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Abstract
Objective—To describe the history and evolution of the collaborative depression care model and
new research aimed at enhancing dissemination.

Method—Four keynote speakers from the 2009 NIMH Annual Mental Health Services Meeting
collaborated in this article in order to describe the history and evolution of collaborative
depression care, adaptation of collaborative care to new populations and medical settings, and
optimal ways to enhance dissemination of this model.

Results—Extensive evidence across 37 randomized trials has shown the effectiveness of
collaborative care vs. usual primary care in enhancing quality of depression care and in improving
depressive outcomes for up to 2 to 5 years. Collaborative care is currently being disseminated in
large health care organizations such as the Veterans Administration and Kaiser Permanente, as
well as in fee-for-services systems and federally funded clinic systems of care in multiple states.
New adaptations of collaborative care are being tested in pediatric and ob-gyn populations as well
as in populations of patients with multiple comorbid medical illnesses. New NIMH-funded
research is also testing community-based participatory research approaches to collaborative care to
attempt to decrease disparities of care in underserved minority populations.

Conclusion—Collaborative depression care has extensive research supporting the effectiveness
of this model. New research and demonstration projects have focused on adapting this model to
new populations and medical settings and on studying ways to optimally disseminate this
approach to care, including developing financial models to incentivize dissemination and
partnerships with community populations to enhance sustainability and to decrease disparities in
quality of mental health care.
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Over the last three decades, tremendous progress has been made by mental health services
researchers in improving recognition and quality of treatment for patients with affective
disorders within primary care systems. In the United States, this research was initially
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stimulated by the findings from the Epidemiology Catchment Area Study that showed that
over half of the community respondents in the United States with depressive and anxiety
disorders were treated exclusively in primary care settings [1]. This finding led Regier et al.
[1] to label the primary care system the “de facto” mental health care system of the United
States.

During the 1980s and early 1990s, health services researchers documented that 5% to 12%
of primary care patients met DSM-IV criteria for major depression [2]. Patients with major
depression in primary care systems were also shown to have high numbers of medically
unexplained symptoms [3], a greater degree of comorbid medical illness [4], as much or
more functional impairment as patients with other common medical disorders such as
diabetes or heart disease [5], and up to twofold higher medical utilization and costs [6,7].

Researchers in the 1980s and 1990s also documented the gaps in quality of depression care
in primary care systems. Studies showed that only 25% to 50% of patients with depression
were accurately diagnosed by primary care physicians and, among those who were
accurately diagnosed, few received adequate dosage and duration of either pharmacotherapy
or evidence-based depression psychotherapy [8,9]. Naturalistic primary care-based studies
found that approximately 40% of patients discontinued antidepressants in the first 4–6
weeks of treatment [10]. This was largely because the frequency of follow-up in primary
care clinics was quite limited: the median performance of 247 health plans on the HEDIS
depression performance criteria that recommended that patients initiating treatment with an
antidepressant have three follow-up visits in the first 90 days has been only 20% for over a
decade [11]. Even when close follow-up occurs, treatment is often not adjusted according to
need, based on severity of residual symptoms [12]. Large-scale studies have also shown that
approximately 40% to 50% of patients with depression referred by primary care doctors to
mental health specialists fail to complete the referral [13]. The result is that only
approximately 40% of primary care patients with depression who were accurately diagnosed
recovered over a 4- to 6-month period [14]. These gaps in treatment were documented to be
even more problematic in minority populations and in those living below US poverty levels
[15].

Early research attempts to improve quality of care and outcomes of patients with depression
and anxiety in primary care tested whether providing physicians with evidence of depression
based on depression rating scales would increase detection, provision of evidence-based
treatment and enhanced outcomes. These studies randomized patients screening as depressed
into two groups: patients whose physicians were notified of their depression status vs. those
in whom physician notification did not occur. These studies showed that physician
notification of depression status resulted in slight improvements in quality of depression
care, but no replicable effects on improved depression outcomes [16]. Several later studies
built on these initial failures to attempt to enhance depression outcomes by randomizing
depressed primary care patients into those whose physicians were notified about a major
depression diagnosis and provided with an algorithm of recommended depression care vs.
those allowed to remain in usual care [17,18]. Again, no replicable effects on patient-level
outcomes were demonstrated.

From 1990 to 1996, NIMH with help from AHRQ funded nine depression collaborative care
trials [19]. These trials were developed during the same era in which Wagner et al. [20,21] at
Group Health in Seattle described four key elements of the organization of care that must be
implemented to improve outcomes of populations of patients with chronic illness: the
delivery system must be designed so that each patient's care includes proactive follow-up
visits or telephone contacts, adherence monitoring and response to treatment assessments;
information systems must be established to support the use of disease registries to track
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provision of care according to guideline and individual treatment plans; self-management
training and support must be provided to patients and key family members so that they are
equipped with the information and skills required to effectively manage their illness in order
to develop an active partnership with the health care team; and decision support must be
provided to primary care physicians, including facile access to guidelines, expert systems
and specialty consultation within the context of a structured care program. Wagner et al.
[20,21] emphasized that these organizational changes in practice usually required a team
approach with an allied health professional such as a nurse providing the close monitoring
and frequent contacts.

The key components of collaborative depression care developed for these initial federally
funded trials included many of the key components of Wagner et al. [20,21], such as
enhanced patient education with pamphlets, books and videotapes; use of either allied health
professionals such as nurses or mental health professionals to provide closer follow-up to
track outcomes, side-effects and adherence to treatment; use of a tool such as the Patient
Health Questionnaire-9 (PHQ-9) to track outcomes, and development of an electronic
depression register to facilitate caseload supervision; a psychiatrist to provide caseload
supervision of depression care managers and recommendations about changes in
antidepressant medication; and stepped-care approaches that provided incremental increases
in treatment for patients with persistent symptoms [22]. In some of these trials, depression
case managers could also provide an option of brief evidence-based psychotherapy [22].
These collaborative care approaches enhanced the systematization and organization of
primary care practice to provide closer follow-up; patient education and monitoring of
symptoms, side-effects and adherence; and integrated specialty knowledge about
antidepressant medication into primary care practice.

A recent meta-analysis reviewed 37 trials of depression collaborative care and found
evidence compared to usual primary care of twofold higher rates of adherence to
antidepressant medication over the first 6 months of treatment and improved depressive
outcomes that often persisted for at least 2 years [23]. Six new trials have also tested
collaborative care approaches to treating depression in patients with a chronic medical
illness (diabetes, cancer, stroke and post-coronary bypass grafting surgery) and found
significant improvements in quality of care and depressive outcomes compared to usual care
[24–29]. Cost-effectiveness analyses demonstrated that total ambulatory costs associated
with collaborative care increased approximately $125 to $600, but with significant and
substantial gains in depression-free days over a 1- to 2-year period [23,30]. In some studies
of more complex depressed patients, including those with major depression and diabetes
[31,32], panic disorder and major depression [33,34], and those with ≥4 DSM-IV symptoms
of major depression 8 weeks after the primary care doctor-initiated antidepressant treatment
[35], there was evidence of a high probability of savings in total medical costs associated
with collaborative care.

A key problem in the US health care system is that minority populations and people living
below US poverty levels have been shown to have marked disparities in access to quality
mental health care [15]. Several of the larger multisite collaborative care studies examined
whether the benefits of this care model were found in populations living below US poverty
levels and in minority patients. A recurrent finding from these trials has been that patients
living below poverty levels and patients from ethnic minority groups have experienced equal
or even greater benefits from collaborative care vs. usual care as Caucasian or more middle-
class populations [25,36–38]. Fig. 1 shows data from the eight sites involved in the
IMPACT trial that randomized 1801 adults age 60 and older from eight health care
organizations in five states of the USA. Study sites with high proportions of ethnic minority
participants (African Americans and Latinos) had similar or greater incremental
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collaborative vs. usual care differences in depression outcomes as sites serving largely
whites [29]. More recent studies in which the collaborative care programs for depression
were tested in primarily low-income ethnic minority groups confirm the relative
effectiveness of this approach [25,26,39,40].

1. New collaborative care research initiatives
Fig. 2 describes four initiatives that are extending primary care research on collaborative
care, including organized dissemination efforts to integrate collaborative care into large
systems of care such as the Veterans Affairs (VA) system as well as primary care clinics
throughout the state of Minnesota [the DIAMOND (Depression Improvement Across
Minnesota: Offering a New Direction) project]; care management approaches for patients
with depression and other medical illnesses that attempt to improve quality of care and
outcomes for both comorbid medical illnesses and depression; randomized trials testing
collaborative management in new settings (such as obstetrics and gynecology and pediatric
settings) and populations (such as adolescents with depression and children living in rural
areas with ADHD); and community-based participatory approaches to building enhanced
depression care programs.

1.1. Organized dissemination efforts
Although the research evidence for collaborative depression care is robust and
comprehensive [23], it can be a great deal more challenging to implement such programs in
the real world than to conduct the research to establish the evidence base for such programs.
Implementers need more than peer-reviewed publications in major medical journals. They
need predictable ways to cover program startup and operational costs, tools such as job
descriptions and disease management registries, and implementation support that helps their
practices develop the necessary changes in roles to integrate such programs into usual
primary care. Several regional and national efforts have developed over the past few years to
support such implementation funded by regional purchasing and quality improvement
collaboratives (e.g., the Pittsburgh Regional Health Initiative [41] and the Institute for
Clinical Systems Improvement (ICSI) [42]), foundations (e.g., McArthur Foundation [43],
Robert Wood Johnson Foundation [44], California Endowment [45], Hogg Foundation for
Mental Health [46] and John A. Hartford Foundation [47]) and large health care
organizations (e.g., the Veterans Administration). These efforts have been collecting
valuable information on optimum methods to move collaborative care from science to
practice. For example, the IMPACT coordinating center funded by the John A. Hartford
Foundation at the University of Washington has trained over 3500 clinicians in over 200
practices around the country in the IMPACT program [47,48]. The next sections briefly
profile three examples of large-scale implementation of collaborative care.

After a decade of research on improving depression in primary care in the VA health care
system [49–54], the VA has developed a robust effort to support the implementation of
evidence-based collaborative care for depression throughout its facilities nationwide [55]. A
national QUERI approach has developed systematic approaches to disseminating and
implementing evidence-based approaches [56,57] and a national office was funded to
support these efforts [55]. Over the past 2 years, VA leadership has supported the addition of
several hundred staff to help implement collaborative care for depression in primary care
clinics throughout the VA health care system nationally and funded VA researchers to study
this dissemination process [51–55].

Other large health care systems have also moved from research to the widespread
implementation of evidence-based collaborative care. Kaiser Permanente of Southern
California (KPSC), a health plan that provides health care to over 3 million individuals in
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Southern California, participated as a study site in the IMPACT trial from 1999 to 2003.
After completing the trial, leadership at San Diego KPSC continued the program in place
without grant funding and KPSC conducted a study of a slightly adapted version of the
IMPACT program. This study showed the program to be as effective as the intervention
tested in the original IMPACT study and associated with lower overall health care costs
[58]. Long-term confirmation of cost savings related to the IMPACT program [59] further
strengthened the argument for widespread implementation of the program, particularly in
high-risk (medically ill) patients. Collaborative care for depression has been incorporated
into care management programs for cardiovascular and other chronic medical disorders in
11 of 12 regional medical centers and is now available to millions of KPSC members in
Southern California [60].

Large-scale implementation of evidence-based collaborative care programs has been
somewhat more successful in large capitated health care organizations such as the VA or
Kaiser Permanente. In smaller clinics that bill a large number of insurance companies in a
fee-for-service model, adaptation of such programs has been more challenging. One
important example of how to accomplish such large-scale implementation in largely fee-for-
service models is the DIAMOND program in Minnesota [42]. In this example, ICSI, a
quality improvement organization chartered by health plans in the state of Minnesota, has
led a collaboration of nine health plans and 25 medical groups to implement an evidence-
based collaborative care program for depression based on the IMPACT model in over 85
clinics in Minnesota. ICSI supports five sequences of clinics entering the program, training
and certifying staff in evidence-based depression care and facilitating ongoing program
implementation and evaluation. Clinics are paid by health plans using a case rate that covers
evidence-based collaborative care (care management and psychiatric caseload supervision
and consultation) in addition to traditional fee-for-service billing by the patients’ regular
primary care providers. This unique payment mechanism allows even moderate-sized
primary care clinics to designate and train staff and implement such evidence-based
programs. Early findings reported by ICSI [61] indicate that, at 6 months, response and
remission rates achieved in the first 10 implementing clinics are as good as or better than
rates found in the original IMPACT trial. The DIAMOND experience is creating important
experience and knowledge in diverse real-world settings that may help inform similar
implementation efforts and that may become an exemplary model for developing medical
home programs in primary care. An NIMH-funded study using a novel quasi experimental
design is evaluating the implementation of this state-wide program.

These early implementation experiences suggest that to successfully help “translate” the
knowledge about collaborative care for depression into diverse practice settings will require
an intense and persistent commitment of local and national leaders to overcome barriers to
implementation of these evidence-based programs, and substantial implementation support
to help create and support collaborative care teams that not only are structurally or
physically integrated but that have truly shared clinical workflows, shared accountability for
program effectiveness and client outcomes, and, perhaps most importantly, financing
mechanisms to initiate and sustain such programs under diverse payment systems [62].
Federal and state agencies and funders such as the NIMH, AHRQ, HRSA, SAMHSA and
CMS should work together to study optimum ways to disseminate collaborative care and
funding to develop mechanisms that facilitate and encourage the implementation of such
evidence-based programs in diverse health care systems.
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2. Combined case management approaches for depression and comorbid
medical illnesses

Despite evidence that collaborative care teams that are integrated into primary care improve
the quality of care and outcomes of chronic illnesses like depression, diabetes and
cardiovascular disease, most systems of care have struggled with how to pay for these
quality-of-care improvements. Since it will be difficult to develop team approaches for each
chronic illness and the most costly and time-consuming patients often have depression and
other medical comorbidities [63], trials of collaborative care have been recently developed
for patients with “natural clusters” of illnesses. These natural clusters can be defined as
illnesses that tend to co-occur, maladaptively affect each other's course and for which there
are often overlapping guideline recommendations. The importance of developing models of
care for patients with these natural clusters of illness is emphasized by recent Medicare data
showing that few beneficiaries suffer from only one chronic illness. Among Medicare
beneficiaries, fewer than 4% of those with congestive hear failure, depression or diabetes
have no other chronic conditions and most (80%, 71% and 56%, respectively) have four or
more chronic conditions [64]. However, few quality improvement programs have been
tested in patients with multiple chronic illnesses.

One NIMH-funded project, the TEAMcare study, is testing collaborative care for patients
with poorly controlled diabetes and/or heart disease (i.e., HbA1c ≥8.5%, LDL>130 or
systolic blood pressure >140) who have comorbid major depression and/or dysthymia [65].
The guideline recommendations for diabetes and heart disease overlap for blood pressure
and lipid control and use of aspirin and beta blockers for those who have had a myocardial
infarction [66,67], and depression occurs in up to 20% of these populations [63]. Depression
has been shown to maladaptively affect self-care for these illnesses and is associated with
poor medical outcomes [63]. In turn, medical complications from diabetes and heart disease
can provoke or worsen depressive episodes [68]. The nurse collaborative care intervention
that is being tested in the TEAMcare study will attempt to improve medication management
of depression, blood pressure, glycemic and lipid control, as well as improve self-care
(adherence to diet, exercise and smoking cessation).

Two federally funded trials have also successfully tested nurse care management
recommendations for patients with depression and chronic pain and showed significant
effects compared to usual primary care in improving depression, pain and functional
outcomes [69,70]. These trials are important because chronic musculoskeletal pain is a very
common comorbid condition in those with depression [71], and pain and depression often
have bidirectional adverse effects [71].

3. New populations and settings
In contrast to the 37 trials of collaborative care tested in adult populations with depression,
there is only one trial testing collaborative care in child/adolescent settings [72]. NIMH has
recently funded the second trial of collaborative care vs. usual primary care for adolescents
with major depression and also funded the first trial of a telemedicine adaptation of
collaborative care for rural children with ADHD. These are important trials given the high
prevalence of depression [73] and ADHD [74] in youth, the fact that most youth with
depression and ADHD are treated exclusively in pediatric settings, the marked gaps in
quality of mental health care for these common psychiatric problems [75,76] and that there
is a large workforce shortage for child mental health practitioners, especially in rural
settings.
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Approximately one-third of all visits for women ages 18 to 24 and the majority of nonillness
visits for women under 65 are provided by ob-gyn practitioners [77], and studies have
demonstrated even larger gaps in recognition and treatment of depression in ob-gyn
compared to other primary care settings [78,79]. Most ob-gyn practitioners receive less
training in diagnosing and treating depression, but often are the only physicians whom
women seek care from for many of their medical problems as well as pregnancy and
hormonal-related issues. NIMH has recently funded a trial of collaborative care for women
with depression across the adult age span utilizing two large ob-gyn practices as well as a
second study testing an adaptation of collaborative care for pregnant women screened for
depression and other psychosocial problems by social workers from the Washington State
Medicaid system. This latter study will enroll over 200 pregnant women with depression
living below US poverty levels who are receiving benefits from a state Medicaid system.

3.1. Community engagement for collaborative care implementation in mental health
Implementing collaborative care at the community level in underserved communities of
color raises the issue of the role of community engagement in planning, use and evaluation
of collaborative care, particularly for health conditions such as depression that are subject to
social stigma.

Community engagement refers to efforts to involve community agencies and members in
leadership regarding the issues and technologies underlying an initiative, such as
collaborative care for depression [80]. Community engagement follows a set of principles
including promotion of respectful dialogue, development of trust, and honoring equal voice
and power of all stakeholders across all phases of the initiative. The central process to
achieve community engagement is knowledge exchange with an emphasis on facilitating
mutual gain among stakeholders.

Approaches to implementing collaborative care in underserved communities following an
approach referred to as community-partnered participatory research (CPPR) have been
recently developed [80–82]. CPPR emphasizes co-equal partnership in all phases of research
development, implementation, analysis, product development, and dissemination. A CPPR
initiative is implemented in stages, including (1) planning and development of goals,
framework and specific action plans; (2) implementation and evaluation of action plans; and
(3) products, celebration of accomplishments, dissemination and planning for next steps.
Each stage follows the engagement principles referred to above to develop a sustainable
partnership that builds community capacity for planning and improvement while building
partnered evaluation capacity to inform scientific and policy stakeholders [83]. CPPR
initiatives are developed through a leadership council and a set of working groups that
achieve community input and accountability through hosting forums and promoting
dialogue. In this way, a CPPR initiative has core leadership partners, resident experts
(academic and community) in working groups, and the broader community engaged in work
across stages.

The application of CPPR to implementing collaborative care for depression began with the
Witness for Wellness initiative, which sought to initiate a dialogue concerning depression
and improvement of services in South Los Angeles [84]. A council guided the initiative,
hosted conferences and supported workshops to address stigma, improve services access and
quality, and inform policy and advocate for vulnerable populations. Each working group
developed and implemented action plans, ranging from arts events to generate community
dialogue about depression [85,86], a web-based tool to promote depression screening and
referral in social services agencies [87,88], to participation in county-wide planning to
improve services under the California Mental Health Services Act [89]. These activities
resulted in published evaluations, new agency relationships and programs, and funding of
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major initiatives, including a planning grant for centers of excellence for depression and
substance abuse in South Los Angeles, and a new research initiative (Community Partners in
Care or CPIC), designed to evaluate the effects on health outcomes of community
engagement compared to more standard expert consultation to implement collaborative care
for depression in under-served communities of color [88]. At the time of this writing, the
CPIC initiative is implementing its intervention conditions in underserved communities in
Los Angeles and has recruited nearly 100 community programs into a randomized trial.

These experiences provide a context from which to reflect on community engagement as an
implementation strategy. The partnership has learned, for example, that community agencies
already collaborate in addressing depression, based on experience, resources, and local and
cultural histories. Community conceptions of depression often differ from the medical
model and emphasize broader economic and social problems and histories of prejudice and
racism. Owing to such factors, broad inclusion of diverse perspectives and active
participation of stakeholders is necessary to achieve and sustain a community-based
depression research initiative. Achieving such broad participation requires time to broker the
fit of a rigorous implementation and evaluation of collaborative care to the realities and
priorities of under-served communities, especially given the historical distrust of services
and research in some communities.

This academic–community partnership has also found that the safety net of agencies serving
vulnerable populations has many holes, and community members with depression often fall
between gaps, because they are ineligible for programs based on income or residence
requirements or categorical definitions of need. As a result, it can be difficult to implement
all components of collaborative care, increasing the importance of understanding existing
partnerships and “reweaving” the safety net to align agency resources with collaborative
care requirements. Doing so, however, requires agency buy-in as well as building the
partnerships and funding base — all important reasons to use a community engagement
approach. More broadly, cultural competence and processes that respect and build on local
agency histories and relationships are valued in underserved communities of color. Bringing
in another top-down approach to “collaborative care” can be confusing or alienating,
especially if familiar terminology (“collaboration”) is used in specific and unique ways that
have meaning primarily in research and private sector circles. As a result of such factors, we
suggest that, to implement collaborative care in underserved communities, local partnerships
must work to align collaborative care goals with local histories and assets. Doing so may
require an expanded language and set of implementation skills, based on community
engagement.

To facilitate such approaches, the academic–community partnership has explored combining
information technologies and community engagement strategies. For example, CPIC
developed flash drives including toolkits for collaborative care for depression and
distributed them freely at community engagement conferences that present both community-
based and research-based approaches to collaboration. Such efforts are time consuming to
formulate and implement. The planning phase for CPIC required 2 years, compared to 1
year for designing its predecessor Partners in Care, without extensive community
engagement [90]. But community engagement may offer more complete and sustainable
implementation of collaborative care for depression — an empirical question being explored
in CPIC. In addition, community engagement may offer added value in terms of social
justice outcomes, by promoting leadership of vulnerable populations in efforts to improve
services available in their own communities and by reducing health outcome disparities for
depression [91]. These potential gains are an important area for future research on
community engagement and collaborative care.
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4. Conclusion
Over 20 years of federal and foundation funding has created an extensive evidence base for
collaborative care for depression and increasingly also other common mental disorders in
primary care settings. Challenges now include local and federal collaboration on financing
mechanisms to facilitate the implementation of such evidence-based approaches in diverse
payment environments, and development of research to determine optimum ways to support
and speed-up dissemination.

NIMH has recently funded new adaptations of collaborative care that are being tested in
randomized trials in child and adolescent populations and in new settings such as obgyn,
pediatric and community-based practices for under-served populations. Collaborative care
interventions that can improve care for patients with natural clusters of chronic illness that
are associated with adverse outcomes and high costs are also being tested in current trials.
These trials have the potential of developing more cost-effective models of care for these
complex and costly patients. NIMH has also funded community-based participatory research
approaches that are being tried as a way to enhance academic and community partnerships
to develop sustainable models of enhanced depression care. These community–academic
partnerships have the potential to decrease disparities in care to underserved populations.
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Fig. 1.
IMPACT: Depression outcomes are robust across eight diverse clinics and populations.
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Fig. 2.
New efforts to enhance dissemination of collaborative care.

Katon et al. Page 15

Gen Hosp Psychiatry. Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


