined the
combinations of service providers vis-
ited for behavioral health issues and
how those combinations may vary
by service users’ age. By developing

typologies of service providers visited
and grouping individuals reporting
similar patterns, latent class analysis
is a useful tool for examining the com-
plexity and multidimensionality of ser-
vice use (14). Studies that have taken
this approach have contributed to a
more nuanced understanding of ser-
vice use that moves beyond classifica-
tions of users versus nonusers and
focuses on identifying and describ-
ing subgroups of individuals. Such ap-
proaches can inform efforts to tailor
interventions, outreach, and policy and
facilitate the timely and effective use of
behavioral health care.

For example, Choi and colleagues
(15) identified three clusters of ser-
vice use among older adults with se-
vere depression. These clusters shed
light on subgroups of this sample who
used combinations of home-based sup-
portive services for functional needs
and outpatient behavioral health ser-
vices to maintain their life in the
community. Carragher and colleagues
(16) examined three classes of service
use for major depression (highly ac-
tive, partially active, and inactive).
Adults 65 and older were more likely
to fall in the partially active class,
members of which consulted a pro-
fessional and received prescriptions
for medication but had not been hos-
pitalized or visited an emergency de-
partment for depression.

This study adds to this body of work
in two ways. First, latent class analysis
was used with nationally representa-
tive survey data to examine patterns of
service providers visited for a behav-
ioral health problem. Second, it ex-
amined how those patterns differ by
age of service user.
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Methods
Sample
This study used data from the Col-
laborative Psychiatric Epidemiology
Surveys (CPES). Data were collected
from 2001 to 2003 from three nation-
ally representative surveys—the Na-
tional Comorbidity Survey Replication
(NCS-R), the National Survey of
American Life (NSAL), and the Na-
tional Latino and Asian American
Survey (NLAAS). The NCS-R is rep-
resentative of the U.S. population in
general and included face-to-face
interviews with 9,292 residents of
English-speaking households who were
18 years or older. The NSAL is rep-
resentative of blacks in the United
States, and the survey was based on
a national probability sample of 6,082
African Americans, blacks of Caribbean
descent, and non-Hispanic whites. The
NLAAS is a nationally representative
sample of Latino and Asian popula-
tions in the United States, and the
survey included 2,554 Latinos and
2,095 Asian Americans. The CPES
surveys share a common set of objec-
tives and instrumentation and are
designed so that they can be combined
as though they are a single, nationally
representative study (17).
The analytic sample for this study

included adults born in 1964 or earlier
who reported using some professional
services for a behavioral health prob-
lem (N=4,082). Those born between
1946 and 1964 and born earlier than
1946 encompass the baby boomer and
preboomer generations, respectively,
which were the focus of this study.
Baby boomers made up 66% of the
sample and 59.8%were female. Eighty-
five percent of the sample was white,
7.9% African American, 5.7% Latino,
1.1% Asian, and .4% black Carib-
bean. After complete description of
the study to participants, informed
consent was obtained. All three CPES
studies were approved by the Univer-
sity of Michigan Institutional Review
Board.

Measures
Respondents were given a list of pro-
fessionals and asked to indicate which
ones they had seen in their lifetime
“for problems with your emotions,
nerves, or your use of alcohol or
drugs.” Dichotomous indicators were

created for visits with nine types of
professional: psychiatrist; general prac-
titioner, familyphysician, orothermed-
ical doctor; psychologist; social worker;
counselor; any othermental health pro-
fessional; a nurse, occupational ther-
apist, or other health professional;
a religious or spiritual advisor; or any
other healer.

Other measures included age (born
in 1945 or earlier or born between
1946 and 1964), gender, marital status
(currently married, previouslymarried,
or never married), race-ethnicity (non-
Hispanic white, African American,
black Caribbean, Asian, or Latino),
household income in quartiles ($0 to
$16,699, $17,000 to $39,999, $40,000
to $73,498, or $73,499 and higher),
years of education (#11 years, 12
years, 13–15 years, or $16 years),
work status (employed, unemployed,
or not in labor force), insurance
coverage (private, public, or none)
and self-report of the presence of
heart disease, arthritis, or diabetes.
Mental and substance use disorders
were assessed with the World Men-
tal Health Composite International
Diagnostic Interview, a structured,
lay-administered diagnostic interview
based on the definitions and criteria of
ICD-10 and DSM-IV (18). On the
basis of this assessment, dichotomous
measures were created and indi-
cated whether respondents met cri-
teria for any lifetime mood disorder,
anxiety disorder, or substance use
disorder. Also included was a three-
category measure of the number
of disorders (none, one, and two or
more).

Analyses
Latent class analysis was used to id-
entify homogeneous groups of respon-
dents on the basis of nine dichotomous
items reflecting types of behavioral
and health care professionals visited
in their lifetime. Mplus (version 6)
was used for the latent class analysis
models, which included weights and
complex survey design variables (19).
In an effort to identify the smallest
number of classes needed to account
for patterns of service providers vis-
ited, the number of latent classes
was determined iteratively, beginning
with a one-class model and testing
models of increasing numbers of classes

with robust maximum likelihood es-
timation. The optimal number of
classes was determined on the basis
of several goodness-of-fit statistics
(such as the Bayesian information
criterion, Akaike information crite-
rion, Lo-Mendell-Rubin’s adjusted
likelihood ratio test, and entropy mea-
sures). The analysis also examined
the extent to which classes were
distinct and substantively meaning-
ful (20).

Respondents were assigned to the
class for which they had the highest
probability of membership. For each
class, the prevalence of respondents
and the probability of visiting a partic-
ular service provider are reported.
Conditional probabilities of .70–1.00
were considered to indicate a high
probability of visiting a specific type of
provider; .40–.69, a moderate proba-
bility; and ,.40, a low probability
(21,22).

After model estimation, multino-
mial logistic regression was used to
analyze factors predicting latent class
membership. These analyses were
performed with the survey commands
in Stata 12.0 (23), which accounted
for the complex multistage clustered
design of the CPES samples. All per-
centages reported are weighted. For
each variable with more than two cate-
gories, a design-corrected Wald chi
square test was conducted to mini-
mize the likelihood of type I error
resulting from multiple comparisons.
An alpha of .05 was used as the cutoff
for significance. Interactions between
age and other predictors were also
included to examine the moderating
role of age.

Results
Compared with the younger adults,
a higher proportion of the older adults
was female and previously married
(Table 1). Older adults were slightly
less diverse by race-ethnicity and had
fewer years of education. In contrast
to the younger group, a majority of
older adults were not in the labor
force and had public health insurance
coverage, and a higher proportion was
in the lower two income quartiles.
Fewer older adults met criteria for
behavioral health disorders, whereas
a higher proportion reported having
general physical disorders. Compared
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with younger adults, a higher proportion
of older adults visited a family or other
physician for a behavioral health dis-
order. A higher proportion of the
younger age group visited most other
types of professionals.

Results of fitting latent class models
A five-class solution was chosen ac-
cording to measures of model fit and
because it wasmost conceptuallymean-
ingful. Figure 1 depicts the preva-
lence of each class and the predicted

probability that service users assign-
ed to a class would visit those specific
service providers. Class 1, labeled
“multiple providers visited,” contained
10.8% (N=419) of the respondents.
Members of class 1 had a high probability

Table 1

Sociodemographic, disorder-related, and service use characteristics of the samplea

Born prior to 1946
(N=1, 328)

Born 1946 to 1964
(N=2,754)

Total sample
(N=4,082)

Characteristic N % N % N % x2b df p

Gender 8.75 1 .004
Male 435 35.8 1,019 42.4 1,454 40.2
Female 893 64.2 1,735 57.6 2,628 59.8

Marital status 35.78 2 ,.001
Currently married 631 55.2 1,543 64.2 2,174 61.2
Previously married 635 41.8 839 25.6 1,474 31.0
Never married 62 3.0 372 10.2 434 7.8

Race-ethnicity 6.96 4 ,.001
White 806 87.9 1,391 83.6 2,197 85.0
African American 271 6.6 691 8.6 962 7.9
Black Caribbean 38 .3 132 .4 170 .4
Asian 47 1.2 103 1.0 150 1.1
Latino 137 4.1 374 6.5 511 5.7

Education 25.09 3 ,.001
#11 years 346 22.4 417 10.8 763 14.7
12 years 388 33.0 732 29.3 1,120 30.6
13–15 years 286 21.6 832 29.0 1,118 26.5
$16 years 308 23.0 773 30.8 1,081 28.2

Work status 242.83 2 ,.001
Employed 452 34.5 1,961 76.4 2,413 62.3
Unemployed 125 11.2 164 4.0 289 6.5
Not in labor force 746 54.3 617 19.6 1,363 31.3

Insurance coverage 283.84 2 ,.001
Private 370 38.2 1,629 83.6 1,999 68.9
Public 628 61.3 487 15.1 1,115 30.1
None 22 .5 89 1.3 111 1.0

Household income 12.09 3 ,.001
$0–$16,999 331 19.0 471 11.6 802 14.1
$17,000–$39,999 295 21.3 600 18.0 895 19.1
$40,000–$73,498 230 19.7 655 24.9 885 23.2
$$73,499 448 39.9 987 45.6 1,435 43.7

Mood disorder 354 27.5 1,008 39.5 1,362 35.4 25.58 1 ,.001
Anxiety disorder 408 30.3 1,131 39.8 1,539 36.6 20.36 1 ,.001
Substance use disorder 152 11.2 631 23.7 783 19.5 75.54 1 ,.001
Number of disorders 36.14 2 ,.001
None 653 51.0 988 36.1 1,641 41.1
1 371 26.1 683 25.1 1,054 25.4
$2 304 22.9 1,083 38.8 1,387 33.5

Heart disease 207 17.8 173 5.4 380 9.2 94.65 1 ,.001
Arthritis 679 63.6 793 32.7 1,472 42.3 173.64 1 ,.001
Diabetes 204 15.2 236 7.5 440 9.8 42.98 1 ,.001
Service provider visited
Psychiatrist 450 32.1 989 33.8 1,439 33.2 .83 1 .364
Social worker 82 5.4 356 12.8 438 10.3 39.96 1 ,.001
Counselor 196 15.8 774 31.4 970 26.1 97.89 1 ,.001
Nurse or other health 24 1.8 148 5.1 172 4.0 13.78 1 ,.001
Other mental health 54 4.3 177 6.4 231 5.7 2.81 1 .096
Religious or spiritual advisor 186 13.5 542 19.8 728 17.7 22.08 1 ,.001
Healer 22 1.5 112 4.2 134 3.3 19.78 1 ,.001
Psychologist 282 21.4 817 32.5 1,099 28.8 23.40 1 ,.001
Family or other physician 802 62.6 1,244 46.7 2,046 52.1 50.20 1 ,.001

a The Ns are unweighted, and the percentages are weighted.
b Rao-Scott design-adjusted chi square
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of visiting a psychiatrist (.789) and a
moderate probability of visiting a so-
cial worker (.427), a counselor (.611),
a religious or spiritual advisor (.554),
a psychologist (.670), or a family phy-
sician or other physician (.696). Mem-
bers of this class had a low probability
of visiting a nurse or other health
professional (.219), another mental
health professional (.233), or a healer
(.180). Overall, members of class 1
had a moderate to high probability
of visiting six out of nine types of
providers.
Class 2, labeled “limited providers

visited,” contained 21.9% (N=878) of
the respondents. Members of this
group did not have a high probability
of visiting any of the providers and
had a moderate probability of visit-
ing a counselor (.533). There was
a low probability of visiting all other
providers (#.25) and no probability
of visiting a psychiatrist. The de-
fining characteristic of this group
was low probability of visiting most
providers.
Class 3, labeled “primarily psychi-

atrist,” contained 24.1% (N=1,093)
of respondents. Members of this
class had 100% probability of visiting
a psychiatrist but low probability
(#.34) of visiting all other types of
providers.

Class 4, labeled “primarily family
physician,” contained 28.1% (N=1,128)
of respondents. Members of this
class had 100% probability of vis-
iting a family physician or other
physician and very low probability
(#.037) of visiting other profession-
als, including no probability of vis-
iting a psychiatrist, counselor, or
psychologist.

Finally, class 5, labeled “primarily
psychologist,” contained 15.1% (N=564)
of respondents. Members of this class
had 100% probability of visiting a psy-
chologist and low probability (#.214)
of visiting other types of providers,
including no probability of visiting a
psychiatrist.

Demographic and psychiatric
predictors of class membership
The largest proportion of older adults
(41.9%) was in the primarily family
physician class, followed by primarily
psychiatrist (25.8%), limited providers
visited (13.5%), primarily psychologist
(11.8%), and multiple providers vis-
ited (7.0%). Those in the younger age
group were more evenly distributed,
with roughly a quarter in the limited
providers visited (26.1%), primarily
psychiatrist (23.2%), and primarily
family physician (21.2%) classes. Sev-
enteen percent fell into the primarily

psychologist class, and 12.8% fell into
the multiple providers visited class
(Rao-Scott x2=38.07, df=4, p,.001).

Multinomial logistic regression was
used to assess sociodemographic and
disorder-related predictors of class
membership, with the primarily fam-
ily physician class as the reference
category (Table 2). Older adults and
women were less likely than the
younger age group and men to be in
every class compared with the pri-
marily family physician class. Those
who were previously married were
more likely than those who were
currently married to be in the limited
providers class, whereas those who
were previously or never married
were more likely to primarily visit
psychiatrists. More years of education
was associated with a greater likeli-
hood of being in every class compared
with the primarily family physician
class. Those who were unemployed
were significantly more likely to be in
the class that primarily visited psy-
chiatrists, whereas those not in the
labor force were more likely to visit
multiple providers. Respondents with
an anxiety disorder were less likely to
be in the class that visited a limited
number of providers, whereas those
with a substance use disorder were
more likely to have visited multiple

Figure 1

Latent class profile of service providers visited by consumers born in 1964 or earlier

Psychiatrist Social worker Counselor Nurse or 
other health
professional

Other mental 
health 

professional

Religious 
or spiritual 

advisor

Healer Psychol-
ogist

Family or other
physician

Class 1:  Multiple providers visited (10.8%)
Class 2:  Limited providers visited (21.9%)
Class 3:  Primarily psychiatrist (24.1%)

Class 4: Primarily family or medical doctor (28.1%)
Class 5: Primarily psychologist (15.1%)

1.0

.9

.8

.7

.6

.5

.4

.3

.2

.1

.0

P
ro

ba
bi

lit
y 

of
 v

is
iti

ng

1090 PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' November 2013 Vol. 64 No. 11

ps.psychiatryonline.org


providers or primarily psychiatrists.
Compared with respondents who did
not meet criteria for a behavioral
health disorder, those with one disor-
der were more likely to be in the class
with limited providers visited, where-
as those with two or more disorders
were more likely to have visited mul-
tiple providers or a limited number of
providers.
Analyses of interactions of age with

other demographic variables indicated

that older black Caribbeans were more
likely than persons of other racial or
ethnic groups to have visited a limited
number of providers and to have
visited primarily a psychiatrist (Table
3). Older adults who were not in the
labor force, had public insurance cov-
erage, or had no insurance coverage
were less likely than younger adults to
have visited multiple providers. Older
adults with public insurance were also
less likely to be in the classes with

limited providers visited or visits pri-
marily to psychiatrists. Older adults in
the middle household income catego-
ries were more likely to be in the class
that primarily visited psychologists,
whereas those with incomes between
$40,000 and $73,498 were also more
likely to visit multiple providers.

Discussion
Consistent with previous research,
this study indicated that when faced

Table 2

Relative risk ratios (RRR) from multinomial logistic regression predicting classification of service use, by provider
type, among users born in 1964 or earliera

Multiple
providers
visited

Limited
providers
visited

Primarily
psychiatrist

Primarily
psychologist

Variable RRR 95% CI RRR 95% CI RRR 95% CI RRR 95% CI

Born before 1946b .35*** .23–.52 .38*** .28–.51 .62** .45–.86 .50** .33–.75
Femaleb .71* .52–.97 .72* .53–.98 .62** .48–.82 .61** .40–.92
Marital status (reference:
currently married)b

Previously married 1.45 .97–2.18 1.62** 1.15–2.28 1.66*** 1.25–2.20 1.10 .77–1.57
Never married 1.21 .71–2.04 .94 .58–1.52 1.66* 1.04–2.65 .76 .37–1.57

Race-ethnicity
(reference: white)c

Asian 1.97 .62–6.27 1.16 .49–2.75 2.00 .78–5.13 1.64 .44–6.10
Latino .72 .32–1.60 1.09 .61–1.93 .96 .62–1.50 .88 .45–1.74
Black Caribbean .23 .05–1.03 .86 .23–3.18 .42 .15–1.18 .67 .21–2.14
African American .85 .57–1.29 1.38* 1.00–1.91 1.20 .91–1.59 .65* .44–.97

Education (reference:
#11 years)b

12 years 1.44 .74–2.80 1.22 .75–1.99 1.02 .74–1.40 1.48 .76–2.86
13–15 years 3.03** 1.63–5.64 1.63* 1.01–2.64 1.49 .99–2.26 2.46** 1.26–4.81
$16 years 6.55*** 3.31–12.94 2.96*** 1.75–5.00 2.01** 1.33–3.02 5.31*** 2.66–10.59

Work status (reference:
employed)b

Unemployed 1.53 .59–3.99 .61 .34–1.10 1.73* 1.10–2.72 1.34 .58–3.10
Not in labor force 2.08* 1.48–2.93 1.14 .79–1.64 1.41 .97–2.05 1.18 .72–1.95

Insurance coverage
(reference: private)c

Public 1.16 .68–1.96 .77 .48–1.22 .91 .69–1.19 .73 .38–1.40
None .35 .10–1.24 1.04 .46–2.33 .93 .49–1.76 .81 .23–2.83

Household income (reference:
0 to $16,999)b

$17,000 to $39,999 1.14 .68–1.90 .79 .53–1.19 .89 .61–1.30 1.29 .57–2.91
$40,000 to $73,498 1.00 .55–1.84 1.54 .91–2.61 1.00 .67–1.51 2.01 .96–4.22
$73,499 and higher .87 .48–1.60 1.19 .76–1.84 1.24 .83–1.85 1.56 .69–3.52

Mood disorderc 1.63 .96–2.80 .93 .59–1.46 1.38 .78–2.46 1.21 .79–1.85
Anxiety disorderb 1.01 .59–1.72 .52* .31–.89 .85 .52–1.39 1.05 .59–1.85
Substance use disorderb 1.77** 1.26–2.48 1.42 .98–2.05 1.60* 1.07–2.40 1.40 .83–2.36

Number of disorders
(reference: none)b

1 1.71 .82–3.55 1.71* 1.05–2.80 1.24 .74–2.07 1.00 .55–1.82
$2 4.00** 1.76–9.12 2.46* 1.18–5.15 1.61 .74–3.50 .76 .31–1.86

Heart diseasec .80 .43–1.49 .65 .37–1.14 1.01 .68–1.50 .76 .43–1.35
Arthritisc 1.01 .66–1.54 .90 .61–1.34 1.03 .78–1.35 .76 .53–1.09
Diabetesc .72 .41–1.26 .86 .48–1.53 1.12 .66–1.92 1.00 .56–1.79

a Reference: primarily family physician
b Design-corrected Wald significant at p,.05
c Design-corrected Wald not significant at p,.05
*p,.05, **p,.01, ***p,.001
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with a behavioral health problem,
older adults relied heavily on a family
physician or other physician within
the general medical sector (1–5).
Furthermore, older adults were more
likely than the younger age group to
rely primarily on a family physician
compared with every other class of
provider, suggesting that baby boom-
ers visited a broader range of pro-
viders. Although it is not possible to
disentangle aging from cohort effects
with these cross-sectional data, pre-
vious research with longitudinal data
has found age cohort differences in
service use that have remained signif-
icant over time, suggesting the possi-
bility that differences found in this
study may continue with age (6). It is
reasonable to expect that the use of
the general medical sector will in-
crease as baby boomers encounter
more general health problems with
age. However, cohort-specific cul-
tural and social differences, such as a
greater acceptability of reporting and
seeking treatment for behavioral health
problems,may continue to influence ser-
vice use patterns (7,24).
Efforts have been made to in-

tegrate behavioral health treatment
into primary care with the explicit
objective of improving treatment for
older adults (25,26). Findings from
this study support the continued
importance of these efforts. Almost
half of the younger age group (46.7%)
reported visiting a family physician or
other physician for a behavioral health
problem, and 21.0% were in the
primarily family physician class. Pri-
mary care physicians clearly play an
important role in behavioral health

care. Additional research is needed
to clarify whether visits to different
providers occur simultaneously or con-
currently and the gateways through
which individuals enter services, as
well as patterns of referral and the
extent to which treatment is coor-
dinated across service providers.
However, this study reaffirmed the
importance of ongoing efforts to better
connect behavioral and general medi-
cal care.

Several other differences by age are
worthy of note. Although insurance
coverage did not have a main effect on
class membership, older adults with
public insurance coverage were less
likely than the younger group to fall
into three of the five classes. One
possible reason for this is that Medi-
care, the public insurance by which
most older adults are covered, does
not cover services from many of the
other providers considered in this
study. Second, those in the younger
group were more likely to be covered
by Medicaid, which is need based,
whereasMedicare is universal for those
ages 65 and over. Unfortunately, the
data did not allow differentiation of
insurance coverage at this level, lim-
iting the ability to separate age dif-
ferences from differences in coverage
or to examine some of the complex-
ities of coverage, such as dual
eligibility for both Medicare and
Medicaid.

Although there were few racial-
ethnic differences overall, older black
Caribbeans were more likely to be in
the class that visited a limited number
of providers. Previous studies have
found that persons from racial-ethnic

minority groups are more likely than
non-Hispanic whites to use the gen-
eral medical sector rather than spe-
cialty care for a behavioral health
problem (1–3,27,28). Overall, this
study suggests that, among service
users, when a range of service pro-
viders is considered, the relationship
between race-ethnicity and where
people go for help is more nuanced.
It also highlights the importance of
considering within- as well as between-
group differences. Black Americans
are often treated as a homogeneous
group, although blacks of Carribean
descent and African Americans differ
in terms of ethnicity, national heritage,
socioeconomics, and immigration sta-
tus (29). In combination with other
recent studies, these findings highlight
the importance of looking further at
within-group heterogeneity (2,30,31).
Such complexities may influence treat-
ment outcomes and pathways into and
out of care.

The effect of employment status on
class membership was also moderated
by age. For the sample as a whole, not
being in the labor force was associated
with visiting multiple providers. How-
ever, older adults who were not in the
labor force were significantly less
likely to fall into this class. This may
in part be due to individuals’ reasons
for not being in the labor force. Among
the younger age group, for example,
those not in the labor force were
more likely to have multiple disor-
ders compared with those who were
employed or unemployed, sugges-
ting an association between severity
of disorders and work status. Older
adults, over half of whom were

Table 3

Significant interactions of characteristics with age, among service users born before 1946, by provider type visited

Multiple providers visited Limited providers visited Primarily psychiatrist Primarily psychologist

Characteristic RRR 95% CI RRR 95% CI RRR 95% CI RRR 95% CI

Black Caribbean .62 .06–6.64 7.91** 1.74–36.04 3.45* 1.05–11.38 .52 .07–3.98
Not in labor force .24** .10–.59 1.02 .60–1.72 .70 .39–1.26 .85 .37–1.93
Insurance coverage
Public insurance .26*** .14–.50 .53* .28–.98 .42*** .26–.67 .33 .09–1.15
No insurance .04* .00–.54 .25 .04–1.48 .28 .07–1.09 .57 .04–7.40

Household income
$17,000–$39,999 2.03 .98–4.19 2.01 .71–5.71 1.50 .58–3.87 4.45* 1.04–19.0
$40,000–$73,498 3.71** 1.64–8.41 2.28 .59–8.85 1.64 .80–3.34 4.51* 1.14–17.75

*p,.05, **p,.01, ***p,.001
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not in the labor force, may be in
retirement.
One major limitation of this study is

the cross-sectional nature of the data.
For this reason, it was not possible
to determine the extent to which
respondents visited service providers
simultaneously or serially nor how the
combinations of service providers
visited may have changed over time.
Cross-sectional data also limit the
ability to differentiate cohort versus
aging effects as described above. Fur-
thermore, these data were collected
between 2001 and 2003. Over the past
decade, significant changes have oc-
curred in the financing and delivery
of behavioral health services, includ-
ing the increased use of managed
care and behavioral health parity leg-
islation (32,33). Previous studies sug-
gest that parity in behavioral health
care coverage can increase the use of
appropriate services (33); however,
research has not examined the in-
fluence of systemic changes on the
types of providers visited. With time,
we will learn whether perceived co-
hort differences suggested by this
and other research remain in the face
of such structural changes.

Conclusions
Despite these limitations, this study
begins to shed more light on the com-
binations of service providers most
often visited. The findings provide
further evidence of the underutiliza-
tion of behavioral health specialty ser-
vices by older adults. Although younger
adults, compared with older adults,
relied on a broader array of profes-
sionals for treatment of behavioral
health care problems, primary care
physicians played a significant role in
their care. As this younger cohort
ages and requires additional medical
treatment, the need to coordinate gen-
eral medical and behavioral health
services will grow. Increasing our
understanding of the current complex-
ities of service provider usage can in-
form ongoing and future efforts in this
area.
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