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Asian Americans underuse mental health ser-
vices, even though studies have shown that
major depressive disorder (MDD) is common
among this group,1 with a prevalence compara-
ble to that among the US mainstream popula-
tion.2,3 Most Asian Americans with MDD seek
help at primary care settings,4 but in the majority
of cases their depression remains unrecognized
by care providers.5

Katon et al. proposed a collaborative model
for treating depression in primary care set-
tings.6 The model involved a multidisciplinary
approach in which primary care physicians,
psychiatrists, and care managers work together
to provide intervention, patient education, and
surveillance of adherence to medication treat-
ment. Using a randomized control study, Katon
et al. demonstrated that collaborative care results
in more favorable outcomes and improved
satisfaction among patients with MDD.6

There are significant cultural barriers to
implementing collaborative management of
depression for Asian American immigrants.
Many of these individuals are unfamiliar with
the concept of MDD, have language barriers,
and schedule physician visits only if they have
physical symptoms. Physicians with inadequate
cultural sensitivity may overlook depression
among this population.7 When diagnosed with
MDD, many Chinese Americans avoid mental
health services because of their culture’s strong
stigma toward psychiatric disorders.4,8

To overcome such barriers, we designed the
culturally sensitive collaborative treatment
(CSCT) model by adding a cultural component
to the collaborative management model with
the goal of serving Asian immigrants who have
traditional beliefs regarding mental illnesses.9

CSCT contains 4 components: systematic de-
pression screening, contacting those who screen
positive for MDD to recommend an assessment,
culturally sensitive psychiatric assessment via the
Engagement Interview Protocol (EIP), and care
management. The first 2 components are in-
tegral parts of CSCT because, without the

screening and contacting steps, most depressed
Asian American patients would remain unrec-
ognized in primary care clinics.5

Our team designed the EIP by adding a cul-
tural component to the standard psychiatric
interview. This cultural component explores
patients’ illness beliefs by using the questions
designed by Kleinman10 so that clinicians can
develop co-constructed illness narratives with
patients by reframing the Western concept of
depression into more culturally resonant forms.

In this study, conducted among patients in
a primary care clinic serving predominantly
Chinese immigrants, we examined the feasibil-
ity of systematically screening patients for de-
pression, contacting patients who screened
positive, and conducting culturally sensitive
psychiatric assessments to recognize and en-
gage patients in treatment. Using a randomized
trial, we investigated the efficacy of adding care
management to the treatment of MDD.

METHODS

Participants were recruited from South Cove
Community Health Center (hereafter South

Cove) in Boston, Massachusetts, between Sep-
tember 2004 and February 2007. South Cove
served12000 patients during the study period,
predominantly (more than 94%) Chinese
Americans with financial, language, and cul-
tural barriers to health care. Participants were
limited to Chinese American adults (18 years or
older) who attended South Cove’s primary care
clinic. Patients with unstable medical condi-
tions, a high risk of suicide, psychotic disorders,
dysthymic disorder, bipolar disorder, and sub-
stance use disorders were excluded.

Procedure

Systematic depression screening. Depression
screening has been a quality improvement
measure at South Cove since 1999. Patients
were asked to complete the Chinese Bilingual
Patient Health Questionnaire-9 (CB-PHQ-9) and
return the questionnaire before their clinic visit.
Patients who had participated in the past 3
months were exempted from repeat screening.

Establishing contact patients with who
screened positive for depression. The research
team telephoned patients who screened posi-
tive for depression (a CB-PHQ-9 score of 10 or
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above) to inform them about the results of their
screening. During this call, patients were also
informed about our study.

Culturally sensitive psychiatric assessment.
Participants completed an informed consent
form before they received a psychiatric as-
sessment via the EIP from one of the bilingual
research psychiatrists. The EIP has 2 compo-
nents: a standard psychiatric interview com-
ponent and a cultural component that uses
Kleinman’s questions (described subsequently)
to explore patients’ illness beliefs. With
knowledge of patients’ illness beliefs, the psy-
chiatrist introduced information on depression
in ways that were compatible with patients’
beliefs.10 In addition to the EIP, we used the
stigma scale of the Explanatory Model of In-
terview Catalogue11 to measure patients’ per-
ceived level of stigma regarding their illness,
a potential confounder of depression treatment
outcomes.

After their psychiatric assessments, patients
with confirmed MDD were encouraged to seek
treatment of their depression from their pri-
mary care physicians, who would receive a let-
ter about the patient’s diagnosis and a recom-
mended treatment plan. Patients could also
choose to seek treatment or consultation from
a psychiatrist or a therapist at South Cove.

Efficacy of care management. To assess the
efficacy of care management, we used a com-
puter-generated table to randomize partici-
pants who agreed to receive treatment for
depression into 2 groups: care management or
usual care. Patients in both groups were en-
couraged to discuss depression treatment with
their primary care physicians. Patients could
also choose to be treated by psychologists or
psychiatrists at South Cove.

At the beginning of the study, a bilingual
care manager met with patients in the care
management group to establish rapport, ex-
plain the roles of the care manager, and pro-
vide education on MDD. Subsequent contacts,
which occurred at the 2nd, 4th, 8th, 12th, 16th,
20th, and 24th weeks through telephone calls,
focused on monitoring of depressive symp-
toms, adherence to medication treatment,
management of adverse events, and knowledge
of self-management strategies. Care managers
were accessible to patients via telephone and
served as a link between patients, primary care
physicians, and consulting psychiatrists,

facilitating patients’ depression treatment. The
principal investigator provided weekly super-
vision to care managers, as well as consulta-
tions with patients and their primary care
physicians. Participants in the usual care group
did not receive the care management compo-
nent.

Bilingual blind assessors evaluated treat-
ment outcomes of patients in both the care
management group and the usual care group at
1.5, 3.5, and 6 months. The 17-item Hamilton
Rating Scale for Depression (HAM-D-17) was
the primary outcome measurement instrument,
and the Clinical Global Impression (CGI) scale
was the secondary instrument.

Instruments

Chinese Bilingual Patient Health Question-
naire-9. The Patient Health Questionnaire-9
(PHQ-9) is a self-administered instrument
designed to detect MDD in primary care
settings; the PHQ-9 has a sensitivity of 88%
and a specificity of 88%.12 Our team translated
the PHQ-9 into Chinese to create the CB-PHQ-9,
a questionnaire shown to have excellent sensi-
tivity (92%) and specificity (95%)13 for depres-
sion screening among Chinese Americans.

Hamilton Rating Scale for Depression. The
HAM-D-1714,15 is a 17-item clinician rating sca-
le for depression. Questions focus on neuro-
vegetative and other depressive symptoms ex-
perienced by patients over the preceding 7 days.
Items are rated on a scale of zero to 4 or zero to
2, with higher scores indicating more severe
pathology. Scores on the HAM-D-17 are grouped
into the following categories: not depressed
(0–6), mildly depressed (7–14), moderately
depressed (15–25), and severely depressed
(above 25). The HAM-D-17 is a widely used
instrument for assessing depression, and its re-
liability and validity are high.16

Engagement Interview Protocol. The EIP is
a semistructured interview protocol developed
by our team. We created the instrument by
combining the Chinese-bilingual Structured
Clinical Interview for Axis I DSM-IV Disorders
(j>0.75 for interrater reliability in diagnosing
MDD)17,18 with patients’ illness narratives and
beliefs derived from Kleinman’s set of questions:
‘‘What do you call your problem? What do you
think has caused your problem? Why do you
think it started when it did? What does your
sickness do to you? How does it work? How

severe is it? Will it have a short or long course?
What do you fear most about your sickness?
What are the chief problems the sickness has
caused for you? What kind of treatment do you
think you should receive? What are the most
important results you hope to receive from the
treatment?’’10

Patients’ illness narratives provide clinicians
with information on how patients conceptual-
ize their illness, as expressed in their own
language and words. Building on patients’
illness beliefs enhances communication of
psychiatric diagnoses through a framework
that the patient can understand.

Clinical Global Impression Severity scale
(CGI-S) and CGI-Improvement scale (CGI-I).
These 2 clinician-rated scales assess patients’
overall improvement with respect to their ill-
nesss.19 The CGI-S scale measures the current
condition of the patient on a scale of1(normal) to
7 (severe illness); the CGI-I scale measures the
patient’s degree of improvement, as perceived by
the clinician, since the start of treatment on
a scale of 1 to 7 (1=very much improved,
7=very much worse). Improvement in CGI
ratings is used to determine the degree of re-
sponse over time to a given treatment.

Data Analyses

To examine the feasibility and acceptability
of CSCT and its components, we used descrip-
tive statistics to determine the number and
percentage of patients who completed depres-
sion screening, the percentage of patients who
screened positive for MDD, the success rate
achieved in terms of contacting patients with
positive results and asking them whether they
would agree to receive a psychiatric assess-
ment, and the success rate of the culturally
sensitive psychiatric assessment in engaging
depressed Chinese American patients in treat-
ment.

To examine the efficacy of the CSCT care
management component, we used the c2 test to
compare the care management and usual care
groups with respect to their response rates and
remission rates, and we used the Student t test to
compare group members’ final CGI-S and CGI-I
scores. A positive response to treatment was
defined as a decrease of 50% or more in
a patient’s HAM-D-17 score, and remission was
defined as a score of 7 or less on the HAM-D-17
at the patient’s most recent assessment. We also
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compared the demographic characteristics and
clinical histories of participants in the 2 groups to
explore potential confounders of treatment out-
comes. SPSS software was used in conducting the
statistical analyses.20

Finally, we examined the overall effective-
ness of CSCT by calculating the percentage of
patients screened for depression and compar-
ing the percentages of patients engaged in
treatment before their exposure to CSCT (as
determined at the depression screening) and
after they had been contacted and had com-
pleted a psychiatric assessment.

RESULTS

The outcomes from the implementation of
the key CSCT elements (depression screening,
contacting patients with positive results, cul-
turally sensitive psychiatric assessment, care
management, and overall effectiveness) are
described in the sections to follow.

Depression Screening

During the 30-month study period, 6820
copies of the CB-PHQ-9 were distributed to
patients who visited the South Cove primary
care clinic. After exclusion of 2169 (32%)
forms that were returned blank, 409 (6%)
forms from individuals who had undergone
screening within the preceding 3 months, and
14 (0.2%) forms from patients with duplicate
positive screens, 4228 (62%) completed forms
were available for the data analysis. During the
study period, South Cove treated approxi-
mately 12000 patients. Thus, we screened
35% of the clinic’s patients. We compared the
demographic characteristics of patients who
agreed to be interviewed with the characteris-
tics of those patients who declined psychiatric
interviews or did not respond to requests and
found that the 2 groups did not differ signifi-
cantly in terms of mean age (50 years, SD=17
vs 49 years, SD=15, respectively) or gender
composition (72% female vs 66% female).

Contacting Patients Who Screened

Positive

Of the 4228 participants who completed the
CB-PHQ-9, a total of 296 (7%) screened
positive for MDD; among those screening
positive, 19 (6.5%) had been receiving psychi-
atric treatment for depression, and 155 (52%)

either declined a psychiatric interview or did
not return our telephone calls. The remaining
122 (41%) participants who screened positive
agreed to and showed up for a psychiatric
assessment.

Culturally Sensitive Psychiatric

Assessment

Among the 122 patients who received a cul-
turally sensitive psychiatric assessment, 104
(85%) were confirmed with MDD. This finding
indicates that the CB-PHQ-9 has a true-positive
rate of 85% (104/122) and a false-positive
rate of 15% ([122 – 104]/122). Most patients
were not aware they were suffering from de-
pression and attributed their symptoms to
medical illnesses or difficulties in their lives.
Of the 104 patients identified with MDD,
100 (96%) agreed to receive treatment for
depression and 4 (4%) declined treatment
(Figure 1).

Efficacy of Care Management

Of the 100 depressed Chinese Americans
who agreed to receive treatment for depression
(68% female; mean age=49 years, SD=15),
55 (55%) were randomized to receive care
management via telephone and 45 (45%) were
randomized to usual care. The baseline and
demographic characteristics and the treatment
outcomes of the participants in the 2 groups
are presented in Table 1. The percentage of
female patients in the care management group
was higher than was the percentage in the
usual care group (80% vs 55%; P=.005),
and fewer patients in the care management
group had a history of psychiatric disorder
(27% vs 53%; P=.01).

However, regression analyses in which
treatment response, treatment remission, CGI-S
score, or CGI-I score was the dependent vari-
able showed that none of the baseline or
demographic characteristics, including gender
and positive psychiatric history, were related to
treatment outcomes (data available on request).
As a result, there were no confounders to
control for in treatment outcome analyses. The
care management group and the usual care
group did not differ significantly in their
treatment outcomes; the groups’ respective
response rates were 60% and 50%, their
remission rates were 48% and 37%, their
mean CGI-S scores were 2.7 and 2.5, and

their mean CGI-I scores were 2.8 and 2.8
(Table 1).

Overall Effectiveness of Culturally

Sensitive Collaborative Treatment

During the 30-month study period, we
successfully screened 4228 patients, or 35%
of the primary care clinic’s patients. Before
CSCT, only 6.5% of patients (19 of 296) who
screened positive for MDD in this study were
receiving psychiatric treatment. After exclu-
sion of the 19 patients who were already being
treated and the 44 patients who were esti-
mated not to have MDD (based on the 15%
false-positive rate of the CB-PHQ-9), we iden-
tified 233 Chinese Americans with untreated
MDD. By implementing the first 3 CSCT
components (systematic depression screening,
contacting those who screen positive, and
culturally sensitive psychiatric assessment), we
engaged 100 untreated Chinese American
patients (43% of those identified) in MDD
treatment, a nearly 7-fold increase from the
initial (pre-CSCT) 6.5% treatment rate.

DISCUSSION

In this study, we have demonstrated the
feasibility of using the CSCT model to improve
recognition and treatment of depressed Chi-
nese Americans in primary care. Before
implementation of CSCT, only 6.5% (Figure 1)
of depressed patients in the clinic received
psychiatric treatment. The present findings are
compatible with results from our earlier studies
indicating that the majority of Chinese immi-
grants with depression remain underrecog-
nized and undertreated.5

With CSCT, we successfully recognized and
engaged 43% of untreated Chinese American
patients with MDD in depression treatment,
with additional care management or without
care management (the usual care group). The
treatment outcomes of both groups of patients
were comparable to the outcomes of the
Sequenced Treatment Alternatives to Relieve
Depression (STAR*D) study,21 the largest clini-
cal trial on depression conducted among the
mainstream US population. These favorable
outcomes are particularly encouraging given that
many of our participants were underserved
Chinese immigrants who generally hold on to
their traditional beliefs regarding depression,
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underreport their mood symptoms, and under-
use mental health services.5

Systematic Depression Screening and

Contact With Patients

In 2002, the US Preventive Services Task
Force recommended that adult patients be
screened for depression in clinical practices
that have systems in place to ensure accurate
diagnoses and effective treatment and follow-
up.22 However, implementation of this recom-
mendation has been sporadic in primary care
clinics. In this study, we systematically screened
Chinese American patients for depression,

actively contacted those with positive results to
alert them to their illness, and recommended
psychiatric assessments. Our results demonstrate
the feasibility and importance of systematically
screening and approaching depressed Chinese
Americans in primary care; 7% of our partici-
pants screened positive for MDD, and among
them 41% agreed to a psychiatric assessment
when they were contacted.

Culturally Sensitive Psychiatric

Assessment

In our earlier studies, we found that many
Chinese immigrants were unfamiliar with

mental disorders, and cultural barriers were
key reasons for disparities in treatment of MDD
between this group and the mainstream US
population. Stockdale et al. argued that
quality improvement efforts are needed to
address cultural and linguistic barriers to
care.23 In this study, we employed culturally
sensitive psychiatric assessments so that clini-
cians could overcome cultural barriers by com-
municating illness information in a way that is
comprehensible to patients. In total, 96% of
depressed Chinese immigrants who completed
assessments agreed to be treated for their ill-
ness. If replicated in future studies, CSCT could
be a viable model to decrease MDD treatment
disparities among Asians and other ethnic mi-
nority populations in the United States who
face cultural barriers in seeking help for their
mental illnesses.

Care Management

Care management is a key component of
collaborative management, and is effective in
treating depression.24–26 In this study, we found
no significant differences in treatment outcomes
between members of the care management
group and the usual care group. One possible
interpretation is that care management is not
effective for this population. Many depressed
Chinese immigrants face obstacles to treatment
for depression, including lack of health insurance,
inability to make copayments for doctors’ visits
and medications, difficulties in arranging trans-
portation, and prejudice against use of psycho-
tropic medications.

The treatment outcomes, however, were good
among the care management group as well as
among the usual care group; response rates and
remission rates for both groups were compar-
able with or even better than were the rates
reported among the mainstream population.21

Such findings suggest a more plausible interpre-
tation for the lack of significant differences—that
high percentages of patients from both the care
management and usual care groups (64% and
54%, respectively) chose to receive treatment
from psychiatrists at South Cove, resulting in
favorable outcomes among both groups. This
interpretation is compatible with the results of
Simon et al., who found that a telephone care
management program did not lead to significant
improvements among patients treated by psy-
chiatrists.27

Note. CB-PHQ-9 = Chinese Bilingual Patient Health Questionnaire-9; MDD = major depressive disorder.

FIGURE 1—Recognition and treatment engagement outcomes of culturally sensitive

collaborative treatment of depressed Chinese Americans in primary care: Boston, MA,

2004–2007.
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Implementation of collaborative models is
undoubtedly influenced by the culture of the
host institution and the preferences of its pro-
viders. In this study, many primary care phy-
sicians encouraged patients to seek help at the
South Cove behavioral health department for
their depression, leading to a high level of
involvement of psychiatrists in the patients’
treatment. We observed that when psychiatric
services are delivered with cultural sensitivity,
Chinese Americans will accept and use these
services despite their stigma regarding mental
health disorders.

Future studies assessing the efficacy of care
management may need to be performed sepa-
rately among patients who are treated by
primary care physicians and patients who are
treated by mental health providers to account
for the potential influence of provider type on
treatment outcomes. In addition, to eliminate
potential ceiling effects resulting from treat-
ment by psychiatrists, psychiatrists should
provide consultations only when necessary.
That a higher percentage of female participants
than of male participants in our study engaged
in treatment may reflect lower help-seeking

tendencies among Asian men.28,29 The imbal-
ance of numbers and gender representation
between the 2 groups could be a chance finding
resulting from our relatively small sample.

Limitations

There were several limitations associated
with this study. First, we used a descriptive,
uncontrolled design to examine the CSCT
components of depression screening, patient
contact, and psychiatric assessment. Given that
this was the first study on CSCT, our focus was
on investigating its feasibility and overall ef-
fectiveness in decreasing disparities in depres-
sion treatment among Chinese Americans.

Second, systematic depression screening is
a laborious procedure. Systematic screening
may not be sustainable without additional re-
sources provided by health insurance plans or
health care institutions after support from re-
search studies has ended. Yet, there have been
some encouraging developments in support of
depression screening in primary care. One is
the growing use of computerized medical re-
cords, which is an inexpensive means of patient
tracking that facilitates implementation of

depression screening in primary care. The
Veterans Affairs hospital systems have pio-
neered the use of depression screening as part
of patients’ annual physical examinations. In
Massachusetts, a law was passed in 2008 that
requires primary care physicians to routinely
screen children for behavioral health problems
and requires health insurance companies to
reimburse the costs of such screening.30

Third, only 41% of our participants who
screened positive agreed to be interviewed,
and a high percentage of those with positive
results (52%) declined or did not respond. The
cutoff point for positive results (a CB-PHQ-9
score of 10 or above) may have been too low,
which would have led to screening being
performed with high sensitivity but relatively
low specificity, and subsequently many patients
with positive results were not clinically de-
pressed. Future studies are needed to investi-
gate whether use of a higher threshold would
be more cost-effective for depression screening
in primary care settings. It is also possible that
depressed patients who screened positive were
in denial of their condition or avoided mental
health services because they were concerned
about stigma. In an earlier study investigating
the reasons why patients with positive screening
results declined psychiatric interviews, patients
indicated they did not consider themselves as
having a psychiatric condition or they preferred
to hold off on treatment.5

Finally, although a very high percentage
(96%) of patients confirmed with MDD were
treated for their depression after the EIP in-
terview, it is possible that factors other than the
EIP, such as our inclusion of experienced,
native-speaking clinicians, contributed to the
success of the intervention. Future research is
needed to show that our results are generaliz-
able to other settings, particularly those where
clinicians and patients have different cultural
backgrounds.

Conclusions

Depression is common among Chinese
Americans in primary care settings, and many
depressed Chinese Americans remain un-
treated by their primary care providers. We
found that CSCT, a comprehensive approach
with key elements including depression
screening, actively contacting patients with
positive results, culturally sensitive psychiatric

TABLE 1—Baseline Characteristics and Treatment Outcomes of Participants Randomized

Into the Care Management and Usual Care Groups: Boston, MA, 2004–2007

Care Management Usual Care t c2 df P

Characteristic

Age, y, mean (SD) 51 (17) 48 (15) –1.0 97 .3

Female, % 80 55 8.0 1 .005

Years in United States, mean (SD) 11 (9) 11 (8) –0.07 96 .9

Education, y, mean (SD) 10 (4) 9 (5) –1.0 96 .3

Baseline HAM-D-17 score, mean (SD) 21 (5) 21 (5) –0.4 96 .4

Baseline CB-PHQ-9 score, mean (SD) 18 (4) 18 (4) 0.19 84 .8

Baseline CGI-S score, mean (SD) 4 (0) 4 (0.2) 1.0 43 .3

Stigma score, mean (SD) 13 (14) 11 (14) –0.5 95 .9

Psychiatric history, % 27 53 7.0 1 .01

Family psychiatric history, % 18 10 1.4 1 .4

Treated by psychiatrist, % 64 54 1.3 1 .3

Depression treatment outcomes

Response rate, % 60 50 1.2 1 .2

Remission rate, % 48 37 1.2 1 .2

Most recent CGI-S score, mean 2.7 2.5 0.8 88 .8

Most recent CGI-I score, mean 2.8 2.8 –0.3 76 .2

Note. HAM-D-17 = Hamilton Rating Scale for Depression; CB-PHQ-9 = Chinese Bilingual Patient Health Questionnaire-9; CGI-
S = Clinical Global Impression Severity scale; CGI-I = Clinical Global Impression Improvement scale.
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assessment, and care management improved
the recognition and treatment engagement
of depressed Chinese Americans in primary
care. j
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