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Aim: The aim of this study was to evaluate the experience of the Collaborative Care
model with general practitioners (GPs) for diagnosis and treatment of depression and
anxiety disorders in primary care centers (PCC). Background: For many years, different
ways to address mental health problems in primary care settings have been evaluated.
However, there is still debate over how to treat psychiatric conditions in such a context.
Method: A cross-sectional design was used. The study was conducted in two consecutive studies in six PCC that serve marginalized population in Mexico City. In the ﬁrst
study, cases were interviewed, diagnosed, and treated by a psychiatrist. In the second
study, Collaborative Care model was used and GPs were trained; psychiatrists diagnosed and treated patients but GPs discussed the symptoms and treatment of the
patients with the psychiatrist. Findings: First study: 18 patients with depressive and/or
anxiety disorders were interviewed; these cases were not discussed between the GPs and
the psychiatrist. Second study: psychiatrists and GPs conducted joint interviews and cases
were discussed. From the 399 evaluated individuals, 38.94% were diagnosed with a
depressive disorder. After the Collaborative Care model was applied, GPs were more aware
about mental health problems and they were more interested in the identiﬁcation of these
conditions in PCC. Replication studies will help conﬁrm the effectiveness of this model.
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Background
The need to provide mental healthcare in primary
care settings is based on several factors. First,
psychiatric disorders have a large impact; as a
group, they are very common and they are associated with disability and high comorbidity and, in
some cases with premature death (Medina-Mora
et al., 2003; Borges et al., 2006; Lara et al., 2007;
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World Health Organization, 2010). Second,
medical care has a lower cost in primary as opposed
to Secondary or Tertiary Healthcare (Gask et al.,
1997). Third, there is a reduced number of psychiatrists worldwide, which contrasts with the high
demand for attention in Mexico. The Mexican
Psychiatric Association reported having 2452 specialists in this country in 2011. However, up to half
of them are not certiﬁed (Villamil-Salcedo, 2011).
According to a more recent study, there were almost
4000 psychiatrists in 2012 (about 3.47 psychiatrists/
100 000 individuals). These numbers are lower than
the international average, of 4.1/100 000 inhabitants
(Heinze et al., 2012).
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The above ﬁgures reﬂect the relevance of
increasing mental healthcare; they show that
psychiatrists are not capable of providing all the
care, given that there is a shortage of these
professionals. In addition, general practitioners
(GPs) are not trained to identify mental disorders
and this promotes one of the many gaps in mental
health care (World Health Organization, 2010;
Berenzon et al., 2013).
The alternative for the prevention and community management of mental disorders is to include
mental health teams: GPs, nurses, social workers,
psychologists, and other professionals (anthropologists, sociologists, etc.). However, there is still
debate on the most appropriate model for the care
of mental disorders at this level (Gask et al., 1997;
Villamil-Salcedo, 2011).
Bower and Gilbody (2005) reviewed many
models that have been tested and highlighted four
of them as different forms improving quality of
care: (1) Training primary care team. It refers to
providing knowledge and skills on mental health
to primary care practitioners; (2) Consultationliaison. It involves mental health specialists within
an educational relationship with primary care
physicians in order to provide care to patients;
(3) Collaborative Care. It involves both training
and consultation-liaison of those working with
patients in primary care. It includes screening,
education of patient, changes in routine care, and
use of information technology; (4) Replacement/
referral. In this model, the psychiatrist has the
primary responsibility for the management and
treatment of mental disorders. The authors conclude that no single model is ideal or has a greater
cost-effectiveness.
On the other hand, it has been observed that
early diagnosis and treatment are associated with
better outcome and prognosis of individuals
with mental disorders; thus, prevention is the cornerstone of the community care of psychiatric
disorders (this term refers to the mental healthcare
in the primary care) (Villamil-Salcedo, 2011).
The Collaborative Care model was selected
based on the theoretical model of Katon et al.
(2001) for patients with chronic diseases, especially
type-2 diabetes and hypertension. As mentioned
before, the model involves training of health
personnel and consultation/liaison by a team of
quasi-specialists (also called managers) who work
with the patient and with the advice of GPs in

Primary Care Centers (PCC) in order to improve
the quality of healthcare (Katon et al., 2001; Bower
and Gilbody, 2005). The Katon model was adapted
to this study where we included a psychiatrist like a
part of the quasi-specialist team.
A model of Collaborative Care aimed at the
identiﬁcation and management of the most frequent mental disorders was designed and adapted
to the needs of our population. This was done to
assess the feasibility of alternative models of care
for persons with mental disorders in primary care.
In a previous study (Vargas-Terrez et al., 2012),
barriers and frequent problems in the implementation of a new model of care for mental
health in primary settings were identiﬁed. The
tested model considered the ﬁndings of this
previous study.
The aim of this study was to evaluate the
experience of the Collaborative Care model with
GPs for diagnosis and treatment of depression and
anxiety disorders in PCC and the satisfaction of
them to work with this model.
Method
A cross-sectional design was used, conducted in
two consecutive studies in six PCC located in the
neighborhood of Coyoacan, which work with lowincome population in the South of Mexico City.

PCC and population characteristics
PCC in Mexico City are divided according to
their size into ‘T-I,’ ‘T-II,’ and ‘T-III,’ being T-III
the largest; this nomenclature takes into consideration their physical infrastructure, number of
staff members, and the number of families it
serves. The served population is composed of
2000–10 000 families. Staff functions are divided
into administrative (PCC director, chief nurse,
etc.), community (home visitors), and medical care
(for outpatients). Our study focused on medical
care for outpatients from three ‘T-II’ and two
‘T-III’ PCC. ‘T-I’ PCC were not considered
because they do not have a Self-Help Group. From
the six PCC, three of them served as headquarters
where the psychiatrist met with the medical
care team PCC once a month. We used the next
nomenclature: PCC-A refers to a ‘T-II’ headquarters and PCC-B and PCC-C, respectively,
refer to two ‘T-III’ headquarter PCC.
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Features of the Collaborative Care sessions
Collaborative Care participants were GPs, nurses,
social workers, and psychologists who were in direct
relation to the Self-Help Group for diabetes,
hypertension, and obesity; however, other health
professionals (eg, dentists) were also involved.
Monthly sessions of 1 h were held at the established
PCC headquarters. The psychiatrist interviewed
patients in a single occasion, and then the cases were
referred to their physician to discuss them. The cases
had been assessed by the psychiatrist and a Medical
Postgraduate Student, and they were discussed by
the GP. Collaborative Care sessions acted as
supervision and monitoring of cases for the GP.
Instruments
Filter or checklist card: it was based on the
Mental Health Gap Action Programme (mhGAP
Intervention Guide) of the World Health Organization and it was modiﬁed according to the needs
of this project (World Health Organization, 2010);
it is a short pocket document aimed for GPs at the
PCC, so they can have a quick and easy tool for
screening patients. It contains basic information in
a checklist format for the identiﬁcation of key
symptoms of depression and/or anxiety (Figure 1).
Psychological Distress Scale Kessler 10 (K-10): it
is a screening tool that was validated in clinical
populations showing high sensitivity and speciﬁcity. The instrument has high accuracy, because it
can detect up to 87% of cases of depression and
82.4% of cases of anxiety. Internal consistency was
α = 0.901 (Vargas-Terrez et al., 2011).
Satisfaction questionnaire for health staff: this
questionnaire was made expressly for this
research; it consists of open and closed questions
assessing staff satisfaction when working with
patients with mental disorders, satisfaction when
working under this type of model of care, and
three Likert-type questions about stigma toward
mental illness (Are you afraid to treat a person
with mental disorders? Are you easily angry when
you treat a person with mental disorders? and
in general, are people with mental disorders discriminated against by health personnel (doctors,
nurses, social workers, etc.)?
The Collaborative Care model consisted of the
following steps:
1. Implementation of K-10 to identify probable
cases and supervision, counseling, education,

and training of physicians by a psychiatrist who
worked closely with the group.
2. Training of health personnel; in order to homogenize the knowledge of GPs regarding psychiatry, a ﬁve-topic training (of two hours each topic)
once a week in two PCC was proposed; topics
were: ﬁrst day: epidemiology of mental disorders
(2 h); second day: epidemiology and diagnosis of
depression (2 h); third day: epidemiology and
diagnosis of anxiety disorders (2 h); fourth day:
treatment of depression and anxiety disorders;
and ﬁfth day: stigma. In sessions two to four,
health personnel worked with vignettes and
described the principal symptoms of depression
and anxiety disorders. At the end, we applied the
satisfaction questionnaire.
3. Screening of probable cases detected by GPs in
general practice, in joint sessions. Cases were
interviewed by a psychiatrist and by GPs who
detected the case; at the end of the session, a
clinical diagnosis was established and treatment
alternatives were offered to the patient. All the
involved health personnel participated in this
activity. For this reason, it was called ‘joint
interview,’ which corresponds to the consultation and liaison components of the model. The
session was in charge of the psychiatrist who
evaluated patients and who were part of the
research group. The aims of the meetings were:
(a) Discussions of the cases between GPs and
the psychiatrist; (b) Integration of a psychiatric
diagnosis; the ‘joint interviews’ of patients
helped to emphasize on the characteristics of
the mental examination; and (c) Continuous
sensitization of healthcare for patients with
mental disorders talking about what they feel
when they are in front of them.
Procedure
Once the protocol was approved by the Ethics and
Scientiﬁc Committees of an institute specialized in
psychiatry, located in Mexico City, a work agreement was made with three headquarter PCC in the
neighborhood of Coyoacan, where the Collaborative Care model with personnel was launched
(PCC-A, PCC-B, and PCC-C).
Fieldwork was conducted in two consecutive studies: In the ﬁrst one, we focused on all outpatients
seeking care with the GPs from two PCC. This study
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Criteria for administration of K-10*

• Low
energy
• Sad mood
• Loss of interest
in pleasurable
activities
• Difficulty
concentrating
• Thoughts of
death

• Multiple
non-specific
forms of
physical
discomfort
(headaches,
stomachaches,
dizziness, etc.)
• Constant doctor
visits

• K-10
administration
to determine if a
depressive
disorder is present

• Treatment
non-adherence

*If there is presence of one or more symptoms,
K-10 should be administered

Criteria for administration of K-10*

• Constant
concern
• Fear and being
afraid
• Difficulty in making
decisions

• Multiple
forms of
physical
discomfort
(palpitations,
sweating, dizziness,
dry mouth, gastric
discomfort, etc.)

• K-10
administration
to determine if an
anxiety disorder is
present

• Smoking, eating or
drinking in excess
• Being restless

*If there is presence of one or more symptoms,
K-10 should be administered
Figure 1 Filter or checklist card.

lasted one and a half years (from January 2010 to
June 2011). At the end of this phase, the satisfaction
questionnaire was applied to all physicians.

In the second study, the Collaborative Care
model was used, and it was conducted with personnel who were working with Self-Help Groups,
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(1) Identification of potential cases in outpatient and in the Self help Groups for Diabetes, Hypertension , obesity; use of the filter
card by the GP

(2) K-10 application to
patients that fulfill the criteria
of the “filter card” (Nurse or
Social Worker)

(3) Identification of
patients with K-10 ≥ 21
points (probable cases)

(4) Registration of each

(5) Social Worker from the research

patient on a schedule book
located in the clinical file
room to request psychiatric
evaluation (Nurse or Social
Worker)

team call to the clinical file room for
asking names of patients for psychiatric
evaluation

(6) Assessment by psychiatrist or
medical postgraduate student (MPS)
(from the research team)

Yes

(8) Diagnosis confirmation by a
psychiatrist or MPS

No

(7) The assessment by the
psychiatrist ends

(8) Type of treatment evaluation

(9) Psychoeducation
group by a social
worker of the research
team

(10) Psychological

(11) Pharmacological

(12) According to
case severity

(12) The psychiatrist or MPS
indicates the treatment;
prescription is issued

(14) Monthly Collaborative Care model. Assessment of the cases
everymonth. Clinical interview of patients

(12) Monthly follow up by the
treating doctor (mild and moderate
cases) and discussion of the case
during the Collaborative Care model
(13) Referral to Mental Health
service in a PCC (for severe cases)

(13) Referral to Tertiary Health care
(Patients with psychotic or suicide
symptoms)

Figure 2 Flowchart for care for patients in primary care centers.

responsible for healthcare and metabolic control of
diabetes, hypertension, and obesity. During this
phase, four additional PCC joined the study, so this
second study was applied at six PCC. The decision to
work with diabetic, hypertensive, and obese patients
was taken because it was a captive group that met
weekly and had continuous evaluations by a health
team (Figure 2). While this second study focused
primarily on these groups, other outpatients of
general medicine who required or requested psychiatric care were not excluded.
The Psychological Distress Scale Kessler-10
(K-10) was applied to all patients in the Self-Help
Group; patients who scored over 21 (n = 565)
were evaluated; a psychiatrist and a Medical
Postgraduate Student who were part of the
research team then assessed each one of them;
together they diagnosed and treated the patients
(Figure 2). A psychiatrist of our team participated
in the study because there was only one psychiatrist in only one PCC in Coyoacan, who scheduled

patients who were already registered, but not
new cases.
To conduct the sessions of the Collaborative Care
model, three PCC headquarters were established for
monthly meetings between the personnel in charge of
the Self-Help Group and the research team (a social
worker and the psychiatrist). The second phase was
conducted from July 2011 to October 2012.
For this study a ‘ﬁlter card’ was prepared
(Figure 1). Patients who presented any symptoms of
the ﬁlter card were candidates for the application of
K-10 (Figure 2). In addition, a sheet with the contents of the mental examination was sent to the GP,
to help him or her guide interviews with patients.
Results

First study
A total of 24 sessions in the PCC-A were
removed from the study (60.0%) and 28 (58.33%)
Primary Health Care Research & Development 2017; 18: 227–234
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Table 1 First study
Primary care center

Depressive disordera

Anxiety disorderb

Other disorderc

None

Total

PCC ‘A’
PCC ‘B’

7
4

3
0

2
0

2
0

14
4

Diagnosis of patients assessed during the joint sessions (January 2010 to June 2012).
a
Major depressive disorder or dysthymia.
b
Panic disorder, generalized anxiety disorder, obsessive-compulsive disorder.
c
Mental and behavioral disorder due to brain disease, damage or dysfunction or attention deﬁcit/
hyperactivity disorder.
Table 2 Average attendance per joint session
Primary care center
January 2010 to June 2011
PCC ‘A’
PCC ‘B’
July 2011 to November 2012
PCC ‘B’
PCC ‘C’

Physicians

Physicians in
social service

Nurses

Psychologists

Social
workers

Other

3
2

2
1

1
3

0
1

0
1

0
4

4
2

2
1

1
1

0
1

1
2

3
1

in the PCC-B. In all, 14 Joint Interviews were
conducted by health personnel and the specialist at
the PCC-A and four at the PCC-B. The most frequent diagnoses were depressive and anxiety disorders (Table 1).
On average, three GPs and two physicians in
social service participated in each session at the
PCC-B; the rest of the staff did not attend all
sessions. In the PCC-A, the average per session
was two GPs and a physician in social service
(Table 2).

Second study
In the second study, 16 Collaborative Care sessions were scheduled in each PCC with personnel
in charge of Self-Help Groups of diabetics, hypertensive, and obese patients. Three sessions were
canceled at the PCC-B (18.75%), while only one
session was canceled in the PCC-C (6.25%).
In this study, an average of four GPs, two physicians in social service, and ﬁve other health
workers (dentist, nurse, or social worker) participated in the PCC-B during the Collaborative Care
model. At the PCC-C, the average was two GP’s, a
nurse, a psychologist, and two social workers
(Table 2). Five joint interviews were conducted in
the PCC-C; no patient had a psychiatric diagnosis.

The screening tool K-10 was applied to 747
patients; 565 (70.6%) were possible cases, and 399
patients agreed to be evaluated by a specialist; a
total of 323 patients continued outpatient treatment by their GP. In this group, 38.94% had a
diagnosis of depressive disorder; 76 patients
(13.45%) were referred to a second or third level
because of the severity of their symptoms; only
8.03% (32 subjects evaluated) with K-10 scores
higher than 21 were not cases (Table 3). The
average score of the K-10 was 31.34 (565 patients)
(male = 29.53; female = 31.44).
According to the results on the satisfaction survey, physicians answered that attend one to ﬁve
patients with a mental disorder in a typical week,
being depression and anxiety disorders the most
commonly seen; they still do not feel skilled
enough when caring for patients with mental disorders. They consider that their own schedule, as
these patients demand more time for attention, as
well as the lack of pharmacological treatment in
the PCC, and their poor training are part of the
main barriers to treat such patients. Regarding the
Collaborative Care sessions, physicians were very
satisﬁed with the activity and their interest for
mental health issues increased.
Regarding the questions of stigma, 29% of them
reported being afraid of treating patients with
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Table 3 Second study
Depressive disordera

Anxiety disorderb

Otherc

None

Referenced

Not Attendede

Total

220 (38.94%)

41 (7.26%)

30 (5.31%)

32 (5.66%)

76 (13.45%)

166 (29.38%)

565 (100%)

Diagnosis and reference (February 2011 to November 2012).
a
Major depressive disorder or dysthymia.
b
Panic disorder, generalized anxiety disorder, obsessive-compulsive disorder.
c
Mental and behavioral disorder due to brain disease, damage or dysfunction, substance abuse/dependence or attention
deﬁcit/hyperactivity disorder.
d
Major depressive disorder with psychotic symptoms, recurrent depressive disorders, suicidal ideation, personality
disorders, dementia, epilepsy.
e
Subjects with K-10 ⩾ 21 points who do not attend consultation.

mental disorders; 24% reported that they get
easily angry when they treat a person with a mental disorder; in fact, they avoided this situation, and
they tried to spend the minimum time in mental
health assessment. In addition, 66% of the health
personnel think that people with mental disorders
are discriminated against by most physicians.
Conclusions
Our results showed that the Collaborative Care
model attracted the attention of personnel of the
PCC, breaking the paradigm of mental healthcare,
when they veriﬁed the diagnosis and discussed
them with the psychiatrist. This was possible
thanks to the support and constant communication
between the psychiatrist and the PCC staff in the
assessment of patients and in the joint interviews.
This was very well received by the staff, who were
grateful.
Despite the observed changes in the normal
routine of medical care, and beneﬁts of Collaborative Care in PCC personnel and patients,
further studies are needed before making a
generalized proposal for providing a decisive and
efﬁcient care for patients with psychiatric disorders
in the primary healthcare. However, we do suggest
taking into account the implementation of
Collaborative Care model in primary settings for
patients with psychiatric conditions. This would
limit the stigma of psychiatric disorders and would
help perceive psychiatrists as professionals who
can give support for the management of such
patients in PCC.
Over 50% of the sessions of the ﬁrst stage were
suspended for several reasons including change of

director of the PCC, excessive workload of GPs
attending outpatients, health or vaccination week,
holidays, lack of coordination between the PCC
board and their health staff, etc. ‘T-II’ and ‘T-III’
showed the same problems, so they do not have
differences between them. However, in the Collaborative Care model (second stage) less sessions
were suspended; maybe this change was due to the
greater commitment by the personnel.
Our results show that GPs were interested in
some activities of Collaborative Care. Nevertheless, it is probable that more involvement and
dynamism can be achieved if new programs further
insist on the importance of caring for patients with
mental disorders and encourage health workers in
PCC to do so. While GPs reported treating outpatients with mental disorders, this aspect is not
reﬂected in their daily records, because few cases
with these diagnoses were registered. This contradiction may be due to the stigma that physicians
have towards mental disorders so they avoid
treating them. Additional knowledge about antidepressant drugs and their use is needed.
Regarding the screening tool, there are positive
results indicating that the K-10 is useful for
primary care. Of all the patients that were interviewed by the psychiatrist, 91.97% had a psychiatric diagnosis; only 8.03% of subjects with a K-10
score higher than 21 points showed no clinical
diagnoses. This allowed us to reach to two important conclusions: (1) The K-10 is a sensitive and
easy screening tool, and it is necessary to insist on
its routine use in primary care, and (2) At least
50% of mental conditions of patients at PCC are
not identiﬁed by the GPs, so the need for changes
in the way to identify and give attention for mental
disorders is evident.
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On the other hand, afraid and avoidance to treat
a person with mental disorder by health personnel
is one of the multiples barriers to attend mental
disorders in the PCC; our results are the same
reported by other investigators (Mora-Ríos and
Bautista, 2014; Mascayano Tapia et al., 2015).
This paradigm shift in mental healthcare at the
primary healthcare should be a priority for health
systems worldwide, especially in countries where
there are not enough psychiatrists, that is, developing countries. In these places, Collaborative
Care model can make a difference.
Overall, our results showed and conﬁrmed the
same administrative barriers for mental health care
in primary settings. Examples include poor funding
to these levels of healthcare, excessive workload and
lack of health professionals who are qualiﬁed to
provide this care (Saraceno et al., 2007).
While there is still no categorical answer of the
utility of the Collaborative Care model, this is a new
form of care for mental health within the community, amending the models conventionally used in
the primary healthcare, which are outdated and
obsolete, so it can be considered as a new paradigm
of mental healthcare in PCC in this country.
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