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Abstract

The Collaborative Care model is a systematic strategy for treating behavioral health conditions in primary care through the integraﬁ
of care managers and psychiatric consultants. Several randomized controlled trials have demonstrated that Collaborative Care
increases access to mental health care and is more effective and cost efficient than the current standard of care for treating
common mental illnesses. Large healthcare systems and organizations have begun to adopt Collaborative Care initiatives and
are seeing improved treatment outcomes and provider and patient satisfaction. This review discusses current research on the
effectiveness and cost-efficiency of Collaborative Care. In addition, this paper discusses its ability to adapt to specific patient
populations, such as geriatrics, students, substance use, and women with perinatal depression, as well as the significance of
measurement-based care and mental health screening in achieving improved clinical outcomes. Current data suggests that
Collaborative Care may significantly improve patient outcomes and time-to-treatment in all reviewed settings, and successfully
adapts to special patient populations. Despite the high upfront implementation burden of launching a Collaborative Care model
program, these costs are generally offset by long term healthcare savings.

Abbreviations: BHCM = behavioral health care manager, BRIGHTEN = Bridging Resources of an Interdisciplinary Geriatric
Health Team via Electronic Networking, CoCM = Collaborative Care model, MBC = measurement based care, OBGYN = obstetrics
and gynecology, PCP = primary care provider, PHQ = Patient Health Questionnaire, PPD = perinatal depression.
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1. Introduction

Among the various models of integrated mental health care,
the Collaborative Care model (CoCM) stands out as an evi-
dence-based way to improve patient outcomes, team collab-
oration, and provider satisfaction in primary care settings,
with more than 80 randomized controlled trials supporting its
efficacy across multiple psychiatric conditions.!! CoCM can
play a crucial role in increasing access to mental health care
within the primary care setting, where only 50% of patients
with a mental health disorder are recognized, and only 12.5%
of those are properly treated.!? Patients treated with collabo-
rative interventions reach a diagnosis and initiate treatment
within 6 months 75% of the time; this is in contrast to treat-
ment as usual, where less than 25% of patients receive appro-
priate care within the same time frame.! Importantly, a recent
review of randomized controlled trials examining remote
CoCM teams found 9 published studies that collectively sup-
port the effectiveness of the model in treating a range of behav-
ioral health conditions, including many mood and anxiety
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disorders.*! The importance of integrated mental health is now
more relevant than ever, with President Joe Biden emphasiz-
ing the importance fully integrated and accessible behavioral
and physical healthcare in his 2022 Strategy to Address our
National Mental Health Crisis."!

CoCM has been shown to improve access to behavioral
health services, deliver patient-centered behavioral and physi-
cal health care in the same setting, and improve overall clin-
ical outcomes.!"! Critical to achieving these benefits are 5 key
components: population-based care, measurement-based care
(MBC), care management, psychiatric consultation, and brief
evidence-based psychotherapy.?! While each component is cru-
cial, MBC is of particular importance; by itself, incorporating
MBC strategies has been linked to improved patient outcomes
and faster treatment times.3*

Several models of primary care-based collaborative mental
health treatment exist, including: Screening, Brief Intervention
and Referral to Treatment, the Collaborative Chronic Care
Model, Primary Care Behavioral Health, and Co-location of
Services.!!! While having some similarities to these models, the

* Correspondence: Maurice Chiang, Carbon Health Technologies, Inc. 2100
Franklin Street, Suite 355, Oakland CA 94612 (e-mail: maurice.chiang@
carbonhealth.com).

Copyright © 2022 the Author(s). Published by Wolters Kluwer Health, Inc.
This is an open access article distributed under the Creative Commons
Attribution License 4.0 (CCBY), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.

How to cite this article: Reist C, Petiwala I, Latimer J, Raffaelli SB, Chiang M,
Eisenberg D, Campbell S. Collaborative mental health care: A narrative review.
Medicine 2022,101:52(e32554).

Received: 9 November 2022 / Accepted: 28 November 2022

http://dx.doi.org/10.1097/MD.0000000000032554


https://orcid.org/0000-0003-4773-2666
mailto:maurice.chiang@carbonhealth.com
mailto:maurice.chiang@carbonhealth.com
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

Reist et al. ® Medicine (2022) 101:52

CoCM model is unique in that it focuses resources on an iden-
tified patient population suffering from mental health concerns,
utilizes an integrated care manager with mental health train-
ing, and incorporates decision-support and case review by a
psychiatrist. The CoCM model relies on algorithmic, stepped
care with systematic follow-up and monitoring of patients.”*!
Furthermore, CoCM specifically relies on close coordination
and communication between medical and mental health provid-
ers, whereas other models such as Co-location of Services do not
afford the same depth of relationship.”!

In the typical CoCM, a Behavioral Health Care Manager
(BHCM) serves as the lynchpin of the program. When the
Primary Care Provider (PCP) initiates a patient referral into
CoCM, the BHCM performs an initial evaluation to ascertain
the presenting problem and create a provisional diagnosis to
review with the consulting psychiatrist. The BHCM utilizes
a registry to keep track of all patients and prioritize those
for regular review. After conducting a case review with the
consulting psychiatrist, the BHCM provides the suggested
treatment plan to the referring PCP, who reviews and executes
upon the treatment plan. (Fig. 1)I'? Concurrently, BHCMs
can provide brief, evidence-based psychotherapy, including
problem-solving therapy, motivational enhancement therapy,
or behavioral activation in addition to brief psychosocial
interventions to support treatment; these interventions may
include encouraging medication adherence, scheduling fol-
low-ups, and providing referrals to specialty care as appropri-
ate. In addition, the BHCM is tasked with implementing and
coordinating other care recommendations, longitudinal symp-
tom monitoring and liaising with both the PCP and consulting
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psychiatrist. If implemented with these core components, this
model of care can improve both mental and physical out-
comes, with little to no net change in primary health care
costs."” In fact, real world studies suggest that CoCM can
substantially reduce overall cost of care by improving clinical
outcomes. At Blue Cross Blue Shield of Michigan, the average
time for participants in their program to reach remission from
depression was 16 weeks, compared with 52 weeks for tra-
ditional direct care approaches. In addition, Blue Cross Blue
Shield of Michigan is tracking towards a 2-3x reduction in
medical spending for enrolled patients within 3 years across
190 clinics.!

CoCM improves the patient experience by allowing for
care to be delivered in a “down the hall” manner, with the
patient working with known providers already trusted with
managing other medical issues. This can address the stigma
that some patients may experience and reduce the opportunity
for noncompliance with treatment. Much of the existing liter-
ature discusses the implementation and outcomes of CoCM
in the primary care context. Beyond traditional primary care
populations, however, there are specific groups that may ben-
efit from CoCM, including college students, obstetrics and
gynecology (OBGYN) patients, geriatric patients, and those in
substance abuse treatment programs. Although less studied in
these settings, CoCM has been demonstrated to be effective for
populations in which mental health needs are inconsistently
addressed. In this review, we discuss the unique adaptations
of CoCM and the evidence supporting its cost effectiveness in
these populations in addition to the important role of MBC
and screening.
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Figure 1. Typical pathway for CoCM. Reprinted with permission from the University of Washington Advanced Integrated Mental Health Solutions Center. CoCM

= Collaborative Care model.
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2. Methods

The literature search for this review was performed through a
comprehensive overview of multi-disciplinary journal databases
and subject specific databases pertaining to Collaborative Care
in primary health care settings. Articles used included academic
peer reviewed clinical, meta-analysis and observational studies.
Other types of content such as government information was
briefly used to gather background information. Search terms
used to find literature included article keywords, the special
populations discussed in this paper, and title words. After a
thorough literature search on clinical and economic effects of
collaborative care, data was collated to discuss the efficacy of
collaborative care on specific populations.

3. Discussion

3.1. Student health: expanding access and utilization of
mental healthcare in university settings

As with primary care, there is a significant unmet need for men-
tal health services in collegiate settings. It is estimated that 17%
of students experience serious psychological distress!®! but less
than half receive treatment.!"¥ This is not surprising given that
half of adult psychiatric illnesses, including major depression,
anxiety disorders, and substance abuse, start by age 14, with
75% presenting by age 25."! These individuals face persistent
symptoms that negatively impact academic performance, grad-
uation rates, and future income, and lead to increased rates of
substance misuse and social dysfunction.!'") Alarmingly, trends
show a worsening of mental health among college students
in recent years.''”! Two large databases (the National College
Health Assessment and the Healthy Minds Study) showed rates
of depression, anxiety, nonsuicidal self-injury, suicidal ideation,
and suicide attempts markedly increased from 2007 to 2018,
with rates doubling over that period in many cases. The steepest
increase was observed between 2014 and 2018. This highlights
the need to better understand the barriers students face. One
factor to consider is how the availability of on campus services
affects utilization. A survey of nearly 40,000 students found that
of the 20% of students who had used mental health services
while attending college, half used on-campus resources, whereas
the other half used off-campus services. Older, white, full-time,
and female students were more likely to use these services.

As a model to address some of these challenges, CoCM is
becoming increasingly widespread in collegiate settings. A sur-
vey conducted in 2007 found that 26% of respondents iden-
tified their institution as actively implementing some form
of integrated behavioral healthcare system on campus. A
more recent study including mostly 4-year public and private
schools!"® reported that this has now risen to 46%. Many non-
integrated student health centers have reported making referrals
to specialty mental health care and coordinating care between
departments despite not having formal Collaborative Care ser-
vices. However, there were still lower levels of shared treatment
planning, clinical collaboration, and information sharing being
reported in nonintegrated centers as compared to explicitly inte-
grated centers.

Universities and colleges nationwide have increasingly begun
to interrogate the benefits of Collaborative Care. One example
is the National College Depression Partnership at New York
University, which demonstrated that the Collaborative Chronic
Care Model for depression can be implemented successfully
in campus health centers through a learning collaborative
approach. The initiative involved a cumulative total of over
40 colleges and universities starting in 2006 but has not been
active in recent years.

While there are no studies that examine the cost effective-
ness of CoCM programs specifically in student health settings,
providing mental health treatment can yield economic benefits
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in the form of increased graduation rates. One report estimated
that for every dollar invested in prevention and early interven-
tion programs, there was a net societal benefit of $6.49.2°I The
Healthy Minds initiative has developed a return-on-investment
tool to assist colleges in understanding the benefits of implement-
ing comprehensive mental health services, including CoCM. 2"

In summary, there is a tremendous and growing need for
mental health services in the college setting. A report by the
American Council on Education? made 4 recommendations
for colleges and universities regarding mental health on cam-
pus. Three of these are explicitly addressed by CoCM: imple-
menting routine assessment, enhancing accessibility of clinical
services, and integrating mental health promotion and preven-
tion. Additionally, a recent Consensus Report by the National
Academies, Sciences, Engineering, and Medicine on student
mental health included the following recommendation: “col-
leges and universities should make behaviorally focused mental
health services more readily available in primary care settings
to facilitate students’ access to care and improve coordination
between mental health and primary care providers, both on
campus and in telehealth services.”

3.2. Women'’s health: perinatal depression as a case study
in the application of CoCM

During the childbearing years, many women receive primary
care services through an OBGYN provider. These services
include routine monitoring of labs, health screening and main-
tenance of immunizations. To this end, women’s health settings
present ample opportunities for CoCM, given the parallels to
primary care. Perinatal depression (PPD), however, is unique to
women’s health and is a common but underdiagnosed complica-
tion of childbirth that affects as many as 23% of women. There
has been renewed focus on PPD because of its high prevalence
and due to the emergence of new treatments. Therefore, this
serves as a good example for discussing the potential impact
of the CoCM. PPD is associated with pregnancy complications,
impaired maternal-infant bonding, and a host of other negative
consequences for both mother and child. The suicide rate has
been estimated to be between 2.0 and 3.7 deaths per 100,000
live births®’! and is a leading cause of maternal mortality in
the first 12 months postpartum. PPD often goes unrecognized
because changes in sleep, appetite and libido can be attributed
to normal pregnancy and postpartum changes. Even when PPD
is identified, patients receive insufficient or no treatment. In a
study of 122 women in a cohort of 1125 postpartum women
who were diagnosed with PPD, only 12% had received psycho-
therapy and 3% had received medication at the 3 month fol-
low-up following initial diagnosis.**! While most obstetricians
recognize the value of managing depression, they lack the tools
required for screening and the training and resources needed for
follow up care, often relying on specialty referrals, which often-
times lack availability.”®! Most women between the ages of 18
and 44 have limited access to specialized care; the majority only
have access to OBGYNs or PCPs, making CoCM an attractive
integrated treatment solution.?¢!

CoCM has been successfully implemented in several women’s
health settings. The MOMCare intervention is a Collaborative
Care strategy that has received the most research attention
among this population. This approach was tested in the Medicaid
population and differs from standard interventions that are
typically provided by a team of public health social workers,
nurses and nutritionists, who oftentimes inconsistently screen
mothers for depressive symptoms.”?”! Instead, the MOMCare
intervention functions similarly to the traditional CoCM model,
with care managers closely collaborating with the patient and
a psychiatrist on medication and therapy management, while
also monitoring patient progress throughout the maternal jour-
ney.?’” When compared to standard treatment, MOMCare is



Reist et al. ® Medicine (2022) 101:52

more effective in guiding patients to remission, reducing the
severity of depression, and enhancing patient satisfaction; 48 %
of patients receiving MOMCare achieved or sustained remission
for PPD.?” In addition, providers expressed satisfaction seeing
their patients follow through with their referrals and receive
more specialized care.?’! Similar findings have been reported
from studies using other collaborative approaches, with women
reporting less depression symptoms, higher treatment satisfac-
tion, and more successful antidepressant therapy. This is likely
because, despite their comfort in screening for PPD, OBGYNs
assess their confidence in treating depression and providing
antidepressant advice as less than internists or family doctors.!**!

Although several studies demonstrate CoCM’s superior
clinical outcomes for PPD as compared to treatment as usual,
CoCM is oftentimes more expensive, with MOMCare costing
approximately $1737 per course of treatment, while the direct
cost of care without specialized intervention is approximately
$570.128) Patient monitoring and care management are signifi-
cant components of CoCM, hence, the increased costs associated
with staffing.!*! Despite the higher cost, women who received
MOMCare experienced more depression-free days than their
counterparts.? While the value of a depression-free day can
vary across groups, a study by Epperson?’! showed that mothers
with untreated PPD had significantly higher annual direct total
all-cause medical and pharmaceutical spending than matched
controls without PPD ($19,611 vs $15,410), driven primarily
by more outpatient visits. When examined more broadly, PPD
had an impact on the entire household, not just on the affected
mother. This translates into significant all-cause family medical
and pharmaceutical spending during the first year following
childbirth ($36,049 vs $29,448) and an average of 16 more out-
patient visits across the family unit as compared with unaffected
households.

In summary, an integrated approach to the care for women
with perinatal depression has substantial benefits. Evidence
indicates improved clinical outcomes, patient and provider sat-
isfaction, and overall quality of care. Although a collaborative
approach may have higher direct costs than the current stan-
dard of care, this expense is minimal compared to the impact
PPD has on the total cost of care, and the long term burden that
untreated PPD has on a mother and her family.

3.3. Geriatric health: CoCM as a key part of a whole health
solution

The primary care settings are often ideal for screening and treat-
ing mental health conditions among older adults. Amongst the
geriatric population, nearly 30% report depression or anxiety
to their PCPs, with the greatest burden in Hispanic and Asian
populations (32-35). Many older adults have a stigmatized per-
ception of mental health treatment and are therefore reluctant
to seek specialized care.’” As a result, primary care presents
a critical opportunity for the detection and treatment of men-
tal health disorders in older adults. Like OBGYNs, providers
in geriatrics often lack training and time to diagnose and treat
mental health conditions, creating another barrier for patients
needing care. Studies have shown that CoCM can effectively
address this care gap.*'-3

In the last decade, CoCM has been increasingly utilized
to care for older adults within primary care. A 20065 study
demonstrated that older participants assigned to a collabora-
tive intervention reported a 23% reduction in their depressive
symptoms, better adherence to medication, and improved satis-
faction and quality of life compared to those receiving standard
care. The Bridging Resources of an Interdisciplinary Geriatric
Health Team via Electronic Networking (BRIGHTEN) pro-
gram is another well-known study that supports the efficacy of
CoCM. This program integrated empirically supported primary
care collaboration approaches and tailored them for delivery

Medicine

to a geriatric population via in-person and/or virtual care. The
BRIGHTEN intervention utilized a virtual interdisciplinary
team to screen and treat depression in older adults in outpatient
primary and specialty medical clinics. Key findings included an
increased number of self-referring patients, a significant decrease
in depressive symptoms, and improved communication among
providers.B34

The BRIGHTEN initiative has also demonstrated improved
minority participation in mental health treatment, which has
historically proven to be challenging. nonwhite elders, the
majority of geriatric patients, are more prone to reporting
somatic complaints, and hold negative views on mental health
diagnoses and treatment. Instead of seeing a specialist, these
adults felt more comfortable entering a program through
primary care.’"** Importantly, older people who received
Collaborative Care reported feeling listened to and cared for,
and some rated these positive interactions as more effective
than pharmacotherapy.?®?

Beyond improved clinical outcomes, there is evidence that
using CoCM when treating elderly patients with neurocognitive
disorders, which frequently coexist with behavioral disorders,
can reduce medical costs and save provider time.’” Early iden-
tification of mental health conditions can lower costs for health
systems and patients in the form of reduced hospital admissions,
emergency visits, and more drastic medical interventions later in
the course of the disease.l*® In addition, CoCM has been asso-
ciated with lower ambulatory cost in elderly populations.
While implementation of CoCM can increase overall healthcare
costs in the first year, that figure drops in later years, suggesting
that an early investment in mental health care results in long
term cost savings.!*"!

In summary, Collaborative Care appears to be an effec-
tive intervention to improve clinical outcomes in any popula-
tion. CoCM also offers greater mental health accessibility and
opportunities for better detection of mental health conditions.
Additional research is required to assess patient outcomes and
provider experience using Collaborative Care in a geriatric set-
ting to provide a holistic account of the benefits and challenges.

3.4. Treatment for substance abuse

Nearly 20 million people in the United States suffer from a sub-
stance abuse disorder and do not receive adequate treatment.
Those who seek treatment mostly do so in the primary care set-
ting.[*!! This presents an opportunity for the millions of patients
who do not otherwise receive treatment due to inadequate
access to care and stigma. Patients receiving substance abuse
treatment commonly have comorbid psychiatric conditions such
as depression and anxiety. Treatment of these conditions has
been shown to improve health outcomes related to substance
abuse.*? Early diagnosis and behavioral intervention can result
in faster treatment times and higher remission rates. Numerous
studies have suggested that integrated treatment for comorbid
mental health conditions is superior to individual, siloed treat-
ment plans.*!

A team-based approach that involves a BHCM, consulting
psychiatrist, PCP, and substance use care manager is necessary
for CoCM to be effective.l**l In some cases, the behavioral and
substance use care manager can be the same person if they
are trained appropriately. CoCM functions well in this setting
because PCPs tend to lack the time, resources and skill with
behavioral interventions required for long term treatment with
a substance abuse patient.**! PCPs frequently refer their patients
to substance abuse specialists. However, fewer than 35% of
patients follow through with these referrals, with patients citing
clinical differences in treatment decisions and varying wait times
as reasons they do not follow through.*! Thus, there is a sig-
nificant opportunity to increase access to care and compliance
using CoCM.
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One of the unique advantages of CoCM is that it targets sub-
stance abuse and behavioral health symptoms simultaneously
through 2 collaborative providers on the same team, reducing
the burden on the PCP, and improving collaboration.** It is no
surprise, therefore, that 86% of primary care practices agree
that training related to substance abuse treatment would be
helpful for their clinical staff.*!l CoCM for substance abuse
can increase the number of patients treated by giving PCPs
more time and resources*¥; in fact, 1 study reported a 375%
increase in patients treated in primary care once CoCM was
implemented. !

In addition, patients treated for substance abuse via CoCM
report greater abstinence from alcohol and drugs than patients
receiving treatment as usual.l*”! Individuals participating in a
trial on opioid addiction treated with Buprenorphine and a col-
laborative intervention were more likely to have successful out-
comes and remain in treatment as compared to patients treated
with Buprenorphine alone.*¥! One caveat, however, is that as a
result of increased staffing needs, a health system must be pre-
pared for a near-term increase in their costs for the employment
and training of care managers. While there is currently limited
research examining the cost effectiveness of CoCM in treating
substance abuse, studies demonstrating higher patient remission
rates suggest that CoCM lowers the total cost of care in the
long run.

In summary, research has demonstrated that CoCM is
effective in treating substance abuse in primary care settings.
Patients reported increased access to care and clinicians noted
higher remission rates. More research is required to assess
CoCM’s cost effectiveness for patients with substance abuse
problems.

3.5. Measurement-based care and screening

Many people diagnosed with mental health conditions never
receive treatment, which is a common finding across all the
populations examined in this paper. Although CoCM has been
shown to improve access to care, we suggest that the first step
in addressing the treatment gaps is MBC and population-level
screening. Numerous studies have demonstrated that routine
screening for mental disorders enables early detection and inter-
vention. Current efforts to improve screening include the uti-
lization of different screening tools such as the Patient Health
Questionnaire (PHQ-2 and PHQ-9).*1 A meta-analysis of
14,760 adults has validated the use of the PHQ-2 and PHQ-9 as
reliable and effective measures to detect depression in primary
care.3!

Equally important to screening, MBC can be described as
the evaluation of patient symptoms at any stage of treatment to
inform treatment choices.’'! MBC acts as a critical component
of any population health strategy and is an accepted practice
for many medical conditions such as diabetes or hypertension,
where objective measures reflecting the state of health of the
population are easily available. Challenges to the routine use
of MBC include the complex processes required to initiate
systematic routine data collection and administrative burden
such as increased time and paperwork combined with limited
resources.?! In addition, barriers to implementing MBC have
been identified at both the patient (e.g., concerns about how
information is being used) and provider level (e.g., over-valuing
clinical judgment).

Ultimately, both these components are essential to gauge
CoCM’s effectiveness as they enable clinicians and care man-
agers to continuously monitor patient progress. Monitoring
patient data consistently leads to better results, increased
patient-provider contact, and increased treatment fidelity. For
instance, reliance on clinical judgment may fall short in iden-
tifying poor treatment responses, which could result in the
continuation of ineffective treatment. However, if screening
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and assessment of patient symptoms are performed frequently
and consistently, the treatment plans can be adjusted when
necessary.

4. Conclusion

Launching CoCM requires investment in population health
tools such as registry and tracking systems, low-burden popu-
lation screening software, and interoperability with legacy elec-
tronic medical record systems. In addition, adequate staffing is
critical; providers must be trained on CoCM, BHCMs hired,
and consulting psychiatrists identified, suggesting a considerable
investment of time and money. However, these upfront costs
are generally offset by longer-term health care savings vis-a-vis
lower overall healthcare utilization, better medical treatment
adherence, etc. As CoCM becomes more widely accepted and
implemented, reimbursement is becoming more universal, with
CMS and most commercial payers approving reimbursement
for CoCM services. Organizations can use this growing empha-
sis on collaborative interventions to implement these novel, evi-
dence-based, and cost-effective models of care. CoCM presents
opportunities for healthcare systems to have a greater impact
on clinical outcomes and therefore a greater ability to take on
risk. It is critical that payors consider these services preventative,
reducing the cost burden and barriers to entry for enrollment.
Early data suggests that enrollment and treatment compliance
increase by over 50% by eliminating patient financial responsi-
bility (such as copayment or coinsurance).

The unique strength of CoCM is its ability to adapt to the
unique concerns of specific populations, such as students, geri-
atric patients, women’s health, and substance abuse treatment.
Historically, it has been difficult to diagnose and treat mental
health conditions in these populations. Fortunately, CoCM pro-
vides innovative treatment options that enhance patient access
and outcomes. In addition, the use of MBC and screening con-
tribute to the effectiveness of CoCM by promoting early inter-
vention and ongoing treatment.

In the pursuit of the Quadruple Aim of Healthcare, CoCM
has the potential to play a significant role and continues to gain
momentum as an evidence-based model of care. At its core,
CoCM is a population health strategy that delivers value-based
care with a focus on patient experience. Studies of CoCM have
shown increased provider satisfaction and increased provider
confidence in managing behavioral health problems. The imple-
mentation of CoCM lags far behind given the substantial body
of empirical evidence supporting its use. Greater implementa-
tion of CoCM in a variety of clinical settings may be a creative
solution to the growing mental health pandemic.
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