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Why mental health in primary care?

� The burden of mental disorders is great
� Mental and physical health problems are interwoven
� The treatment gap for mental disorders is enormous
� Primary care for mental health:

� enhances access
� promotes respect of human rights
� is affordable and cost effective
� generates good health outcomes

� ‘Integrating mental health into primary care  - a 
global perspective’ (WHO/WONCA 2008)



How to integrate mental health into 
primary care

Models of care



Models of depression care

� Education
� Training primary care staff to improve overall 

management

� Consultation liaison
� Specialist supporting primary care to care for individual 

patients

� Attachment/referral
� Specialist psychological therapists 



Key dimension

� Training primary care staff

� Consultation-liaison

� Referral

Primary 
care led

Specialist 
led



Key dimension

� Higher access

� Lower access

Primary 
care led

Specialist 
led



How effective are the different 
models?



How effective are the different models?

� Guidelines and education generally ineffective 
(Gilbody et al 2003)

� Intensive training of GPs (i.e. problem solving) 
may be effective (Huibers et al 2007)

� Feasible training ineffective, effective 
training unfeasible



Consultation-liaison

Group by
Duration

Study name Std diff in means and 95% CI

Std diff 
in means

< 12 m Dobscha (a) -0.058

< 12 m Berti Ceroni (a) -0.101

< 12 m Liu 0.044

< 12 m -0.035

12 m + Dobscha (b) 0.013

12 m + Berti Ceroni (b) 0.008

12 m + Arthur 0.347

12 m + 0.064

-1.00 -0.50 0.00 0.50 1.00

Favours CL Favours usual care

Short term

Long term



Attachment/referral

� Bortolotti et al (2008)

� Single psychological interventions for 
major depression in primary care

� Short term SMD -0.42 (n=6)
� Long term SMD  -0.30 (n=6)



Summary

� Models vary on access and effectiveness

� No model provides combination

� Is there an approach that maximises 
overall ‘impact’?



What is collaborative care?



What is ‘collaborative care’?

� Katon and colleagues

� Unhelpful label

� No single definition: models vary widely

� Chronic care model





Key dimension

� Training primary care staff

� Consultation-liaison

� Collaborative care

� Referral

Primary 
care led

Specialist 
led



What is collaborative care?



Collaborative care as case manager



Collaborative care as relationships



Collaborative care as interventions
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Collaborative care as process

� Structured and systematic interventions

� Mechanisms to foster closer liaison 
between primary care and specialist

� Mechanisms to share information on 
patient progress 



Is it effective?



 
  compliance with medication - Odds Ratio

 Favours usual care  Favours collaborative care

 .1  .2  .5  1  2  5  10  20

 study
 compliance with medication - Odds Ratio
 (95% CI)

 Mann 1998   0.87 ( 0.55, 1.38)

 Akerblad 2003   1.31 ( 0.92, 1.85)

 Peveler 1999   2.96 ( 1.50, 5.83)
 Wilkinson 1993   0.82 ( 0.30, 2.25)
 Katon 1995   4.45 ( 2.46, 8.03)

 Cappocia 2004   1.16 ( 0.39, 3.47)
 Dietrich 2004   0.91 ( 0.51, 1.63)

 Finley 2000   2.11 ( 0.97, 4.58)
 Katon 1996   2.18 ( 1.13, 4.19)

 Hunkeler 2000   1.09 ( 0.69, 1.73)
 Callahan 1994   3.93 ( 1.31, 11.81)
 Katzelnick 2000   9.92 ( 6.18, 15.92)

 Whooley 2000   0.77 ( 0.45, 1.32)

 Swindle 2003   1.11 ( 0.39, 3.17)
 Adler 2004   1.59 ( 1.10, 2.29)
 Wells 2000a   2.24 ( 1.42, 3.55)
 Bruce 2004   1.82 ( 1.14, 2.90)

 Araya 2003   7.32 ( 4.10, 13.08)

 Blanchard 1995   1.29 ( 0.33, 5.11)
 Unutzer 2002   2.02 ( 1.66, 2.45)
 Wells 2000b   1.37 ( 0.87, 2.15)
 Simon 2000   1.85 ( 1.16, 2.96)

 Simon 2004a   1.71 ( 1.03, 2.83)

 Katon 1999   2.77 ( 1.61, 4.76)
 Rost 2001a   1.58 ( 0.83, 3.02)
 Rost 2001b   5.08 ( 2.00, 12.87)

 Katon 2001   1.89 ( 1.24, 2.89)
 Simon 2004b   1.45 ( 0.87, 2.40)

 Overall   1.92 ( 1.54, 2.39)
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  Standardised Depression Outcomes

 Favours usual care  Favours collaborative care

 -1.5  -1  -.5  0  .5  1  1.5

 study
 Standardised Depression Outcomes
 (95% CI)

 Mann 1998  -0.08 (-0.29, 0.13)

 Datto 2003   0.42 (-0.14, 0.98)

 Akerblad 2003   0.26 ( 0.07, 0.45)

 Peveler 1999   0.21 (-0.11, 0.54)

 Brook 2003  0.00 (-0.34, 0.34)

 Wilkinson 1993  -0.29 (-0.79, 0.22)

 Katon 1995   0.19 (-0.12, 0.49)

 Cappocia 2004   0.17 (-0.38, 0.72)

 Dietrich 2004   0.16 (-0.08, 0.39)

 Finley 2000  -0.30 (-0.83, 0.24)

 Katon 1996   0.49 ( 0.13, 0.86)

 Hunkeler 2000   0.28 ( 0.03, 0.53)

 Callahan 1994   0.05 (-0.48, 0.58)

 Katzelnick 2000   0.43 ( 0.22, 0.63)

 Whooley 2000   0.16 (-0.21, 0.53)

 Coleman 1999  -0.14 (-0.53, 0.25)

 Swindle 2003   0.18 (-0.30, 0.66)

 Adler 2004   0.19 (-0.01, 0.39)

 Wells 2000a   0.22 (-0.02, 0.46)

 Oslin 2003   0.61 ( 0.08, 1.13)

 Bruce 2004   0.30 ( 0.07, 0.52)

 Katon 2004   0.24 (-0.03, 0.51)

 Araya 2003   1.13 ( 0.79, 1.47)

 Blanchard 1995   0.43 (-0.01, 0.87)

 Unutzer 2002   0.40 ( 0.31, 0.50)

 Wells 2000b   0.22 (-0.01, 0.45)

 Rickles 2004   0.25 (-0.37, 0.87)

 Simon 2000   0.30 ( 0.07, 0.52)

 Simon 2004a   0.18 (-0.11, 0.46)

 Katon 1999   0.31 ( 0.01, 0.61)

 Rost 2001a   0.20 (-0.10, 0.50)

 Rost 2001b   0.29 (-0.05, 0.62)

 Katon 2001   0.11 (-0.09, 0.32)

 Simon 2004b   0.33 ( 0.05, 0.62)

 Overall   0.24 ( 0.17, 0.32)
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  Standardised Depression Outcomes

 Favours usual care  Favours collaborative care

 -1  -.5  0  .5  1

 Study
 Standardised Depression Outcomes
 (95% CI)

 12 months

 Coleman 1999  -0.14 (-0.53, 0.25)

 Wells 2000 - QI meds   0.13 (-0.05, 0.32)

 Wells 2000 - QI therapy   0.16 (-0.02, 0.33)

 Rost 2001   0.41 ( 0.10, 0.73)

 Katzelnick 2000   0.46 ( 0.27, 0.66)

 Jajoura 2004   0.54 (-0.09, 1.17)

 Unutzer 2002   0.62 ( 0.53, 0.72)

 Subtotal   0.31 ( 0.10, 0.53)

 18 months

 Lin 1999   0.01 (-0.34, 0.35)

 Wells 2000 - QI meds   0.05 (-0.14, 0.23)

 Wells 2000 - QI therapy   0.13 (-0.05, 0.31)

 Unutzer 2002   0.44 ( 0.34, 0.53)

 Rost 2001   0.60 ( 0.29, 0.91)

 Subtotal   0.25 ( 0.03, 0.46)

 24 months

 Blanchard 1999  -0.43 (-0.98, 0.12)

 Coleman 1999  -0.22 (-0.61, 0.17)

 Wells 2000 - QI meds  -0.05 (-0.23, 0.14)

 Katon 2002   0.04 (-0.25, 0.32)

 Wells 2000 - QI therapy   0.06 (-0.12, 0.24)

 Whooley 2000   0.16 (-0.21, 0.53)

 Unutzer 2002   0.35 ( 0.26, 0.44)

 Rost 2001   0.53 ( 0.23, 0.84)

 Katon 2001   0.61 ( 0.35, 0.88)

 Subtotal   0.15 (-0.03, 0.34)

 60 months

 Wells 2000 - QI meds   0.13 (-0.08, 0.34)

 Wells 2000 - QI therapy   0.17 (-0.04, 0.38)

 Subtotal   0.15 ( 0.00, 0.30)
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Effectiveness summary

� Statistically significant effects in short and 
longer term

� Modest magnitude of effect

� ‘Small’ by current convention (0.2, 0.5, 0.8)
� Below original NICE ‘threshold’ of 0.5



 
  compliance with medication - Odds Ratio

 Favours usual care  Favours collaborative care

 .1  .2  .5  1  2  5  10  20

 study
 compliance with medication - Odds Ratio
 (95% CI)

 Mann 1998   0.87 ( 0.55, 1.38)

 Akerblad 2003   1.31 ( 0.92, 1.85)
 Peveler 1999   2.96 ( 1.50, 5.83)
 Wilkinson 1993   0.82 ( 0.30, 2.25)

 Katon 1995   4.45 ( 2.46, 8.03)

 Cappocia 2004   1.16 ( 0.39, 3.47)
 Dietrich 2004   0.91 ( 0.51, 1.63)
 Finley 2000   2.11 ( 0.97, 4.58)

 Katon 1996   2.18 ( 1.13, 4.19)

 Hunkeler 2000   1.09 ( 0.69, 1.73)
 Callahan 1994   3.93 ( 1.31, 11.81)
 Katzelnick 2000   9.92 ( 6.18, 15.92)

 Whooley 2000   0.77 ( 0.45, 1.32)

 Swindle 2003   1.11 ( 0.39, 3.17)

 Adler 2004   1.59 ( 1.10, 2.29)
 Wells 2000a   2.24 ( 1.42, 3.55)

 Bruce 2004   1.82 ( 1.14, 2.90)

 Araya 2003   7.32 ( 4.10, 13.08)

 Blanchard 1995   1.29 ( 0.33, 5.11)
 Unutzer 2002   2.02 ( 1.66, 2.45)

 Wells 2000b   1.37 ( 0.87, 2.15)
 Simon 2000   1.85 ( 1.16, 2.96)

 Simon 2004a   1.71 ( 1.03, 2.83)
 Katon 1999   2.77 ( 1.61, 4.76)
 Rost 2001a   1.58 ( 0.83, 3.02)

 Rost 2001b   5.08 ( 2.00, 12.87)

 Katon 2001   1.89 ( 1.24, 2.89)
 Simon 2004b   1.45 ( 0.87, 2.40)

 Overall   1.92 ( 1.54, 2.39)
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  Standardised Depression Outcomes

 Favours usual care  Favours collaborative care
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 Standardised Depression Outcomes
 (95% CI)

 Mann 1998  -0.08 (-0.29, 0.13)

 Datto 2003   0.42 (-0.14, 0.98)

 Akerblad 2003   0.26 ( 0.07, 0.45)

 Peveler 1999   0.21 (-0.11, 0.54)

 Brook 2003  0.00 (-0.34, 0.34)

 Wilkinson 1993  -0.29 (-0.79, 0.22)

 Katon 1995   0.19 (-0.12, 0.49)

 Cappocia 2004   0.17 (-0.38, 0.72)

 Dietrich 2004   0.16 (-0.08, 0.39)

 Finley 2000  -0.30 (-0.83, 0.24)

 Katon 1996   0.49 ( 0.13, 0.86)

 Hunkeler 2000   0.28 ( 0.03, 0.53)

 Callahan 1994   0.05 (-0.48, 0.58)

 Katzelnick 2000   0.43 ( 0.22, 0.63)

 Whooley 2000   0.16 (-0.21, 0.53)

 Coleman 1999  -0.14 (-0.53, 0.25)

 Swindle 2003   0.18 (-0.30, 0.66)

 Adler 2004   0.19 (-0.01, 0.39)

 Wells 2000a   0.22 (-0.02, 0.46)

 Oslin 2003   0.61 ( 0.08, 1.13)

 Bruce 2004   0.30 ( 0.07, 0.52)

 Katon 2004   0.24 (-0.03, 0.51)

 Araya 2003   1.13 ( 0.79, 1.47)

 Blanchard 1995   0.43 (-0.01, 0.87)

 Unutzer 2002   0.40 ( 0.31, 0.50)

 Wells 2000b   0.22 (-0.01, 0.45)

 Rickles 2004   0.25 (-0.37, 0.87)

 Simon 2000   0.30 ( 0.07, 0.52)

 Simon 2004a   0.18 (-0.11, 0.46)

 Katon 1999   0.31 ( 0.01, 0.61)

 Rost 2001a   0.20 (-0.10, 0.50)

 Rost 2001b   0.29 (-0.05, 0.62)

 Katon 2001   0.11 (-0.09, 0.32)

 Simon 2004b   0.33 ( 0.05, 0.62)

 Overall   0.24 ( 0.17, 0.32)
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What makes it effective?



Mechanisms of effect
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What is a complex intervention?

� c̀omprise a number of separate elements 
which seem essential to the proper 
functioning of the intervention, although 
the ACTIVE INGREDIENT of the 
intervention that is effective is difficult to 
specify'

� Medical Research Council 2000



Predictors

� Antidepressant use

� No significant predictors 

� Depression outcomes

� non-US studies
� recruiting by systematic identification
� case managers with mental health background
� regular supervision



Predictors

� No significant relationship with

� training primary care

� addition of psychological interventions to 
medication management

� number of case management sessions



Relationships between outcomes
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Summary
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MRC CADET study

� Current large scale RCT on collaborative care 
for depression in the UK Lead D Richards, 
University of Exeter)

� Published protocol
� (http://www.biomedcentral.com/content/pdf/1472-

6963-9-188.pdf)

� Behavioural activation focus

� 550 patients, currently recruited 100+



What don't we know?



Is the evidence enough?

standardised depression outcomes
-1 -.5 0 .5

 Adler 2004
 Jarjoura 2004

 Cappocia 2004
 Katon 2004

 Dietrich 2004
 Simon 2004a

 Bruce 2004
 Simon 2004b
 Rickles 2004

 Akerblad 2003
 Brook 2003
 Araya 2003
 Datto 2003
 Oslin 2003

 Swindle 2003
 Unutzer 2002

 Rost 2001b
 Katon 2001
 Rost 2001a
 Finley 2000

 Wells 2000a
 Wells 2000b

 Whooley 2000
 Katzelnick 2000

 Hunkeler 2000
 Simon 2000

 Coleman 1999
 Peveler 1999

 Katon 1999
 Mann 1998
 Katon 1996

 Blanchard 1995
 Katon 1995

 Callahan 1994
 Wilkinson 1993



The place of collaborative care

� NICE guidelines (2009)

� The evidence…for collaborative care in depression 
was not viewed as being sufficiently strong to 
generate any recommendations 

� SMD -0.16 (-0.25 to -0.06) 

� Guided self-help SMD -0.98 (-1.50 to -0.47)
� High intensity CBT SMD -0.89 (-1.45 to -0.33)  



Costs

Katon 1999

Katon 1995
Katon 1996

Katon 1999

Katon 2001a, 2001b
Katzelnick 2000

Hedrick 2003

Wells 2000

Thompson 2000
Gask 2004

Katon 1995

Increasing effectiveness

Increasing costs



Permutation matrix

Katon 1999

Katon 1995
Katon 1996

Katon 1999

Katon 2001a, 2001b
Katzelnick 2000

Hedrick 2003

Wells 2000

Thompson 2000
Gask 2004

Katon 1995

Increasing effectiveness

Increasing costs



Patient experience and satisfaction?

� Negative attitudes towards medication
� Is collaborative care sufficiently t̀herapeutic'?

� Patient or professional resistance?
� Brief, phone based, focussed on medication and activation
� Call centre analogy

� Do preferences moderate outcome?
� Pyne et al `One size fits some' Psych Med 2005 35: 839-54.
� Higher cost effectiveness in patients receptive to medication



Making it happen

� Early experiences are encouraging and show that collaborative care 
programs found to be effective in large randomized trials can 
continue to be effective when implemented by health care 
organizations outside the context of research

� But these early experiences with disseminating evidence-based 
approaches to improve depression care have also been humbling, 
suggesting that it may be more difficult to create the financial
incentives and practice changes needed to widely implement such 
programs than to create the research evidence for them in the first 
place

� Collaborative Care Models for Depression - time to move from evidence to 
practice (Katon and Unutzer 2006)



Levels of implementation (Katon 2003)

� Individual patient and the wider community
� Knowledge, attitudes, preferences

� `Micro-system of care'
� Care systems, available technology, time

� Organisation
� Priority given to quality improvement, leadership

� Wider environment
� Regulations and payment systems



Barriers to implementation

� Cost offset versus cost effectiveness

� Standardisation or customisation

� large sites with dedicated care managers, small 
sites with role as part of work (Meresman 2003)

� V̀oltage drop' in implementation (Oxman 2003)



UK experience

� Major UK funding initiative
� IAPT, based on economic ideas about cost 

offset from mental health care (Layard)

� New workers
� Graduate mental health workers

� Changing context
� Guidelines, quality improvement and incentives



UK experience (Clark et al 2009)

� Doncaster:
� High-volume, low-intensity
� Individual case management, telephone based

� Newham:
� New CBT service
� Self help CBT, brief CBT, full CBT

� Both achieve similar clinical outcomes
� Doncaster achieves greater throughput



Looking to the future



Extensions of the model

� Collaborative care for:
� PTSD
� Anxiety
� Adolescents
� Prisoners

� Some aspects of management common across disease

� Depression common in chronic disease

� Collaborative care for depression in chronic disease



Antagonisms and synergies
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Effectiveness in co-morbidity

 
  Standardised Mean Difference

 Favours usual care  Favours enhanced care

 -1  -.5  0  .5  1

 Study
 Standardised Mean Difference
 (95% CI)

 Cole 2006 - elderely   0.25 (-0.48, 0.97)

 Schrader 2005 - cardiac   0.26 ( 0.03, 0.49)

 Katon 2004 - diabetes   0.35 ( 0.09, 0.61)

 Williams 2007 - stroke   0.45 ( 0.15, 0.74)

 Joubert 2006 - stroke   0.64 ( 0.08, 1.20)

 Lin 2003 - arthritis   0.65 ( 0.48, 0.82)

 Williams 2004 - diabetes   0.68 ( 0.47, 0.88)

 Dwight-Johnson 2005 - cancer   0.83 ( 0.05, 1.61)

 Overall   0.52 ( 0.43, 0.62)

elderly



NICE guidelines 2009

� Collaborative care should form part of a well-
developed stepped care approach for people 
with depression and chronic physical health 
problems

� In particular…collaborative care should be 
implemented where there is evidence of a 
relationship between a patient's depression and 
physical health problem and/or where a patient's 
depression has not adequately responded to 
initial treatment



Stepped care

� The principle of l̀east burden'
� Effective low-intensity treatments are offered first
� High-intensity treatments only offered in cases of:

� Risk
� History of treatment failure
� Failure to improve

� The principle of `scheduled review'
� Planned reviews
� Standardised assessment of outcome



NICEStepped care between treatments



Stepped care within treatments

� Pathways (Katon 2004)

� Step 1 
� Problem solving or antidepressants

� Persistent depressive symptoms at 10-12 weeks

� Step 2
� Switch to a second antidepressant
� Switch to the alternative treatment (from PST to medication or vice versa)
� Receive augmentation with PST or antidepressant medication
� Receive a psychiatric consultation 

� If 1+ at step 2 interventions and symptom persisted

� Step 3
� Referral to specialty care by the GHC mental health system 



Summary



Why mental health in primary care?

� The burden of mental disorders is great
� Mental and physical health problems are interwoven
� The treatment gap for mental disorders is enormous
� Primary care for mental health:

� enhances access modestly
� promotes respect of human rights
� is affordable and cost effective
� generates fair health outcomes

� Ìntegrating mental health into primary care  - a 
global perspective' (WHO/WONCA 2008)


