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Objective: To assess primary care provider
(PCP) attitudes and self-reported behavior with
regard to identifying and managing depression in
adult patients before and after a chronic disease/
collaborative care intervention.

Method: A self-administered cross-sectional
survey was conducted in 6 targeted practices
among 39 family practice physicians, family
nurse practitioners, and residents before and
after implementation of a depression in primary
care project. In this project, the sites received
tools and training in depression screening and
guideline-concordant treatment, facilitated refer-
ral services for patients to access mental health
providers, psychiatric phone consultation, patient
education materials, and services of a depression
care manager. The project was conducted from
June 2003 through June 2006.

Results: Comparison of responses prior to
and after the intervention showed that signifi-
cantly or nearly significantly larger proportions
of PCPs endorsed the importance of depression as
a patient presenting problem (p = .000), increased
provision of supportive counseling (p = .13),
more often identified counseling or therapy
as effective (p = .07), and more often referred
patients to mental health services (p = .001).
PCPs also reduced their perception that treating
depression is time consuming (p = .000).

Conclusions: After a chronic disease/
collaborative care approach to depression
treatment in primary care was implemented,

PCP attitudes and behaviors about depression
treatment were significantly modified. More
guideline-concordant care, and increased collabo-
ration with mental health services, was reported.
Implications for future primary care depression
intervention activities and research are discussed.
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O ver a decade has passed since the Agency for
Health Care Policy and Research issued guide-
lines about treatment of depression.' Major depressive
disorder has been identified as an important contributor to
overall population disability, asignificant complication in
treating other chronic medical illness, and highly costly in
terms of both direct and indirect medical and social costs.?
While most patients receive their only depression care in
primary care settings, studies have shown that half go un-
recognized or untreated, and those treated rarely receive
guideline-concordant care.*® In addition, while patients
with chronic conditions prefer to receive services in pri-
mary care,” those with depression and other mental health
disorders are more likely to have unmet expectations
about their medical care, and providers are more likely to
find them frustrating patients to care for.®

Studies of primary care depression treatment suggest
that multifaceted intervention is likely to be more effec-
tive in improving patient outcomes and satisfaction com-
pared to usual care, placebo, or no treatment.®*™* Such
interventions implement a system of changes, including
screening and identification protocols, guidelines for psy-
chotherapy and/or pharmacotherapy, provision of mental
health consultation, and often a patient care coordinator
or care manager.**** However, it has been difficult to rep-
licate and sustain improvementsin depression carein real
world settings." Part of that challengeisto understand the
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views and beliefs of primary care providers (PCPs)
about depression treatment and to determine barriers and
targets for practice change specific to different clinical
settings.™®

This article reports results of a PCP survey conducted
among Massachusetts Consortium on Depression in Pri-
mary Care (MCDPC) practice settings. The MCDPC
was one of 8 intervention sites for the Robert Wood John-
son Foundation Depression in Primary Care Incentives
Grants.*° The goal of these grants was to establish sus-
tainable economic and systems changes to improve the
treatment of depression in primary care. The MCDPC
worked exclusively with Medicaid health plansto imple-
ment a chronic care model of depression management
among adult Medicaid enrollees in a sample of primary
care practices.

METHOD

Six practice sites were involved, including a com-
munity health center, 2 hospital-owned outpatient clinics
(1 with a family practice residency program), a resident-
only internal medicine clinic, and 2 small group family
practices. These sites received tools and training in de-
pression screening and guideline-concordant treatment
and facilitated referral services for patients to access
mental health providers, psychiatric phone consultation,
patient education materials, and services of a depression
care manager. Collaboration with mental health man-
agement organizations and preferred mental health pro-
viders involved monitoring of access by patients to men-
tal health services and Health Insurance Portability and
Accountability Act—compliant information sharing about
patient care. The care manager provided patient phone
and in-person contacts including medication monitoring,
self-management support, and referral and support to fol-
low through for mental health and other services. The
care manager maintained communication with the PCP
and enlisted the PCP in all treatment decisions.™

Prior to intervention implementation, a sample of
PCPs at each site were asked to complete an anonymous
survey that included 4 subscales addressing (1) attitudes
about the prevalence of depression and effectiveness of
depression treatment in primary care; (2) arating of their
skills in recognizing and treating depression; (3) arating
of the specific behaviors they implemented in their de-
pression treatment (e.g., prescribing medication, refer-
ring to mental health services, entering the diagnosis in
the chart); and (4) ratings of satisfaction, compensation,
and adequacy of time to treat depression. After approx-
imately 2 years of implementation, a follow-up survey
was distributed to the same sites.

A total of 23 PCPs completed the preintervention sur-
vey, and 24 completed the postintervention survey (only
8 completed the survey at both time points due to staff
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turnover). Analysis was thus conducted as if each
time point was an independent cross-sectional survey. To
check if differences found between the 2 samples could
be due to sampling bias, and not actual change in re-
sponses, separate analyses were conducted for the 8 re-
spondents who participated at both time points to deter-
mineif the patterns of differences were similar. Analysis
included basic frequencies and ¥ tests. Because of lim-
ited power and small sample size, results p < .2 were ex-
amined as trends. The total response rate at each time
point represents approximately 65% of all eligible PCPs.
The ingtitutional review board of the University of Mas-
sachusetts Medical School approved the study, and the
project was conducted from June 2003 through June
2006.

RESULTS

Overal, 39 PCPs participated at one of the time
points. The majority (29) were family practice M.D.s,
while 3 were family nurse practitioners and 7 were
residents (5 family practice and 2 internal medicine);
61% (N = 24) were female. Distributions of the PCP re-
sponses for 10 of the 25 items were found to be signifi-
cantly or nearly significantly different prior to the de-
pression intervention versus postintervention (Table 1).
PCPs after intervention more “strongly disagreed” or
“disagreed” that depression is an overemphasized prob-
lem (91.6% [N =22] postintervention vs. 4% [N =1]
preintervention) and more “strongly disagreed” or “dis-
agreed” that depression treatment is time consuming
(87.5% [N =21] postintervention vs. 4% [N =1] pre-
intervention). They also were less likely to “agree” or
“strongly agree” that patients were better off being
treated by mental health specialists (12% [N = 3] post-
intervention vs. 91% [N = 21] preintervention).

Substantial differences, 2 reaching significance and 4
others trending to significance, were found on 6 of the 8
items about PCP practice behaviors. In response to the
item, “Tell the patient to contact his/her community men-
tal health agency or insurance company for a referral to
a mental health specialist,” 87.5% (N =21) of the re-
spondents reported being “likely” or “very likely” to
tell the patient to obtain a mental health referral post-
intervention, compared to 31.8% (N = 7) at baseline (p =
.001), while one third (N =8) versus 9% (N =2) were
“very likely” to refer directly to amental health specialist
(p =.10). In addition, 45.9% (N = 11) postintervention
versus 0% at baseline were “likely” or “very likely” to
discuss a patient’s depression treatment plan with a care
coordinator; p=.002 (at follow-up, this included the
project-funded care manager). PCPs were also much
more likely postintervention to provide supportive coun-
seling themselves (45.8% [N =11] “very likely” vs.
18.2% [N = 4] at baseline), provide educational materials
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Table 1. Comparison of Primary Care Provider Views About Depression Treatment Before and After a Collaborative Care

Intervention (T;: N = 23, T,: N = 24)*

Response (% at T,/T,)®
View Strongly Disagree Disagree Agree Strongly Agree p Value
Attitude
Depression is overemphasized as a problem 0/37.5 4.3/54.2 39.1/4.2 56.5/0 .000
Depression is afrequent problem 0/0 6.7/8.3 60.0/50.0 33.3/41.7 NS
Treating depression is time consuming 0/29.2 4.3/58.3 73.9/8.3 21.7/0 .000
Patients better off treated by mental health 0/16.7 8.7/70.8 78.3/12.5 13.0/0 .000
specialists
Drug treatment is very effective 0/4.2 4.3/8.3 73.9/58.3 21.7/29.2 NS
Counseling/therapy is very effective 0/0 0/12.5 87.0/54.2 13.0/29.2 .07
SKill Very Uncertain Uncertain Certain Very Certain
Can recognize depression 0/0 30.4/16.7 56.5/62.5 13.0/20.8 NS
Can recognize suicidal patient 0/0 21.7/116.7 73.9/66.7 4.3/16.7 NS
Effectively treat with medications 0/0 17.4/16.7 73.9/66.7 0/12.5 NS
Effectively treat by counseling 26.1/16.7 65.2/54.2 8.7/25.0 0/0 NS
Get timely advice in a psychiatric emergency 21.7/8.3 34.8/37.5 30.4/37.5 8.7/16.7 NS
Describe mental health treatment system 8.7/12.5 52.2/33.3 34.8/54.2 4.3/0 NS
Ensure timely treatment from amental health 17.4/16.7 56.5/33.3 26.1/41.7 0/4.2 NS
specialist
Obtain care management for MassHealth 125 25.0 45.8 16.7 NA
patients
Behavior Very Unlikely Unlikely Likely Very Likely
Start on antidepressant medications 0/0 0/0 59.1/37.5 36.4/54.2 NS
Give supportive counseling yourself 0/0 9.1/8.3 72.7/45.8 18.2/45.8 A3
Write diagnosis of depression in chart 0/0 4.5/0 68.2/50.0 27.3/141.7 NS
Tell patient to contact mental health agency/ 4.5/4.2 63.6/8.3 27.3/70.8 4.5/16.7 .001
insurance company for referral
Refer directly to a mental health specialist 0/0 4.5/8.3 86.4/58.3 9.1/33.3 .10
Call aconsulting psychiatrist 36.4/16.7 50.0/50.0 9.1/29.2 0/4.2 A7
Provide educational materials 13.6/29.2 72.7/137.5 9.1/20.8 4.5/12.5 12
Discuss treatment plan with project or 31.8/8.3 68.2/45.8 0/41.7 0/4.2 .002
insurance company care manager
Satisfaction Strongly Disagree Disagree Agree Strongly Agree
Find great satisfaction in treating 0/0 36.4/25.0 59.1/58.3 0/12.5 NS
depressed patients
Fairly compensated for treatment of 15.0/8.3 50.0/45.8 25.0/37.5 0/0 NS
depressed patients
Not constrained by time pressures 38.1/17.4 52.3/60.9 9.5/21.7 0/0 NS
Project satisfaction
Care manager useful in assisting in 0 8.3 375 54.2 NA
improving patient care
Training and educational materials provided 4.2 125 41.7 375 NA

by project were useful

8Response rates for some items vary slightly due to missing data for some providers. One or 2 of the respondents at each time point, while clinicians,
did not treat individual patients, but were practice managers involved with screening patients and managing mental health and care management

referrals.

PFor the skill “obtain care management for MassHealth patients” and for both of the project satisfaction items, the values given represent the

percentages at T,.

Abbreviations: NA = not applicable, NS = nonsignificant.

(33.3% [N=8] “likely” or “very likely” vs. 13.6%
[N=3] at baseline), or use a psychiatric consultant
(33.4% [N = 8] “likely” or “very likely” vs. 9.1% [N = 2]
at baseline).

Finally, while the difference was not significant, more
PCPs (90.4% [N =19]) “strongly disagreed” or “dis-
agreed” that they were not constrained by time pressures
in treating depression prior to the intervention compared
to 78.3% (N = 18) postintervention. Analysis of the small
group of matched responses (N = 8) revealed the same
pattern of significant changes, suggesting that the results
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reflected changed attitudes and behaviors, and not simply
different samples of providers.

DISCUSSION

While limited in terms of design and power, our find-
ings tell us that a number of attitudes of PCPs, and their
self-reported practice behaviors, changed substantially
after implementation of a comprehensive primary care
depression treatment improvement intervention. Differ-
ences between baseline and postintervention responses
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were consistent when the 2 samples were examined inde-
pendently and when the small group of PCPs who partici-
pated at both data collection time points was examined.
This leads us to conclude that the responses reflect true
differences in attitudes and behaviors, not just sampling
bias between the 2 time points. Further, the reasons for
substantial staff turnover at the sites during the 2-year pe-
riod appeared to be unrelated to the intervention (preg-
nancy leaves, retirements, job changes due to family cir-
cumstances, graduation of third-year residents, etc.).

The intervention involved (1) PCP training on de-
pression symptoms, screening and monitoring tools, and
medication management; (2) provision of a depression
care manager to support patients and PCPs; (3) telephone
access to a consulting psychiatrist; and (4) improved ac-
cess to mental health referrals for patients. In addition,
ongoing problem-solving/academic detailing support was
offered to each practice site. The intervention resulted in
improved attitudes of PCPs toward the significance of de-
pression in primary care, more acceptance of the PCProle
in treating depression, and more willingness to provide
both personal counseling and referral of patientsto mental
health services. Importantly, despite a common concern
of PCPs that depression treatment is too time consum-
ing,*® the data show that PCPs postintervention signifi-
cantly disagreed that depression care is time consuming
or that time pressures constrained their ability to treat de-
pression. On the basis of written comments by respon-
dents to the open-ended part of the survey, we concluded
that the primary reason PCPs found depression care less
burdensome was that a care manager was provided to as-
sist with patient management and mental health referrals.

Importantly, the intervention appeared to assist PCPs
in changing actual practice behaviors (e.g., providing
counseling, referring to mental health services, providing
educational materials, using a care manager), although
only slightly more PCPs reported using antidepressant
medications or writing the diagnosisin the chart. Itisalso
puzzling that there was no detectible change in PCP report
of skills about recognizing depression or recognizing sui-
cide risk. A mgjor emphasis of the intervention was to
provide a standard screening tool, the Patient Health
Questionnaire-9 (PHQ-9),% to assist with diagnosis and
monitoring of patient improvement. In addition, explicit
training and written materials on assessing and handling
suicide risk were provided. Further, some PCPs specifi-
cally commented on the usefulness of the PHQ-9 tool in
assessing patients and reported using the PHQ-9 for pa-
tients beyond the targeted intervention group. Thislack of
reported change in skills may be due to social response
bias inherent in self-reporting one’s clinical skills. Focus
groups conducted in the planning stages of the project,
however, also confirmed that PCPs feel they have a good
handle on how to detect depression in their patients, and
they were not very enthusiastic about adopting a standard
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tool.*® Nevertheless, use of the PHQ-9 in our intervention
also seemed to assist communication among the PCPs,
the care manager, and mental health providers because it
provided a quick summary of the severity and type of
patient symptoms.

Overall, the patterns of change in this study suggest
that PCPs gained a greater appreciation for their own role
in depression care management and at the sametimetruly
embraced a collaborative care model inwhich use of men-
tal health consultation and referrals increased. Impor-
tantly, the focus on enabling PCPs to screen for and man-
age depression within the context of a chronic disease/
collaborative model was not perceived as overly burden-
some. In fact, PCPs noted improvements in perceptions
about how much time depression care takes. That thiswas
due primarily to the use of a depression care manager to
support the PCPs and patients has important implications
for organizing and financing primary care depression
treatment. Future studies require documentation of the
cost effectiveness of using such physician extenders in
routine care.

Further, in the current medical care environment of
limited resources, future studies may want to identify
which components of the collaborative care model itself,
or implementation approaches for supporting the inter-
vention in the field, relate most strongly to the improve-
ments in attitude and self-reported behavior among par-
ticipating providers. Prior work®®* has demonstrated that
implementation of only pieces of the collaborative care
model does not result in significant improvements in pa-
tient management, but there is a need for more evidence
about which combinations of intervention activities and
which types of implementation assistance are needed to
sustain successful experimental interventions.'

Our findings provide strong support for further
dissemination and institutionalization of a chronic care/
collaborative model for depression management in pri-
mary care. This model appears to garner strong PCP ac-
ceptance, and increased collaboration with mental health
services, on behalf of patients who typicaly do not ac-
cess, or are reluctant to access, mental health systems.
While analysis of patient outcomes was beyond the scope
of this article, continued effort to document patient out-
comes and satisfaction will aso be necessary to dem-
onstrate how the collaborative care model improves
efficiency and quality of primary care treatment of
depression.
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