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The objective of this dissertation is to describe a systematic approach to effectively treat 

common mental health disorders, which involves integrating care managers and mental 

health specialists into the primary care treatment team.  Despite an extensive body of 

evidence demonstrating the effectiveness of collaborative care, implementation in various 

“real world” settings presents a number of barriers.  Successful clinical trials have failed 

to result in widespread changes in practice.  Gaps in the literature persist as to what the 

clinical, organizational and financial barriers to integration are.  As a result, 

dissemination of the model lags far behind.  This dissertation sought to contribute new 

information to the literature on integrated health care by examining various elements of 

dissemination efforts. The first article examined the experience among a group of health 

care providers in Texas who were attempting to integrate physical and behavioral health 



 vii 

care. This article identified the barriers that they have encountered in addition to the 

strategies they have used to integrate mental and physical health services, and to 

determine whether the strategies reflect an evidence-based model of care delivery.  In 

addition, the perceived clinical, organizational and financial barriers to integration were 

evaluated.  The second article for this dissertation examined quantitative clinical 

outcomes of an integrated health care program in a community-based clinic with a low-

income, uninsured population of Hispanics, a portion of which were Spanish-speaking. A 

socio-culturally adapted model for the provision of comprehensive health services may 

have a significant impact on the health and mental health outcomes of minority, non-

English speaking populations.  The third article offers an in-depth case study of an 

interdisciplinary collaborative care treatment team.  Understanding the details of program 

implementation and the elements of the model that community based providers found 

useful, and those they found challenging, has implications for widespread implementation 

efforts. This qualitative article offered an analysis of how the treatment team organized 

itself to perform as a coordinated, high functioning effort that fit well with the needs of 

patients, and had each professional doing what they do best. 
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CHAPTER 1: INTRODUCTION 

Integrated health care lexicon 

 Research shows that physical and behavioral health are interconnected (Unutzer, 

Schoenbaum, Druss, & Katon, 2006). When the body and mind are treated separately, 

people are less likely to achieve optimal health – often at a significant cost to the 

individual, the health care system and the larger community. A strong body of evidence 

demonstrates that integrating, or systematically coordinating, physical and behavioral 

health care to treat the whole person has important benefits, especially for patients. 

However, it is not known specifically which components of integrated care lead to 

improved patient outcomes (Peek, in press).   

 Interest has grown in concepts such as the “patient centered medical home,” 

“health care home,” and “advanced primary care,” as the overhaul of the healthcare 

system has emphasized critical components such as a whole person orientation, patient 

centered care, and coordinated/integrated care (Rosenthal, 2008). Such concepts have, in 

turn, generated new interest in the integration of physical and behavioral health care – an 

evolution which has led to a variety of terms such as “integrated care,” “shared care,” 

“co-located care,” and “collaborative care” depending on the academic discipline, clinical 

practice and even geographic location (Peek, in press).   

 Like many emerging fields throughout the history of science, the vocabulary used 

to describe integrated care has created confusion among researchers, clinicians, policy 

makers, and patients.  As such, there is much debate around finding a common lexicon in 

integrated health care in order to have a consistently understood language and set of 
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concepts to enable practitioners to implement integrated models of care, to engage 

patients in treatment, and to advocate for organizational and policy change across settings 

(Peek, in press).  And while federal funding bodies and national foundations are deeply 

interested in the re-design of healthcare, they are reluctant in the face of perceived lack of 

consistency in language and rigor around use of various terms (Peek, in press).   

 While the debate marches forward in the academic, clinical and research 

literature, for the purposes of this dissertation, integrated health care is the broader 

concept used to describe the integration and systematic coordination of physical and 

behavioral health care to treat the whole person. Integrated care implies on-site 

teamwork, supported by organizational integration and the inclusion of social services 

(Peek, in press).  

 Collaborative care refers to the fixed model of integrated care developed by 

Unutzer and Katon beginning in the 1990s for which numerous clinical trials have 

demonstrated robust patient outcomes.  The model is based on Wagner’s (1996) Chronic 

Care Model and developed from observations of the clinical course of depression related 

to treatment adherence and disease recurrence, and its similarity to other chronic diseases 

(Klinkman, Schwenk, & Coyne, 1997; Oxman, Dietrich, & Schulberg, 2003). The 

collaborative care model places a primary care physician and a mental health professional 

in the same setting to improve access to both types of care and results in effective 

treatment of common mental disorders which results in improved physical and mental 

health (Unutzer et al., 2006). 
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Primary care 

 The defining elements of primary care include continuity, comprehensiveness, 

and coordination of care provided to populations undifferentiated by gender, disease, or 

organ system (Starfield, 1992, 1994). Continuity is, in essence, a sustained relationship 

between a clinician and patient which persists regardless of the type of health problem 

(Druss, 2002). Comprehensiveness refers to the broad scope of primary care to diagnose 

and treat acute illness, chronic disease care, recognize and stabilize emergencies, perform 

end-of-life care and preventive services (Kravitz & Ford, 2008). Coordination reflects the 

role of the primary care provider as integrating the care that patients receive within and 

outside of the primary care setting (Safran, 2003).  Increasingly, coordination of care 

requires structured, well-organized information tracking systems that contain all health-

related information (Starfield, 1994; Thielke, Vannoy, & Unutzer, 2007). 

 Primary care providers generally include family practice physicians, internists, 

and pediatricians.  When assessed as a set of services, such as prevention, diagnostic, 

health education and counseling and minor surgery, primary care may be 

indistinguishable from specialty services.  Primary care providers are patient-focused, as 

opposed to disease-focused (Starfield, 2006). 

 By 2003, 54% of people with mental health disorders were served in primary 

care, without referral to specialty mental health (Druss et al., 2006), supporting the 

description of primary care as the ‘de facto’ mental health care system (Regier et al., 

1993).  Even with the well-documented prevalence of common mental disorders in 

primary care, and their associated substantial morbidity, most treatments for mental 
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disorders fall below the minimal standards of quality (Kessler et al., 2005).  And while 

effective treatment exists, only a minority of people (20%) with diagnosed mental health 

disorders receive appropriate treatment (Kessler et al., 2005; Young, Klap, Sherbourne, & 

Wells, 2001).  Multiple factors contribute to the poor quality of mental health care in 

primary care settings.  Treatment in primary care is typically brief; primary care 

providers may lack necessary training and confidence, and even well-trained providers 

are limited in what they can address in a 15 minute office visit during which they also 

must address more pressing medical problems (Unutzer, Schoenbaum, Druss, & Katon, 

2006).    

Chronic illness and co-morbidity 

 A chronic medical condition has been defined as an illness or impairment 

expected to last a year or longer (Vogeli et al., 2007).  Chronic medical conditions affect 

nearly half of the people in the United States and two-thirds of encounters with health 

professionals are for the management of chronic conditions (Hoffman, Rice, & Sung, 

1996; Vogeli et al., 2007).  Effective treatment of chronic illness in primary care is 

complicated and requires significant investment on the part of the patient and their 

families (Starfield, 2006).   

 Co-morbidity is defined as the presence of multiple health conditions at the same 

time, with one condition identified as the primary condition (Starfield, 2006). The 

presence of multiple health conditions, chronic diseases, and their predisposing risks is 

thought to be the norm for populations of patients in primary care medical practices.  The 
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great majority of patients have more than one health problem present at any given time 

and the prevalence of co-morbidity increases significantly with age (Fortin, Bravo, 

Hudon, Vanasse, & Lapointe, 2005).  Typically, the problems identified by patients are 

nonspecific, span long periods of time, and require a breadth of services (Rosen, Reid, 

Broemeling, & Rakovski, 2003). 

 The simultaneous presence of multiple health problems is associated with a lower 

quality of life (Fortin, Dubois, Hudon, Soubhi, & Almirall, 2007) and psychological 

distress increases with increasing severity of the chronic diseases (Fortin et al., 2006).  

People with multiple co-morbidities have more rapid declines in their health and an 

increased likelihood of disability (Wolff, Starfield, & Anderson, 2002). 

Prevalence of depression and anxiety in primary care 

 Co-occurring medical and mental illness are common.  Adults with chronic 

medical disorders have high rates of depression and anxiety which often impair self-care 

and compliance with treatment of their disease (Unutzer et al., 2006).  Major depression 

increases the burden of chronic illness by increasing perception of symptoms, causing 

additional impairment in functioning, and increasing medical cost through over 

utilization of the healthcare system (Unutzer et al., 2006).   

 Diagnosis of depression in patients with chronic illness can be challenging.  It can 

be difficult to recognize, diagnose and treat because of the overlay of symptoms from the 

physical condition.  Some chronic illnesses can cause people to have decreased appetite, 

sleep disruptions, and poor physical functioning, thereby masking the symptoms of 
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depression (Kravitz & Ford, 2008). Many patients with co-morbid depression and chronic 

disease may sabotage their own treatment by ‘focusing on the physical’ and delaying 

treatment of mental health concerns for weeks or months.  Such delays in addressing the 

underlying depression can not only make remission difficult, but can make treatment of 

the physical condition more difficult (Kravitz & Ford, 2008). 

 Complicating the diagnosis is the fact that as many as 75 percent of patients with 

a mental health disorder have as a chief complaint a predominantly somatic symptom.  

Patients with anxiety disorders, panic attacks in particular, often present to their 

physicians with multiple physical complaints or irritability and may complain of a variety 

of symptoms that mimic heart attack and respiratory distress (Haas, Leiser, Magill, & 

Sanyer, 2005; Roy-Byrne, Katon, Cowley, & Russo, 2001).  Patients with anxiety 

disorders are often quite vocal that enough is not being done to diagnose and treat their 

discomfort, and may reject the diagnosis of a mental health disorder and insist the 

physician pursue the somatic complaints for an accurate diagnosis (Haas et al., 2005; 

Jackson & Kroenke, 2001). 

 Conversely, treatment of chronic medical conditions can be complicated by the 

presence of an underlying mental disorder.  Somatic symptoms of depression include 

bodily pain, fatigue, weakness and other vegetative symptoms, and are the most common 

presentation of depression in the medical setting (Sayar, Kirmayer, & Taillefer, 2003).  

Anxiety and panic disorders are also associated with numerous bodily symptoms 

including hyperventilation, chest pain, dizziness, racing heart and abdominal discomfort 

(Sayar et al., 2003). Additionally, anxious patients tend to have excessive worry around 
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their disease, misinterpret ordinary sensations, and ‘catastrophize’ health events.  The 

result is higher health care costs and worse health outcomes from over-prescribing of 

medication to deal with symptoms (Kravitz & Ford, 2008). 

 Depression also appears to increase the risk for developing a chronic condition. 

One longitudinal study found that major depressive disorder predicted the onset of 

diabetes (Eaton, Armenian, Gallo, Pratt, & Ford, 1996). Another study found that 

depression predicted the development of heart disease in a healthy population (Rugulies, 

2002). These findings held even when controlling for smoking, lack of exercise, and 

other poor health behaviors that might be caused by the depression.  In summary, there 

exists a complicated and corresponding relationship between depression and chronic 

disease.  Depression affects the prevalence and severity of chronic medical conditions 

and vice versa (Kravitz & Ford, 2008). 

 Finally, poverty and poor health are positively related to the presence of mental 

disorders (McGuire & Miranda, 2008).  Data from a number of studies suggest that 

people from ethnic minority groups and underserved populations are particularly unlikely 

to receive specialty mental health care treatment (Jackson-Triche et al., 2000)  Hispanics 

and other ethnic minorities experience a disproportionate burden of disability associated 

with mental disorders because of these disparities in mental health care (Cabassa, Zayas, 

& Hansen, 2006; Dwight-Johnson & Lagomasino, 2007).  Unmet needs for mental health 

care are particularly prevalent among older adults, individuals from ethnic minority 

groups and uninsured or low income populations (Unutzer et al., 2006).   
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 Two competing trends in health care have altered the interface between primary 

care and mental health.  The growth of managed care has resulted in primary care 

providers serving as gatekeepers to specialty mental health care.  As such, there has been 

increasing pressure on primary care physicians to treat instead of referring for 

uncomplicated depression and anxiety disorders.  This has created a dependency among 

mental health providers for referrals from primary care, potentially created a competition 

for patients, and has generated friction among professional organizations (Druss, 2002). 

 The second, and opposing, trend in health care has been the widespread increase 

in ‘carve-out’ organizations, which manage mental health issues apart from medical 

services.  In this model, the primary care physician is generally bypassed and non-

physician utilization reviewers manage the gatekeeper function.  The lack of review by 

the primary care physician is of particular concern for patients with medical co-

morbidities, who might be on multiple medications (Druss, 2002; Wolff et al., 2002).  

 In summary, primary care is a sustained relationship between a patient and the 

physician who cares for them which addresses the whole person, in the context of their 

medical history and with a focus on integrating care from within and outside of the 

primary care setting (Safran, 2003).  The prevalence of common mental disorders in 

primary care, and their associated difficulty in diagnosis and substantial co-morbidity, 

has been well documented (Regier et al., 1993; Unutzer et al., 2006). Multiple factors 

contribute to the poor quality of mental health care in primary care settings.  Treatment in 

primary care is typically brief; primary care providers may lack necessary training and 

confidence, and even well-trained providers are limited in what they can address in a 15 
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minute office visit during which they also must address multiple medical co-morbidities 

(Unutzer et al., 2006).   

 Health care is often fragmented between multiple systems in which 

communication and collaboration between providers is difficult at best (Druss, 2002; 

Starfield, 1994).  The objective of this dissertation is to describe a systematic approach to 

effectively treat common mental health disorders, such as depression and anxiety, which 

involves integrating care managers and mental health specialists into the primary care 

treatment team.  Because people from ethnic minority groups and underserved 

populations experience episodic and fragmented care, and because of the high prevalence 

of chronic medical, dental, and mental health issues in these vulnerable populations, the 

importance of establishing a model of care that is accessible, patient-centered, and 

provides high quality care in a socio-culturally adapted manner is essential.  

Conceptual Framework 

THE CHRONIC CARE MODEL (CCM)  

 The Chronic Care Model (Wagner, Austin, & VonKorff, 1996) has been 

established as an intrinsic element of chronic disease care.  The objective of the Chronic 

Care Model (CCM) is to change the approach to care of chronic illness from acute and 

reactive to proactive and planned (Coleman, Austin, Brach, & Wagner, 2009; Wagner, 

Austin, & VonKorff, 1996). Traditional treatment of chronic conditions often fails to 

acknowledge the role of the patient in self-management of their illness, thus missing 

opportunities for optimal health by failing to educate the patient or understand the 
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behavioral and psychosocial elements of their disease process.  The treatment of chronic 

disease in primary care too often “features an uninformed passive patient interacting with 

an unprepared practice team, resulting in frustrating, inadequate encounters 

(Bodenheimer, Lorig, Holman, & Grumbach, 2002; Bodenheimer, Wagner, & Grumbach, 

2002a, p. 1775).”  

 The CCM grew out of the recognition that primary care practices make little 

distinction between acute care and chronic disease, thus operating in response to patient 

report of symptoms, abnormal lab work, and crisis stabilization (Wagner, Austin, & 

VonKorff, 1996).  Patients with acute illness take precedence over routine, preventive 

care, disease education, psychosocial assessment, and proactive follow-up.  Wagner, et 

al. (1996) suggest that these deficiencies in the treatment of chronic disease lead to poor 

outcomes for the following reasons:  1) failure to detect complications in a timely 

manner, 2) lack of patient education about the disease resulting in failure to self-manage 

and regulate the illness, 3) lower quality of care, and 4) undetected psychosocial distress. 

 In their historical and extensive review of the literature, Wagner, et al. (1996) 

examined randomized controlled trials, successful chronic care programs and disease 

management programs in national health systems in Western Europe and found 

similarities among these organized efforts.  Their seminal article Organizing care for 

patients with chronic illness (Wagner, Austin, & VonKorff, 1996) is one of the most 

widely cited models (with over 1500 citations in Web of Science) on care for patients 

with chronic disease in the medical literature, and has been adapted to the treatment of 

numerous disease processes across multiple settings (Bodenheimer, Wagner et al., 2002a; 
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Bodenheimer, Wagner, & Grumbach, 2002b; Wagner, Austin, & VonKorff, 1996; 

Wagner et al., 2005). The four elements of the original Chronic Care Model described as 

necessary for this practice redesign include self-management support, decision support, 

delivery system design, and clinical information systems (Wagner, Austin, & VonKorff, 

1996).   

 An essential feature of the CCM is evidence-based, planned care, a notion which 

often meets resistance by practitioners who prefer the idea that each patient is unique and 

requires an individualized plan of care (Wagner, Austin, & VonKorff, 1996).  Evidence-

based planned care operates by protocol, with clinical guidelines and an organizational 

plan for treating diseases in a systematic way with proven effectiveness.  The central 

features of successful programs of chronic disease management and planned care include 

practice redesign, patient education, expert system, and information (Wagner, Austin, & 

VonKorff, 1996).  See Figure 1. 
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Figure 1:  The Chronic Care Model (Wagner, Austin, & VonKorff, 1996) 
 
 
 Practice redesign requires the primary care practitioner to plan the way that 

clinical services are delivered, including the management of appointments and follow-up 

and the delegation of key clinical tasks to non-physician members of the health team 

(Wagner, Austin, & VonKorff, 1996).  Patient education requires teaching competencies 

and offering behavioral change support to the patient and the family in order to enhance 

the self-management of their disease and effect lifestyle changes that are often essential 

to successful outcomes.   

 Expert system refers to the need for specialized care in the treatment of 

complicated disease and is most commonly achieved through referral or consultation with 

specialists.  Such outside referrals often result in fragmented care and increased cost, and 

have not demonstrated increased expertise by the primary care practitioner.  However, 

Organizing Care for Patients with Chronic Illness 

I I I I 
PRACTICE PATIENT EXPERT IN ATI 
REDESIGN EDUCATION SYSTEM 

* Appointments * Self-Management * Provider education * Reminders 
* Roles * Behavioral change * Decision support * Outcomes 
* Follow-up * Psychosocial support * Consultation * Feedback 

* Patient participation * Care planning 

FIG. 1. Improving outcomes in chronic illness. 

needs to be done for patients, at what intervals, and by whom. Most 

practices do not operate by protocol, and many practitioners resent the 

notion that care should be homogenized. Rugged individualism leads to 

practice variation and failures to adhere to guidelines. The acute care 

orientation of practice reinforces the conviction that patients are unique, 
that their problems are idiosyncratic, and that good care is highly in- 

dividualized. In contrast, planned care requires the doctor to make the 

intellectual leap from constantly thinking and worrying about specific 

patients to considering all patients with specific clinical features or 

needs and how those needs might be met. This leap is facilitated by the 

use of practice protocols or guidelines based on scientific evidence of 

effectiveness (Eddy 1992). The shift to evidence-based, planned care 

should be eased by working within a care system or group practice that 

values guidelines and has created a plan at the organizational level to 

assist practitioners in their efforts to comply with guidelines. Some of 

this assistance, like information systems or provider training, will be 

discussed more fully below. 

Physicians, nurses, and other staff working in RCTs or special pro- 

grams are accustomed to working by protocol. Such is not the case in 

busy practices where the implementation and acceptance of guidelines 
remain a major challenge (Gottlieb, Margolis, and Schoenbaum 1990). 

Evidence suggests that guidelines alone have little, if any, impact (Grim- 

shaw and Russell 1993). Guidelines more often contribute to improve- 
ments in the process and outcomes of care when used as part of more 

comprehensive practice improvement interventions like those depicted 

5I9 
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Wagner, et al (1996) found collaborative care strategies to be most promising, wherein 

specialists and primary care physicians are co-located in the same setting and manage 

patients collaboratively resulting in improved outcomes, integrated care, and increased 

expertise on the part of the primary care practitioner. 

 Lastly, in Wagner’s Chronic Care Model, information is required in order for a 

practice to improve the delivery of chronic illness care.  A patient registry may be used to 

successfully track patient outcomes, contact them with reminders and feedback, and in 

order to effectively stick with a protocol of planned care.  The availability of an 

electronic medical record and other computer information systems have become powerful 

tools since the initial inception of the CCM (Coleman et al., 2009). 

 The Chronic Care Model later evolved into “a multidimensional solution to a 

complex problem” (Bodenheimer, Wagner et al., 2002a, p. 1776), with the addition of 

three overlapping organizations: the entire community, the health care system and the 

provider organization (Wagner et al., 2005).  Thereby, the four elements of the original 

Chronic Care Model previously described as necessary for practice redesign (self-

management support, decision support, delivery system design, and clinical information 

systems) were now described as operating within the health care system which itself 

exists in the larger community (Bodenheimer, Wagner et al., 2002a; Wagner et al., 2005).  

In the newer model, resources and policies in the community affect the delivery of 

medical care and many community-based resources can improve patient self-

management.  The health care organization, and its view of how chronic disease is 

managed and reimbursed, has a significant influence on the implementation of 
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improvements and the pursuit of quality care of chronic disease (Bodenheimer, Wagner 

et al., 2002a).  Ideally, an informed, activated patient interacts with a prepared, proactive 

practice team that results in improved outcomes (Wagner et al., 2005).   See Figure 2. 

 

 

Figure 2:  The Chronic Care Model (Wagner, et al., 2005). 
 

 The Chronic Care Model has been widely adopted in numerous national quality 

improvement initiatives that have influenced more than 1,500 primary care practices in 

the United States and internationally (Berenson et al., 2008; Coleman et al., 2009). A 
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recent review of the literature on the CCM (Coleman et al., 2009) found practice changes 

in four areas led to the greatest improvements in patient health outcomes: increasing 

providers’ expertise and skill, educating and supporting patients, making care delivery 

more team-based and planned, and making better use of registry-based information 

systems.   

Literature review  

COLLABORATIVE CARE 

 The Chronic Care Model (CCM) described by Wagner, Austin and Von Korff 

(1996) and applied to the treatment of mental disorders in primary care has come to be 

known as collaborative care (Thielke et al., 2007; Unutzer et al., 2006). It represents a 

comprehensive treatment model that approaches the management of mental health 

disorders as though they were a chronic illness and has proven to be most effective.  

Numerous, randomized clinical trials have indicated the effectiveness of collaborative 

care over usual care (Asarnow et al., 2005; Roy-Byrne et al., 2001; Schoenbaum et al., 

2002; Unutzer, Katon et al., 2002).   

 Collaborative care models are based on the principles of chronic disease 

management (Bower & Gilbody, 2005) and suggest a systematic approach that involves 

integration of specialty mental health specialists, care management, and primary care 

physician oversight to more proactively treat mental health problems, such as depression 

and anxiety.   And though these models vary in terms of the best means of integrating 

achieving collaboration, some essential elements of collaborative care are 1) mental 
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health services are co-located in the primary care setting (Oxman, Dietrich, & Schulberg, 

2005), 2) systematic clinical care management is provided by a nurse, social worker, 

psychologist or other licensed mental health provider (Unutzer et al., 2006), 3) verbal or 

written communication about the clinical evaluation and treatment plan transpires 

between the clinical care manager and the primary care provider (Oxman et al., 2005), 4) 

systematic consultation to the primary care providers and the clinical care manager is 

provided by a consulting psychiatrist focusing on patients who are not improving as 

expected (Oxman et al., 2005; Unutzer et al., 2006) 5) proactive follow-up and outcome 

monitoring by the care manager is provided in the clinic or by telephone (Oxman et al., 

2005; Unutzer et al., 2006) and 6) a psychoeducation component about the mental 

disorder and its treatment can be provided to the patient by the clinical care manager to 

promote treatment engagement and provide information in an understandable format 

(Dwight-Johnson & Lagomasino, 2007).  In addition to the above elements, there is often 

an evidence-based psychotherapy treatment component provided by the clinical care 

manager, such as cognitive behavioral therapy, motivational interviewing, or solution-

focused brief therapy (Thielke et al., 2007; Unutzer, Katon et al., 2002).  

 In 2002, the President’s New Freedom Commission on Mental Health was 

charged with conducting a comprehensive review of the mental health care delivery 

system in the United States (Unutzer et al., 2006).  One goal that emerged from the 

Commission concerned “early mental health screening, assessment, and referral to 

services” (The President's New Freedom Commission on Mental Health, 2003, p. 57). 

The specific recommendation for achieving that goal was “collaborative care models for 
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identification and treatment of mental disorders across the life span should be widely 

implemented in primary care settings and reimbursed by public and private insurers” 

(The President's New Freedom Commission on Mental Health, 2003, p. 65). 

 According to Thielke, Vannoy, and Unutzer (2007), collaborative care is different 

from traditional primary care in two essential ways.  One is that outcomes are 

systematically documented through structured information tracking systems.  Outcomes 

are usually measured with quantitative mental health tracking instruments common in 

primary care, such as the Patient Health Questionnaire (PHQ-9) (Kroenke, Spitzer, & 

Williams, 2001), and recorded in the patient’s medical record.  The PHQ-9 is the 

depression module of the Primary Care Evaluation of Mental Disorders Patient Health 

Questionnaire (PRIME-MD PHQ), a three-page self-administered diagnostic instrument 

for common mental disorders (Spitzer, Williams, Kroenke, Linzer, deGruy, Hahn, Brody, 

& Johnson, 1994).  The PHQ-9 is a shorter version, self-report of frequency of symptoms 

for ‘the last two weeks’ on each of the nine DSM-IV criteria for depression (Kroenke et 

al., 2001).  Studies in primary care samples indicate the PHQ-9 to be a reliable and valid 

measure of depression severity with a Cronbach’s alpha of 0.89 (Kroenke, Spitzer, & 

Williams, 2000).   

 The instrument often used to measure anxiety in primary care is the Overall 

Anxiety Severity and Impairment Scale (OASIS) (Norman, Cissell, Means-Christensen, 

& Stein, 2006).  The OASIS is a five item continuous measure of anxiety severity and 

impairment.  It measures frequency and intensity of symptoms and respondents’ 

behaviors to avoid situations that may provoke anxiety.  It is positively correlated with a 
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number of anxiety disorder diagnoses, and scores do not differ significantly depending on 

the disorder.    Patients respond to the items, which ask about anxiety and fear ‘over the 

past week’ on a 5-point scale (Campbell-Sills et al., 2008).  The scale’s brevity has been 

shown to be useful in primary care settings because it can be completed by the patient in 

the waiting room and scored prior to the physician visit.  It has demonstrated strong test-

retest reliability, and convergent validity with a Cronbach’s alpha of 0.80 (Norman, 

Cissell, Means-Christensen, & Stein, 2006).   

 Screening instruments can be powerful tools in assisting clinicians with 

diagnosing depression and anxiety and monitoring treatment response. These instruments 

can also help track a patient’s overall depression severity as well as the specific 

symptoms that are improving or not with treatment.  Any instrument that covers the 

psychiatric diagnoses to be treated in the primary care setting is appropriate, as long as it 

has adequate psychometric properties (i.e., adequate reliability and validity with the 

target population) (Thielke et al., 2007).  

 Measuring mental health symptoms at the start of a patient's treatment and 

regularly thereafter facilitates treatment planning and adjustment, indicates when it’s time 

to change medications, avoids patients staying on ineffective treatments for too long, and 

assists primary care providers in knowing when to refer for consultation or get additional 

help (Thielke et al., 2007).  Patients complete the assessment tool regularly, so the 

clinical care manager can monitor their response to treatment.  

 A structured, computer-based information tracking system, or patient registry, is 

essential to track patients with identified mental health needs.  The registry contains 
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patients’ scores on the mental health assessment tool, as well as a record of each contact 

that the primary care physician and care manager has or attempts to have with the patient 

(Meredith et al., 2006; Thielke et al., 2007).  The patient registry also keeps track of all 

clients with updated contact information, facilitates engagement and follow-up, indicates 

who needs additional attention with alerts and customized caseload reports.  It also 

provides reminders for clinicians and care managers, facilitates mental health specialty 

consultation, and communication between treating providers (Meredith et al., 2006; 

Unutzer, Choi, Cook, & Oishi, 2002).  A registry can track patient outcomes, improve 

compliance, and has relevance for federal and state funding documentation of outcomes 

mandates (Unutzer, Choi et al., 2002).  Keeping track of who’s getting better and who’s 

not results in proactive rather then reactive care management.   

 The other way in which collaborative care is different from traditional primary 

care is the introduction of care managers, whose primary function is to manage the 

mental health disorders of the patients and facilitate communication between the primary 

care providers and the mental health specialist (Thielke et al., 2007).  A clinical care 

manager is a professional who is responsible for following patients with identified mental 

health needs in the primary care setting and monitoring their response to treatment.  The 

chief roles of the care manager include educating patients, involving and supporting 

treatment decisions, encouraging medication adherence, providing brief counseling, and 

facilitating consultation with a psychiatrist or other appropriate mental health specialist as 

needed. Care managers also monitor treatment outcomes, discuss and support treatment 
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recommendations, and provide brief counseling using evidence-based techniques (Oxman 

et al., 2005).   

 Tracking of symptoms after improvement in order to prevent relapse is another 

essential function of the care manager (Thielke et al., 2007).  Additionally, patient 

education and self-management interventions have been critical elements of virtually all 

successful clinical trials of collaborative care (Blasinsky, Goldman, & Unutzer, 2006; 

Williams, Gerrity et al., 2007).  Collaborative care developed from observations of the 

clinical course of depression, especially as it related to treatment adherence and disease 

recurrence, and its similarity to other chronic diseases (Klinkman et al., 1997; Oxman et 

al., 2003). The time constraints of primary care physicians have forced them to rely upon 

ancillary providers in the management of depression, particularly during the acute phase 

(Oxman et al., 2003). In a collaborative care model, the primary care practice employs a 

care manager whose sole function is to manage patients’ mental health disorders.   

 Clinical care managers are the linchpin of the collaborative care model (Unutzer 

et al., 2006). The clinical care manager has regular contact with the patient to track his or 

her treatment adherence and response (Oxman et al., 2003). The clinical care manager 

also provides the patient with education about the psychiatric disorder and its treatment to 

empower the patient and to address stigmatizing beliefs (Unutzer, Katon et al., 2002).  

This educational role is expanded when the patient is a child to include outreach to the 

family, family and parent education, and family empowerment (e.g., educating parents 

about what questions to ask of a pediatrician or psychotherapist) (Bodenheimer, Lorig et 

al., 2002). The clinical care manager’s role is qualitatively different from that of a case 
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manager or care coordinator (Bachman, Pincus, Houtsinger, & Unutzer, 2006). Clinical 

care managers focus on the patients’ mental health needs and treatment.  They are 

responsible for actively monitoring the patients’ treatment adherence and response, not 

just managing patients’ appointments (Bachman et al., 2006; Oxman et al., 2003).  

 Physicians demonstrate a greater comfort in managing the care of mental health 

and behavioral health issues when they are co-located with a social worker or behavioral 

health specialist (Guevara et al., 2007).  With the recent development of significant 

concerns about suicidal ideation and the prescribing of anti-depressant medication, i.e. 

the ‘black box warning,’ physicians increasingly rely upon non-medication interventions, 

use of social work services, and community referrals (Oxman et al., 2005; Williams, 

Klinepeter, Palmes, Pulley, & Foy, 2007).   

 A consulting psychiatrist provides case consultation and treatment 

recommendations to the care manager and the primary care physicians, and evaluates 

patients with diagnostic or treatment concerns.  A psychiatrist provides supervision of the 

clinical care manager. Together, they review the patient registry, focusing on those in the 

care manager’s caseload who are not responding or adhering to treatment (Unutzer et al., 

2001). When needed, the psychiatrist makes recommendation for treatment adjustments 

(e.g., medication change), which the care manager communicates to the primary care 

physician (Unutzer et al., 2001). 

 Case consultation with the psychiatrist might occur when the patient fails to 

respond to treatment, has a complicating mental health diagnosis, such as a personality 

disorder or substance abuse, is bipolar or psychotic, or has current substance dependence.  



 22 

Psychiatrist recommendations might include revisiting the current diagnosis, treatment 

adjustment, or referral for other specialty mental health or social services, like 

psychotherapy or an evidence-based behavioral intervention (Thielke et al., 2007; 

Unutzer, Katon et al., 2002; Unutzer et al., 2001). 

SUMMARY OF THE EVIDENCE 

 Since over 37 randomized clinical trials, and 20 years of well-designed studies by 

several groups of researchers, have indicated the effectiveness of integrated care over 

general medical care in treating mental health problems, 3 rigorous meta-analyses of 

multi-faceted interventions for the treatment of depression and anxiety in primary care 

were conducted to examine the evidence from the United States and Europe (Bower, 

Gilbody, Richards, Fletcher, & Sutton, 2006; Gilbody, Bower, Fletcher, Richards, & 

Sutton, 2006; Williams, Gerrity et al., 2007).  Fidelity to the collaborative care model, as 

defined by Katon, Unutzer, et al (2002) was defined as a multi-faceted intervention which 

included distinct professionals: the care manager, a primary care provider, and a mental 

health professional.  Successful programs involved active care management (not case 

management), support of medication management, and psychiatric consultation.  What 

follows is an examination of the 3 systematic reviews.  

 Gilbody et al (2006) identified 37 randomized control trials, that included 12,355 

patients with depression, being managed in primary care settings using a collaborative 

care approach for inclusion in their meta-analysis. The purpose of their study was to 

examine clinical effectiveness of collaborative care in the short and long term, the 



 23 

specific elements that determined its effectiveness, how research evolved over time, and 

the totality of evidence for the model.  Short term outcomes were defined as 6 months 

and long term outcomes were defined as 12, 18, 24 months and 5 years.  Since 

collaborative care interventions usually seek to improve adherence to medication, 

Gilbody et al (2006) specifically compared percentages of patients meeting standardized 

treatment guidelines for medication use. 

 The findings from the Gilbody et al (2006) meta-analysis indicated that 

collaborative care resulted in positive clinical improvement on depression outcomes at 6 

months, and that improvement was maintained across longer term studies for up to 5 

years.  With regard to fidelity to the model, they found all of the studies had a care 

manager, but several did not have access to specialist consultation.  Additionally, the use 

of regular supervision for the care manager by a psychiatrist was related to better clinical 

outcomes.  The inclusion of a care manager with a mental health background was also 

associated with more positive patient outcomes. However, the addition of psychotherapy 

was not, nor was number of sessions. 

 The Gilbody et al (2006) meta-analysis was considered to be the most 

comprehensive review of collaborative care to date, and established for the first time the 

longer term benefits of the intervention. The cumulative nature of the review established 

the existence of sufficient evidence for a number of years, and declared the necessity of 

shifting from clinical trials of collaborative care to dissemination and implementation 

studies.  Finally, they concluded that further research into the model should be conducted 
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outside of the United States in “well-funded European health care systems and in less 

well-funded systems in the developing world” (Gilbody, Bower et al., 2006, p. 2320). 

 The same year, the same group of researchers (Bower et al., 2006), conducted a 

second systematic review of the literature and meta-regression analysis to explore the 

‘active ingredients’ of collaborative care interventions and outcomes in primary care.  

The researchers began developing and testing a collaborative care intervention for the 

treatment of depression in the UK and were interested in using a phased approach model 

to identify the specific aspects of complex interventions, considered a critical step before 

conducting further clinical trials (Campbell et al., 2000).    

 Bower et al (2006) settled on the inclusion criteria for their review as any study 

which offered a multi-faceted, primary care intervention for depression that contained the 

following components:  the care manager, mechanisms to improve the relationship 

between primary care providers and mental health specialists (including the care 

manager), and information sharing tools and technology.  They specifically excluded 

studies that examined training of physicians and studies that offered the provision of 

psychotherapy as the only enhancement over usual care.  They restricted the analysis to 

short term (6 months) outcomes, defined as adherence to anti-depressant therapy or 

reduction in depressive symptoms.  The researchers ultimately identified 28 studies with 

outcome data on anti-depressant use, and 34 studies with outcome data on depressive 

symptoms. 

 The findings of Bower et al (2006) suggest strong implications for collaborative 

care models.  Most significantly, the inclusion of care managers with a mental health 



 25 

background and regular supervision with a specialist (i.e. psychiatry) both predicted 

positive outcomes.  Bower and colleagues suggested expertise is critical, preferably 

graduate level.  They also suggested that it might be difficult to sort out the process by 

which expertise plays a role, be it through specific technical skills (such a s knowledge of 

anti-depressants or psychotherapy) or non-specific skills (such as engagement with 

difficult patients or effective professional collaboration).  Certainly, they concluded, 

qualitative research on the nature of that expertise and its role in collaborative care is 

worth exploring, noting also that such expertise can be difficult to find and may be more 

costly (Bower et al., 2006). 

 Similar to the two studies which preceded it, the third systematic review by 

Williams, Gerrity, Holsinger, Dobscha, Gaynes, and Dietrich (2007) sought to examine 

the impact of collaborative care on depression outcomes in primary care and to define the 

key elements.  However, the researchers analyzed the components using Wagner’s 

Chronic Care Model (CCM) as a framework for understanding the research and to guide 

implementation efforts.  Additionally, the researchers sought to identify which subsets of 

patients are likely to benefit and the resources that may be required for the interventions.  

Twenty-eight randomized clinical trials, with 10, 910 patients, were included in the 

review.    

 As was the finding in the previous meta-analyses, Williams and colleagues (2007) 

found care management was a key element in all of the multi-faceted interventions.  

Because the systematic review was organized according to the CCM, specific care 

management functions were identified – communication and coordination, education and 
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support, monitoring of symptoms and treatment adherence, self-management support, and 

psychological treatment.  Other important components commonly identified included a 

patient registry and supervision of the care manager by a mental health professional.   

 Almost all of the interventions resulted in improvements in depression outcomes, 

and fifteen of the studies that reported outcomes other than depression severity 

demonstrated improved functional status, patient satisfaction, and work outcomes.  The 

skill set of the care manager was again identified as essential, as was degree of 

integration with the practice. Interestingly, the findings suggest that subgroups of patients 

may benefit from different levels of intervention.  For example, patients with minor 

depression did not show improvement any more than those who received usual care, 

suggesting a “watchful waiting” period before beginning treatment with some (Williams, 

Gerrity et al., 2007, p. 100).  However, patients with major depression and a medical co-

morbidity, or treatment resistant depression, may require a much more intensive 

intervention, frequent monitoring and a stepped care approach. 

 The important findings from the 3 systematic reviews were that all ‘core 

components’ are needed:  the primary care physician, the care manager, and a consulting 

psychiatrist.  Also, co-location of a mental health specialist is not sufficient.  Effective 

collaboration is needed, and initial medication treatments are rarely sufficient. Changes in 

treatment require proactive follow-up and effective consultation (measurement based 

care).   The researchers across all 3 studies concluded that collaborative care was 

consistently more effective than usual care with specific advantages in retaining patients 

in treatment, improved mental health outcomes, employment rates, overall functioning 
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and quality of life (Bower et al., 2006; Gilbody, Bower et al., 2006; Williams, Gerrity et 

al., 2007).  

 Recent research suggests that care management strategies are needed to engage 

low-income, minority populations in the treatment of mental illness. (Miranda et al., 

2003).  But little is known about whether primary care providers should use different 

approaches to detection and treatment of mental health disorders to make them more 

effective with different minority groups (Jackson-Triche et al., 2000). 

Components of the dissertation as articles 

 This dissertation will consist of 3 articles that examine issues associated with the 

integration of primary health and behavioral health care in Texas and the United States. 

Numerous previous studies, clinical trials, and reports have provided ample statistical 

data on improvements in clinical outcomes from integrating care, particularly for adults 

with mild to moderate depression (Bower et al., 2006; Gilbody, Bower et al., 2006). In 

addition, several studies and projects have identified multiple barriers that have decreased 

the application and advancement of integrated care at the local and state levels (Thielke et 

al., 2007).  

 This dissertation seeks to examine integrated health care from different 

perspectives – primary care and mental health providers, quantitative clinical patient 

outcomes, and an interdisciplinary treatment team – using three different methodological 

approaches – a quantitative descriptive survey, quantitative clinical outcomes, and a 

qualitative case study. A program analysis from a low-income clinic will quantify patient 
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outcomes in both physical and mental health, and further analyze a Spanish-speaking 

subset of the clinic population.  An in-depth case study will seek to understand the same 

clinic’s successful implementation of a model of integrated care and evaluate the role of 

the social worker as an essential component of the collaborative care treatment team.  

Additionally, this dissertation seeks to examine integrated care strategies currently 

utilized by providers in Texas and the perceived barriers to integration. 

ARTICLE ONE: COMPLETED AND PUBLISHED 

Sanchez, K., Thompson, S., & Alexander, L. (2010). Current efforts, strategies and 
 barriers in integrated health care:  A survey of providers in Texas. General 
 Hospital Psychiatry,  32(1), 26-32. 
 

Abstract 

Objective   

This study aimed to assess the extent to which publicly funded behavioral health and 

primary care providers in Texas have integrated physical and mental health care, the 

strategies used in implementation efforts, and barriers encountered in integration.   

Method   

A survey of behavioral health and primary care providers in Texas was conducted to 

examine providers’ perceptions of efforts to integrate physical and mental health care in 

their organizations. Integration strategies utilized, health conditions targeted, and barriers 

to implementation were evaluated.  Descriptive analyses were conducted to determine 

organizations’ current integration strategies and perceived clinical, organizational and 

financial barriers to integration.   
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Results  

Out of 382 surveys initially distributed, a final sub-sample of 84 organizations with 

complete data was examined, a response rate of 22%.  Among this sample of behavioral 

health and primary care providers, many shared integration practice strategies and 

endorsed similar barriers to integration. 

Conclusion   

The findings from this study suggest that publicly funded organizations in Texas 

attempting to integrate physical and mental health care were aware of and employing 

practice strategies considered essential to the successful treatment of mental health issues 

in primary care settings.  Attention to barriers that still exist, especially regarding 

workforce and funding issues, will be critical for organizations considering and 

attempting integration. 

ARTICLE TWO:  COLLABORATIVE CARE FOR THE TREATMENT OF DEPRESSION WITH A 

LOW-INCOME, SPANISH-SPEAKING POPULATION 

Submitted:  General Hospital Psychiatry (3/9/11) 

Abstract 

Objective   

This study evaluated the effectiveness of collaborative care with a predominantly 

Hispanic, low-income population. The study also sought to examine depression outcomes 

with a sub-population of Spanish-speaking Hispanics. 

Method   
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The data were collected in 2006 through 2009 at a primary care safety-net clinic. A 

bilingual care manager provided supportive counseling, patient education, and 

systematically tracked patient progress in a patient registry. A consulting psychiatrist 

evaluated patients with diagnostic or treatment concerns. The study examined changes in 

depression scores as measured by the PHQ-9.  Logistic regression models compared 

race/ethnicity and language group combinations on their odds of achieving clinically 

meaningful depression improvement when controlling for background characteristics.   

Results  

Results from the logistic regression reveal that Spanish-speaking Hispanic patients had 

significantly greater odds of achieving a clinically meaningful improvement in depression 

at 3 months follow-up (OR = 2.45, p=.013) compared to non-Hispanic whites.  The 

finding for greater improvement in the Spanish-speaking population remained after 

controlling for age, gender, medical comorbidities, prior treatment, and baseline 

depression scores.  

Conclusion   

Findings from this study demonstrate that patients treated in a collaborative care model, 

adapted for Spanish-speaking populations, showed significant improvement in their 

mental health.  Attention to patient preferences in depression care is essential to improve 

the quality of treatment and may improve outcomes.  There is a need to train culturally 

diverse, bilingual clinicians in evidence-based interventions proven effective for 

depression in Hispanic populations. 
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ARTICLE THREE: REFLECTIONS FROM AN INTEGRATED HEALTH CARE TEAM: IT’S 

LIKE BEING A WELL-LOVED CHILD 

Abstract 

The purpose of this case study was to examine how an integrated health care model of 

service delivery for the treatment of depression works with a low income, uninsured adult 

population in a primary care setting. Through intensive interviews, I examined a single, 

multidisciplinary team of providers: the care manager, the primary care physician, the 

consulting psychiatrist, and the director of social services. In addition to the interviews, 

other units of analysis included quantitative data of patients’ clinical outcomes, reports 

and other documents describe the demographics of the population served, services 

offered, staff, and other operational descriptions. Qualitative data analysis methods were 

used and multiple themes emerged: details which shed light on how one primary care 

practice has successfully operationalized the model, the tools which they are using in 

novel ways, the role of team members, and perceived barriers to sustainability.  

Targeted journal: Qualitative Health Research 
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CHAPTER 2:  CURRENT STRATEGIES AND BARRIERS IN 
INTEGRATED HEALTH CARE:  A SURVEY OF PUBLICLY 

FUNDED PROVIDERS IN TEXAS 

 

Introduction 

 An extensive body of research exists documenting the high prevalence of mental 

health disorders in primary care settings (Bower & Gilbody, 2005; Katon, Lin, & 

Kroenke, 2007; Thielke et al., 2007; Unutzer et al., 2006).  In 2003, 54% of people with 

mental health issues were served in the general medical sector without referral to 

specialty mental health providers (Druss et al., 2006), supporting the description of 

primary care as the “de facto” mental health care system (Regier et al., 1993). Further 

complicating patients’ presentation of mental health concerns in primary care is their 

reluctance to discuss mental health problems, perhaps due to societal stigma or a lack of 

motivation caused by the underlying disorder (Thielke et al., 2007).  When patients do 

discuss these delicate matters, those with mental disorders are more likely to report 

problems with access to care, voice dissatisfaction with their medical care, and be 

noncompliant with prescribed psychotropic medication (Kilbourne et al., 2006; Thielke et 

al., 2007). 

 As the number of patients with mental health concerns seeking assistance in 

primary care settings continues to grow, various strategies have been developed to 

improve the quality of mental health care in general medical practice.  Such strategies 

include screening for mental health conditions, education and training of primary care 
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doctors and the development of treatment guidelines (Thielke et al., 2007).  Although 

studies evaluating the screening of mental health problems in primary care settings 

showed an increase in the rate of diagnosis, none of these strategies improved quality of 

care for patients’ mental health.  In fact, “there is little evidence of positive patient level 

outcomes from efforts focused on screening, provider training, dissemination of 

guidelines, referral to mental health specialists, or co-locating mental health practitioners 

in primary care settings” (Thielke et al., 2007, p. 572).   

 Instead, a comprehensive treatment model that approaches the management of 

mental health disorders as though they were chronic illnesses has been shown to be most 

effective.  The Chronic Care Model (CCM) described by Wagner, Austin and Von Korff 

(1996) and applied to the treatment of mental disorders in primary care has come to be 

known as collaborative care (Thielke et al., 2007; Unutzer et al., 2006).  The model is a 

systematic approach that involves integration of mental health specialists and care 

managers with oversight by primary care physicians to more proactively treat mental 

health problems.   

 Over thirty-seven randomized clinical trials have indicated the effectives of 

collaborative care over general medical care in treating mental health problems.  The 

model has been used successfully to treat depression, anxiety disorders, and bipolar 

disorders, among other conditions (Asarnow et al., 2005; Gilbody, Bower et al., 2006; 

Katon et al., 1996; Roy-Byrne et al., 2001; Schoenbaum et al., 2002; Unutzer, Katon et 

al., 2002).  The key features of the collaborative care model include (Druss, 2002; Katon 

et al., 1995; Unutzer et al., 2006): 1) mental health services co-located in the primary care 
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settings (Oxman et al., 2005), 2) systematic clinical care management provided by a 

social worker, psychologist or other licensed mental health provider (Unutzer et al., 

2006), 3) verbal or written consultation concerning the clinical evaluation and treatment 

plan between clinical care managers and primary care providers (Oxman et al., 2005), 4) 

consultation between primary care providers, clinical care managers and psychiatrists 

when necessary (Oxman et al., 2005; Unutzer et al., 2006) 5) proactive follow-up and 

outcome monitoring by care managers during clinic visits or by telephone (Oxman et al., 

2005; Unutzer et al., 2006) 6) clinical care managers promote treatment engagement and 

provide information in an understandable format and 7) brief counseling using evidence-

based practice methods, such as cognitive behavioral therapy (Thielke et al., 2007). 

BARRIERS TO IMPLEMENTING INTEGRATED HEALTH CARE 

 Clinical barriers to implementation in community-based settings reflect obstacles 

that interfere with mental health treatment. For example, accurate detection of symptoms 

that are due to chronic physical illness must be dissected from complaints related to mood 

(Thielke et al., 2007).  In addition, primary care physicians often have limited training in 

the treatment of psychiatric disorders.  Although they may acquire that expertise over 

time, staying current with the latest treatment guidelines and evidence-based 

interventions can be difficult.  Finally, care may be further complicated by the persistent 

stigma associated with mental illness which can create stigmatizing attitudes and barriers 

to communication between patients, primary care doctors, and behavioral health 

specialists (Thielke et al., 2007; Unutzer et al., 2006). 
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 Organizational barriers reflect system-level challenges characterized as obstacles 

to the actual delivery of care, such as difficulties associated with physician time 

constraints, communication and accessibility. Office visits in primary care are notoriously 

brief, limiting the amount of time available for a comprehensive evaluation and follow-up 

of mental health concerns (Thielke et al., 2007; Unutzer et al., 2006).  The physical 

separation of medical and behavioral health providers creates information-sharing 

obstacles, hinders communication, and can generate disagreement between medical and 

behavioral health providers concerning who has primary responsibility for individual 

patient’s care (Kilbourne et al., 2004; Unutzer et al., 2006).  Finally, workforce shortages 

in behavioral health have become a significant concern, especially for those trained in 

care management and evidence-based interventions (Blasinsky et al., 2006; Kilbourne et 

al., 2004).  These shortages are amplified in settings that care for vulnerable populations, 

such as low-income, uninsured patients (Dwight-Johnson & Lagomasino, 2007; 

Kilbourne et al., 2004). 

 Financial barriers to integrated care are largely concerned with funding and 

reimbursement issues.  It has been widely noted that perhaps the greatest obstacle to the 

treatment of mental health issues in primary care settings is the lack of reimbursement for 

essential components of evidence-based models of collaborative care, such as screening 

services, consultation between providers, and many of the services provided by care 

managers (Kilbourne et al., 2004; Pincus, 2003; Unutzer et al., 2006).  Previous 

regulatory restrictions that prohibited federally funded community health centers from 

billing for a primary care medical visit and a mental health visit on the same day continue 
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to influence reimbursement at the state level (Unutzer et al., 2006).  Often, primary care 

providers are unable to bill for behavioral health services; when they do, they are 

reimbursed at a lower rate compared to services provided for physical complaints (Frank, 

Huskamp, & Pincus, 2003; Thielke et al., 2007). 

 To understand the extent to which behavioral health and primary care providers in 

Texas have begun to integrate care, a survey was conducted by the Hogg Foundation for 

Mental Health.  This survey sought to examine providers’ perceptions of efforts to 

integrate physical and mental health care in their organizations, the practice strategies 

used in those efforts, and the mental health conditions targeted.  This study aimed to 

examine the strategies utilized by organizations to integrate mental and physical health 

services, to describe their efforts, and to determine whether the strategies being used 

reflect an evidence-based model of care delivery as described by the collaborative care 

model.  In addition, the perceived clinical, organizational and financial barriers to 

integration were evaluated.   

Methods 

SAMPLE 

 Providers of publicly funded behavioral and physical health services  in Texas 

were surveyed in January 2008.  Survey respondents were sought through key 

organizations of providers of behavioral health and physical health to Texans who are 

largely uninsured or have publicly funded health insurance (e.g. Medicaid).  These 

organizations included the Texas Council of Community Mental Health and Mental 
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Retardation Centers (MHMR) (n=39) and the Texas Association of Community Health 

Centers (TACHC) (n=56).  The Texas Council of Community MHMR is an organization 

of community centers serving Texans with mental illness, mental retardation and 

chemical dependency.  TACHC is a non-profit organization whose members include 

federally qualified health centers (FQHCs) across the state and other providers who strive 

to meet the health care needs of the uninsured and underserved. Survey respondents were 

also sought from the Texas Community Collaboratives, eight mental health community 

collaborations funded through a federal Mental Health Transformation State Incentive 

Grant from the Substance Abuse and Mental Health Services Administration 

(SAMHSA).  An additional 279 organizations that are Texas Department of State Health 

Services (DSHS) contractors were also contacted.  These included Family Planning 

programs, Primary Health Care programs, Title V Maternal & Child Health Community 

Health Division programs, Local Health Departments, Substance Abuse Contractors, and 

Title V Maternal & Child Health – Prenatal programs.  The overall goal of the sampling 

approach was to identify behavioral health providers and physical health providers whose 

patient population was receiving publicly funded services either through a community 

health center or through a provider contracted by the Texas Department of State Health 

Services. 

 A total of 382 organizations were contacted and 170 surveys were completed and 

returned, resulting in an initial response rate of 45%.  Of those initial 170 responding 

organizations, only 140 answered questions regarding the status of their organization’s 

efforts to integrate care and the type of integration the organization was planning, such as 
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treating behavioral health problems in a primary care setting or treating physical health 

problems in a behavioral health setting.  The final sample was reduced to the 84 

respondents who reported treating behavioral health problems in a primary care setting, 

reflecting a response rate of 22% of the original 382 organizations contacted. 

 Though the survey provided no guidance to the individual organizations about 

who the informant for the survey should be, the majority of the respondents in the final 

sample were either health care administrators (41%, n=34) or behavioral health 

administrators (21%, n=18).  The sample consisted of representatives from a variety of 

organization types, the majority of which described their organization as a community 

health center/FQHC (54%, n=45) or a community mental health center (13%, n=11).  

Most of the survey respondents described the current status of their organization’s efforts 

to integrate physical and mental health care as implementing some strategies (63%, 

n=53); and a few organizations described their implementation efforts as complete  and 

focused on maintenance (13%, n=11).  The mental health conditions targeted for 

intervention most often by respondents were depression (91%, n=76) or anxiety (77%, 

n=65).  The majority of the survey respondents (90%, n=73) noted that their 

organizations served predominantly adults (See Table 1). 

PROCEDURES 

 In January 2008, a request to complete the self-administered questionnaire was 

sent by email from the Hogg Foundation for Mental Health.  The introductory e-mail 

described the growing interest in integrating physical and behavioral health care to 
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improve service delivery and optimize people's overall health.  Potential respondents 

were informed that the purpose of the survey was to capture information about the range 

of integrated healthcare needs and efforts around the state.  Respondents were also told 

that the survey data would be used to inform local and state stakeholders working on this 

important issue and that it would take 10-15 minutes to complete.  If they wished to 

complete the survey, potential respondents were directed to a link to SurveyMonkey.com, 

an online service for creating, sending and gathering survey data.   

SURVEY INSTRUMENT 

 The survey questions were developed by the Hogg Foundation for Mental Health 

based on standards of practice identified in the integrated health care research literature. 

The survey sought to capture information about the range of integrated health care needs 

and efforts in the state of Texas.  Respondents were informed about the growing interest 

around the country in integrating physical and behavioral health care to improve service 

delivery and optimize people’s overall health.  Respondents were then queried 

concerning basic descriptive information about their organization, the status of the 

organization’s efforts to integrate care, various strategies used for treating behavioral 

health problems in primary care (each coded yes=1, no=0), and the behavioral health 

conditions targeted (see Table 1). The status of the organization’s efforts to integrate care 

was sought with the question: “Overall, how would you describe the status of your 

organization’s efforts to integrate physical and mental health care?”  Respondents were 

also asked to rate the impact of various clinical, organizational and financial barriers on  
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Survey respondents N (%) 
Primary care provider (e.g. MD/DO, NP, PA) 11 (13.1) 
Behavioral health provider (e.g. MSW,LPC) 17 (20.2) 
Health care administrator 34 (40.5) 
Behavioral health administrator 18 (21.4) 
Other 4 (4.8) 

Organization type  
Community Health Center or FQHC 45 (53.6) 
Community Mental Health Center 11 (13.1) 
Substance Abuse Treatment Center 9 (10.7) 
Other Primary Care Clinic 3 (3.6) 
Specialty Health Clinic (e.g. HIV, TB, Family planning, dental) 3 (3.6) 
Social Service Agency 5 (6.0) 
Other 8 (9.5) 

Behavioral health conditions/problems targeted with strategies  
Depression 76 (90.5) 
Anxiety 65 (77.4) 
ADHD 41 (48.8) 
Other externalizing disorders 34 (40.5) 
Bipolar disorder 44 (52.4) 
Schizophrenia 30 (35.7) 
Tobacco cessation 35 (41.7) 
Problem drinking 46 (54.8) 
Substance abuse 51 (60.7) 
Sleep problems 26 (31.0) 
Status of efforts to integrate physical and mental health care  
We have not started thinking about it. 4 (4.8) 
We are thinking about it, but are unsure how to proceed. 10 (11.9) 
We are in the planning stage. 6 (7.1) 
We have implemented some strategy, but have more work to do. 53 (63.1) 
Our implementation is complete, and we are focused on maintenance. 11 (13.1) 

Table 1:  Sample characteristics (n=84) 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their implementation of integrated health care (see Table 3). Responses to the barriers 

were coded as major/moderate barrier =1, minimal/not barrier = 0.  Respondents were 

given the choice to remain anonymous or to provide contact information. 

DATA ANALYSIS 

 Analysis of the data included frequencies and means of responses to questions 

about the organization, current status of efforts to integrate care, conditions targeted, 

integration strategies used and ages served. Multiple response analysis was completed to 

create frequency and cross tabulation tables from survey data.     

Results 

INTEGRATION STRATEGIES  

 Respondents endorsed using many of the strategies listed in the survey instrument 

to detect and treat behavioral health problems in a primary care setting.  As shown in 

Table 2, screening for behavioral health conditions was the strategy endorsed most 

frequently by respondents from all organizations: 86% (n=72) screened for psychiatric 

disorders, 87% (n=73) screened for substance abuse and 86% (n=72) used paper-based or 

verbal screening.    

 Other strategies endorsed by respondents, though less frequently, were co-

treatment of behavioral health problems by primary care and specialty behavioral health 

providers (69%, n=58), co-location of behavioral health providers in primary care (65%, 

n=55) and psychiatric medications (63%, n=53). Only 39% (n = 33) endorsed having a 
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single treatment plan that combines patient’s physical and mental health care goals. A 

little more than half (n = 43) reported using a medical record that combines physical and 

mental health.  Notably, 86% (n=72) of the respondents endorsed referring to off-site 

specialty behavioral health providers as a strategy for treating behavioral health problems 

in primary care. 

 Although 57% (n=48) of survey respondents endorsed tracking behavioral health 

outcomes as a strategy to treat behavioral health problems in primary care. only 28% (n = 

24) reported keeping a disease registry of patients with identified behavioral health 

issues.  Some additional strategies reflected education and self-management of behavioral 

health issues. Specifically, 73% (n=61) of respondents endorsed training primary care 

staff on behavioral health issues and 77% (n=65) endorsed doing patient education and 

self-management of behavioral health issues.  

Finally, survey respondents endorsed various types of care management strategies 

utilized in treatment of behavioral health problems in primary care settings. Fifty-seven 

percent (n=48) of respondents endorsed clinical care management of psychiatric 

disorders, 71% (n=60) endorsed social service case management and 85% (n=71) 

endorsed providing general counseling to their patients.  Also 64% (n=54) of respondents 

reported using relapse prevention as a strategy.  
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Table 2: Strategies for treating behavioral health problems in a primary 
care setting  
Screening strategies N (%) 

Screening for psychiatric disorders (other than substance abuse) 72 (85.7) 
Screening for substance abuse 73 (86.9) 
Paper-based or verbal screening 72 (85.7) 
Computer-based screening 19 (22.6) 

Behavioral health treatment strategies  

Psychiatric consultation to primary care staff 33 (39.3) 
Co-treatment of behavioral health problems by primary care and specialty 
behavioral health providers 58 (69.0) 

Referrals to off-site specialty behavioral health providers 72 (85.0) 
Co-location of behavioral health providers in primary care setting 55 (65.4) 
Psychiatric medications 53 (63.1) 
Use of medication algorithms for behavioral health disorders 23 (27.4) 
A single treatment plan that combines patient’s physical and mental health care 
goals 33 (39.3) 

Medical record that combines physical and mental health 43 (51.2) 

Outcomes tracking strategies  

Tracking of behavioral health outcomes 48 (57.1) 
Disease registry of patients with identified behavioral health issues 24 (28.6) 

Training and education strategies  

Training primary care staff on behavioral health issues 61 (72.6) 
Patient education and self-management of behavioral health issues 65 (77.4) 

Care management strategies  

Clinical care management of psychiatric disorders 48 (57.1) 
Social service case management 60 (71.4) 
Evidence-based psychotherapy 55 (65.4) 
General counseling 71 (84.5) 
Relapse prevention 54 (64.3) 
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BARRIERS TO INTEGRATED HEALTH CARE 

 The organizations were queried about clinical, organizational and financial 

barriers to the integration of behavioral health into primary care settings. As shown in 

Table 3, the clinical barrier endorsed most often by respondents was providers’ limited 

training in treatment of psychiatric disorders: (70%, n=59). Exactly half (n = 42) 

identified providers’ lack of training in evidence-based behavioral health treatments as a 

clinical barrier.  The clinical barrier identified least often was providers’ stigmatizing 

attitudes of behavioral health issues (37%, n=31). 

 Regarding organizational barriers to integrated health care, 86% (n=72) of survey 

respondents endorsed workforce shortages as a barrier to treating behavioral health 

problems in a primary care setting.  Further, 77% (n=65) of respondents said physicians’ 

limited time was an organizational barrier to integrated care.  Fewer respondents (40%, 

n=34) noted difficulties stemming from a lack of agreement between medical and 

behavioral health providers over who is responsible for the care of the patient.    

 The financial barriers endorsed most often by respondents reflected perceptions of 

reimbursement issues.  These included lack of reimbursement for clinical care 

management and lack of reimbursement for paraprofessionals’ services, both at 71.4% 

(n=60).  These were followed by lack of reimbursement for screening services (68%, 

n=57) and lack of reimbursement for consultation between primary care and behavioral 

health providers (64%, n=54).  The financial barrier identified least often by 

organizations was same-day billing restrictions (41%, n=34). 
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Table 3: Barriers to treating behavioral health problems in primary care 

Clinical barriers N (%) 

Providers’ limited training in psychiatric disorders and their treatment 59 (70.2) 
Providers’ stigmatizing attitudes toward behavioral health issues 31 (36.9) 
Culture and language differences between primary care and behavioral health providers 35 (41.7) 
Providers’ lack of awareness of evidence-based behavioral health treatments 32 (38.1) 
Providers’ lack of training in evidence-based behavioral health treatments 42 (50.0) 

Organizational barriers N (%) 

Workforce shortages 72 (85.7) 
Physical separation of medical and behavioral health providers 54 (64.3) 
Information-sharing obstacles 56 (66.7) 
Primary care organizations’ orientation toward acute (vs. chronic) care 45 (53.6) 
Behavioral health providers’ lack of a public health perspective (i.e. focused on 
individuals, not populations) 36 (42.9) 

Physicians’ limited time 65 (77.4) 
Lack of agreement between medical and behavioral health providers over who is 
responsible for care 34 (40.5) 

Financial barriers N (%) 
Same-day billing restrictions 34 (40.5) 
Lack of reimbursement for consultation between primary care and behavioral health 
providers 54 (64.3) 

Lack of reimbursement for screening services 57 (67.9) 
Lack of reimbursement for clinical care management 60 (71.4) 
Lack of reimbursement for paraprofessionals’ services 60 (71.4) 
Inability to bill using Health and Behavior codes 47 (56.0) 
Primary care providers’ inability to bill for behavioral health services 50 (59.5) 

 

Discussion 

 This study aimed to assess the extent to which publicly funded behavioral health 

and primary care providers in Texas have integrated physical and mental health care, the 
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strategies used in implementation efforts, and barriers encountered in integration.  

Because the survey offered anonymity, the respondents’ individual characteristics are not 

known.  However, the majority of the sample respondents were from community health 

centers (or FQHCs) and community mental health centers.  Community health centers are 

generally considered to be the safety-net health care providers in a community that serve 

uninsured or medically underserved populations. FQHC is a federal designation assigned 

to private non-profit or public health care organizations.  Community mental health 

centers are part of local government and provide services for persons who have a serious 

and persistent mental illness and may provide substance abuse addiction services.  

Among this sample of community behavioral health and primary care providers, many 

shared integration strategies which, taken as components of an overall integrated 

treatment model, suggest organizations’ knowledge of the essential elements of effective 

collaborative care. 

INTEGRATION STRATEGIES 

 The participating providers identified screening strategies for psychiatric and 

substance abuse disorders more often than any other strategy.  Historically, screening 

strategies have proven to increase diagnosis rates and provide feedback to primary care 

providers with little effect on treatment or clinical improvement (Gilbody, Sheldon, & 

Wessely, 2006).  In fact, the U.S. Preventive Task Force has concluded that screening for 

depression can only improve outcomes if changes in the health care delivery system can 

ensure adequate treatment and follow-up (Pignone et al., 2002).   
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 Unfortunately, the providers in this study suggested that they are still referring to 

off-site behavioral health more often than any other treatment strategy. Additionally, they 

identified co-location of behavioral health providers in the primary care setting as an 

important integration strategy.  Co-located care, as opposed to collaborative care, has 

been described as two providers working “in parallel under the same roof” (Thielke et al., 

2007, p. 584), in which the behavioral health specialist takes responsibility for the mental 

health aspect of the patient’s care, thereby reducing the role of the primary care provider 

to screening and referral.  However, in this study, the providers identified additional 

strategies to integrate care. For example, co-treatment of behavioral health problems by 

primary care and specialty behavioral health providers, a combined medical record for 

physical and mental health and the use of psychiatric medications suggest that they have, 

in fact, adopted a model that is truly collaborative.   

 According to Thielke, Vannoy, and Unutzer (2007), collaborative care is different 

from traditional primary care in two essential ways.  One is that outcomes are 

systematically documented through structured information tracking systems.  Outcomes 

are usually measured with quantitative mental health tracking instruments common in 

primary care, such as the Patient Health Questionnaire (PHQ-9) (Kroenke et al., 2001), 

and recorded in the patient’s medical record.  Among the providers in this study, many 

suggested they are tracking behavioral health outcomes and some endorsed using a 

disease registry for behavioral health issues.  These findings are in contrast to those of 

Kilbourne, and colleagues (2008) whose survey of community-based providers found 

most practices lacked these crucial elements of integrated health care. 
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 The other way in which collaborative care is different from traditional primary 

care is the introduction of care managers, whose primary function is to manage the 

mental health issues of patients and facilitate communication between primary care 

providers and mental health specialists (Thielke et al., 2007).  Care managers also 

monitor treatment outcomes, discuss and support treatment recommendations, and 

provide brief counseling using evidence-based techniques (Oxman et al., 2005).  Such 

functions are consistent with Wagner’s Chronic Care Model of disease management as 

applied to mental health conditions (Wagner, Austin, & Von Korff, 1996).  The 

respondents in this study identified social service case management and clinical care 

management of psychiatric disorders as integration strategies, further reflecting their 

knowledge and implementation of the essential components of collaborative care.   

 Tracking of symptoms after improvement in order to prevent relapse is another 

essential function of the care manager (Thielke et al., 2007).  Additionally, patient 

education and self-management interventions have been critical elements of virtually all 

successful clinical trials of collaborative care (Blasinsky et al., 2006; Williams, Gerrity et 

al., 2007).  The providers surveyed for this study identified utilizing self-management of 

behavioral health issues, general counseling and relapse prevention strategies, indicating 

the implementation of key care management functions.   

BARRIERS TO INTEGRATED HEALTH CARE 

 The findings from the survey suggest that barriers to implementing integrated care 

were largely concerned with organizational and financial issues, as opposed to clinical 
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ones.  Although no qualitative, in-depth information was collected about how clinical 

barriers were overcome, survey respondents did overwhelmingly identify providers’ 

limited training in psychiatric disorders.  This confirms previous work suggesting 

accurate diagnosis of mental health disorders is complicated and numerous 

comprehensive efforts aimed at training primary care providers have demonstrated 

limited change in provider behavior (Thielke et al., 2007).  Interestingly, the majority of 

the organizations surveyed did not seem to be struggling with other historically difficult 

clinical barriers, such as providers’ stigmatizing attitudes, culture and language 

differences between primary care and behavioral health providers, and lack of training or 

awareness of evidence-based treatments. 

 Organizational barriers, often identified as a challenge for implementing 

integrated health care, were also reported by study respondents.  Findings confirm 

previous research suggesting the availability of a properly trained mental health 

workforce is among the most pressing health care issues facing the nation, especially in 

rural areas (Hoge et al., 2005).  Many primary care practices lack professionals that are 

adequately trained in care management (Kilbourne et al., 2004).  Although studies have 

found that various nonmedical professionals have successfully served as care managers 

(Kilbourne et al., 2004), the development of performance indicators related to the role 

care managers play in treatment is essential (Unutzer et al., 2006). 

 Physicians have a legendary reputation for being over-worked, with limited time 

for patient visits and other competing demands.  Even well-trained physicians with broad 

knowledge of evidence-based interventions for mental health issues are limited by the 
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typical fifteen minute office visit (Unutzer et al., 2006).  Respondents in this study 

identified physicians’ limited time as a barrier to integrated health care, in spite of the 

basic tenet of collaborative care that the role of caring for mental health issues is shared 

with the care managers and consulting behavioral health specialists.  This finding may 

reflect the perception that time necessary for consultation and collaboration remains a 

challenge. 

 As with many initiatives in health care, financial issues present substantial 

obstacles to integrated health care.  In this study, respondents predominately identified 

lack of reimbursement for clinical care management and paraprofessionals services, 

followed by lack of reimbursement for screening services and consultation between 

primary care and behavioral health providers.  Key elements of collaborative care 

models, especially those concerning screening and consultation, are not currently 

reimbursed by Medicare and Medicaid (Unutzer et al., 2006).  In empirical studies of 

collaborative care, even those with substantial clinical outcomes, the financial burden 

associated with the intervention often becomes an insurmountable barrier to its 

sustainability after grant funds terminate (Blasinsky et al., 2006; Frank et al., 2003).   

LIMITATIONS 

 This study has several limitations that must be considered.  First, the survey was 

limited to provider organizations in Texas whose patient populations were receiving 

publicly funded health and mental health services.  As such, the extent to which it 

represents the general population of the U.S. or those who having different funding 



 51 

mechanisms is unknown.  As the sample of organizations was small and limited to 

voluntary respondents with an interest in completing the survey, the results may not 

generalize to other community health centers in Texas or to community-based primary 

care practices throughout the United States.  The characteristics of those organizations 

that did not respond to the survey cannot be known.  Another key limitation is the lack of 

a shared lexicon of integrated health care terms.  Care management, for example, may 

mean something very different from one organization to the next.  Finally, the 

respondents’ accurate knowledge of their organizations’ clinical or administrative 

policies is unknown.   

Conclusions 

 Taking these limitations into account, the findings from this study suggest that 

publicly funded organizations in Texas attempting to integrate physical and mental health 

care were aware of and employing evidence-based integration strategies considered 

essential to the successful treatment of mental health issues in primary care settings.  

These strategies are consistent with the collaborative care model of integrated health care, 

which understands that the difficulties associated with managing depression and other 

psychiatric disorders in primary care are the same difficulties associated with managing 

any chronic condition in primary care.  The successful implementation of collaborative 

care models of service delivery in community health centers is likely to show 

demonstrable improved clinical outcomes for patients receiving publicly funded health 

services.  Attention to barriers that still exist, especially regarding workforce and 
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reimbursement issues, will be critical to those organizations considering and attempting 

integration. 
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CHAPTER 3: COLLABORATIVE CARE FOR THE TREATMENT 
OF DEPRESSION WITH A LOW-INCOME, SPANISH-SPEAKING 

POPULATION 

 

Introduction 

 The largest minority group in the United States, Hispanics, is projected to triple in 

number in the next half century (Passel & Cohn, 2008) and will account for most of the 

nation’s population growth from 2005 to 2050. Hispanics are projected to make up 30% 

of the U.S. population in 2050, compared with 14% in 2005 (Passel & Cohn, 2008; U.S. 

Census Bureau, 2009b). In some border states and those with large metropolitan areas, 

the numbers are considerably higher, projected to reach nearly 50% by 2050 (U.S. 

Census Bureau, 2009b). It is estimated that 40% of Hispanics in the U.S. have limited 

English proficiency (LEP), and that percentage is increasing (U.S. Census Bureau, 

2009a). Although the lack of English proficiency may create substantial barriers to 

accurate diagnosis and treatment of mental illness, relatively few studies have examined 

the relationship between LEP and mental health disorders or disparities in access to 

services, treatment, compliance or outcomes (Bauer & Alegria, 2010; Sentell, Shumway, 

& Snowden, 2007).  

 Poverty and poor health are associated with higher rates of mental disorders 

(McGuire & Miranda, 2008). Data from a number of studies suggest that people from 

ethnic minority groups and underserved populations are particularly unlikely to have 

health insurance or receive quality psychiatric care (Jackson-Triche et al., 2000; 
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Stockdale, Lagomasino, Siddique, McGuire, & Miranda, 2008; U.S. Department of 

Health and Human Services, 2001). Hispanics and other ethnic minorities experience a 

disproportionate burden of disability associated with mental disorders because of these 

disparities in mental health care (Cabassa et al., 2006; Dwight-Johnson & Lagomasino, 

2007). There now exists extensive evidence documenting the relationship between 

stresses experienced by low income Hispanics, African Americans, and other ethnic 

minorities, and poor health outcomes, especially mental health (Alderete, Vega, Kolody, 

& Aguilar-Gaxiola, 2000; Bazargan, Bazargan-Hejazi, & Baker, 2005; Clark, Anderson, 

Clark, & Williams, 1999; Gelberg, Andersen, & Leake, 2000; Williams, Neighbors, & 

Jackson, 2003; Wu, Erickson, & Kennedy, 2009). Though current research cannot 

adequately explain the exact relationship between discrimination and its role in poor 

health outcomes, it suggests that the daily experience of emotional distress leads to 

substantial increased risk of physical and mental disorders (Williams et al., 2003). 

 Co-occurring mental and medical illness are common.  Adults with common 

medical disorders have high rates of depression and anxiety which often impair self-care 

and compliance with treatment of their chronic disease (Unutzer et al., 2006). Major 

depression increases the burden of chronic illness by increasing perception of symptoms, 

causing additional impairment in functioning, and increasing medical cost through over 

utilization of the healthcare system (Unutzer et al., 2006). Unless the patient perceives a 

need, or until that need reaches a certain severity level, depression is unlikely to get 

identified, after which barriers in the health care delivery system prohibit access for 

vulnerable populations (Gelberg et al., 2000; Mauer & Druss, 2007). By 2003, 54% of 
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people with mental health issues were served in the general medical sector only, that is, 

without referral to specialty mental health (Bower & Gilbody, 2005; Druss et al., 2006; 

Unutzer et al., 2006), supporting the description of primary care as the “de facto” mental 

health care system (Regier et al., 1993). Hispanics, in particular, are more likely to 

receive mental health care in primary care settings (Vega, Kolody, & Aguilar-Gaxiola, 

2001). 

 Even with this well documented prevalence of mild to moderate mental disorders 

in primary care, and their associated substantial morbidity, most treatments for mental 

disorders fall below the minimal standards of quality (Kessler et al., 2005). And while 

effective treatment exists, relatively few people with diagnosed mental health disorders 

(20%) receive treatment consistent with clinical guidelines (Kessler et al., 2005; Young et 

al., 2001). When the leading indicators of mental health treatment in primary care 

(number of office visits, diagnosis of a mental disorder, psychotropic medication 

prescription, and psychotherapy) are examined, disparities in mental health treatment of 

Hispanics in primary care persist (Blanco et al., 2007; Stockdale et al., 2008). 

Additionally, low English proficiency is associated with reports of poor quality of 

primary care, an absence of a source of care, and a lack of continuity (Pippins, Alegria, & 

Haas, 2007). Other studies conclude that treatment and linguistic barriers are likely to be 

even more pronounced at the community level for Hispanics (Karasz & Watkins, 2006; 

Stockdale et al., 2008; U.S. Department of Health and Human Services, 2001). 

 The Chronic Care Model (CCM) described by Wagner, Austin and Von Korff 

(1996) and applied to the treatment of mental disorders in primary care has come to be 
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known as integrated health care or collaborative care (Thielke et al., 2007; Unutzer et al., 

2006). The model is a systematic approach that involves integration of mental health 

specialists, care management, and primary care physician oversight to more proactively 

treat mental health disorders such as depression and anxiety.     

 Numerous, randomized clinical trials have indicated the effectiveness of 

collaborative care over usual care (Asarnow et al., 2005; Bower et al., 2006; Gilbody, 

Bower et al., 2006; Roy-Byrne et al., 2001; Schoenbaum et al., 2002; Unutzer, Katon et 

al., 2002; Williams, Gerrity et al., 2007). However, participants in these studies were 

predominantly insured patients in large health care organizations.  Recent research 

suggests that similar care management strategies are needed to engage low-income, 

minority populations in the treatment of mental illness (Miranda et al., 2003), however, 

little is known about their effectiveness with different minority groups (Jackson-Triche et 

al., 2000). With the changing demographics of the United States, it has become a public 

health imperative to understand and address barriers to detection and treatment of mental 

health disorders in the Hispanic population (Dwight-Johnson & Lagomasino, 2007).   

 In 2006, the Hogg Foundation for Mental Health launched a three-year 

demonstration project on implementing collaborative care practices for the treatment of 

depression and anxiety in primary community clinics. The purpose of this study is to 

evaluate the effectiveness of the collaborative care model at one of the grant-funded 

primary care clinics, which serves a predominantly Hispanic, low-income patient 

population.  In particular, the study seeks to examine the effectiveness of the 
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collaborative care model for the treatment of depression with a sub-population of 

Hispanics who primarily speak Spanish. 

Methods 

SETTING  

 The data were collected in 2006 through 2009 as part of an evaluation of the 

Integrated Behavioral Health (IBH) program, a collaborative care model of identifying 

and treating mild to moderate mental disorders in adults in a primary care setting (Watt, 

2006, 2009). This study was approved by Institutional Review Boards at the University 

of Texas at Austin and Texas State University.  The study site was a community-based, 

safety-net clinic, which provided care to uninsured and underinsured (Medicaid and low 

income Medicare) people in central Texas.  This private, non-profit primary care clinic 

delivered a full range of services including medical assessment and treatment, prevention 

services, on-site laboratory and pharmacy, social work services, nutrition and dietary 

counseling (Watt, 2006, 2009).   

 The clinic served predominantly low-income Hispanic populations (71%). Most 

clinic patients, 79.6%, lived in households whose annual income was at or below the 

federal poverty guidelines.  The clinic provided primary care four evenings per week to 

assure access for working people.  Most of the clinic staff could speak Spanish, including 

the physicians (Watt, 2006, 2009). 
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COLLABORATIVE CARE MODEL  

 The Integrated Behavioral Health (IBH) program received funding from the Hogg 

Foundation for Mental Health as one of seven sites in Texas designed to provide 

integrated mental health services on site and in collaboration with primary care 

physicians. St. David’s Foundation also provided funding for the program and sponsored 

the evaluation. The patients were offered up to six sessions with the clinical care 

manager, a Masters level clinical social (Watt, 2006) worker.  If longer-term services 

were required, the program was designed to be flexible to meet the needs of the patients 

(Watt, 2006, 2009). The clinical care manager was bilingual and provided services in 

Spanish for patients that preferred it.  The clinical care manager functioned as a 

depression care specialist, provided supportive counseling and patient education, 

systematically followed up with patients for assessment and tracked patient progress and 

contacts in a patient registry.  The care manager could also make follow-up contact with 

the patients by telephone. A consulting psychiatrist with the IBH program provided 

consultation for four hours per week to review cases with the care manager.  The 

psychiatrist evaluated patients with diagnostic or treatment concerns and made treatment 

recommendations to the clinical care manager and the primary care physician.  The care 

manager acted as a liaison between the psychiatrist and the primary care physician, 

communicating the psychiatrist’s recommendations back to the primary care physician. 

The primary care physician prescribed all medications to the patients enrolled in the IBH 

program (Watt, 2009).   
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 The primary care physicians in the clinic selected a physician “champion” to 

liaison between themselves and the program administrators, the clinical care manager, 

and the psychiatrist (Watt, 2009). As part of the IBH program, the clinic also employed 

two additional bilingual social workers to provide the initial screening and address 

patient’s issues other than their mental health concerns, such as referrals to community 

resources for basic needs.  The clinic’s Director of Social Services had responsibility for 

the clinical and administrative oversight of the program, provided weekly supervision to 

the clinical care manager, participated in all training and evaluation activities, and met 

regularly with the consulting psychiatrist and the primary care physicians. 

SAMPLE   

 For inclusion in the Integrated Behavioral Health (IBH) program, the primary care 

physicians initially identified the patients in need of mental health services based on the 

clinical interview and referred them to the clinic’s social worker for screening.  If the 

patients screened positive for depression or anxiety, they were told about the IBH 

program and scheduled to see the clinical care manager, who was a bilingual licensed 

clinical social worker.  They were then assessed for program inclusion and enrolled.  The 

clinical care manager referred patients with diagnoses considered beyond the expertise of 

the clinic staff to a community mental health agency.  These diagnoses included 

substance abuse, severe personality disorders and chronic psychotic disorders such as 

schizophrenia. The remaining patients who agreed to participate were enrolled in the 

Integrated Behavioral Health program.  The final dataset for this three year evaluation 
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period of the Integrated Behavioral Health (IBH) program included all of the participants 

enrolled from September 2006 through September 2009 (N=269).   

MEASURES   

 This study examined changes in the mental health status of patients enrolled in the 

Integrated Behavioral Health (IBH) program.  The dependent variables were depression 

and anxiety as measured by the Patient Health Questionnaire (PHQ-9) depression scale 

and the Overall Anxiety Severity and Impairment Scale (OASIS) anxiety scale. The 

clinical care manager administered the scales at initial contact and every subsequent 

contact, in person or by telephone. Both scales were provided in Spanish when preferred 

by the patient.  

 The dependent variable of depression was measured by the PRIME-MD Patient 

Health Questionnaire (PHQ-9) (Spitzer, Kroenke, & Williams, 1999; Spitzer et al., 1994). 

The PHQ-9 is a self-report of frequency of symptoms for “the last two weeks” on each of 

the nine DSM-IV criteria for depression, which results in a range of possible scores from 

0 to 27.  PHQ-9 scores of 5 - 9 represent mild depression, 10 – 14 represent moderate 

depression, 15 – 19 represent moderately severe depression, and >20 represent severe 

depression (Kroenke et al., 2001). Patients with a PHQ-9 score >10 are considered to 

have clinically significant depressive symptoms.  Studies in primary care samples 

indicate the PHQ-9 to be a reliable and valid measure of depression severity with a 

Cronbach’s alpha of 0.89, and has demonstrated construct validity among African 
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American, Latino and non-Hispanic white populations (Huang, Chung, Kroenke, 

Delucchi, & Spitzer, 2006; Kroenke et al., 2000). 

 The independent variable indicating the presence of a comorbid anxiety disorder 

was measured by the Overall Anxiety Severity and Impairment Scale (OASIS) 

(Campbell-Sills et al., 2009). The OASIS is a five item continuous measure of anxiety 

severity and impairment.  Possible scores range from 0 – 20, and an OASIS score of 8 or 

above is indicative of a probable anxiety disorder, and was used as the cutoff point for the 

dichotomous variable (Norman et al., 2006). The scale’s brevity has been shown to be 

useful in primary care settings; it has demonstrated strong test-retest reliability and 

convergent validity with a Cronbach’s alpha of 0.80 (Campbell-Sills et al., 2009). 

 In order to understand the role of race/ethnicity and language in predicting 

outcomes in a collaborative care model, a variable to represent four key groups of interest 

was created, Spanish-speaking Hispanics, English-speaking Hispanics, Non-Hispanic 

whites, and other ethnic groups. Other independent variables used in the data analysis 

included demographic data for the sample such as age and gender.  Also included were 

health and treatment variables such as the presence of comorbid illness, prior treatment 

with psychotropic medications, the number of clinic and telephone contacts. 

DATA ANALYSIS   

 Frequencies and means were calculated for the sample, and descriptive statistics 

are reported.  Chi-square and ANOVA tests were used to determine whether key groups 

of interest, defined by their race/ethnicity and primary language, differed in their 
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demographics, health, treatment history, and most importantly, their changes in 

depression severity over time.  A clinically meaningful improvement in depression was 

calculated as a >50% reduction in baseline PHQ-9 scores (HRSA Health Disparities 

Collaboratives, 2005) at three months follow-up.  

 Logistic regression models were developed to compare the various race/ethnicity 

and language group combinations on their odds of achieving clinically meaningful 

depression improvement when controlling for background characteristics.  The estimated 

βcoeffcients indicate the relative utility of each characteristic, with positive values 

indicating greater likelihood of achieving clinically meaningful improvement in 

depression.  The exp (β) represents the odds that a particular characteristic will increase 

likelihood of treatment response.  All the analyses were conducted using PASW statistics 

software version 18.0. 

Results 

SAMPLE CHARACTERISTICS  

 The baseline demographic and clinical characteristics of the overall sample 

(N=269) are presented in Table 4. The sample was divided into four groups – Spanish-

speaking Hispanics (27.9%, n=75), English-speaking Hispanics (26.8%, n=72), non-

Hispanic whites (34.9%, n=94) and Other (10.4%, n=28). The average age of patients in 

the sample was 36 years old (M = 36.8, SD = + 13.0) and the majority were female (81%, 

n= 213).  Results on the depression measure at the initial assessment indicated over 60% 
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(n=168) of the patients’ had moderate to severe depression (PHQ-9>15), with a mean 

baseline PHQ-9 score of 16.4 (SD+5.0).  Results from the anxiety measure at the initial 

assessment indicated that 77.7% (n=209) of patients had a comorbid anxiety disorder.  

The majority of the patients (60%, n=209) had received prior treatment with psychotropic 

medication. 

 Only about one quarter (n=71) of the sample reported no comorbid medical 

problems, while 31% reported at least one and 16% (n=44) had 3 or more medical 

problems. The average number of clinic visits for the overall patient sample was 4.5 (SD 

+ 4.6).  During the same enrollment period, the average total number of telephone 

contacts with the clinical care manager was 8.5 (SD+8.2).  
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Table 4: Characteristics of lowincome, primary care patients in a 
collaborative care program 

Characteristic 
Overall 

N=269 (%) 
Female 213 (81.3) 
Age (M+SD) 36.8+13.0 
Race/ethnicity by language preference  

Non-Hispanic Whites 94 (34.9) 
Spanish-speaking Hispanics 75 (27.9) 
English-speaking Hispanics 72 (26.8) 
Other 28 (10.4) 

Depression severity at baseline:  
Minimal symptoms 20 (7.4) 
Dysthymia 81 (30.1) 
Major depression, moderately severe 87  (32.3) 
Major depression, severe 81 (30.1) 

PHQ-9 score (M+SD) 16.1 + 4.5 
Comorbid anxiety disorder 209 (77.7) 
Prior treatment with psychotropic medication 161 (59.9) 
Number of comorbid medical problems  

0 71 (26.4) 
1 84 (31.2) 
2 27 (10.0) 
> 3 44 (16.4) 

Average number of clinic visits (M+SD) 4.5+4.6 
Average number of telephone contacts (M+SD) 8.5+8.2 

 

DEPRESSION OUTCOMES BY PRIMARY LANGUAGE AND RACE/ETHNICITY.   

 Table 5 presents the results of the bivariate analyses, which examined 

comparisons of groups by race/ethnicity and primary language.  The non-Hispanic white 
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sub-population was significantly older (M = 41.7, SD+13.1) than any other group, f = 

7.44 (df = 266), p<.001, and had significantly fewer females (67.0%, n=63), χ2  = 21.80 

(df = 269), p<.001.  There were no differences between groups in severity of depression 

at initial assessment, χ2  = 7.95 (df = 12), p = .789, and no significant difference between 

groups on baseline PHQ-9 scores, f = 1.77 (df = 268), p =.153.  There was also no 

significant difference between groups on the presence of an anxiety disorder at baseline, 

χ2  = 5.94 (df = 3), p = .115, nor in the likelihood of having a comorbid medical problem, 

χ2  = 7.45 (df = 3), p = .059.   

 Significant differences between groups were found in the percent of patients that 

exhibited a >50% reduction in baseline PHQ-9 scores at three-month follow-up (χ2  = 

16.75 (df = 3), p = .001).  Specifically, Spanish-speaking Hispanic patients had a 

particularly high level of recovery (77%), followed by English-speaking Hispanics 

(51%), non-Hispanic whites (50%), and other racial/ethnic groups (46%).   
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Table 5: Comparison of patient characteristics and clinical outcomes by language 
and ethnicity in a collaborative care program 

Spanish 
speaking 
Hispanics 

(n=75) 

English 
speaking 
Hispanics 

(n=72) 
Whites 
(n=94) 

Other 
(n=28)  

Characteristic N (%) N (%) N (%) N (%) p* 
Female 68 (94.4) 61 (81.1) 63 (67.0) 27 (96.4) <.001 
Age (M+SD) 34.8+10.6 33.2+12.1 41.7+13.1 36.0+13.0 <.001 
Depression severity at baseline     .147 

Minimal symptoms 9 (12.0) 4 (5.5) 6 (6.4) 1 (3.6)  
Dysthymia 25 (33.3) 20 (27.8) 30 (31.9) 6 (21.4)  
Major depression, moderately severe 23 (30.7) 23 (31.9) 30 (31.9) 11 (39.3)  
Major depression, severe 18 (24.0) 25 (34.7) 28 (29.8) 10 (35.7)  

Baseline PHQ-9 score (M+SD) 15.40+5.1 17.2+5.2 16.5+4.6 17.0+4.8 .153 
Comorbid anxiety disorder 51 (68.0) 58 (80.6) 78 (83.0) 22 (78.6) .115 
Presence of comorbid medical problems 36 (48.0) 38 (40.4) 63 (67.0) 18 (64.3) .059 
Prior treatment with psychotropic medication 27 (36.0) 39 (54.2) 74 (78.7) 21 (75.0) <.001 
Treatment response at 3 months follow-up  
(50% reduction in baseline PHQ-9 score) 58 (77.3) 37 (51.4) 47 (50.0) 13 (46.4) .001 

Average number of clinic visits (M+SD) 4.2+3.2 4.3+5.0 4.2+4.0 7.2+7.6 .023 
Average number of telephone contacts (M+SD) 8.6+8.7 7.4+6.6 8.7+8.3 10.3+9.8 .441 

 

 A logistic regression was run to determine if the bivariate differences in recovery 

observed for the race/ethnic and language groups persists when controlling for 

demographic characteristics, comorbidities, and treatment history. The model (Table 6), 

predicts the likelihood of achieving a clinically meaningful improvement in depression 

(>50% reduction in baseline PHQ-9 scores at three months).  Results reveal that Spanish-

speaking Hispanic patients had significantly greater odds of achieving that improvement 
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(odds ratio [OR] = 2.45, 95% confidence interval [CI]=1.21-4.95, p=.013) compared to 

non-Hispanic whites.  There were no significant differences between non-Hispanic 

whites and English-speaking Hispanics or other racial/ethnic groups.  Prior treatment 

with psychotropic medication (OR=1.97, CI=1.10-3.51, p=.022), baseline PHQ-9 scores 

(OR=1.05, CI=.99-1.11, p=.090), and the presence of a comorbid anxiety disorder 

(OR=.48, CI=.24-.96, p=.039) were also greater predictors of clinically meaningful 

improvements in depression. 

Table 6: Logistic regression for achieving clinical improvement in depression at 3 
months followup in collaborative carea, b 

Characteristic β p Exp (β) 95% CI 
Age .002 .890 1.00 .98-1.02 
Sex  -.010 .976 .99 .50-1.95 
Spanish-speaking Hispanics .896 .013 2.45 1.21-4.95 
English-speaking Hispanics -.672 .060 .51 .25-1.03 
Other .130 .793 1.14 .43-3.00 
Prior treatment with psychotropic medication .676 .022 1.97 1.10-3.51 
Baseline PHQ-9 score .049 .090 1.05 .99-1.11 
Comorbid anxiety disorder -.734 .039 .48 .24-.96 
Presence of comorbid medical problems .064 .828 1.07 .60-1.90 

a  Using White as the reference category. 
b  Nagelkerke’s R2 = .134. 
 

 

Discussion 

 Low-income, uninsured, Spanish-speaking Hispanics in this primary care safety-

net clinic were significantly more likely to achieve clinical improvement in their 

depressive symptoms than any other group at three months follow-up.  The finding for 
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greater improvement in the Spanish-speaking population remained even after controlling 

for age, gender, medical comorbidities, prior treatment, and baseline depression scores. 

Previous epidemiological studies demonstrate Spanish-speaking Hispanics prefer to 

remain in primary care for treatment (Sentell et al., 2007; U.S. Department of Health and 

Human Services, 2001; Vega et al., 2001), the majority of whom use language services 

(interpreters or bilingual providers) (Brach & Chevarley, 2008), both of which suggest 

Spanish language adaptation of services and cultural competency are critical to 

facilitating access to care (Bauer & Alegria, 2010; Bauer, Chen, & Alegria, 2010; Brach 

& Chevarley, 2008). 

 The clinic employed a bilingual clinical care manager to provide counseling and 

patient education, systematically follow up with patients by telephone, and track patient 

progress and contacts in a patient registry. All of the instruments were administered to the 

patients in Spanish, as were all clinical services.  Of considerable importance to the 

integrity of the collaborative care model were the findings related to the delivery of care 

by the clinical care manager.  Specifically, there were no significant differences between 

Spanish-speaking Hispanics, English-speaking Hispanics and non-Hispanic whites on the 

number of clinic visits and number of telephone contacts with the clinical care manager, 

indicating all of the patients in the collaborative care program received the same level of 

care.   

 Previous research has found that non-English speaking individuals are less likely 

to receive needed mental health treatment (Sentell et al., 2007), and when they do, fewer 

than 20% receive care that meets minimally adequate standards (Bauer et al., 2010). In 
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this study, there were no differences between Spanish-speaking Hispanics and all others 

on the severity of depression at initial assessment.  Additionally, Spanish-speaking 

Hispanics were less likely to have had previous treatment, which is consistent with 

evidence demonstrating non-English speaking Hispanics are less likely to have accessed 

lifetime specialty mental health services (Bauer et al., 2010), but may also be consistent 

with previous studies which suggest slight advantages in mental health (possibly 

protective factors) among Hispanic populations in spite of otherwise greater economic 

disparities (Cabassa et al., 2006; McGuire & Miranda, 2008; Vega et al., 1998).   

 Without a comparison group it is difficult to know whether the improvements in 

scores would have occurred on their own or with primary care alone. Previous studies 

have found the change in depression scores from primary care alone to be in the 19% to 

44% range (HRSA Health Disparities Collaboratives, 2005; Katon et al., 1996; Unutzer, 

Katon et al., 2002). The U.S. Department of Health and Human Services suggests that the 

objective of collaborative care research should be to have 40% or more of the patients 

realize a 50% or greater reduction in depression scores (HRSA Health Disparities 

Collaboratives, 2005). In this study, 77% of Spanish-speaking Hispanic patients achieved 

a 50% reduction in scores, followed by English-speaking Hispanics (51%) and non-

Hispanic whites (50%). 

 Lack of language proficiency is a significant determinant of disparities in mental 

health care (Bauer et al., 2010). Though numerous studies of the collaborative care model 

have been conducted (Fiscella, Franks, Doescher, & Saver, 2002; Oxman et al., 2005; 

Roy-Byrne et al., 2001; Schoenbaum et al., 2002; Unutzer, Katon et al., 2002), relatively 
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few studies have examined a socio-culturally adapted collaborative care model for 

Hispanics (Dwight-Johnson et al., 2010; Ell et al., 2010; Ell et al., 2008). This study is 

unique in that we examined the specific effect of language in a collaborative care model 

for the treatment of depression.  The results of this study, therefore, suggest a model of 

care effective for a population at great risk for marginal mental health care, non-English 

speaking Hispanics.   

Conclusions   

 There exists a persistent shortage of Spanish-speaking clinicians.  It is estimated 

that 40% of Hispanics in the U.S. are not proficient in English, and this number is likely 

to increase as the population grows (Blanco et al., 2007). The magnitude of the language 

barrier as it contributes to disparities in health and mental health care is likely to persist.  

Attention to patient preferences in mental health care is essential to improve the quality 

of treatment and may improve outcomes (Clever et al., 2006; Dwight-Johnson, 

Sherbourne, Liao, & Wells, 2000). There is a need to train culturally diverse, bilingual 

clinicians in evidence-based interventions proven effective for depression in Hispanic 

populations (Dwight-Johnson & Lagomasino, 2007). 

 Consistent with previous controlled trials of collaborative care (Roy-Byrne et al., 

2001; Schoenbaum et al., 2002; Unutzer, Katon et al., 2002), the findings from this study 

demonstrate that patients treated in a collaborative care model, adapted for Spanish-

speaking populations, showed significant improvement in their mental health.  In light of 

previous research that demonstrates insufficient evidence-based guidelines for improving 
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the quality of care for patients with limited English proficiency (Sentell et al., 2007), and 

evidence that evaluation of patients in their non-primary language or through an 

interpreter can lead to inaccurate mental health assessments (Bauer & Alegria, 2010), this 

study suggests opportunity. Though the design elements of a community-based program 

evaluation have limitations, the strong evidence base for collaborative care holds promise 

for future clinical trials of the model adapted for use with a Spanish-speaking population. 
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CHAPTER 4:  REFLECTIONS FROM AN INTEGRATED HEALTH 
CARE TEAM: IT’S LIKE BEING A WELL-LOVED CHILD 

 

Introduction 

 The Chronic Care Model (CCM) described by Wagner, Austin and Von Korff 

(1996) and applied to the treatment of mental disorders in primary care has come to be 

known as integrated health care or collaborative care (Unutzer et al., 2006). The model is 

a systematic approach that involves integration of mental health specialists, care 

management, and primary care physician oversight to more proactively treat mental 

health disorders such as depression and anxiety.      

 Integrated health care models are based on the principles of chronic disease 

management (Bower & Gilbody, 2005; Unutzer et al., 2006). Though these models vary 

in terms of the best means of achieving collaboration, some essential elements are 1) 

mental health services are co-located in the primary care setting (Oxman et al., 2005), 2) 

clinical care management is provided by a social worker, psychologist or other licensed 

mental health provider (Unutzer et al., 2006), 3) verbal or written communication about 

the clinical evaluation and treatment plan transpires between the clinical care manager 

and the primary care provider (Oxman et al., 2005), 4) systematic consultation to the 

primary care provider and the care manager is provided by a consulting psychiatrist 

focusing on patients who are not improving as expected (Oxman et al., 2005; Unutzer et 

al., 2006), 5) proactive follow-up and outcome monitoring by the care manager is 

provided in the clinic or by telephone (Oxman et al., 2005; Unutzer et al., 2006), 6) a 
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psychoeducation component about the mental disorder and its treatment can be provided 

by the care manager to promote treatment engagement and provide information in an 

understandable format (Dwight-Johnson & Lagomasino, 2007; Unutzer et al., 2006) and 

7) medication management support to prescribing primary care providers is provided by 

care managers with support from a consulting psychiatrist (Unutzer et al, 2006, Gilbody 

et al 2006). 

 Care management has been well established as an intrinsic element of chronic 

disease care (Wagner, Austin, & Von Korff, 1996). Integrated health care developed from 

observations of the clinical course of depression, especially as it related to treatment 

adherence and disease recurrence, and its similarity to other chronic diseases (Klinkman 

et al., 1997; Oxman et al., 2003). The time constraints of primary care physicians have 

forced them to rely upon ancillary providers in the management of depression, 

particularly during the acute phase (Oxman et al., 2003). In an integrated care model, the 

primary care practice employs a care manager whose sole function is to manage patients’ 

mental health disorders. The chief roles of the care manager include educating patients, 

involving and supporting treatment decisions, monitoring outcomes, encouraging 

medication adherence, providing brief counseling, and facilitating consultation with a 

psychiatrist or other appropriate mental health specialist as needed (Thielke et al., 2007).  

 In one qualitative study of care management for depression in primary care, 

physicians and care managers were interviewed to explore their experiences and 

perceptions of care management (Nutting et al., 2008). The interviews were conducted in 

four waves, with purposeful sampling of physicians and care managers, and 
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modifications made to the interview based on emerging themes. Overall, the study 

findings showed that physicians believed that working with the care manager “promoted 

a team approach to depression care and expanded both the information available to the 

[physician] and the scope of care the patients received” (Nutting et al., 2008, p. 33). 

 The purpose of this case study is to examine an integrated health care model of 

service delivery for the treatment of depression with a low income, uninsured adult 

population in a primary care setting. Since we know from over 35 randomized clinical 

trials that integrated health care is superior to usual care (Bower et al., 2006; Gilbody, 

Bower et al., 2006; Unutzer et al., 2006), in the detailed case study that follows, I explore 

how this model of care delivery works in this setting (Yin, 2003). Through intensive 

interviews, I examined a single, multidisciplinary team of providers to explore how the 

integrated health care model of intensive, collaborative care was an effective strategy for 

providing mental health treatment to a predominantly Hispanic, low-income patient 

population at one grant-funded primary care safety-net clinic.  

Methods 

 I chose to employ an embedded single-case study design (Yin, 2003). The 

descriptive case study method was chosen to explore a critical case for examining the 

well-formulated theoretical propositions of the integrated health care model and to 

enhance knowledge of the model for practitioners and health services researchers in a 

real-life context (Yin, 2003). Because of the numerous clinical trials of the model, I 

decided to focus on understanding the relationships and the specific elements that might 



 86 

lead to improved outcomes for patients.  Case study methodology is particularly useful in 

health services research and in understanding complex health care systems (Anderson, 

Crabtree, Steele, & McDaniel, 2005; Baxter & Jack, 2008).  

 To enrich the findings and shed light on the model, I used a data triangulation 

process in which multiple sources of evidence from the site were collected (Yin, 2003). 

Embedded in the main unit of analysis, that was the Integrated Behavioral Health (IBH) 

program, were several subunits of analysis. In addition to intensive interviews, other units 

of analysis included quantitative data collected by the clinic to track clinical outcomes of 

patients, reports and other documents that the clinic provided to describe the 

demographics of the population served, services offered, staff, and other operational 

descriptions. Each subunit of analysis required different data collection techniques and 

contained different types of data, offering an opportunity for more extensive analysis thus 

enhancing insight into the single case (Yin, 2003). 

Participants and Setting 

 I interviewed four key members of a multi-disciplinary team at a community-

based clinic that provided care to uninsured and underinsured (Medicaid and low income 

Medicare) people across a wide geographic area in a mid-sized town in a large southern 

state. This private, non-profit primary care clinic delivered a full range of services 

including medical assessment and treatment, prevention services, on-site laboratory and 

pharmacy, social work services, nutrition and dietary counseling (Watt, 2006).  
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 The site was purposefully chosen because of its comprehensive implementation of 

the Integrated Behavioral Health (IBH) program to inform the central phenomenon being 

studied (Creswell, 2007). The program was funded by a mental health foundation as part 

of a three-year demonstration project on implementing integrated health care practices for 

the treatment of depression and anxiety in primary community clinics. This qualitative 

analysis grew out of a larger process and outcomes evaluation of the integrated health 

care program at the study site. Therefore, the study site was chosen for its easy access to 

the data, established relationships, and geographic proximity. 

Data Collection and Procedures 

 A major strength of case study research is the use of multiple sources of evidence 

(Baxter & Jack, 2008; Yin, 2003). As part the process and outcomes evaluation, I 

analyzed the quantitative data set, which provided a rich collection of demographics and 

outcome measures on mental health screening instruments for depression and anxiety 

collected by the care manager over time. It was useful to the case study to document the 

objective, quantifiable clinical outcomes of the patients enrolled in the integrated health 

care model at the study site. Some of the additional documents I included in the data 

collection for analysis were provided by the clinic and offered essential descriptions of 

the integrated health care model at the study site and other data about the clinic 

operations and its staff.  

 In addition, I conducted four one-on-one interviews in person using a semi-

structured interview guide (Taylor & Bogdan, 1998). As with most case studies, the 
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interviews were of an open-ended nature (Yin, 2003), in which the respondents were 

asked details about the integrated behavioral health model at the clinic. The University of 

Texas at Austin Institutional Review Board (IRB) approved the study, and informed 

consent was obtained prior to each interview to protect the interview subjects. The 

interviews varied in length from 30 to 90 minutes. I audio recorded and transcribed the 

interviews. I also recorded detailed field notes immediately after each interview to reflect 

on process, themes, interview questions, and reflexivity concerns (Bogdan & Biklen, 

2003). 

 The interviews were conducted with the three key clinical staff who made up the 

interdisciplinary team providing integrated health care at the site: the clinical social 

worker who served as the care manager, the primary care physician “champion,” and the 

consulting psychiatrist for the Integrated Behavioral Health program. As the literature on 

integrated health care was well known to me at that point, I was interested in the subtle 

intricacies that can perhaps only be provided by those deeply entrenched in the model on 

a daily basis. The care manager, the primary care physician and the consulting 

psychiatrist were chosen because their roles are of primary interest to the study. I was 

hoping that the qualitative “N of 1” strategy would provide a rich descriptive insight that 

would illuminate a broader understanding of the model in multiple contexts (Taylor & 

Bogdan, 1998). 

 Additionally, I conducted an interview with the clinic’s director of social services 

who wrote the grant application, designed the program elements and hired all of the 

social work staff. The director of social services also had responsibility for the clinical 
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and administrative oversight of the Integrated Behavioral Health program at the study 

site. The director provided weekly supervision to the clinical care manager, participated 

in all training and evaluation activities, and met regularly with the consulting psychiatrist 

and the primary care physicians. Her insight into the model provided a bigger picture of 

the success of the model, and a perspective on the role of respective members during the 

implementation of the model. 

Data Analysis and Trustworthiness 

 The general structure of the analysis was drawn from Yin’s (2003) strategy for 

case study data analysis, relying on the propositions, which helped focus the study and 

determine its direction and scope (Baxter & Jack, 2008). The extensive review of the 

literature on the integrated health care model generated the development of the research 

questions and helped formulate the data collection plan. The specific propositions which 

helped focus the data collection and the interview discussions were the key features of 

“collaborative care” (Druss, 2002; Unutzer et al., 2006) which include the co-location of 

mental health services in the primary care setting, clinical care management, active 

communication between the clinical care manager and the primary care provider, 

consultation with an external psychiatrist if necessary, proactive follow-up and outcome 

monitoring by the care manager, and a psychoeducation component about the mental 

disorder and its treatment (Bower & Gilbody, 2005; Dwight-Johnson & Lagomasino, 

2007; Oxman et al., 2005; Unutzer et al., 2006). Relying on propositions is a more 
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focused attempt at data collection, and can get at unanswered questions about how the 

model works (Yin, 2003). 

 I utilized Creswell’s (2007) analysis method of reviewing the data, reducing it 

into meaningful segments, organizing it into emerging categories, and developing a list of 

codes based on themes that I found in the interviews. The focus of my attention was on 

how the interdisciplinary team members in this setting operationalized integrated health 

care. I detailed the specific aspects of the case by condensing the themes into a broader 

framework, some of which were drawn from the research literature, and some of which 

seemed to be new contributions to understanding integrated health care. The 

trustworthiness of the findings was established through data triangulation, extensive field 

notes, and applicability to the model (Hinojosa et al., 2001). Applicability was assessed 

by examining the emerging themes which I then cross-validated with descriptions of the 

model in the literature to check for “fit” (Hinojosa et al., 2001). Field notes helped me 

clarify my biases and assumptions about how the model works (Bogdan & Biklen, 2003; 

Creswell, 2007).   

Ethical Considerations 

 The case study method of qualitative research is a reflexive process, in which “the 

researcher has an effect on the research and vice versa” (Cutcliffe, 2003, p. 136). An 

essential self-reflection upon my biases (Schwandt, 2001) revealed they potentially 

stemmed from my extensive knowledge of the integrated health care program being 

studied, such that, in a semi-structured, open-ended interview I had to avoid finishing 
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sentences for interviewees, and remember to explore for detail on elements that were well 

known to me. However, my contemplative transformation from the role of direct practice 

social worker to researcher profoundly enriched my interviews and data collection. The 

application of reflexivity throughout the data collection process, in which I was 

continually reflecting on my influence on the data collection, what I know, and how I 

came to know it, strengthened, as opposed to undermined, my research process (Berg, 

2004). 

Findings 

 A review of the data, including analysis of the interviews and the quantitative data 

set, suggested a number of novel findings about how the elements of integrated health 

care worked in this setting. First, I found that the care manager was using some of the 

essential tools of integrated health care models discussed in the research literature in 

distinct and clinically meaningful ways. For example, the mental health screening 

instrument, and the data registry into which it was entered, offered the care manager a 

comfortable structure for a clinical encounter with a population of patients who may find 

traditional therapy distasteful or awkward. The telephone provided a similar alternative to 

conventional face-to-face contacts.   

 Second, I found the culture of the traditional medical model was initially a barrier 

to the implementation of the program, creating some hesitation around a social worker in 

the role of care manager, as opposed to a psychiatrist. But I also found that ultimately the 

social worker was essential to the success of the model. By building trust with the 
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primary care providers, providing a valuable service, easing the burden of difficult 

patients, and improving patients’ health overall, the IBH program has come to be thought 

of as critical to good patient care in this clinic. Workforce shortage issues proved to be a 

greater barrier than what was anticipated to the implementation of an integrated health 

care model. What follows is a detailed description of the Integrated Behavioral Health 

(IBH) program, its unique features and how it works in this setting.  

CHARACTERISTICS OF THE SETTING 

 The clinic’s patients were predominantly Hispanic (71%) or African-American 

(10%). Most clinic patients, 79.6%, lived in households whose annual income was at or 

below the federal poverty guidelines. Only 5.1% of the clinic’s patients had a household 

income over 150% of poverty. The clinic provided primary care four evenings per week 

to assure access for working people (Watt, 2006). Most of the clinic staff spoke Spanish, 

including the physicians. 

THE INTEGRATED BEHAVIORAL HEALTH (IBH) PROGRAM: “IT’S LIKE BEING A WELL-

LOVED CHILD” 

 The Integrated Behavioral Health (IBH) program was designed to provide mental 

health services in collaboration with primary care physicians for patients with mild to 

moderate mental health disorders. As designed, the patients could receive short-term 

therapy, up to six sessions with the clinical social worker, who also served as the care 

manager. If longer-term services were required, the patients were to be referred to other 
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community resources, according to protocol. Initially, the care manager described herself 

as “uptight” about having to tell the patient they would see each other for only six 

sessions in order to stay within the parameters of the model. What she found over time 

was that if she didn’t say it, “people were more open” to therapy. In fact, the care 

manager stopped detailing at the initial assessment a “time-limited” nature to being 

enrolled in the IBH program because “with that population they don’t typically come in 

for more than six sessions anyway because their lives are so hectic.”  

 The care manager was a bilingual clinical social worker who provided counseling 

and patient education in Spanish, systematically followed up with patients by telephone, 

tracked patient progress and contacts in a patient registry. As part of the IBH program, 

the clinic employed two additional bilingual social workers to address patient’s issues 

other than their mental health concerns, such as referrals to community resources for 

basic needs. The primary care physician endorsed the role of social workers in this way, 

“they have a broad understanding of lots of issues, like how to get the lights turned back 

on, or what’s going on in the legal system that might be impacting the family, or how to 

address issues around disability.” 

 Figure 1 illustrates the Integrated Behavioral Health (IBH) program patient 

services flowchart. For enrollment in the Integrated Behavioral Health (IBH) program, 

the primary care physicians initially identified the patients in need of mental health 

services. Based on the clinical interview and physical evaluation of the patient, the 

physicians would give the patients a preliminary diagnosis then referred them to the 

clinic’s medical social worker, which was described by all the team members as a critical 
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moment.  The primary care physician took responsibility for introducing the idea of 

enrolling the patient in the IBH program: 

I might say, “It looks to me like you might have a diagnosis that would be 

amenable to us entering you into this program.  You could get yourself assessed.”  

And I tended to do that along the lines of, like a blood pressure analogy.  “Just like 

we check your pressure, and if it’s too high, we try to do things to compensate for 

that. Well, we can do scores related to depression and anxiety and, as strange as 

this may seem, we can do things that might help to bring those things under better 

control, if you’re interested.  Would you be willing?”  And most people will go 

either, “yeah” or “let me think about it.”  But then you can also bring them back.  

So, once you persuade them to be assessed . . . you have a conversation with the 

social worker and decide what kind of intervention is going to occur.  Then you 

see them back at an interval.  

The clinic social worker was described as the “gatekeeper” because she did the initial 

screening and “talked with them about what was going on.” If the patients screened 

positive for depression or anxiety, they were told about the IBH program and scheduled 

to see the care manager. The care manager then conducted a psychosocial history, a 

mental status exam, another screening, and made a decision about enrollment in the 

program. The care manager referred patients with diagnoses considered beyond the 

expertise of the clinic staff to a community mental health agency. These diagnoses 

included substance abuse, personality disorders and more severe psychosis such as 
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schizophrenia. Ideally, the care manager could get an “accurate baseline” assessment of 

symptoms before the patient started on medication. 

 The patient was told, first by their physician then by the social worker screening 

them, that they might consider the IBH program. The focus was not on diagnosis, but 

rather on symptoms. The patient was given feedback on the screening instrument and 

“what it means.” They were told about the program, including “things like it was going to 

require their ongoing participation, either over the phone or in person.” The director of 

social services considered part of the success of the IBH program to be the focus on 

specific symptoms that patients were experiencing, so they could “see improvement on 

those specifics and . . . there is a lot less stigma attached to [depression] so you get a lot 

better compliance.” 

 The primary care physician also expressed the ease with which the IBH program 

helped address mental health issues while simultaneously reducing stigma: 

 But the nice piece of it is, it used to be the standard interview was sort of, “you 

 seem a  little depressed.  Would you agree with that?”  “Yes.”  Or, “no.” And then, 

 “Well we could try this or we could try that.”  And a lot of folks were just lost to 

 follow-up.  

 In the IBH program the follow-up schedule was established at the first visit with 

the care manager, during the assessment and enrollment. The care manager provided an 

explanation of the IBH program to the patient and structured weekly follow-up visits that 

were “set and regular.” The follow-up occurred over the phone “maybe seventy percent” 
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of the time. Some patients were “exclusively phone contact.” According to the care 

manager, during the “active treatment phase,” after medication had been initiated by the 

provider and “we were waiting to see how they adjusted to it, if we needed to increase or 

change the dose, or add, that’s when I would see the patient the most.”  

 An external consulting psychiatrist to the IBH program provided case consultation 

and treatment recommendations to the care manager and the primary care physicians, and 

evaluated patients with diagnostic or treatment concerns. The primary care physician 

prescribed all medications to the patients enrolled in IBH, but the consulting psychiatrist 

often stepped in at the primary physician’s request when patients weren’t responding to 

treatment, were having an adverse reaction, an increase in symptoms, new symptoms, or 

any other “diagnostic clarification.”  The psychiatrist echoed what the research literature 

suggests, “[primary care] doctors have less time with patients, and it seems like every 

year it gets less and less, more crowded schedules, and so they punt to me because I have 

time, where they don’t.”  

 Each of the interdisciplinary team members raised the issue of stigma, and how 

various aspects of the program contributed to the reduction of stigma: focus on symptoms 

rather than diagnosis, the analogy to physical health screenings to elicit symptoms, the 

enrollment in a structured program.  But, according to the psychiatrist, it was the 

prescription, written by the trusted primary care physician, which “trumped” all other 

interventions.  Speaking from experience in other settings, he described the lengths he 

would go to try to convince patients to take psychotropic medication, but, “in the end the 

prescription is coming from [their doctor] who they trust enormously.  I mean they love 
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[naming doctors] so, anything that comes out of their mouth [the patients] are going to 

take as gospel.  And that really helps me dramatically.”   

 Not every clinic patient is screened for mental health disorders. There had been 

some talk about routinely screening patients with chronic diseases, like diabetes, but there 

was “a manpower issue.” Also, the clinic continued to struggle with respecting “the 

patient’s agenda.” For example, if they came in for a sore throat then “suddenly they’re 

being asked about their mental health and their family history,” it might not be respectful 

or even a wise use of resources. The physician’s perspective was slightly different on 

universal screening, he was of the opinion that the physicians were quite skilled at 

identifying depression in an office visit, “it’s usually they come in for something else and 

you talk to them about that.  And then something about either the syndrome or the 

presentation makes you think, ‘okay, there’s other elements to this that we need to 

explore.’”  

 The director of social services referred to it as a process of “self-selection” in 

which a patient who was identifying the problem, was expressing a willingness to 

complete the screening instruments, and be in the program, might have been “a bit more 

motivated . . . than someone who gets told, ‘hey, you’re depressed’ that was never going 

to ask about that in the first place.” This likely contributed to their improved mental 

health outcomes. They were “ripe for treatment” as the psychiatrist phrased it. 

 The care manager spoke to the issue of self-selection as well. She described how 

the model appeared to “work quite well” with the patients in this setting. She speculated 

that integrated health care arose from the mental health concerns of high need 
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populations, that could no longer be overlooked, and the patients were bringing to the 

attention of their doctors. The primary care physician expressed a similar sentiment; “It’s 

a great model for the folks it’s intended for.  But it’s also a huge piece in primary care 

that never really had a very organized way to address it before.” 

 As the model has evolved, mental health professionals have expressed concern 

about confidentiality and the combining of mental health records in such a way that many 

more people would have access to them. But the care manager emphasized her surprise at 

never meeting a single patient who was concerned about who might gain knowledge 

about a mental illness. In fact, she summarized, “they felt like, ‘I’ve got this team of 

people around me, that care about me, that are all communicating.’ It’s like being a well-

loved child.” 

THE PHQ-9 AND HITS: NOT JUST OUTCOME TRACKING INSTRUMENTS 

 According to Thielke, Vannoy, and Unutzer (2007), collaborative care is different 

from traditional primary care in one essential way - outcomes are systematically 

documented through structured information tracking systems. In the IBH program in 

place at this clinic, depression outcomes were measured with the Patient Health 

Questionnaire (PHQ-9 ) (Kroenke et al., 2001) and tracked trough an information 

tracking system called HITS (Health Information Tracking System). Some themes 

developed in the interviews regarding the PHQ-9 and HITS.  

 Mental health outcomes in primary care are usually measured with quantitative 

mental health tracking instruments and recorded in the patient’s medical record (Thielke 
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et al., 2007). The PHQ-9 is the depression module of the Primary Care Evaluation of 

Mental Disorders Patient Health Questionnaire (PRIME-MD PHQ), a three-page self-

administered diagnostic instrument for common mental disorders (Spitzer, Williams, 

Kroenke, Linzer, deGruy, Hahn, Brody, & Johnson, 1994). The PHQ-9 is a shorter self-

report version of frequency of symptoms for “the last two weeks” on each of the nine 

DSM-IV criteria for depression which are scored as “0” (not at all), “1” (several days), 

“2” (more than half the days), or “3” (nearly every day), which results in a range of 

possible scores from 0 to 27.  

 As part of the foundation grant, a health information tracking system (HITS) was 

provided to the clinic to serve as a disease registry, a database for documenting and 

tracking mental health outcomes, considered an essential element to the successful 

implementation of integrated health care models (Thielke et al., 2007; Unutzer et al., 

2006). The HITS registry had a number of fields in which the care manager could store 

data about the patient. The PHQ-9 score for each question was collected individually (i.e. 

one numerical field per question), and a total score was calculated. Additionally, The 

HITS registry allowed for the collection of narrative entries from the care manager, such 

as mental status, family history, personal strengths and resources of the patient. There 

was a space for setting goals, and a provisional diagnostic impression. One limitation that 

the care manager described was that the HITS system required a diagnosis for each 

patient. However, the care manager indicated she did so with great caution and often 

preferred to ascribe as benign a diagnosis as possible to avoid labeling the patient with a 

mental illness and the associated stigma. 
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 Findings from the quantitative data were drawn from the program evaluation 

previously conducted for the clinic (Watt, 2009). The U.S. Department of Health and 

Human Services suggests that the objective of collaborative care research should be to 

have 40% or more of the patients realize a 50% or greater reduction in depression scores 

(HRSA Health Disparities Collaboratives, 2005). The grant guidelines also suggested 

using the 50% reduction in depression scores as a standard for measuring improvement.  

Accordingly, the care manager looked for a fifty percent reduction in symptoms before 

she moved patients into the relapse prevention stage, ultimately leading to closure of the 

case. The quantitative findings suggested they were meeting their goals overall: 77% of 

Spanish-speaking Hispanic patients achieved a 50% reduction in scores at 3 month 

follow-up, followed by English-speaking Hispanics (51%) and non-Hispanic whites 

(50%). 

 Interestingly, for the care manager in this setting, the PHQ-9 and HITS were more 

than just outcome tracking instruments. The PHQ-9 provided the care manager an 

opportunity to engage the patient around their symptoms. For example, the care manager 

administered the instrument herself, as opposed to having the front desk ask the patient to 

complete a form in the lobby while they were waiting to be seen. Often she was entering 

the information into HITS while she was talking to the patient, “because with some 

people you can do that, and it doesn’t disrupt the clinical flow of the session.” Though 

she admitted with other people it “feels funky” and “some people are nervous about me 

using the computer.” The care manager found if she integrated the PHQ-9 questions into 

her sessions with patients “that it’s relevant, that it’s not something we are trying to get 
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out the way.” So, conceivably, during the follow-up contacts the care manager might ask 

a PHQ-9 question, and then have some dialogue about the symptom and life 

circumstances before moving onto the next question. She stated the patient knew they 

were moving through the questionnaire. In fact, as she described in this interaction: 

R:  It can be a good way to kind of guide the session. And for people who lack 

focus, or are so overwhelmed, it is a good way to have something to hold onto 

throughout the conversation, and come back to it. 

I: So you’re really using it as a therapeutic tool beyond just a screening 

instrument? 

R: Try to. [laughing] That’s like my daily challenge. When you do something 

over and over again, it’s like, “Okay how do I make this fresh and new again?” 

 The care manager in this setting also used the PHQ-9 to provide feedback to 

patients about their improvement. She might talk to them about how their scores were 

doing and try to examine with them why that might be. The director of social services 

alluded to this as well and how over time the patients began to develop a good 

understanding of the tool. In fact, they often internalized it to the point that, when called 

for follow-up by the care manager, the patient would begin by saying, for example, 

“Well, I think I’m about a 21 today.”  

 The primary care physician expressed his reliance on the PHQ9 and his 

enthusiasm for using an objective, evidence based measure to monitor patient 

improvement. “Lots of patients learn to ask themselves those very same questions, in 

terms of how they think they’re doing.” But the biggest difference with the integrated 
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care model, that’s different than the way depression was treated historically, is “you don’t 

quit working on it until you get somewhere, and then if you’re failing, assess why you are 

failing.”  

 For the psychiatrist, the nine-item instrument was also a clinical guide to 

treatment, because it is based on the nine diagnostic symptom criteria from the DSM-

IV(American Psychiatric Association, 2000).  He said he does not like to make any 

assumptions about diagnosis before he evaluates the patient, in fact, “I really try to ask 

those questions very thoroughly.  I don’t like to take the PHQ9 verbatim.  I always ask 

symptoms “wordly” – you know, I always like to get their words . . . because sometimes 

you can interpret symptoms differently.” 

 When a patient might begin to feel discouraged about their progress, the HITS 

system would prove itself quite useful as a therapeutic tool, as explained by the care 

manager: 

The HITS system will give you a graph after you’ve done the PHQ-9 three times 

with the patient, and that’s really neat to be able to show them a visual [of their 

progress]. I feel like then you can kind of say, “Well it’s hard to remember 

sometimes, but six weeks ago this is where you were, and this is where you are 

now.” 

 Another essential function of a disease registry in an integrated health care model 

is to allow the care manager to track outcomes and prevent patients from “falling through 

the cracks” (Thielke et al., 2007, p. 585). HITS was particularly helpful to the care 

manager as the system would flag the patient’s file when they weren’t improving. In fact, 
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“it will actually light up in red,” which allowed the care manager to step up the clinical 

interventions, perhaps by notifying the primary care provider or by consulting with the 

psychiatrist when someone’s progress had “flatlined.” 

TELEPHONE CONTACTS: ANOTHER NONTRADITIONAL THERAPEUTIC TOOL? 

 When the care manager first took the job with the IBH program at the clinic, she 

said she had no idea the amount of time she would be spending doing therapeutic 

interventions with patients by phone. For an advanced clinical practitioner with extensive 

experience, the idea of extensive time spent with a telephone headset might never have 

interested her in this role. As she said, “I mean if you had asked me two years ago, how I 

felt about doing seventy percent of my contacts over the phone, I would have been like, 

‘I’m out of here.’” She came to realize, however, in a medical setting, dealing with 

people with chronic health issues in addition to their economic struggles, “that [the 

telephone] was the thing that worked for them. I mean, some days they just couldn’t 

come in, even if they wanted to, and so we’d talk over the phone.” 

 The care manager also came to understand the disabling effects of depression, 

combined with chronic disease and poverty. She began to develop relationships with 

patients that were entirely by phone. As the care manager would call to check in on 

patients and administer the PHQ-9, she would ask how they were doing: 

 They might tell me physically what is going on with them, emotionally, if they’ve 

 got family in town, you know . . . and then we’ll move through the questions, 
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 sometimes just by virtue of how they answered the ‘how are you doing’ we’ve 

 moved into the [PHQ- 9] questions.”  

 The care manager described “another [patient] . . . it took her a year to feel 

comfortable coming in for therapy, so we talked on the phone for a year. I never thought 

she would, and then . . . she came in.” Sometimes, though, the care manager insisted on 

face-to-face contact, especially for people with whom she had well-established 

relationships. “I would just say, ‘you know what? I want to lay eyes on you. Can you get 

up here? Especially if they were struggling, and we’d have a session in clinic.” 

 The director of social services offered a slightly different perspective from that of 

the care manager. She made a distinction between those patients receiving care 

management by phone and those receiving telephone follow-up. For her, it was an 

administrative issue and a result of the monthly reports that she was required to provide 

to the foundation. The director admitted that the care manager’s phone contacts were 

lengthy, and that when she started with the program the care manager “didn’t like the 

idea of the phone stuff, but she seemed over time to become much more comfortable with 

it, and part of that may have been re-framing that it was therapy over the phone.” 

 However, asked whether she thought that the telephone could take the place of a 

clinical encounter, the care manager replied: 

No. It’s not therapy. Not the way I think of it. Maybe I’m a traditionalist that way. 

Does it have therapeutic value? Absolutely. But, it’s different to have someone 

sitting in front of you and to be able to see their body language, and see their 

reactions to things, and make contact in person. I would be sad if this were the 
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wave of the future, that everything happens over the phone, because I don’t think 

it takes the place of therapy. But the reality is, especially for folks that are under 

this much stress, this is what they can do. And so it’s the difference between 

getting no clinical intervention at all, or getting this. I’d rather do this, which is 

how I feel about the whole medical setting. It’s like I think this is here because 

this is where people are coming now for mental health issues, and so we need to 

meet them where they are and with what they need, not just what we have an idea 

of how it should be. 

PRIMARY CARE PROVIDER BUY-IN: “TAG – WE’RE IT” 

 In describing her initiation into the clinic, as the first care manager of the new 

IBH program, she believed she was not who the providers wanted, “and that was 

difficult.” She said they wanted a psychiatrist in the role of care manager, or a psychiatric 

nurse. The care manager described the clinic as unique, in that the providers were more 

open-minded compared to other medical systems, “but there is a clear hierarchy and they 

wanted more of a collegial relationship.” The care manager came to understand that what 

she was experiencing was a function of the physicians thinking in a traditional medical 

model which had been, “Okay, you have a mental health issue – Tag, you’re it. Just let 

me pass you off to the psychiatrist, who’s the expert, and then they have it from here.” 

Though the physicians understood integrated health care in theory, in general they just 

felt overwhelmed, so they were very wary of anything that might seem like more work 

for them. As the care manager said, “And so, I think, at the beginning, their buy-in came 
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when they were able to see that this was actually going to take the burden off of them.” 

But, she also described a need to “come in first and offer something to them” before there 

was really trust between them. 

 Interestingly, the primary care provider had a similar, but contrasting perception, 

using the same choice of words.  First, to describe other clinic providers’ reaction to the 

IBH program, “Very good buy-in . . . everybody realizes how much better our care is.”  

And then to describe the lack of specialty care in general in this setting, “It’s like, ‘Tag, 

we’re it!’ [laughing] In a system that’s got lots of potential for you to fall through, what’s 

my intervention going to be that hopefully prevents that?” 

 As a unique solution to the buy-in issue, the original grant proposal for the IBH 

program created a physician “champion” to act as a liaison between the primary care 

physicians in the clinic and the care manager, the psychiatrist, and the program 

administrators. The physician champion was one of the primary care physicians, who had 

worked in the clinic for many years, and was viewed as instrumental to the success of the 

model. He went to all of the grant trainings, sat in on phone calls with the foundation, and 

“sold” the program to physicians who might have been skeptical or new to the clinic. The 

care manager described the physician champion as the “hub” of the IBH program, while 

the champion himself humbly described it as, “Just an advocate. And I’ve been fortunate 

because I’m just honored to be associated with it.” 

 The director of social services, who was the primary author of the grant proposal 

and had administrative oversight of the program, offered a different perspective on the 

primary care physician staff based on her fifteen-year history with the clinic. She 
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considered the clinic lucky; as she said, “There are not a lot of doctors with high egos 

working here. I mean, they choose to work here for a reason. They could be out earning a 

lot more money somewhere else [laughing]. So, there’s a real commitment.” Though she 

admitted there was “some discomfort and I think some resistance at first” and that 

initially the physicians were pushing for a psychiatrist to “send all of our problem 

patients to,” they came to “really, really like the model.” 

 Also in contrast to the opinions of the care manager, the director described the 

culture at the clinic as “built on this kind of democratic, equal, egalitarian kind of model, 

so there’s not a lot of hierarchy here.” She did agree, nonetheless, that integrated health 

care requires some delicacy during implementation “because we’re a little bit on [the 

doctors’] turf.” The physicians are essentially being told how to practice, and the model 

“is pushing them into some areas that are new, or less comfortable for them.” The 

director thought the success of the model depended on hiring a care manager who was 

“pretty easy going, was not going to be viewed as a threat . . . they needed to feel, ‘this is 

an expert in their field and they’ve got something to offer me and my patients.’” 

INTEGRATED HEALTH CARE: WHERE DO WE BEGIN? 

 Both the director of social services and the care manager emphasized that much of 

the program’s success was in how it began. The director put a lot of thought into thinking 

how best to “roll out” the new program to maximize initial success. She started by having 

the care manager “shadow” the doctors while they were seeing patients in the clinic. The 
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care manager explained, “I got an idea for how kind of crazy it is down there. I got to see 

each of them work, and so I got a flavor for their different styles and personalities.”  

 The other critical early success came with the director asking each provider to 

make a list of four or five patients that they were having the most difficulty treating, 

“because I really was trying figure out a way to respond to what they had voiced as their 

need, and for them to feel like somebody was responding to it, and for them to get some 

pretty quick relief.” It worked well for the care manager, too. “Then my case load was 

small enough that I could have success with those first five.” That built confidence in the 

program and in having a social worker in the role of care manager, instead of a 

psychiatrist. 

 The care manager did all of the scheduling for the consulting psychiatrist. She had 

all of his cases ready for review when he arrived for his four hours of consultation per 

week. At least two hours of that time the psychiatrist was actually seeing patients. The 

care manager would participate in those evaluations, “which has been really nice.” She 

could provide some additional information about the case and be a support to the patient, 

as they already had a well-established relationship. The psychiatrist might make 

recommendations on medication changes, which the care manager then would take to the 

primary care provider who would write the new prescription. The psychiatrist would then 

spend the other two hours of his time with the care manager offering advice and 

recommendations on cases where the team felt uncertain about how to proceed. As she 

said, “He helps us get unstuck.” 
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 The primary care physician was confident he spoke for all of the physicians on 

staff when he described the essential function of the care management/psychiatry 

consultation piece, and how different that was from treatment as usual in primary care: 

 It was just like, you know, we have lots of folks coming in the door every day and 

 the best I’ve been able to do heretofore was be empathetic, care, listen, maybe if I 

 had the time, give them a score.  Try to address that.  But so often it came on the 

 heels of some  other, much more involved, physical issue.  So, it’s nice to have 

 somebody to take that piece and share it with me.  It does not really take it away, 

 but to share it with me; And to be more responsible for that piece, than I am, to a 

 certain degree.  I’m always ultimately responsible.   

BARRIERS TO INTEGRATED HEALTH CARE: “IT’S A NEW WAY OF WORKING” 

 Each member of the interdisciplinary team offered slightly different perspectives 

on what they perceived as barriers to integrated health care, perhaps predictably so based 

on their role in implementation. The care manager expressed concern as the program and 

the caseload of patients grew that “some of the quality might get sacrificed for quantity.”  

 The director of social services described anticipating barriers with the primary 

care providers, which ultimately were not sustained. “There may have been some initial 

resistance, but it didn’t last, it was just until they figured out how things were going to 

work.” She did, however, describe workforce shortage concerns. It had been very 

difficult to find Masters level, bilingual, clinical social workers to serve as care managers. 

Finding a consulting psychiatrist had been an issue as well, especially one that shared the 
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same philosophy as the treatment team at the clinic. The director described interviewing a 

few psychiatrists before finding one that “fit.” Even while preparing for these interviews I 

was warned that the psychiatrist’s current role with the IBH program was at risk because 

the agency he was on loan from needed him in other facilities. 

 The care manager also described barriers from what she had observed at national 

conferences on integrated health care: “It’s a new way of thinking, so it challenges 

everybody.” She described meeting others who were in the beginning stages of 

implementation and seeing them “stuck in their ways of thinking.” She believed that 

many of these organizations’ “resources were already taxed,” and that learning a new 

way of doing things was perceived as a loss of resources, rather than a gain. The care 

manager added that one challenge facing organizations is demonstrating that integrated 

health care is beneficial for everyone, especially for providers. She summarized such 

system barriers in this way: 

Changing our perceptions about . . . the way mental health is done, where it’s 

done, how it’s done. As a provider, the same thing, you’ve really got the range. 

Some providers who feel quite comfortable doing it and don’t necessarily want 

any body else to move in on that territory but realistically just don’t have the time 

and resources or training, to ones who are totally uncomfortable addressing 

mental health issues and want to just refer out if they even acknowledge it at all, 

and don’t want that to become part of what they’re doing. And I think that’s 

unfortunate because it’s not where we’re heading in mental health care. 
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 The psychiatrist echoed the care manager’s sentiments about the future of mental 

health care, but like the director of social services, worried about a lack of availability of 

psychiatric consultants.  He described the public, safety net mental health system as 

“broken” as it furthers narrows the range of diagnoses they are able to treat.  The 

psychiatrist also pointed out the closure of more and more psychiatric wards in hospitals, 

and private psychiatric facilities for lack of resources. He described integrated care as the 

“only way out” from this loss of available services in the community, “unfortunately, the 

primary cares are going to end up holding the bag.  That’s very unfortunate but it’s 

what’s happening.  So the only way out really, because they can’t afford to have full time 

psychiatrists, is the integrated health care model.” 

 When asked about barriers to the model, the primary care physician champion 

reiterated what is most often cited as a barrier to broader dissemination and 

implementation of integrated health care, “Who is going to pay for it?”  Though he 

expressed no fear about the loss of the IBH program at this site (in fact, the clinic has 

continued the program beyond the grant funding), he said he would sooner evaluate other 

clinic services in terms of how much they are improving patients’ lives before they 

decided to cut the IBH program, “I think one of the relative truths is, this has been so 

helpful that you either need to have a bake sale and figure out how to cover it, or 

something equivalent . . . it’s been that helpful.”    
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Discussion 

 Although it is but a single example of integrated health care, in one distinct 

setting, this case study represents a detailed description of a program with successful 

patient outcomes. My review of the Integrated Behavioral Health (IBH) program 

provided the opportunity to examine the operations from behind the scenes, with a look 

into the subtleties of the model that might be unique to this setting, and might contribute 

to its success. Specifically, I described a handful of novel insights. First, I found that 

some of the essential tools of integrated health care models, such as the mental health 

screening instrument and the information tracking system, were used in such a way as to 

enrich clinical encounters with patients and gave physicians a reliable method for 

monitoring their patients’ mental health. Also, though use of the telephone has been 

established in the integrated health care literature as a tool for monitoring patients 

(Thielke et al., 2007; Tutty, Ludman, & Simon, 2005), the care manager in this case 

study provided greater understanding of how those contacts can offer an alternative to 

conventional therapy. This was particularly meaningful for patients battling depression 

and poverty who seemed overwhelmed by the idea of weekly therapy sessions in clinic. 

 I found the influence of the traditional medical model, in which the doctor 

maintains control of patient care and struggles with sharing responsibility except to hand 

off care (Nutting et al., 2008), initially created some obstacles to implementation 

especially with regard to employing a social worker in the role of care manager, as 

opposed to a psychiatrist. Initial skepticism and fear that the model will create more work 

for the physician is a common reaction to integrated health care (Nutting et al., 2008). 



 114 

But I also found that ultimately the clinical social worker acting as a care manager was 

essential to building trust with the primary care providers. She came in with something to 

offer, and helped relieve the burden of difficult patients who require more time and 

attention than the providers have to give. This finding is consistent with previous studies 

which found that initially skeptical providers often become enthusiastic after working 

with a care manager over time (Kilbourne et al., 2004; Nutting et al., 2008). In the IBH 

program at this site, the introduction of the physician “champion” and the early 

identification and treatment of the most problematic patients also helped ease the medical 

team into understanding the model.  

 Lastly, in my pursuit to understand barriers to the implementation of integrated 

health care, workforce shortage issues proved to be a significant concern in the IBH 

program. Indeed, the availability of a properly trained mental health workforce is among 

the most pressing health care issues facing the nation, especially in rural areas (Hoge et 

al., 2005). Also, it has been noted that many primary care practices lack professionals that 

are adequately trained in care management (Kilbourne et al., 2004).  Care managers 

monitor outcomes, discuss and support treatment recommendations, and provide brief 

counseling using evidence-based techniques (Oxman et al., 2005).  Such functions are 

consistent with Wagner’s Chronic Care Model of disease management as applied to 

mental health conditions (Wagner, Austin, & Von Korff, 1996) and require extensive 

training and skills.  Although studies have found that various nonmedical professionals 

have successfully served as care managers (Kilbourne et al., 2004), the development of 

performance standards for evidence-based models is essential (Unutzer et al., 2006). 
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 The social work profession is uniquely positioned to be included in the integrated 

health care model to act as the behavioral health specialist and the care manager. Because 

of our comprehensive training and ability to address a range of psychosocial issues that 

contribute to the mental and physical health status of an individual, social work’s value to 

health care is broad (Vourlekis, Ell, & Padgett, 2001).  Social workers have long been 

familiar with standardized screening instruments and assessment tools used in the acute 

care setting, particularly specialty mental health (Vourlekis et al., 2001).  Finally, social 

workers have begun to understand the value of and necessity for evidence based practice, 

while struggling with maintaining the creative, clinical judgment deemed necessary for 

individual situations (Graybeal, 2007). 

 This study has limitations with regard to transferability. The experiences of the 

interdisciplinary team members offer only their perspectives of the IBH program at the 

study site. Including interviews with the primary care provider, the psychiatrist, the 

clinical social worker, and the director of social services provided a rich variety of 

perspectives, which enhanced the single case.  For future studies, in order to further 

enhance rigor, I would also include other study sites.  In particular, a comparison of the 

IBH program to the six other sites funded by the same foundation would offer some 

consistency around the structure of the model, with opportunity for broader analysis, a 

larger sample of organizations, and a look at how a similar model functions in other 

settings. 

 Taking these limitations into account, the findings from this study suggest that the 

essential elements of the model described by the interviewees supported the propositions, 
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which were consistent with evidence-based models of integrated health care found in the 

research literature (Bower & Gilbody, 2005). Empirical studies of collaborative care, 

even those with substantial clinical outcomes, cannot offer insight into how the model 

works in the real world, including the surprises and the obstacles. The kinds of insights 

captured by this case study allow physicians, mental health practitioners and 

administrators a brief glimpse into the key elements of the model as they consider 

implementation of an integrated health care program in their settings. Because the 

successful implementation of integrated health care models of service delivery is likely to 

show demonstrable improved clinical outcomes for patients, it is important to understand 

how the model operates on a day-to-day basis, with careful consideration of the more 

subtle aspects of the program. Attention to barriers that still exist, especially regarding 

workforce and workload, will be critical to those organizations attempting integration. 
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CHAPTER 5: CONCLUSION 

 Despite an extensive body of evidence in the research literature demonstrating the 

effectiveness of collaborative care, implementation in various “real world” settings 

presents a number of barriers.  Successful clinical trials have failed to result in 

widespread changes in practice.  Gaps in the literature persist as to what the clinical, 

organizational and financial barriers to integration are.  As a result, dissemination of the 

model lags far behind (Katon, Unutzer, Wells, & Jones, 2010).   

 Numerous regional and national foundations have offered financial support for 

“start up” efforts aimed at examining the barriers, financing the infrastructure and 

building the evidence base for optimal methods for moving from science to practice 

(Katon et al., 2010).  This dissertation is the product of one such foundation’s efforts.  

Recognized in the research literature as a leader in the organized dissemination of the 

model, the Hogg Foundation for Mental Health (http://www.hogg.utexas.edu/) provided a 

structured approach to program implementation with training from national experts, tools 

such as job descriptions and disease registries, and implementation support to help 

primary care practices tackle the difficult process of organizational change and practice 

redesign (Katon et al., 2010).  Their efforts in integrated health care as a program priority 

continue. 

 This dissertation sought to contribute new information to the literature on 

integrated health care by examining various elements of dissemination efforts funded by 

the Hogg Foundation for Mental Health. The first article examined the experience among 
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a group of health care providers in Texas who were attempting to integrate physical and 

behavioral health care. This article identified the barriers that they have encountered in 

addition to the integration strategies that they have used.  Little is known about providers’ 

perceptions of efforts to integrate the physical and mental health of patients, the practice 

strategies used in those efforts, and the mental health conditions targeted.  This published 

study aimed to examine the strategies utilized by organizations to integrate mental and 

physical health services, to describe their efforts, and to determine whether the strategies 

being used reflect an evidence-based model of care delivery as described by the 

collaborative care model.  In addition, the perceived clinical, organizational and financial 

barriers to integration were evaluated.   

 The second article for this dissertation assessed the impact of an integrated health 

care program in a community-based clinic with a low-income, uninsured population of 

Hispanics, a portion of which were Spanish-speaking and preferred to have their health 

care services provided in Spanish.  Though numerous, randomized clinical trials have 

indicated the effectiveness of collaborative care over usual care (Asarnow et al., 2005; 

Bower et al., 2006; Gilbody, Bower et al., 2006; Roy-Byrne et al., 2001; Schoenbaum et 

al., 2002; Unutzer, Katon et al., 2002), participants in the previous studies were 

predominantly insured patients in large health care organizations.  Less is known about 

the model’s effectiveness with a minority, uninsured population in a primary care clinic 

setting. Recent research suggests that care management strategies are needed to engage 

low-income, minority populations in the treatment of mental illness (Miranda et al., 

2003), but little is known about whether primary care providers should use different 
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approaches to detection and treatment of mental health disorders to make them more 

effective with different minority groups (Jackson-Triche et al., 2000).  This dissertation 

study examined quantitative clinical outcomes of an effective model for the delivery of 

behavioral health services with a population for whom less is known about the efficacy of 

integrated health care. 

 Relatively few studies have examined the specific effect of language as a barrier 

to health care.  Previous findings suggest that lack of English fluency is associated with 

reduced health care use (Fiscella et al., 2002).  In fact, Spanish-speaking patients show a 

greater likelihood than non-Hispanic white patients of having lower health care use, 

including fewer physician visits and lower use of outpatient mental health services but, 

those disparities are essentially eliminated after adjusting for language fluency (Fiscella 

et al., 2002).  The magnitude of the language barrier as it contributes to disparities in 

health and mental health care is likely to increase as the population grows.  The findings 

from this dissertation study indicated the importance of patient preferences, such as 

delivery of services in a primary care setting in the patient’s native language, in the 

treatment of mental disorders.  A socio-culturally adapted model for the provision of 

comprehensive health services may have a significant impact on the health and mental 

health outcomes of minority, non-English speaking populations. 

 The third article offers an in-depth case study of the interdisciplinary treatment 

team from the same community clinic from which the quantitative data was drawn.  

Understanding the details of program implementation and the elements of the model that 

community based providers found useful, and those they found challenging, has 
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implications for widespread implementation efforts. This qualitative article offered an 

analysis of how the treatment team organized itself to perform as a coordinated, high 

functioning effort that fit well with the needs of patients, and had each professional doing 

what they do best (Katon, Von Korff, Lin, & Simon, 2001).  

Limitations 

 The studies outlined in this dissertation have a number of limitations.  The survey 

of providers in Texas was limited to provider organizations whose patient populations 

were receiving publicly funded health and mental health services.  The results may not 

generalize to other community health centers in Texas or to community-based primary 

care practices throughout the United States.  Also, the sample of organizations was small 

and limited to voluntary respondents with an interest in completing the survey.  Another 

limitation was the lack of a shared lexicon of integrated health care terms.  Care 

management, for example, may mean something very different from one organization to 

the next.   

 Regarding the limitations of the quantitative study, it was, essentially, a program 

evaluation and the participants were a convenience sample.  As such, the sample size was 

limited to the number of patients enrolled in the program who completed treatment in the 

three-year period.  Thus, the sample was small and the extent to which it represents the 

general population is not known.  Another limitation was that all measures were self-

report, though most have been extensively used in previous studies (Kroenke, Spitzer, & 

Williams, 2003; Ware, 2008).  The findings are subject to bias as the respondents may 
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have under-reported symptomatology in order to please their treating clinicians. Because 

of the nature of program evaluation, the study lacks certain methodological controls, such 

as a comparison group and controls for internal validity in the delivery of the model of 

care.  Without a comparison group, it cannot be assumed that the improvements in mental 

health were a result of the integrated health care program or that the improvements would 

not have occurred simply with the passage of time.  However, the improvements 

achieved in this study parallel the improvements seen in the intervention groups of 

randomized controlled trials of collaborative care for depression and anxiety disorders. 

 Both the quantitative program evaluation and the qualitative case study have 

limitations with regard to generalizability.  It is important to acknowledge the unique 

qualities of a primary care setting in which 71% of the patient population is Hispanic and 

virtually the entire staff is bilingual.  The extent to which such a distinct culture of 

service provision contributed to the success of the treatment cannot be known and limits 

the generalizability of the findings to Hispanics in other settings.  The experiences of one 

interdisciplinary team implementing an integrated health care model may not be 

transferable to other teams in other settings with other populations.  The same limitations 

apply to the generalizability of the studies’ findings to other minority and/or low-income 

populations in primary care settings.  Thus, further studies in similar clinic settings would 

begin to provide the necessary evidence for expanding the collaborative care model to a 

broader scope of primary care settings. 
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Implications for Social Work Practice 

 Family medicine in primary care has a long-standing relationship with social 

work, sharing similar values of patient-centered care, understanding the person in their 

environment, coordinating care delivery systems, understanding full and equal access to 

care, communicating with the entire family system and medical team, and advocating for 

the patient’s rights.  Similarly, more than any other area of medicine, primary care 

struggles with mitigating the deleterious health outcomes associated with social and 

economic disadvantage (Rosen et al., 2003).  Patient struggles for which family medicine 

often enlists the social work professional include substance abuse, lack of social support 

and family cohesion, medication and diagnostic non-adherence, personal barriers to 

accessing health services, culturally determined health beliefs, emotional stress and 

individual coping with disease, competing life stressors and priorities, and any number of 

‘generic’ risks that cut across health problems and are consistent with the longitudinal 

nature of primary care (Haas et al., 2005; Rosen et al., 2003; Vourlekis et al., 2001). 

 The collaborative care model in its current evolution strives to include physician 

primary care practices as the primary source of care coordination and management of 

chronic diseases, especially as they occur in vulnerable populations (Berenson et al., 

2008).  Vulnerable populations are at increased risk for multiple co-morbidities (Williams 

et al., 2003) which requires comprehensive care that meets or arranges all of a patient’s 

conditions and coordinates care across systems.  The extensive role of the clinical social 

worker, the medical social workers, and the social services manager in this dissertation 

research further validates the role of the social worker as an essential component of an 
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integrated model of disease management for the treatment of mental health disorders in a 

primary care setting. 

 The finding with perhaps the greatest implication for social workers from the 

meta-analyses of numerous randomized control trials on collaborative care (Gilbody, 

Bower et al., 2006) was that which suggests collaborative care models that used care 

managers with more mental health training, accompanied by regular supervision of the 

care manger by a psychiatrist, were associated with better mental health outcomes 

(Gilbody, Bower et al., 2006; Katon & Unutzer, 2006).  Similarly, the patients in this 

dissertation study experienced robust mental health outcomes in a model that was largely 

social work driven.   

Implications for Social Work Education 

Effective management of multiple co-morbidities is complex and requires 

significant disease self-management on the part of the patient. Family medicine training 

programs are required to integrate competencies in behavioral sciences and mental health 

throughout their educational training (Accreditation Council for Graduate Education, 

2007). Such experiences are expected to be acquired in outpatient settings focused on the 

care of the chronically ill.  Physician training provided in collaboration with social work 

training can enhance the capacity, the competence, and the confidence of a patient-

centered treatment team.  Family physician and social work faculty devoted to 

identification and treatment of mental illness in primary care should be designated for 

teaching this essential component of social work and medical education.   
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Comprehensive training and ability to address a range of psychosocial issues that 

contribute to the mental and physical health status of an individual have been essential 

elements of social work education since its inception.  Standardized screening 

instruments and assessment tools used across multiple settings have long been familiar to 

social work education, particularly specialty mental health.  Social work education has 

begun to understand the value of and necessity for evidence based practice, while 

struggling with maintaining the creative, clinical judgment deemed necessary for 

individual situations. As a behavioral science discipline, social work’s value to primary 

care is broad. 

 As the largest provider of mental health services in the U.S. (National Association 

of Social Workers, 2011), social workers are trained in sophisticated diagnostic skills and 

evidence-based interventions such as motivational interviewing, behavioral activation, 

and solution-focused therapy which enhance behavior change in primary care settings 

(Katon & Unutzer, 2006).  Through its traditional comprehensive assessment framework 

and flexible range of interventions to deal with complex biopsychosocial barriers, social 

workers offer expertise across the continuum of patient care (Vourlekis et al., 2001). 

Social workers are uniquely positioned to bring effective mental health training to the 

care manager role in a collaborative care model, and to additionally act as the 

dissemination piece in the push for translational science. 
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Implications for Policy 

 Recent key changes in health care policy at the federal level represent an initial 

effort to address the need for comprehensive, coordinated health care, especially for the 

chronically ill.  The Paul Wellstone and Pete Domenici Mental Health Parity and 

Addiction Equity Act of 2008 (PL 110-46) seeks to put an end to inequities in health 

insurance benefits between mental health/substance abuse disorders and medical benefits 

provided by a group health plan for 50 or more employees. The Patient Protection and 

Affordable Care Act (PPACA) of 2010 (PL 111-148) encourages the development of 

integrated approaches to health care as a means of both improving quality and lowering 

overall costs, with a focus on a central role for primary care.   

 The Health Information Technology for Economic and Clinical Health (HITECH) 

Act, enacted as part of the American Recovery and Reinvestment Act of 2009, promotes 

the adoption and meaningful use of health information technology (HIT) and provides 

funding to strengthen the HIT infrastructure nationwide("Health Information Technology 

for Economic and Clinical Health," 2009, Section 13301) through grants to states.  The 

HITECH Act also provides HIT implementation assistance to health care providers to 

adopt, implement and effectively use electronic health record (EHR) technology through 

regional extension centers designed to provide technical assistance and disseminate best 

practices ("Health Information Technology for Economic and Clinical Health," 2009, 

Section 3012).  Such funding could assist health care providers in developing meaningful 

and functional outcome measurement and tracking as part of integrated healthcare 

implementation. 
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 As part of the prevention and wellness initiative in the PPACA("The Patient 

Protection and Affordable Care Act," 2010), the federal government will appropriate $7 

billion in funding for fiscal years 2010 – 2015, and $2 billion for each year after that for 

prevention research and health screenings.  The Prevention and Public Health Fund 

would support the delivery of evidence-based services aimed at reducing chronic disease 

and health disparities (Kaiser Family Foundation, 2010). The act will require Medicaid, 

Medicare and qualified health plans to cover proven preventive services and eliminate 

cost-sharing for services recommended by the US Preventive Services Task Force 

(USPSTF).  In fact, the USPSTF recommends screening adults for depression, but only if 

the health care delivery system can ensure accurate diagnosis, adequate treatment, and 

follow-up (O'Connor, Whitlock, Beil, & Gaynes, 2009). The PPACA federal screening 

mandates represent a funding mechanism for the providers to implement behavioral 

health screenings in an integrated health care setting. 

 The PPACA has an ambitious agenda that has the potential to meet the needs of 

providers in Texas.  The new law has established a multi-stakeholder Workforce 

Advisory Committee that will develop a workforce strategy with a strong emphasis on 

training positions in primary care.  Additionally, the PPACA will establish Teaching 

Health Centers, defined as community based, primary care clinics funded through 

Medicare and federal Graduate Medical Education primary care residency programs 

(Kaiser Family Foundation, 2010). 

 States will be provided with grants to train and recruit providers for rural 

communities.  The PPACA mandates a public health workforce loan repayment program 
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to promote training in preventive medicine, a diverse workforce and cultural competence 

("The Patient Protection and Affordable Care Act," 2010).  Additionally, the PPACA 

intends to build workforce capacity through scholarships and loans. The new law will 

also support the development of interdisciplinary mental and behavioral health training 

programs that focus on models of integrated primary care, such as medical homes, team 

management of chronic disease and specific models that integrate physical and mental 

health services (Kaiser Family Foundation, 2010).  These funds will be appropriated to 

states for five years beginning in 2010. 

 Under the PPACA, an expansion of Medicaid by 2014 will require states to 

guarantee a benchmark package of essential health benefits and will allow states to 

receive 100% federal funding for the first two years of the expansion, with a gradual 

decrease to 90% financing of the Medicaid expansion by 2020 and subsequent years. 

Additionally, effective January 1, 2011, the PPACA will require states to create a 

Medicaid option to permit enrollees with at least two chronic conditions, or at least one 

serious and persistent mental health condition, to designate a provider as a health home 

(Kaiser Family Foundation, 2010).  The Medicaid expansion and the implementation of 

health care home initiatives will have a significant impact on addressing systemic barriers 

to healthcare integration as well as reimbursement practices that inadvertently deter 

healthcare integration. 

 The CDC recommends that states take an active role in examining geographic 

variations in depression and targeting prevention and intervention efforts.  States can 

monitor depression data by population characteristics, identify populations at greatest 
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risk, and properly allocate mental health treatment resources available from the federal 

government.(Centers for Disease Control and Prevention, 2010) An additional 

recommendation from the national Task Force on Community Preventive Services (2010) 

suggests that states consider an evidence-based, systematic approach to more proactively 

treat mental health problems that involves the integration of specialty mental health 

specialists, care management, and primary care physician oversight.  Such progressive 

reform by the states could result in a prepared system of care coordination that could 

position them to be early recipients of federal reimbursement for integrated health care 

initiatives according to the federal mandates of the Patient Protection and Affordable 

Care Act that will be activated in 2014.   

Dissemination and Sustainability 

 The next frontier in collaborative care research is perhaps the most challenging.  

Currently, the issues regarding dissemination and sustainability of the model are at the 

forefront of collaborative care discussions among researchers, practitioners and policy 

makers (Katon et al., 2010).  As noted previously, over the past several years much of the 

effort to support the implementation of collaborative care models on a larger scale has 

been funded by foundations (Katon et al., 2010).  Numerous other regional and national 

programs have been the result of quality improvement collaboratives.  Large health care 

organizations (e.g. the Veterans Administration and Kaiser Permanente of Southern 

California) have also been at the forefront of evidence-based collaborative care initiatives 

(Katon et al., 2010). 
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 It has been widely noted that the greatest obstacle to the treatment of mental 

health issues in primary care settings is the lack of reimbursement to providers for the 

essential components of evidence-based models of collaborative care, such as screening 

services, consultation between providers, and many of the services provided by care 

managers (Kilbourne et al., 2004; Pincus, 2003; Simon et al., 2001; Unutzer et al., 2006).  

In fact, in empirical studies of collaborative care, even those with substantial clinical 

outcomes, the financial burden associated with the intervention became an 

insurmountable barrier to its sustainability after the study grants were removed 

(Blasinsky et al., 2006; Frank et al., 2003).   

 The pioneers and most widely published researchers on collaborative care, Katon 

and Unutzer, suggest that to successfully “translate” the research into practice will 

require the persistent commitment of local and national leaders to overcome barriers, 

especially those related to funding mechanisms, to support implementation and sustain 

integrated health care programs (Katon et al., 2010).  They describe the early efforts at 

dissemination of science into practice as “humbling” (Katon & Unutzer, 2006, p. 2305).  

The financial incentives and practice transformation necessary for broad implementation 

might be more difficult to realize than creating the research evidence base itself (Katon & 

Unutzer, 2006).  Katon and Unutzer (2010) also emphasize the need for engaging the 

community in planning efforts for mental health conditions, which carry an added stigma 

to seeking treatment.  
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Future research 

 The patient centered medical home (PCMH), of which there are 19 references in the 

PPACA in the context of five major initiatives, represents one potential vehicle for the 

integration and delivery of mental health services (Keckley, Hoffman, & Underwood, 

2010). The PCMH is characterized by a team-based approach in partnership with patients 

and their families, and is an optimal delivery of integrated approaches to care (Butler et 

al., 2008).  Findings from several patient-centered medical home models document 

improved quality, reduced errors, and increased satisfaction when patients identify with a 

primary care medical home (Rosenthal, 2008). The evidence from multiple settings 

suggests the ability of medical homes to advance health through organized, coordinated 

care (Rosenthal, 2008).   

 Virtually all spending growth in recent years is associated with patients who were 

treated for five or more conditions (Thorpe & Howard, 2006).  Vulnerable populations 

are at increased risk for multiple co-morbidities (Williams et al., 2003) which require 

comprehensive care that meets or arranges all of a patient’s conditions and coordinates 

care across systems. The U.S. federal agency which administers Medicare, Medicaid and 

the Children’s Health Insurance Program (CHIP) will be testing and evaluating models of 

care through their Center for Medicare and Medicaid (CMS) Innovation Center.  The 

Affordable Care Act will provide grants to community care teams that organize under the 

medical home model and will also create primary care training and implementation of 

medical home quality improvement processes (Keckley et al., 2010). 
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 Community-partnered participatory research (CPPR) represents an opportunity to 

engage underserved communities in partnership with academic expertise in order to 

maximize dissemination efforts in community based settings while staying true to an 

evidence-based model (Katon et al., 2010).  Academic-community partnerships, in which 

community agencies collaborate with research experts, can examine implementation 

strategies for underserved populations, offer inclusion of diverse perspectives to address 

stigma issues, and implement community-based research initiatives (Katon et al., 2010). 

Such CPPR initiatives have drawn the attention of federal funding agencies and offer 

unique research opportunities that build community engagement strategies from the 

“bottom up” in implementing evidence based collaborative care.  Though academic-

community partnerships are recognized as time consuming to plan, engage, and 

implement, they are thought to offer broader, more sustainable implementation (Katon et 

al., 2010). 

 One vehicle for effective measurement in community-partnered participatory 

research is the Collaborative Care Research Network (CCRN).  The CCRN was created 

by the American Academy of Family Physicians to disseminate the organizational impact 

and health outcomes from practice-based primary care research (2009).  Membership in 

the CCRN will provide access to data from more than 100 primary care practices across 

the country that are implementing collaborative care models for the treatment of 

behavioral health problems (American Academy of Family Physicians, 2009).  Access to 

such data will provide researchers with uniform methodology for measuring and 

collecting data in community based settings, and provide comparison groups when 
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controlled trials are not an option.  Primary care practices can better inform themselves 

by determining the most effective model of collaborative care in advance of undergoing 

the practice transformation necessary for successful implementation. 

  Practice transformation is an essential component of Wagner’s (1996) Chronic 

Care Model.  However, transformation in the way services are delivered is recognized as 

a substantial challenge (Katon & Unutzer, 2006; Katon et al., 2010; Miller & Cohen-

Katz, 2010).  Preparation of existing professionals from multiple disciplines to 

collaborate in new, evidence-based collaborative models that are patient-centered will 

require extensive training and possibly financial incentives.  Research efforts should 

focus on successful implementation processes, “realignment” of practitioners’ roles 

(Katon & Unutzer, 2006), and economic models that are based on patient outcomes 

instead of usual reimbursement business practices (Katon et al., 2001).  

 Another opportunity for future research in integrated health care, proposed by 

family medicine residency training researchers, is the creation of collaborative learning 

environments in order to begin to transform primary care practices (Miller & Cohen-

Katz, 2010).  As described, collaborative learning environments emphasize certain key 

topics thought to be essential to practice transformation: teams and stages of 

collaboration, creating an educational environment for collaboration, professional 

socialization and team-building culture, and collaboration across disciplines.  The 

development of these learning environments could take years to transform a team into a 

“relationship-centered” primary care practice prepared to facilitate patients transition 

toward recovery (Miller & Cohen-Katz, 2010). 
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Conclusion 

 Taken together, the three articles that comprise this dissertation represent an 

understanding of integrated health care from a variety of perspectives.  An analysis of the 

barriers to dissemination of integrated health care is critical.  For providers in Texas, 

knowledge of the specific strategies for integrating mental health into primary care 

settings indicated implementation of evidence-based integrated care models.  There is 

increasing evidence of the need for culturally adapted models of treatment for different 

ethnic groups.  In fact, a recent federal grant provides funding for the development of a 

national model to address the specific issues related to cultural and language barriers in 

integrated health care (http://www.hogg.utexas.edu/detail/187/OMH_grant.html).  This 

dissertation’s findings from the model of integrated care adapted for Spanish-speaking 

Hispanic populations, the case study of its implementation, and an understanding of 

barriers to integrated care represent an initial, community-based analysis that can 

contribute to the larger discussion.  

 For an early career investigator, an aggressive research agenda that demonstrates 

the role of the social worker as an essential component of a patient-centered treatment 

team holds promise for the social work profession and for the further dissemination of 

integrated health care. Elucidating existing models of care for which social workers have 

long been involved and understanding opportunities for collaboration between social 

workers and primary care physicians in a patient-centered approach will help illuminate 

the potential for the social worker to act as the “translator” from science to practice.   
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 Reinforcing the early training social workers receive as members of multi-

disciplinary teams through academic community partnerships and analyzing patient 

outcomes after collaborative interventions that occur at the community level holds great 

promise for participatory research investigations.  The objective of future research would 

be to translate the well-established science of collaborative care interventions into clinical 

practice with the overriding goal of improving access to evidence-based interventions for 

the treatment of debilitating mental disorders. 
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