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Abstract
Purpose of Review This review discusses the role of the patient-centered medical home (PCMH) in treating depression, focusing
on findings from primary care-based studies and their implications for the PCMH.
Recent Findings Pharmacotherapy, psychotherapy, and collaborative care are evidence-based treatments for depression that can be
delivered in primary care and extended to diverse populations. Recent research aligns with the core components of the PCMHmodel.
Summary The core components of the PCMH are critical elements of depression treatment. Comprehensive care within the PCMH
addresses medical and behavioral health concerns, including depression. Psychiatric and psychological care must be flexibly delivered
so services remain accessible yet patient-centered. To ensure the quality and safety of treatment, depression symptoms must be
consistentlymonitored. Coordination within and occasionally outside of the PCMH is needed to ensure patients receive the appropriate
level of care. More research is needed to empirically evaluate depression treatment within the PCMH.

Keywords Depression . Primary care . Integrated behavioral health . Mental health integration . Evidence-based care .

Implementation and dissemination

Introduction

The patient-centered medical home (PCMH) model was first
proposed by the American Academy of Pediatrics (AAP) in
1967 and expanded by the American Academy of Family
Physicians, AAP, American College of Physicians, and
American Osteopathic Association in 2007. The original joint
principles of the PCMH [1] have been further distilled into
five core components (Table 1) [2]. In short, the PCMH serves
as the cornerstone of healthcare for patients and their families;
a multidisciplinary team works together to meet most patient
needs through the provision of evidence-based, patient-cen-
tered, easily accessible comprehensive care and coordinates
with other specialties as necessary.

In 2014, the Working Party Group on Integrated
Behavioral Healthcare called for behavioral healthcare to be
included in the PCMH model. Behavioral health is a more
holistic approach that addresses the emotional, behavioral,
and physical aspects of well-being. More than half of primary
care patients experience emotional or behavioral problems,
which can negatively impact their physical health and impair
their ability to fully engage in treatment [3]. Consequently, the
PCMH model must include behavioral health for care to be
considered comprehensive [4]. Different strategies for deliv-
ering behavioral health services within primary care have been
proposed. The World Federation of Societies of Biological
Psychiatry’s Collaborative Mental Health Care Task Force
advocated for incorporating primary care providers in the de-
livery of mental health services, increasing communication
and collaboration with behavioral health providers, and
implementing systems-level approaches to improve existing
services, develop novel programs, and reduce barriers [5••].

Within the PCMH, depression is the most commonly oc-
curring mental health condition. Prevalence rates in primary
care range from 8 to 14% [6], though this is likely an under-
estimate given the low rate of depression screening conducted
in this setting [7]. Depression is considered to be a chronic
condition, with recurrence rates of 40% observed over time
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[8]. Depression has a significant impact on health and func-
tioning as evidenced by increased rates of disability and risk
for morbidity and mortality among depressed individuals [9].
Together, this highlights the need for screening, prevention,
intervention, and relapse prevention.

Primary care is well positioned to undertake such efforts as
the majority of patients already obtain depression treatment
from their general medical provider [10]. The structure of the
PCMH model is well suited to deliver the majority of depres-
sion treatment [3], with specialty care available for more crit-
ical cases. First, the population-based model of care used in
the PCMH allows for more timely access to treatment than
specialty care. Second, the PCMH can offer more comprehen-
sive services when psychiatric and psychological treatments
are provided in the same setting, resulting in a wider range of
treatment options for patients to choose from. Third, the
PCMH consists of a multidisciplinary team, which can en-
hance coordination between behavioral health and primary
care providers compared to specialty care. Finally, the
PCMH can consistently monitor depressive symptoms over
time due to more frequent contact than specialty care, which
enables treatment to be adjusted or re-initiated.

The purpose of this review is to contextualize the role of the
PCMH in treating depression. We will review the most recent
research on depression treatment in primary care. The vast
majority of the literature has been conducted in this setting
rather than specifically within a PCMH. While primary care
practices that demonstrate fidelity to the PCMH model can
obtain recognition through different organizations [11], few
articles note if certification has been obtained. This makes it
challenging to accurately discern if the setting in which studies
have taken place adheres to the PCMH model. Therefore, we
will review the research more generally and discuss the appli-
cability of these findings in the PCMH based on their align-
ment with the model’s five core components [2].

Components of Depression Treatment
in the PCMH

Pharmacotherapy Antidepressant medications can be an im-
portant component of depression treatment in the PCMH.
Research has supported the use of antidepressant medications
within the primary care setting. Meta-analyses of randomized
controlled trials (RCTs) conducted in primary care suggest
that antidepressant medications are superior to placebo,
though this research-base is smaller and less robust than trials
conducted in research or specialty settings [12, 13]. The
Sequenced Treatment Alternative to Relieve Depression
(STAR*D) study, the largest depression-focused RCT to date,
showed similar outcomes when antidepressant medications
were prescribed in either the primary or specialty setting
[14]. There are challenges in translating these findings to clin-
ical practice. STAR*D involved close follow-up and multiple
stepped-care options, which included switching or augment-
ing antidepressant medications or initiating cognitive behav-
ioral therapy. In both specialty and primary care settings, there
are challenges in arrangingmultiple points of contact to ensure
that depressed patients who are not improving are offered
other treatment options. In addition, multiple barriers make it
difficult for patients to receive an adequate medication trial
[15]. Consequently, there are concerns about nonadherence
and discontinuation in real-world settings.

Studies have assessed if interventions addressing such bar-
riers can be used to improve antidepressant medication adher-
ence in primary care in an effort to increase the likelihood of
response and remission. LeBlanc and colleagues [16] reported
that patients who used a shared decision making aid reported
more comfort, knowledge, and satisfaction with their choice
of antidepressant medication and were more involved in the
decision-making process than those receiving usual care.
However, depression response and remission and medication

Table 1 Core components of the
patient-centered medical home
(PCMH) model adapted from the
Agency for Healthcare Research
and Quality [2]

Core component Description

Comprehensive care Multidisciplinary team meets most of patients’ medical and behavioral
health needs through prevention, acute care, and chronic care

Patient-centered Adopt a whole-person perspective, which respects patients’ needs,
culture, values, and preferences and includes patients and their
families in the decision-making process

Coordinated care Increase coordination with emergency, specialty, home health, and community
services in the healthcare system and improve communication
between care teams

Accessible services Expand patients’ access through urgent availability, extended in-person
hours, and multimodal communication with the care team

Quality and safety Apply evidence-based practices in a population health perspective, use
a data-driven approach to assess and improve practice performance, and
regularly evaluate outcomes, adverse events, and patients’ perspectives
to advance services
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use and adherence did not differ by group. Sirey and col-
leagues [17] showed that patients who engaged in a psycho-
social intervention targeting antidepressant medication adher-
ence were more likely to be adherent at 6 and 12 weeks than
those receiving usual care. Although the intervention group
exhibited a larger initial reduction in depressive symptom se-
verity, symptom improvement was similar across groups at
24 weeks.

One major difference between usual practice and research
studies conducted in this setting, such as STAR*D, is the
consistent use of measures to track patient recovery and adjust
treatment accordingly. Measurement-based care for depres-
sion has been associated with increased treatment adjust-
ments, resulting in improved remission rates [18•, 19]. This
research highlights the importance of regularly providing pre-
scribers and patients with feedback on treatment progress.
However, this can be challenging to translate into clinical
practice. A recent quality improvement study by Jha and col-
leagues [20•] showed low engagement in a measurement-
based care depression program delivered by primary care pro-
viders, highlighting the need for further efforts to help bridge
the gap between science and practice.

Shared decision-making interventions and the use of feed-
back on improvement, or lack thereof, are all examples of
patient-centered care. Patient-centered care encourages pa-
tients and their families to be involved in their treatment,
which can be facilitated through individualized treatment
plans and data-driven medication adjustments. Interventions
such as actively engaging patients in the decision-making pro-
cess [16], addressing barriers to adherence [17], and consis-
tently evaluating symptomatology, safety, and tolerability
[18•] are practical ways that prescribers can enhance patient-
centered care within the PCMH. Implementing these interven-
tions will likely involve coordination with other behavioral
health providers working within the PCMH to leverage the
time and skill set of the multidisciplinary team.

Psychotherapy Psychological interventions are another impor-
tant component of depression treatment in the PCMH.
Research has suggested that brief psychotherapy for depres-
sion (e.g., cognitive behavioral therapy, problem solving ther-
apy, interpersonal therapy) can be effectively delivered within
the primary care setting [21••]. Meta-analyses indicate that
psychological interventions for depression outperform
waitlist, sham, or usual care control comparisons in primary
care, with effect sizes ranging from small to medium [22–28].
There is some evidence that psychotherapy provided in re-
search studies or specialty clinics is associated with larger
effect sizes, which could be due to enhanced personalization,
longer treatment length, patient characteristics, or provider
availability and experience [26, 27]. Barriers to psychotherapy
are similar to pharmacotherapy and include poor treatment
attendance and adherence, limited access to psychotherapy

in primary care, and inconsistent use of measurement-based
care across practices. In addition, psychotherapy trials include
measures of adherence to the therapy delivered, while in prac-
tice as usual, there may be differences in the quality of therapy
that is offered [29].

An important next step is evaluating how psychological
interventions for depression perform in real-world settings.
Large-scale implementation efforts, such as the Improving
Access to Psychological Therapies (IAPT) program in the
UK, have reported promising results among depressed pa-
tients [30, 31]. While these results are encouraging, there are
significant differences in practices, populations, and resources
across healthcare systems. Therefore, psychological interven-
tions for depression must be evaluated in a wide variety of
primary care settings.

Primary care practices that adhere to the PCMH model
have begun to conduct naturalistic studies of their outcomes.
Sawchuk and colleagues [32•] sampled five PCMH clinics at
Mayo Clinic delivering short-term evidence-based psycho-
therapy. This approach includes a registry to track clinical
outcomes with self-report measures, consultation for challeng-
ing cases, and concerted efforts to maintain fidelity to a given
therapeutic approach [33]. While anxiety was the most com-
mon presenting problem, 28% of patients met criteria for a
depressive disorder. Among depressed patients, the psycho-
logical principles most frequently used during treatment in-
cluded cognitive strategies and behavioral activation.
Compared to baseline, depressed patients reported a signifi-
cant decrease in self-reported depressive symptoms on the
Patient Health Questionniare-9 (PHQ-9) at the last recorded
session (d = 0.51). Among patients reporting moderate to se-
vere depressive symptoms at the time of initial consultation,
39% responded to treatment and 23% achieved remission.
While these findings support the use of short-term psychother-
apy for depression in the PCMH, the conclusions that can be
drawn are limited as this survey lacked a comparison condi-
tion and did not control for potential confounding variables.
This study adds value in showing the feasibility of including
measurement-based care and a formalized process for address-
ing fidelity to therapeutic skills in general practice. A combi-
nation of pragmatic trials and observational studies across
diverse settings are needed to further this research.

When undertaking such efforts in the PCMH, psychotherapy
must be evidence-based yet accessible. There is a growing body
of evidence that psychological interventions can be effectively
delivered using diverse methods [22–27]. Consequently, there is
some flexibility with how such services can be provided within
the PCMH. One option is to employ a stepped-care approach.
For example, therapist-guided technology- and group-based psy-
chotherapy can serve as lower-intensity, resource-conservative
approaches with in-person individual psychotherapy available
as a step-up option for patients with more severe symptoms or
who have not responded to lower levels of care [34]. While this
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approach can increase the accessibility of evidence-based treat-
ment for a larger portion of the population, it must be flexibly
applied. Patients should be included in the decision-making pro-
cess to ensure care remains patient-centered.

Collaborative Care Collaborative care is a key approach to
depression treatment in the PCMH. Collaborative care con-
ceptualizes depression as a chronic condition that must be
managed over time. The chronic care model [35] originally
developed for managing chronic physical conditions was used
as the conceptual framework for collaborative care for depres-
sion. Across collaborative care programs, the core compo-
nents include team-driven, population-focused, measure-
ment-guided, and evidence-based care [36]. The model ad-
dresses some of the previously mentioned challenges in pri-
mary care by increasing self-report measures and establishing
feedback loops to ensure patients who are not improving are
identified so treatment can be modified. Services are delivered
by a multidisciplinary teamwith non-physician care managers
providing direct patient care (Fig. 1).

Collaborative care leverages the multidisciplinary team to
provide services to a larger swath of the population than could
be managed by face-to-face evaluations. Communication be-
tween the multidisciplinary team is formally facilitated
through a systematic case review (SCR) during which care
managers review their patient panels with a psychiatric

provider who provides individualized treatment recommenda-
tions for each patient that are reviewed with the primary care
provider. Best practices for SCR include regularly scheduled
meetings, maintaining a focus on collaborative care rather
than other topics, ensuring adequate time is spent on all pa-
tients, discussing patient responders and non-responders, and
guiding care managers in establishing appropriate boundaries
with challenging patients [37•]. A regular SCR has been
shown to be associated with increased likelihood of medica-
tion adjustments [38] and improvement in depressive symp-
toms [39] among primary care patients who do not report a
decrease in self-reported depressive symptoms within the
first 8 weeks of treatment. The Centers for Medicare and
Medicaid Services (CMS) released billing codes to sup-
port collaborative care for behavioral health problems,
which were designed to reinforce the key components of
care coordination including the SCR [40].

The empirical evidence supports collaborative care for de-
pression. A Cochrane review [41] found that collaborative
care was associated with improved depression outcomes, in-
creased antidepressant medication use, and enhanced mental
health quality of life compared to care as usual at 0–6, 7–12,
and 13–24 months. More recent studies have replicated this
finding, with primary care patients enrolled in collaborative
care programs reporting greater reductions in depressive
symptoms and improvements in quality of life at 3 to

Care team

Psychiatric 
provider

Primary 
care 

provider

Patient

- Monitor depressive symptoms
- Assess medication side effects
- Deliver brief psychotherapy

- Review patient panel
- Assess quality and safety
- Discuss recommendations

- Discuss recommendations
- Adjust medications

Non-

physician 

care 

manager

- Discuss recommendations

Significant communication
Some communication

Figure 1 Roles of the
multidisciplinary care team and
patterns of communication within
the collaborative care model
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12 months follow-up compared to treatment as usual and co-
location of behavioral health [42–44]. There has been an effort
to disseminate collaborative care programs to more diverse
populations, with encouraging results among racial/ethnicminor-
ities [45, 46] and patients with limited English language profi-
ciency [47]. Observational studies from our certified PCMH at
Mayo Clinic have indicated that patients participating in collab-
orative care remitted sooner and experienced residual depressive
symptoms for a shorter length of time than patients receiving
usual care [48]. Among Mayo Clinic employees enrolled in col-
laborative care, depression response and remission were greater
at 12 months compared to usual care [49•].

Collaborative care programs have also expanded to include
depressed patients diagnosed with chronic medical conditions
given their high comorbidity among this population [50]. A
recent meta-analysis found that collaborative care programs
for depression and comorbid chronic medical conditions result
in greater reductions in illness burden (d = 0.27) and depressive
symptoms (d = 0.35) than treatment as usual, with improve-
ments in physical outcomes observed for some, but not all,
chronic health conditions (OR = 1.31–4.19) [51]. One of the
largest primary care-based initiatives was the Care of Mental,
Physical and Substance-use Syndromes (COMPASS) trial, a
collaborative care program for patients with depression and
comorbid diabetes and/or cardiovascular disease delivered in
primary care clinics across eight states [52]. Results from the
COMPASS trial were promising, with improvements in depres-
sive symptoms (24% response, 16% remission) and control of
blood sugar (23%) and blood pressure (58%) observed around
11 months [53]. This project generated important insights on
how to effectively implement large-scale multi-site programs to
address population health [54].

Qualitative research surveying healthcare providers, institu-
tional administrators, and insurance companies experienced
with collaborative care found a surprising degree of consensus
that collaborative care was worthwhile and should be a part of
primary care [55, 56]. Despite the available evidence, collabo-
rative care has not been widely implemented across primary
care practices. A national survey indicated that collaborative
care programs for depression were less common than those
for diabetes, asthma, and congestive heart failure [57].
Several groups, such as the American Psychiatric
Association, have advocated for the expansion of collaborative
care for depression as CMS has established new billing oppor-
tunities [40]. While recent studies have explored ways to im-
prove implementation efforts [58], there are challenges associ-
ated with successfully implementing and sustaining collabora-
tive care [59–61]. A major challenge is the tension between
fidelity to an evidence-based model and the need for local
adaptations. To this point, a study examining the implementa-
tion of collaborative care in primary care practices across
Minnesota failed to find differences in depression remission
rates among patients enrolled in collaborative or usual care,

which was probably related to challenges in ensuring fidelity
in real-world implementation efforts as compared to research
trials [62].

While the literature clearly supports the efficacy and effec-
tiveness of collaborative care programs for depression, there is
still work to be done to enhance and expand implementation.
Such efforts are especially important in the PCMH.
Coordination of care through formal (i.e., SCR) and informal
mechanisms uses the time and expertise of the multidisciplin-
ary teammore efficiently, enabling a larger number of patients
to access care. Collaborative care programs often provide care
through multiple modalities (e.g., in-person, telephone),
allowing patients to easily access both psychiatric and psycho-
logical services. Patients are able to discuss questions and
concerns with their non-physician care manager who commu-
nicates with the multidisciplinary team so care remains pa-
tient-centered. Consistent symptom monitoring allows the
multidisciplinary team to evaluate the quality and safety of
care, adjust treatment, and identify if a higher-level of care is
necessary.

Special Considerations for Treating
Depression in the PCMH: Specific Populations

A diverse range of patients commonly present in primary care
clinics, which may be an optimal location to serve their be-
havioral health needs. Recent research has focused on special
considerations for treating depression in pediatric, geriatric,
and rural populations.

PediatricsDepression begins to present early in life, with prev-
alence rates sharply increasing from childhood to adolescence
[63]. However, depression diagnosis and treatment are inade-
quate among pediatric populations as the limited numbers of
specialists makes it challenging to access care [64, 65].
Primary care is an ideal setting to manage pediatric depression
as this population is cared for by a family medicine or pediat-
ric team, allowing for routine assessments and greater oppor-
tunity for intervention [66].

Multiple models of care have been proposed for treating
depression in youth including co-location, coordinated care,
and integrated care. While these models can increase access to
and engagement with behavioral health services for pediatric
populations, collaboration between providers is necessary to
positively impact depression outcomes [66, 67]. Improving
collaboration with the limited specialty mental health pro-
viders results in improved depression care despite personnel
shortages. A meta-analysis on depression treatment in pediat-
ric populations found small yet significant effects for primary
care-based integrated care, with the strongest evidence found
for collaborative care [68]. Adolescents enrolled in collabora-
tive care programs have shown increased engagement in
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active treatment despite initial hesitation compared to those
receiving treatment as usual [69]. Observational studies from
our PCMH at the Mayo Clinic found that pediatric patients
enrolled in collaborative care reported higher depression re-
sponse and remission rates than patients receiving usual care
[70•]. Over a quarter (27%) of pediatric patients participating
in collaborative care exhibited sustained remission, or mini-
mal depressive symptoms for 3 months [71].

Evidence also supports the efficacy of more intensive inter-
ventions for emotional and behavioral problems among pedi-
atric patients in primary care [68•], suggesting that high-quality
behavioral health services can be provided in this setting.
Weersing and colleagues [72] found support for a brief behav-
ior therapy intervention for youth anxiety and depressive dis-
orders. Children and adolescents who participated in treatment
exhibited greater and faster depression and anxiety symptom
reduction and functional improvements than those referred for
outpatient care. The authors noted that the magnitude of these
results was comparable to large-scale RCTs, suggesting that
such interventions can be delivered in primary care.

The PCMH is well positioned to serve as the behavioral
healthcare hub for children and adolescents. While collabora-
tive care programs have the strongest evidence among pediat-
ric populations, psychological interventions have also been
supported should children, adolescents, and their caregivers
desire a non-pharmacological option. Providing comprehen-
sive depression treatment for pediatric populations in the
PCMH can increase accessibility of services that align with
patient and family preferences and improve the continuity of
behavioral health care as adolescents transition into young
adulthood [65]. Recent publications have supported such ef-
forts with the Guidelines for Adolescent Depression in
Primary Care advocating for the advancement of integrated
care models such as the PCMH [73].

Geriatrics There are differences in the presentation, course,
and treatment of depression as individuals age. As reviewed
by Haigh and colleagues [74], there is a lower prevalence and
incidence of major depressive disorder in older versus youn-
ger cohorts. However, older adults experience elevated de-
pressive symptoms, subsyndromal depression, and depressive
disorders; experience a more chronic course; and may be less
responsive to antidepressant medications. Primary care is the
ideal setting to manage late-life depression due to the high rate
of depression in and service utilization of primary care by
geriatric populations [75].

Multiple treatment approaches have been proposed for de-
pression treatment among older adults including co-location,
collaborative care, and integrated care. Similar to pediatric
populations, these models can increase access to behavioral
health services but collaboration between providers is neces-
sary to improve depression outcomes [75]. Collaborative care
programs have been adapted to meet the needs of geriatric

populations. For example, programs have assessed if depres-
sion treatment could be delivered in patients’ homes. A RCT
and naturalistic study have shown promising results with re-
ductions in depressive symptoms observed among older
adults with moderate to severe depressive symptoms at 3–
12 months follow-up [76, 77]. Collaborative care programs
have also been adapted for subclinical depression given its
higher prevalence among older adults. One RCT showed that
collaborative care was associated with greater reductions in
depressive symptoms at 4 and 12 months and lower rates of
moderate to severe depressive symptoms at 12 months com-
pared to usual care, though there was significant attrition at
follow-up [78]. These studies provide preliminary evidence
that adapted collaborative care programs may help to manage
depressive symptoms and mitigate the onset of a major de-
pressive episode in geriatric populations.

Worldwide, older adults are the fastest growing segment of
the population [79]. The PCMH model is well suited to manage
their behavioral healthcare needs. Collaborative care programs
are a promising method for providing coordinated and compre-
hensive care to geriatric populations. Adapted collaborative care
programs [76–78] may help to make services more accessible
and enable older adults experiencing subclinical symptoms to
still access evidence-based care. Further evaluation is necessary
to ensure there is a sufficient evidence-base before adapted col-
laborative care programs are implemented on a large-scale.

Cultural Considerations The primary care population includes
patients from diverse backgrounds. There is a budding litera-
ture on the cultural considerations for behavioral healthcare
providers practicing in such settings, which includes cultural
case formulations, culturally informed interventions, and ef-
fective use of interpreters [80]. While all aspects of diversity
are important, there has been a recent focus on expanding
primary care services to rural populations.

Rural populations have limited access to behavioral health
services. Telehealth has been explored as a potential way to
improve access to care without increasing the burden of travel.
Telehealth services have been shown to be as effective as in-
person services [81]. This has led to a rapid expansion of such
services, with annual growth rates averaging 45% among
Medicare patients residing in a rural community with a mental
health diagnosis [82]. There has been a concerted effort to
disseminate telehealth-based collaborative care for depression
in primary care settings that serve rural populations. RCTs
recruiting rural populations have found that telehealth-based
collaborative care results in higher depression response and
remission rates than practice-based collaborative care or care
as usual [83•, 84•]. Recent research has suggested that out-
comes among rural populations may differ based on patient-
level factors. For example, a comparison of civilian and vet-
eran populations engaged in collaborative care found lower
depression response rates among male veterans [85•]. Among
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patients enrolled in our collaborative care program at the
Mayo Clinic, we observed increased depression remission
among rural versus urban populations, though this association
diminished with increased distance from the PCMH [86•].
Together, these studies suggest that more work is needed to
tailor telehealth services for rural populations.

More broadly, telehealth is one way to increase the
access of behavioral health services within the PCMH.
A pressing question for the PCMH is how to provide
population-based depression treatment. The use of tech-
nology can help the multidisciplinary team leverage re-
sources more efficiently, enabling a larger proportion of
the primary care population to easily access evidence-
based treatment [87, 88•]. The importance of such ser-
vices has become evident in the context of COVID-19
with the continued need for services despite restricted
in-person contact. While the expansion of telehealth is
necessary to meet patients’ needs, it should be one of
many options available as certain populations have lim-
ited internet access and online literacy, or are concerned
about privacy and security [89]. Therefore, it is impor-
tant that the PCMH adopts a patient-centered response
to ensure that telehealth services reduce, rather than ex-
aggerate, health disparities.

Challenges of Treating Depression
in the PCMH

While the PCMH is well positioned to provide a large
proportion of depression treatment, the care of some pa-
tients can be challenging. One example is patients with
treatment-resistant depression, which has been operation-
alized as a lack of response or remission following two or
more adequate courses of treatment [90]. The literature on
treatment-resistant depression is limited, with some sup-
port for antidepressant augmentation and adjunctive psy-
chotherapy [91, 92]. Even fewer studies have been con-
ducted in the primary care setting [93–95], resulting in
uncertainty over what may be the most effective practices.
Providing care for patients with treatment-resistant depres-
sion will require the PCMH to determine how to balance
the needs of the patient with the needs of the population.
While the multidisciplinary team can provide comprehen-
sive care and monitor depressive symptoms [94–96], it
may be necessary to coordinate with specialty clinics that
can offer a wider variety of treatment options. Additional
examples include patients with subclinical depression as
this will encompass a large proportion of the PCMH pop-
ulation and patients with suicidal ideation or behavior who

Table 2 Depression treatment within the patient-centered medical home (PCMH) model [2]

Core component Description Depression treatment in the PCMH

Comprehensive care Multidisciplinary team meets most of patients’ medical and
behavioral health needs through prevention, acute care, and
chronic care

Comprehensive care is rarely provided in the traditional healthcare
system. Including behavioral health in the PCMH enables all
aspects of health to be addressed in a single setting, which is
especially important for depression as medical comorbidity is
common. Psychiatric and psychological services can meet acute
and chronic needs.

Patient-centered Adopt a whole-person perspective, which respects patients’
needs, culture, values, and preferences and includes patients
and their families in the decision-making process

Depression is difficult to treat with a single approach, which is the
typical model of care in specialty settings. The PCMH offers
psychiatric and psychological treatments delivered in diverse ways
to meet the needs of the population. Patients, rather than providers,
decide which treatment they want to pursue and obtain assistance
from providers in achieving their treatment goals.

Coordinated care Increase coordination with emergency, specialty, home health,
and community services in the healthcare system and
improve communication between care teams

Communication between providers is uncommon in the fragmented
healthcare system. To adequately treat depression, a
multidisciplinary teammust address themedical, behavioral health,
and social needs of the patient in a coordinated fashion. When
indicated, the PCMH coordinates with other specialties to ensure
patients receive the appropriate level of care.

Accessible services Expand patients’ access through urgent availability, extended
in-person hours, and multimodal communication with the
care team

Access to behavioral health care is limited in the traditional healthcare
system. The PCMH population-based model of care can increase
access to depression treatment, especially for underserved popula-
tions who typically obtain care in this setting. A stepped-care ap-
proach leverages the team’s time and expertise to increase access to
psychiatric and psychological services.

Quality and safety Apply evidence-based practices in a population health
perspective, use a data-driven approach to assess and im-
prove practice performance, and regularly evaluate
outcomes, adverse events, and patients’ perspectives to ad-
vance services

While measurement-based care is less common in psychiatric and
psychological practices, it is expected within the PCMH.
Consistent depression symptom monitoring can identify patients
within the population who require treatment and assess progress
among patients receiving evidence-based treatment. This informa-
tion can be used to guide treatment on a patient-level and monitor
performance at the practice-level.
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require consistent monitoring and coordination with emer-
gency services if hospitalization is necessary.

Conclusions

In this review, we presented the recent advances in primary
care-based depression treatment. Pharmacotherapy and psy-
chotherapy can be used to treat depression in primary care,
though there is some evidence that treatment effect sizes are
smaller in this setting. While antidepressant medications are
an evidence-based treatment option, nonadherence and dis-
continuation continue to be a challenge. Shared decision-
making interventions targeting adherence have not been
shown to significantly impact clinical outcomes, but do appear
to influence patient perception of or engagement with treat-
ment. When treatment is combined with feedback in
measurement-based care, outcomes improve. Psychological
interventions are typically provided in-person to individual
patients. There do not appear to be significant differences
based on how treatment is formatted and delivered, indicating
that psychotherapy can be flexibly provided in primary care.
The potential of psychotherapy in primary care may not yet be
fully realized as there remain barriers of access, fidelity, and
adherence. Further research with comparison populations is
needed. Collaborative care has also demonstrated improved
outcomes for depression in primary care. Studies disseminat-
ing collaborative care programs to diverse populations and
patients with comorbid medical concerns have found promis-
ing results. Despite this, implementation of collaborative care
programs for depression has lagged compared to those for
chronic medical conditions.

We then discussed how these findings are applicable to and
align with the PCMH model. The core components of the
PCMH model can help to guide depression treatment
(Table 2), striking the delicate balance between individual pa-
tient care and overall population needs to ensure the best pos-
sible care is provided. The routine use of outcome measures
helps to ensure that individual patients are monitored effective-
ly during early stages of recovery for changes in treatment and/
or referral to appropriate services, and that those most needing
attention in a population are contacted and invited into care. At
the provider-level, the core components should guide treatment
recommendations, clinical practice, and patient interactions.
This extends to all providers employed in primary care, includ-
ing primary care providers, as interdisciplinary coordination is
essential to depression treatment in the PCMH. At the practice-
level, the core components should inform program develop-
ment and quality improvement projects. Such efforts are need-
ed to ensure that depression treatment aligns with the PCMH
model. Ideally, behavioral health services would be integrated
into primary care and depression care within the primary care
setting would include measurement of outcomes, shared

decision-making, on-site psychotherapy, collaborative care,
and appropriate adaptations for special populations. Of note,
many of the treatment strategies, methods, and modalities
discussed are not widely available across primary care practices
but are necessary for care to be patient-centered and accessible
to the entire population. A thoughtful approach to implemen-
tation based on the lessons learned from previous endeavors
may be helpful for ensuring initial success and sustainability of
these programs. At the systems-level, these findings point to
the need to advocate for the continuation of telehealth benefits
after COVID-19 has resolved and further expansion of billing
codes for primary care-based depression care. While more re-
search is needed to fully characterize the costs and benefits of
the PCMH model as it applies to mental health issues [97, 98],
its conceptual framework has been shown to improve the qual-
ity, safety, and accessibility of depression treatment in the pri-
mary care setting.

Importantly, further empirical evaluation of depression
treatment in the PCMH is needed. Studies should assess treat-
ment outcomes, patient experience, and service utilization in
PCMHs and if these findings differ from non-PCMH prac-
tices. While PCMH practices have started to report treatment
outcomes, the literature base is limited. Additional studies
across diverse practices are needed to understand the effec-
tiveness of depression treatment in the PCMH and inform
program development and implementation efforts. Patient per-
ception of care appears to be an important factor, with higher
rates of treatment initiation and continuation observed among
depressed patients who reported positive PCMH experiences
[99]. Additional investigations are needed to increase our un-
derstanding of the aspects of care associated with improved
patient experience and how these factors impact treatment
engagement and outcomes within the PCMH. Another impor-
tant factor is service utilization. Some studies have shown that
the greater adherence to the PCMH model is associated with
reduced specialty mental health [100] and emergency depart-
ment visits [101] among patients with a depressive disorder.
Further research is warranted to determine if providing depres-
sion treatment in the PCMH impacts the larger healthcare
system, including reductions in healthcare costs, which can
strengthen the argument for further expansion of the PCMH
model. Ultimately, empirical evidence will determine the role
of the PCMH in treating depression.
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