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Depression has multiple medical, economic, and social 
consequences (Table 1). While patients may be concerned
about their personal suffering and interpersonal relation-

ships at home and work, primary care physicians (PCPs) are often 
concerned about patient nonadherence to therapy and obtaining
better outcomes for their patients. In addition, because increasing
evidence indicates that depression is an independent risk factor for
cardiovascular disease and diabetes, mental illness cannot be treated
successfully without also taking such medical issues into consider-
ation. Moreover, patients with depression frequently overuse 
medical services1 and markedly drive up primary health care
costs.2 One health maintenance organization (HMO) calculated the
average per-patient cost for enrollees with either condition at
$2,390 for a 6-month period, compared with $1,400 for those
without the disorders. This combined overutilization of medical
services and nonadherence to prescribed care leads to an 
inefficient process in which both the patients and providers suffer. 

Despite improvement in detection and diagnosis of depression,
an estimated 10% of patients who meet criteria for depression in a
primary care setting are treated only with a benzodiazepine.3 In
addition, psychosocial interventions are rarely being utilized, and
antidepressants, when used, are not being appropriately dosed or
prescribed for an adequate length of time. Approximately one third
of patients stop taking antidepressants within the first 30 days, and
rarely do they stay on the antidepressants during the continuation
and maintenance phases.4 Moreover, while referral to a mental
health specialist may be one option for getting patients the right
treatment, it is estimated that only 50% of those referred actually
have more than one visit. Most patients will never engage in the
mental health system and instead return to the PCP at a later time
without any improvement in symptoms. 

■■ Comparison of Depression and Chronic Medical Diseases 

Treatment strategies for depression should be similar to those for
any other chronic disease. PCPs should be educated on the chronic
nature and severity of the depressive illness, and it should be
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Consequences of DepressionTABLE 1

•   Personal and family suffering
•   Suicide
•   Functional impairment at work and home
•   Underemployment and low educational achievement
•   Substance abuse and tobacco smoking
•   Nonadherence to medical therapy
•   Myocardial infarction, stroke, and probably diabetes
•   Overutilization of medical services
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stressed that appropriate treatment of depression is necessary to
prevent relapses and/or recurrent episodes. The prevalence of
depression is similar to other chronic medical conditions such as
asthma and diabetes, and there is a close relationship between
comorbidities for depression and such diseases. In a survey of
PCPs conducted by the Robert Wood Johnson Depression in
Primary Care initiative, approximately 80% of providers indicated
that they should be able to manage at least 75% of their patients
with depression.5 Of note, this figure reflected similar 
opinions about the provider’s perceived role in diabetes care. In
general, most PCPs expect to provide continual care for patients
with chronic disease, including depression.

In addition to recognizing their role in the chronic manage-
ment of patients with depression, PCPs have struggled to find
appropriate outcome measures for the disorder. While the 
outcome measures are fairly clear with diseases such as diabetes
(i.e., HbA1c) and hypertension (i.e., blood pressure), they are less
certain of monitoring parameters for depression. Instruments like
the Patient Health Questionnaire (PHQ) can greatly aid in con-
vincing PCPs that depression is an illness that can be tracked over
time with observed gradual improvements in outcome measures.6

Depression can be distinguished from other chronic condi-
tions, from the perspective of PCPs, in that there is still a 
significant stigma associated with the illness, and patients are less
accepting of evidence-based treatment. One report suggests that
the difference between patients with depression seen in primary
care settings and those in mental health settings is the primary
care patients’ lack of acceptance of evidence-based care 
(e.g., the use of antidepressants) and not the severity of illness or
presence of medical comorbidities.7 Approximately 90% of
patients being seen by a mental health specialist will agree to take
an antidepressant, while only about 50% of patients in a primary
care setting will readily accept the treatment plan. In addition,
some of the difference can be attributed to the insurance benefit.
Many patients with depression may already have a financial 
burden (e.g., loss of employment and insurance or no insurance)
or may prefer counseling over medications; unfortunately, 
PCPs may not be able to provide many answers when patients
inquire about the financial aspects of their care.

Another difference between depression and chronic medical
conditions for PCPs is that they may feel less confident in their
skills to fully manage patients with depression.8 PCPs report that
they are generally confident in diagnosing depression and managing
one antidepressant. The situation becomes more complicated
when they have to manage more than one anti-depressant. 
Only 16% of PCPs report being very skilled in managing 2 anti-
depressants, and only 50% report being very skilled in describing
how care would be given in specialty mental health settings.
Therefore, it is not hard to speculate that both PCPs and patients
may not be aware of the entire referral process.

PCPs are also frustrated by their inability to obtain high-quality
specialty mental health care for their patients (Figure 1). In a study

involving a national sample of PCPs, the availability of 
specialty medical care was reported for mental health and medical
care.9 Providers reported that, while 80% of the time they can
obtain high-quality specialty medical care, they can do so only
about 20% of the time for mental health care. This pattern does
not appear to be influenced by the number of managed care con-
tracts for specialty medical care; however, there is a distinct down-
ward trend for mental health care as the number of contracts
increase. In addition, PCPs reported that they are not confident
that they will be able to obtain timely consultations from specialty
mental health providers. Only about 50% of providers stated that
they are able to receive consultation on a complicated case or
assistance with a psychiatric emergency.10 This lack of confidence
on various levels can lead to suboptimal care or a barrier to 
providing any mental health treatment at all. Furthermore, there
is a heightened awareness of patient confidentiality issues 
surrounding mental health disorders, which may further discourage
providers from becoming involved in behavioral health care.

■■ Potential Interventions

In order to assess methods to eliminate some of these barriers and
gain confidence to forge ahead, we need to look at what has 
been already studied. By reviewing different educational and 
organizational interventions implemented to improve the care for
depression, some conclusions can be made.11 It appears that well-

Perceived Availability of High-Quality
Outpatient Services and Number of
Managed Care Contracts

FIGURE 1

From: Van Voorhees BW et al. Gen Hosp Psych. (2003; 25:149-57.
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developed clinician education (e.g., videotapes, small group
teaching, role play) does not work if there is no organizational
support. Obtaining feedback on medication adherence and guide-
line decisions without organizational support also is not effective.
Group health reported that there was no change in outcomes
when PCPs were simply provided with information about 
premature discontinuation of antidepressant treatment by their
patients.12 If they were not provided a mechanism for contacting
or following up with the patients, there was little benefit.
Interventions that were short-term (i.e., lasting less than one year)
also were not effective.11

On the other hand, there are strategies that are effective, such
as complex interventions that incorporate clinician education,
defined roles for care managers, and interaction with mental
health specialists.11 Medication counseling via telephone13 is also
effective. Utilizing clinical pharmacists in the care manager role14

has also worked successfully. Pharmacists have the knowledge and
expertise to educate patients about medications and the impor-
tance of adherence. Although chronic care models exist for other
diseases, there is much evidence for their effectiveness in the area
of depression.15 The chronic care model encompasses both the 
community and the health system (Figure 2).16 The byproducts of
this model are informed, activated patients and prepared, proac-
tive practice teams to obtain improved outcomes.

■■ Organization of the Health Care System 

In order for the chronic care model to succeed, the organization of
the health care system needs to be examined. There must be a 
culture, organization, and mechanism that promotes the delivery
of safe, high-quality care. The leadership of the health care system
needs to recognize the importance of the model even when

resources are scarce. An organization that focuses only on short-
term goals and the financial bottom line does not do nearly as well
as an organization that accepts a culture based on high quality
over economic gain.17

PCPs need good decision-support systems to succeed in a
chronic care model. The accessibility and usefulness of evidence-
based guidelines are crucial. Surveys have demonstrated that only
half of the physicians stated that guidelines were helpful,18 and this
is disconcerting. A potential problem with published guidelines
provided by organizations such as the American Psychiatric
Association (APA) or the Agency for Healthcare Research and
Quality (AHRQ), is that only general guidelines on diagnosis and
follow-up plans are outlined. There is little detail about strategies
for changing medications or utilizing multiple medications. These
guidelines often require customization to suit the needs of PCPs.
Mental health specialists must be more involved in developing
these types of documents. Collaboration can be especially chal-
lenging for rural primary care programs that need input about the
organization of programs and development of protocols.

Clinical information systems are also essential so that patients
can be tracked over time, such as in a depression registry. The type
of treatment can be recorded and, in some instances, the system
can generate reminders for providers. If there is a depression care
manager, his or her notes can be linked to this registry, and these
documents can be useful in monitoring performance. While it
may seem initially burdensome, this type of information is
extremely important to the success of long-term health-quality
improvement programs.

In addition to decision support and clinical information 
systems, there needs to be a delivery system that supports 
depression care managers. The most important function of the
care manager is active follow up in which patients who do not
return for a clinic visit can be identified and contacted. The care
manager identifies the barrier, if any, and encourages that patient
to return to the clinic. It should be stressed that this care manager
can be any professional, such as advanced practice nurses, 
social workers, or clinical pharmacists. The key is to define the
competencies and identify the training that care managers will
need to competently manage their tasks. Training is also extremely
important; too often, care managers complain that they are not
very satisfied with the training they have received to competently
manage their patients.

Even with the entire organizational and delivery system put in
place, the ultimate key player in this model is the patient. Patients
struggle daily to identify and complete the next step, whether that
step is taking their medication or finding employment. Patients
must be encouraged to set a self-management goal and be able to
assess their level of confidence in achieving this goal. If their 
confidence in achieving the goal is less than 70%, another goal
should be selected. Due to the chronic nature of the depressive ill-
ness, patients must learn how to manage new symptoms and
know when to seek help if symptoms return.

Chronic Care ModelFIGURE 2
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Finally, PCPs should recognize that they cannot work in a silo.
They need to develop links to support systems in the community
to help them deal with issues such as domestic violence, employ-
ment, or housing. Patients should be informed of the various
resources in the community that may help them in their recovery
from depression. In order for them to be able to develop a more
comprehensive treatment plan for patients, providers themselves
need to be become more knowledgeable in these areas. Periodic
meetings with community groups may be helpful to identify 
available services and allow coordination among these programs,
providers, and patients. 

In summary, there is a useful model that can transform the rela-
tionship between a PCP and patient so that each encounter is a
productive one. Once PCPs are provided with the decision and
organizational support to help them manage their patients with
depression, they will have increased confidence in treating these
patients. Regardless of the outcome, providers will have acquired
more knowledge about successful treatment plans, whether that
may be as a referral or continuation of treatment in their office.
Success of this model is contingent upon the support of the entire
health care system.
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