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KEY POINTS 27 

• The North-American psychiatric system does not meet the needs of older adults with 28 

treatment-resistant depression (TRD). 29 

• Primary care providers and psychiatrists desire integrated care models that allow them to 30 

work together for this population.  31 

WHY THIS MATTERS 32 

Better treatment will improve the lives of older adults with TRD.  33 
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ABSTRACT 34 

Background:  Treatment-resistant depression in late-life (TRLLD) is common. Perspectives of 35 

primary care providers (PCPs) and psychiatrists treating TRLLD could give insights into the 36 

challenges and potential solutions for managing this condition.  37 

Methods: To identify perspectives of providers who treat TRLLD, we conducted a qualitative 38 

descriptive study using semi-structured interviews with providers treating older adults with 39 

TRLLD in 5 locations across North America (Los Angeles, New York City, Pittsburgh, St. 40 

Louis, Toronto). We conducted semi-structured interviews with 50 care providers  (24 Primary 41 

Care Providers (PCPs), 22 Psychiatrists, and 4 Depression Care Managers). Interviews elicited 42 

providers’ perspectives on treatment options for TRLLD, including treatment within the primary 43 

care setting and referral to psychiatry, and sought suggestions for improvement.  44 

Results: We identified 4 themes. (1) Treating TRLLD takes an emotional toll on providers. (2) 45 

Existing psychiatric services are inadequate to meet the needs of patients with TRLLD, mainly 46 

because of lack of access. (3) PCPs often attempt to treat TRLLD, even when they are not 47 

comfortable doing so. (4) To better meet the needs of patients with TRLLD, providers 48 

recommend integrated care models involving PCPs, psychiatrists, and psychotherapists, 49 

potentially made more feasible by the growth of telehealth. 50 

Conclusions: Findings from these qualitative interviews show the challenges in providing care 51 

for TRLLD. These findings can guide knowledge dissemination to psychiatrists, PCPs, policy-52 

makers, and other stakeholders involved in the mental health system. They can also inform 53 

structural changes to clinical practice that may increase the implementation of the best treatment 54 

strategies across settings to improve long-term outcomes for TRLLD. 55 

 56 
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INTRODUCTION 59 

Less than half of depressed older adults respond to an initial trial of an antidepressant 60 

medication, with even lower response rates for subsequent trials.1,2 When defining treatment-61 

resistant depression (TRD) as not remitting to two or more trials of antidepressant treatments, TRD 62 

in late life (TRLLD) is associated with substantial personal, social, and economic costs.2 TRLLD 63 

is a complex condition and its management requires consideration of both multiple treatment 64 

options (e.g., switch vs. augmentation strategies, psychotherapy, brain stimulation) and concerns 65 

about polypharmacy and comorbidities including cognitive impairment.3,4 The management of 66 

TRLLD is further impeded by systemic issues in the health care system, including a dearth of 67 

geriatric psychiatrists and a lack of embedded psychiatric services in most primary care settings.5-68 

7 Prior research has shown that patients with TRLLD are most often seen in primary care settings,8-69 

11 where primary care physicians (PCPs) have to address up to six different topics over an average 70 

17-minute visit, with mental health accounting for less than 5% of the total visit time.12  71 

These structural realities of the health care system impact not just patients but also 72 

providers. However, to our knowledge, no study has documented the emotional impact of caring 73 

for TRLLD. Increasing the understanding of both providers’ experience and systemic challenges 74 

associated with TRLLD will help to improve its care and outcomes. Thus, we conducted 75 

qualitative interviews with PCPs, psychiatrists, and depression care managers involved in the 76 

ongoing Optimizing Outcomes in Treatment-Resistant Late-Life Depression (OPTIMUM) study, 77 

a pragmatic clinical trial evaluating the benefits and risks of antidepressant strategies 78 

(augmentation vs. switch) in TRLLD.13 These interviews assessed the experience of providers 79 

treating TRLLD and elicited their suggestions to address the impediments they face in doing so. 80 

This report describes the salient themes which emerged from these interviews. 81 
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 82 

METHODS 83 

The methods of the OPTIMUM study have been reported previously.13 We interviewed 84 

both patients and providers involved in OPTIMUM. In this report, we present only data from 85 

providers. We summarize our methods here, with additional details in Supplement 1.  86 

Following a qualitative descriptive approach, our overall goal was to describe the 87 

perspectives  of providers.14 We developed an interview guide focusing on provider experience of 88 

treating TRLLD (see Supplement 1). Sample size for qualitative interview studies is driven by 89 

thematic saturation (i.e., when additional interviews no longer yield additional insights), which 90 

typically occurs after interviewing 8-16 participants.15 Thus, we planned to interview 50 providers 91 

(10  from each of the 5 OPTIMUM sites), allowing us both to reach thematic saturation and to 92 

identify potential site-variations in perspective. Each site referred providers who had referred 93 

patients to the OPTIMUM study and we included the first 50 providers who agreed to participate. 94 

Phone interviews were recorded and transcribed verbatim, with identifying details 95 

redacted. Transcripts were analyzed with the assistance of Atlas.ti software. We inductively 96 

developed a codebook based on the content of the interviews. To establish intercoder reliability, 97 

two experienced qualitative coders coded 10 interviews. Cohen’s kappa scores were calculated for 98 

each code, with an average score of 0.71 indicating substantial agreement.16 After a single coder 99 

coded the remaining interviews, she and the qualitative methodologist (MH) conducted content 100 

and thematic analyses. Resulting themes were discussed with all of the authors as a form of 101 

investigator triangulation, to ensure the credibility of the interpretation.17-19  102 

This study was reviewed and approved by the University of Pittsburgh IRB.  103 

 104 
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RESULTS 105 

Fifty interviews were completed between November 2018 and June 2019, with 75% of 106 

providers approached agreeing to be interviewed. Participating providers comprised PCPs 107 

(n=24), depression care managers (n=4), and psychiatrists (n=22) (see Supplement 2 for the 108 

distribution of providers across the 5 sites). We present below the four major themes identified 109 

and reference quotes parenthetically (e.g., Quote_1A); themes are common across the three types 110 

of providers unless a type is specified (see Supplement 3 for additional quotes supporting each 111 

theme). Key points are represented in Figure 1.  112 

Theme 1: Treating patients with TRD takes an emotional toll on providers. 113 

All providers reported they were invested in treating TRLLD but it exacted an emotional 114 

toll on them. All PCPs expressed a desire to help their patients with TRLLD and described using 115 

first- and second-line pharmacotherapy and potential therapy referrals. However, either patient 116 

resistance to initiate recommended treatments (Quote_1A) or non-response to initiated 117 

treatments resulted in PCPs feeling “stuck” (Quote_1B), “worried” (Quote_1C), or “nervous” 118 

(Quote_1D), particularly when they perceived the needed treatment as outpacing their 119 

knowledge, or available time and other resources. One PCP said “I’m not sure that one can be 120 

fully comfortable with the experience of working with a patient who is suffering so much and 121 

can be very difficult to reach with treatment.” Similar sentiments were echoed by a depression 122 

care manager: “It gets to a point that it’s sort of like, what else can we do here?” Although 123 

psychiatrists reported being more familiar with treating TRLLD and having more treatment tools 124 

at their disposal, they also described addressing TRLLD as “challenging” (Quote_1E), 125 

“grinding” (Quote_1F), “frustrating” (Quote_1G), or “uncomfortable” (TOR006). They 126 
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emphasized struggling with TRLLD despite their desire to see their patients improve and the risk 127 

of suicide in this group.  128 

Theme 2: Available psychiatric services do not meet the needs of patients with TRLLD. 129 

Providers at all sites described a mental health system that is difficult for them and their 130 

patients to access and navigate. PCPs often characterized accessing psychiatric care for their 131 

older patients negatively, describing it as “not a good one” (Quote_2A) or a “nightmare” 132 

(Quote_2B).  The most common barrier described was a lack of psychiatrists, including geriatric 133 

psychiatrists, psychiatrists taking new patients, or psychiatrists who accept Medicare. Reported 134 

wait-times to see a psychiatrist were 1-6 months. US providers also described restrictions related 135 

to insurance, including out of network psychiatrists (typically those who opted out of Medicare; 136 

Quote_2F). The lack of an updated list of approved psychiatrists accepting new patients led one 137 

PCP to comment, “Referring my patients to mental health is […] one of the most taxing things in 138 

my job.” These difficulties are compounded by differing requirements to obtain prior 139 

authorization to see a psychiatrist (Quote_2C), lists of preferred or covered medications and 140 

associated copays (Quote_2D), and payment restrictions for treatment such as group therapy or 141 

telehealth (Quote_2E).  142 

Additionally, providers described that some patients with TRLLD, particularly when 143 

compounded by cognitive impairment, have difficulty making and attending appointments, and 144 

that mental health specialists are unforgiving of these difficulties. One New York depression care 145 

manager noted that patients who struggled to keep psychiatric appointments were discharged due 146 

to noncompliance (Quote_2G). Thus, even when patients find a psychiatrist who accept their 147 

insurance, they may not be able to remain in treatment due to difficulties caused by the condition 148 
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that requires treatment in the first place. Many barriers were similar at all five sites, indicating a 149 

system in which timely access to psychiatric care for TRLLD is often beyond reach. 150 

Theme 3: Because psychiatry is difficult to access, PCPs often attempt to treat TRLLD 151 

beyond their level of comfort.  152 

Lack of access to psychiatrists results in PCPs treating TRLLD (Quote_ 3A), with 153 

varying degrees of confidence. Some PCPs described being “forced” to treat patients they do not 154 

feel qualified to treat (Quotes_3B, 3C), with some reporting this resulting in increased comfort 155 

(Quote_3D). Many PCPs however feel uncomfortable treating TRLLD due to a lack of 156 

experience (Quote_3G) or knowledge of what to prescribe, concerns about drug-drug 157 

interactions (Quote_3H), or lack of time (Quote_3I). Whether or not they were comfortable 158 

managing TRLLD, most PCPs needed to refer some of these patients to psychiatrists, including 159 

those presenting with severe symptoms, risk of self-harm, psychiatric comorbidities such as 160 

bipolar disorder or psychosis (Quote_3E), or non-response to medications the PCP was 161 

comfortable prescribing (Quote_3F).  162 

Psychiatrists described both expertise and experience with TRLLD. Several mentioned 163 

that as psychiatrists at large academic medical centers, most of their patients are referred to them 164 

by PCPs or community-based psychiatrists because of treatment-resistance. However, as noted in 165 

Theme 1, they still reported TRLLD as a major challenge (Quote_3J).  166 

Theme 4: Providers made specific suggestions to better address TRLLD.  167 

Providers described a variety of approaches to improve care for TRLLD: (1) increasing 168 

the number of psychiatrists; (2) improving collaborations among PCPs, psychiatrists, and 169 

therapists, with embedded mental health professionals in PCP practices; (3) providing treatment 170 
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algorithms tailored to PCPs; and (4) increasing access to psychotherapy, in addition to 171 

pharmacotherapy.  172 

 Given the shortage of psychiatrists and the wait-times discussed above (Theme 2), 173 

providers felt that increasing the number of psychiatrists (particularly those who accept 174 

Medicare) would have a positive impact (Quote 4A). They also emphasized telehealth to 175 

improve access, in particular for patients with transportation, mobility, or motivational 176 

difficulties (Quote 4B). Integrated care was viewed as helpful, starting with increased 177 

communication between psychiatrists and referring PCPs. Both types of providers desired this 178 

increased communication, with psychiatrists commenting on the lack of detailed reasons for 179 

referrals, and PCPs on the poor feedback regarding diagnosis or progress; they said that 180 

formalizing and improving communication could reduce this disconnect and identified integrated 181 

electronic health records as one way of achieving this. PCPs desired more concrete collaboration, 182 

including routine partnering with psychiatrists, or embedding psychiatric care within their 183 

practices (Quote_4C).  184 

In addition to closer collaboration, PCPs desired treatment algorithms for TRLLD, 185 

detailing which medications to use in which order and recommended dosages. They also wanted 186 

education in managing medications with more complex adverse effect profiles (Quote_4D) and 187 

increased availability of psychotherapy, noting that, beyond medications they could prescribe, 188 

their patients could benefit from counselling (Quote_4E). 189 

Lastly, though less frequently, some PCPs wished for senior centers that would provide 190 

socialization to prevent or reduce depression. One Pittsburgh PCP stated, “general loneliness in 191 

the society is part of the reason for TRD in older patients”; a LA PCP wanted to see social and 192 

physical activities like “meditation, yoga, [and] bridge” as part of mental health treatments. 193 
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DISCUSSION 194 

Eliciting the perspectives on TRLLD of PCPs, psychiatrists, and depression care 195 

managers, we identified four themes that encompass the problematic state of care for this 196 

condition: (1) treating TRLLD takes an emotional toll on providers; (2) existing psychiatric 197 

services are inadequate to meet the needs of patients with TRLLD, mainly because of lack of 198 

access; (3) PCPs attempt to treat TRLLD, even if they are uncomfortable doing so. (4) To better 199 

meet the needs of patients with TRLLD, providers recommend integrated care models involving 200 

PCPs, psychiatrists, and psychotherapists, made more feasible by the growth of telehealth. 201 

Insufficient access to psychiatric services was noted by all providers in this study. While  202 

20% of the US population will soon be over the age of 65, there are fewer than 1,800 board-203 

certified geriatric psychiatrists in the US.20-22 The aging of the population and the associated 204 

increasing rate of TRLLD magnifies this lack of geriatric specialists.23 Providers in our study 205 

also noted that many geriatric psychiatrists opt out of Medicare due to inadequate 206 

reimbursement,24 thereby creating a financial barrier for patients who cannot afford out of 207 

network care. PCPs also commented on the difficulty identifying specialists accepting new 208 

patients and the insurance they accept. Finally, given that TRLLD itself results in poor treatment 209 

adherence and missed appointments, providers noted that stringent rules related to missed 210 

appointments lead to premature discharges and having to start over in a difficult-to-navigate 211 

system.  212 

Providers in this study reported that the complexity of treating TRLLD increased their 213 

frustration associated with access issues. Many PCPs and depression care managers were 214 

concerned that the needs of their patients with TRLLD surpassed their knowledge and 215 

experience. PCPs provide 60% of psychiatric care occurring and almost 80% of antidepressant 216 
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prescriptions.25,26 The participating PCPs reported discomfort and a lack of experience with the 217 

implementation of complex strategies for TRLLD (e.g., combining or augmenting 218 

antidepressants), compounded by legitimate concerns about inadequate treatment and adverse 219 

effects. For example, the Beers criteria from the American Geriatrics Society updated in 2012 220 

listed selective serotonin reuptake inhibitors (SSRIs) as potentially inappropriate medications for 221 

use in older adults due to fall risk.27 As we have noted previously,28 this results in some PCPs 222 

choosing not to use SSRIs, despite a lack of a causal link between SSRIs and falls.28,29  Focusing 223 

exclusively on the risk of adverse effects ignores the risks of untreated or undertreated 224 

depression in late life: poor adherence to treatment for physical comorbidities, and increased 225 

morbidity and mortality. According to PCPs we interviewed, these issues contribute to the worry, 226 

frustration, and discomfort associated with the management of TRLLD.30,31 While participating 227 

psychiatrists reported managing TRLLD as central to their practice, they also found it 228 

emotionally taxing due to the tension between their desire to see their patients improve and a 229 

frequent lack of improvement despite the deployment of the full pharmacotherapeutic 230 

armamentarium. 231 

To address challenges with access to, and implementation of, treatment for TRLLD, 232 

providers suggested a variety of recommendations including a shift towards integrated care, 233 

improved education and dissemination of evidence-based treatment algorithms, and the use of 234 

technology such as telehealth and electronic health records (Table 1). These unsurprising 235 

recommendations should be considered in the context of two insights from our interviews: first, 236 

the emotional toll that treating TRLLD has on providers with, as discussed above, its different 237 

causes in PCPs and psychiatrists; second, the counterproductive rules in psychiatric practices 238 

when patients miss initial or follow-up visits. Telehealth has the potential to alleviate some of the 239 
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emotional toll reported by providers managing TRLLD and to address many of the barriers to the 240 

attendance of care visits experienced by patients with TRLLD. However, while telehealth care 241 

has been shown to be feasible in older adults with mental disorders, its implementation has been 242 

slow.32,33 The COVID-19 pandemic is creating a systemic shift towards telehealth; a recent 243 

report estimated that US physicians are seeing 50-175 times more patients via telehealth than 244 

they did prior to the pandemic.34 Several changes in Medicare are enabling this shift: 245 

equalization of reimbursement for telehealth and in-person services; ability to receive telehealth 246 

services in any location without requiring an established relationship with a physician; and 247 

physicians being allowed to see patients in state in which they are not licensed.  248 

What was a priority for physicians and patients prior to the pandemic35 is shifting to an 249 

imperative in the face of the pandemic.36,37 If Medicare changes are maintained following the 250 

pandemic, they can mitigate some of the barriers reported in this study. Patients with TRLLD 251 

would be able to access via telehealth psychiatrists located in different geographic areas, which 252 

would particularly benefit remote or rural locations. Also, patients with TRLLD would be able to 253 

keep appointments despite motivation, mobility, or weather issues.  Telehealth may also 254 

facilitate the implementation of integrated care models which have been shown to be more 255 

effective than usual care for the treatment of depression and suicidality, both in those with and 256 

without significant medical comorbidities.38-41 However, the implementation of these models is 257 

challenging, in part because of barriers similar to those reported in this study.7,11 Telehealth 258 

decreases the need for physical space, creates access to a larger geographically-dispersed group  259 

of mental health specialists, and is linked to a system to access and create health records 260 

remotely, including  simple measures to monitor treatment progress and outcomes.  261 
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This study has some limitations. First, the sample was drawn entirely from providers who 262 

participated in a large clinical trial, either as referral sources or as treatment providers, with 263 

urban academic sites. Thus, they may have more experience with treating TRLLD or working 264 

with multidiscipline teams and our results may underestimate the situation in less-resourced 265 

settings. Additionally, while we made multiple attempts to reach providers, we ultimately 266 

interviewed the providers whom we could reach and were willing to participate. This could have 267 

biased the sample towards providers who had more concerns and complaints, inflating the 268 

reported emotional impact of treating TRLLD. However, we described participants’ perspectives 269 

as they expressed them, as is the goal of qualitative description.  Third, we included depression 270 

care managers because of their involvement in one trial site, but the small number of them we 271 

interviewed (n=4) precludes making any comprehensive conclusions about their perspectives in 272 

comparison to those of PCPs and psychiatrists. Finally, this qualitative study was part of a larger 273 

pharmacotherapy clinical trial defining TRLLD as two failed adequate antidepressant trials 274 

during the current episode. This may have skewed the participating providers towards 275 

medication interventions as opposed to psychotherapy or brain stimulation. These limitations are 276 

offset by strengths including participating providers’ geographic and role diversity and a focus 277 

on individual providers’ perspectives. Also, our sample size is fairly large, and our findings were 278 

consistent across geographical regions and provider types, underscoring the need to improve care 279 

for TRLLD.   280 

In conclusion, interviews of providers involved in a pharmacotherapy trial for TRLLD 281 

identified four themes related to challenges in the management of TRLLD: insufficient access to 282 

psychiatric services, limits of psychiatric management in primary care, a desire to improve the 283 

outcomes of TRLLD met with worry and frustration when treatment fails. Providers made 284 
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recommendations for improving the care of TRLLD. These recommendations comprise  a 285 

renewed focus on training geriatric psychiatrists, nurse practitioners, psychologists, and social 286 

workers to meet society’s demographic changes; the expansion of  telehealth to provide access to 287 

existing and new providers; and the design of new treatment strategies that can be implemented 288 

in the primary care setting.42 289 
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