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BACKGROUND. In randomized controlled trials, patients with major depression who receive broad-based col-
laborative treatment by both primary care physicians (PCPs) and mental health providers (MHPs) have better out-
comes than patients who receive usual care. However, little is known about the concurrent treatment of patients
with depression in the community. This study describes the perceptions of PCPs of the frequency of concurrent
treatment in community settings, the degree of collaboration between co-treating providers, and factors associat-
ed with greater interaction and collaboration.

METHODS. A survey was distributed to a stratified, random sample of 276 eligible family physicians in
Michigan. Primary analyses were descriptive statistics (point estimation) of PCP practice patterns. Secondary
analyses explored predictors of collaboration with multivariable regression.

RESULTS. A total of 162 eligible PCPs (59%) returned the survey. PCPs reported that they co-treated approxi-
mately 30% of their depressed patients with MHPs. They made contact with co-treating MHPs in approximately
50% of shared cases; however, provider contact seldom included joint treatment planning. PCPs perceived col-
laborative treatments to be more problematic when patients were enrolled in managed care programs. In multi-
variable regression, co-location of MHP and PCP practices (in the same building) was strongly associated with
increased interaction and collaboration (P <.001).

CONCLUSIONS. Concurrent treatment of depressed patients is common in the community, but these treat-
ments are less interactive and collaborative than the treatment models proven effective in randomized controlled
trails. If concurrent treatments are to become more collaborative—with regular contact and effective communica-
tion—co-location of practices appears important.

KEY WORDS. Depressive disorder; primary health care; health services research; physician’s practice patterns.
(J Fam Pract 1999; 48:180-187)

epression is a common disorder that is patients with depressive disorders.5 Although patients

often underrecognized and undertreated in

rimary care settings.22Approximately 5%

o 10% of primary care patients have a

major depressive disorder, and an addition-

al 11% to 13% have a dysthymic disorder or a minor

depressive syndrome.2 Depressed patients experience

limitations in social, role, and physical functioning that

are comparable with or more severe than those experi-

enced by patients with other chronic medical illnesses.1

They also use more health care resources than compar-
ison primary care patients.34

Primary care physicians (PCPs) treat the majority of
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with depression may have better functional outcomes
when they are treated by mental health providers
(MHPs),B87treatment by MHPs is more expensive8and less
readily available. PCPs provide a relatively greater pro-
portion of mental health services in rural areas and to
minorities, the poor, and the elderly.”

Collaborative treatment by MHPs and PCPs may be a
treatment option that results in better outcomes for
depressed patients, without prohibitive costs. Two ran-
domized controlled trials of broad-based collaborative
treatments of patients with depression have shown
improved outcomes for patients with major depression
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CONCURRENT TREATMENT OF PATIENTS WITH DEPRESSION IN THE COMMUNITY

compared with the outcomes of usual care, with 74% and
70% of intervention patients responding to treatment,
compared with 43% and 42% of controls.Xl These highly
collaborative treatment models were also cost-efficient,
resulting in fewer expenditures per successfully treated
case of major depressive disorder. 2

However, the collaborative treatment models proven
effective in randomized controlled trials may be difficult to
translate into community practice. These models were
implemented in a staff model health maintenance organi-
zation, a delivery system that accounts for only a small pro-
portion of mental health services within the United States.
The models included regular communication between
providers, alternating patient appointments, and ongoing
monitoring and consultation about medication use. Such
models may be very different from current community
practice and difficult to implement in less organized health
care settings. Other treatment models that incorporate
joint education, shifted outpatient psychiatric clinics, or
other types of MHP involvement also may be effective.8136

We know very little about the frequency or nature of the
concurrent treatment of patients with depression in com-
munity settings. PCPs refer 5% to 16% of patients they rec-
ognize as having a mental disorder to MHPs.I7ZBHowever,
these referrals do not necessarily result in concurrent
treatment. Patients often fail to follow through with refer-
rals,Pand PCPs may request a transfer of a patient's men-
tal health treatment rather than collaborative or conjoint
treatment. T/

The degree of collaboration and interaction between
concurrent providers is also unclear. Concurrent treat-
ments may be parallel rather than collaborative. Patients
often self-refer, and PCPs may not be aware that their
patients are receiving MHP treatment.DProvider interac-
tions may be limited to the PGP’s recognition of depression
and subsequent referral, or may involve joint responsibili-
ty for mental health treatment (eg, management of a psy-
chotropic medication by a PCP and provision of psy-
chotherapy by an MHP). There may be no communication
or extensive ongoing communication, with joint decision
making. The nature and degree of collaboration is likely
affected by many factors.

We conducted a survey of family physicians in
Michigan that elicited information about the concurrent
treatment of patients with depression in the community.
Our goals were to describe the concurrent treatment
arrangements that exist in community settings, and to
explore provider, environmental, and organizational fac-
tors that might be associated with increased provider col-
laboration.

METHODS

Survey Instrument Development

A preliminary survey was drafted after areview of surveys
on the concurrent treatment of patients by psychiatrists
and nonmedical psychotherapists22 and referrals by

PCPs to medical specialists and MHPs. (Klinkman, per-
sonal communication, 1992)22) We conducted 3 focus
groups, each consisting of 6 to 8 PCPs, to further develop
the survey and ensure coverage of the important aspects
of co-treatment.

The first focus group was composed of clinical faculty
members from the University of Michigan Department of
Family Medicine. The second and third focus groups were
composed of community PCPs attending the university’s
continuing medical education symposia on coronary
artery disease and the primary health care of women.
These groups included internists, family physicians, physi-
cian assistants, and nurse practitioners from locations
throughout Michigan. There were atotal of 11 men and 11
women in the 3 focus groups. A semi-structured topic out-
line was used to elicit information about practice patterns
and participants’ experiences in treating depressed
patients with and without an MHP.

Focus group data were analyzed and the survey was
revised to include important aspects of co-treatment that
emerged. Several items were added to reflect participants’
concerns about collaborative treatments when patients
were enrolled in managed care organizations. The prelimi-
nary survey was piloted with 41 family physicians attend-
ing a continuing medical education conference and revised
again to improve question flow and eliminate items that
did not demonstrate sufficient response variation.

Survey Content

The final self-administered survey contained 71 items and
collected information about physician demographics and
practice characteristics.* Providers were asked to esti-
mate the percentage of their time spent treating patients
with significant depressive symptoms; the percentages of
depressed patients they treated alone, co-treated with an
MHP, or referred for treatment; PCP and MHP responsibil-
ities in conjoint treatments; the frequency of and reasons
for provider contacts; the effects of co-treatment on the
frequency of patient visits; satisfaction with concurrent
treatment; and barriers to establishing concurrent treat-
ment. Several questions were asked separately for patients
enrolled or not enrolled in managed care organizations.
Finally, we asked providers to judge their interest in psy-
chosocial issues compared with those of the “average fam-
ily practitioner.”

The majority of survey items (32) had 10-point Likert-
type response scales. Twenty-two items asked physicians
to estimate percentages of specific treatment practices (to
add to 100%), and 2 items asked physicians to estimate
percentages using a Likert-type scale. PCPs were asked 5
questions about the respective responsibilities of co-treat-
ing providers for important patient-care activities and
were given 3 categorical responses for these items (the
PCP, the MHP, or unclear).

* Thirty-two of the survey items and text anchors are available
on the Journal’s Web site at www.jfp.denver.co.us.
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Survey Sample

We obtained a list of family physicians in Michigan (N=
2726) from the American Medical Association (AMA) mas-
ter list maintained by P.P.S. Marketing Group, Inc.
Physicians were eliminated from the list if they were resi-
dents, retirees, no longer in practice, or if they did not
work in a patient-care area. We stratified the remaining
physicians on the basis of practice location (rural or urban,
according to the predominant metropolitan statistical area
in the county of practice), date of medical school gradua-
tion (before 1966,1966 to 1980, or 1981 and after), sex, and
degree (MD or DO). After a random start, we took a sys-
tematic sampling fraction, resulting in an implicit stratified
random sample. Because of the proportionate sampling
strategy, the 320 physicians in the final sample mirrored
the overall population of Michigan family physicians in
stratified characteristics.

Nonrespondents to the first survey mailing received a
second and third mailing as needed. After the second mail-
ing, study personnel telephoned the offices of nonrespon-
dents, leaving messages encouraging participation. Of the
320 physicians who were originally mailed surveys, 11 had
retired, 1was deceased, 1was a resident, 1 had a revoked
license, 10 had left family practice and were working in a
non-primary care specialty, 3were in administration with-
out patient duties, and 17 had closed their practices or
moved (nonrecipients). Physicians were considered to
have moved if their former office staff confirmed a move
before study mailings, or if no telephone listing could be
found for the physician’s address and the Michigan
Licensing Board reported the physician did not have an
active license. A total of 44 physicians were thus eliminat-
ed, leaving 276 eligible recipients.

Physicians were informed that the survey was confi-
dential but not anonymous, and were offered an incentive
for completing the questionnaire— either a $25 donation to
a charity or a $25 book certificate.

Data Analysis

Analyses were conducted on 160 of the 162 returned sur-
veys. Two surveys were excluded from the analyses
because the physicians reported that they did not spend
any time treating patients with depression and they did not
refer patients for treatment of depression— indicating an
atypical case-mix or practice style.

We investigated whether there were significant differ-
ences between survey respondents and nonrespondents in
age, sex, date of graduation, and practice setting, using
information from the AMA master list. Chi-square analyses
and t tests were used as appropriate.

Primary analyses involved point estimation of practice
parameters (descriptive statistics). Medians and interquar-
tile ranges are presented rather than means and standard
deviations because most items had skewed distributions.
To simplify the reporting of frequencies, physicians were
said to have “not endorsed or weakly endorsed” an item if
they circled 1, 2, or 3 on the 10-point Likert-type scale and
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to have “endorsed or strongly endorsed” an item if they cir-
cled 8, 9, or 10. Survey items on comfort levels in treating
depressed patients with and without an MHP were com-
pared using the Wilcoxon signed rank test.

Secondary analyses explored factors that might be
associated with increased collaboration. To ensure parsi-
mony, a composite index of collaborative care was created
to serve as the primary dependent measure. The index was
constructed from 6 survey items: (1) the percentage of
patients with depression in the PCP’s practice who were
co-treated by MHPs; (2) the PCP’s comfort level in provid-
ing co-treatment; (3) the quality of working relationships
with co-treating MHPs; (4) satisfaction with co-treatments;
(5) closeness of working relationships; and (6) frequency
of direct communication with co-treating MHPs.* For
items that physicians answered separately for managed
and non-managed care patients, a mean response, weight-
ed by percentage of managed care patients in the physi-
cian’s practice, was calculated to represent the physician’s
overall practice. Survey items were converted to a com-
mon metric, and a mean was calculated for the items. The
resulting composite index score had a normal distribution
and a Cronbach’s coeffcient alpha of 0.73.

Multivariable regression was used to analyze the asso-
ciations between the composite index of collaborative
care and potential predictors of increased collaboration,
including sex, type of medical degree, co-location of prac-
tice with an MHP, size of the town in which the practice
was located, numbers of patients in typical half-day clinic,
date of medical school graduation, and having a larger pro-
portion of patients in managed care organizations. The
independent variable for co-location was dichotomous
(yes or no) indicating whether PCPs reported that at least
some of the MHPs with whom they worked were located
in the same building or practice. The size of the town was
also entered as a dichotomous variable; PCPs were con-
sidered to work in a less populous area if they worked ina
nonsuburban town with a population of less than 25,000.
The numbers of patients in a typical half-day clinic were
represented by 3 dummy variables, representing the low-
est quartile, mid-quartiles, or highest quartile of patients
seen in a typical half-day clinic. The variable for having
more managed care patients was dichotomous; providers
with 45% or more of their patients in managed care orga-
nizations (the upper quartile) were considered to have
more managed care patients and a sufficient percentage to
affect overall practice.

Finally, exploratory analyses were conducted of
provider perceptions of co-treatment arrangements for
patients enrolled or not enrolled in managed care organi-
zations. If 20% or more of their patients were in managed
care organizations, family physicians were instructed to
answer 2 sets of identical items about the availability,
expertise, and quality of co-treatments (one set for

* Details of the construction of the composite index of collabo-
rative care are available on the Journal's Web site at
www.jfp.denver.co.us.
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patients in managed care organizations and another for TABLE 1

patients who were not). The significance of differences Physician Demographics and Practice Characteristics (N=160)
between replicated items was tested with the Wilcoxon

signed-rank test, a nonparametric equivalent of the paired Characteristics Respondents, %

t test, using data from physicians who responded to both

replicated items. The alpha level for significance was Year of medical school graduation (n=159)

diusted f Itipl . . Bonf . Before 1974 23.9
a !use or m_u iple compar!sons using a Bonferroni 1974 to 1986 478
adjustment. (With 11 comparisons, a % of 0.005 was After 1986 28.3
required for significance.)
All study analyses were completed using SAS software, Sex (n=160)
version 6.12 (SAS Software, Inc, Cary, NC). Women 26.8
Men 73.2
RESULTS Medical degree (n= 160)
MD 66.3
Survey Return Do 238
Surveys were returned by 162 (59%) of the 276 eligible
physicians. Respondents did not differ from nonrespon- Board-certified (n=156) 87.2

dents in age, type of medical degree, graduation date, or

ek (e
practice location. Female physicians were more likely to Community size* (n=155)

. Rural area 10.3

return the survey than male physicians (%2= 4.5; P =.034). Small town 155
Women represented 22.1% of the eligible recipients but Medium town 12.3
made up 26.8% of survey respondents. Small city 16.8
Suburb of large city 25.8

Physician Demographics and Large city 19.4

Practice Characteristics

Table 1 summarizes the demographics and practice char- Practice type (n=158)

L . N Self-employed solo practice 24.7
acteristics of the physicians in the study analyses. The Two-physician practice 13.3
mean physician age was 45.7 years (standard deviation = Group practice 45.6
+11.1) and the median year of medical school graduation Health maintenance organization 1.9
was 1981 (range = 1935 to 1994). Seventy-nine percent of Medical school or academic practice 12.0

Nongovernmental hospital 2.5

physicians spent 80% or more of their professional time in

patient care. Most (62%) practiced in an urban location, . ) ) o
No. of patients in a typical half-day clinic (n=160)

and a large proportion (46%) worked in group practices. <5 0.6
Physicians estimated that 30% (interquartile range [IQR] = 5to 10 10.0
10% to 45%) of their patients were enrolled in managed 11 to 15 48.8
care organizations. 16 to 20 26.3
21 to 25 8.8
PCPs’ Perceptions of 26 or more 5.6
Practice Patterns . ) .
Have an MHP in practice or building (n=153) 22.2
On average, PCPs reported that 20% (IQR = 10% to 25%)
of their patient care time was spent treating patients with No. of MHPs with whom PCP works (n=155).
significant depressive symptoms. They treated 50% of 0 3.9
patients with depression by themselves (IQR = 30% to 1to3 27.1
70%), co-treated 30% with MHPs (IQR = 20% to 50%), and 4106 41.9
referred 10% of patients out for treatment (IQR = 5% to 79 8.4
20%). Physicians primarily co-treated with psychologists, >10 18.7
amedian of 42.5% of co-treatments involved these profes- Disciplines of co-treating mental
sionals (IQR = 20% to 60%). health providers (n=134)t
Most PCPs worked with 4 to 6 MHPs, although 19% Psychologists 46.6
indicated that they worked with 10 or more. The large Psychiatrists 26.6
majority of PCPs worked with MHPs in different disci- Sacial warkers 22.0
plines; only 4 of the 134 PCPs who answered this query Other MHPs 48
worked with a single discipline. Twenty-two percent of Note: Some categories do not total 100% because of reounding.
PCPs reported that at least some of the MHPs with whom PCP denotes primary care physician; MHP, mental health provider.
they worked were located in the same practice or building. * Small towns have a population of < 5,000; medium towns, < 25,000;
small cities, < 100,000, large cities, > 100,000.
Only 16.6% of PCPs always or almost always commu- fMean estimate.

nicated about shared patients with co-treating MHPs
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TABLE 2

Distribution of Responsibilities Between Primary Care Physicians (PCPs) and Mental Health Providers (MHPs) in Collaborative

Treatment of Patients with Depression

Responsibility PCP, %
Coverage of telephone calls relating

to depression (n=154) 35.1
Coverage of emergencies related to depression

during business hours (n= 156) 40.4
Coverage of emergencies related to depression

after hours (n=155) 46.5
Developing an overall treatment plan

for the patient (n=155) 29.7
Supervising or ensuring overall

quality of care for depression (n=154) 51.9

MHP, % Unclear, % Both, %
19.5 37.0 8.4
22.4 29.5 7.7
18.7 27.7 7.1
28.4 34.2 7.7
18.2 23.4 6.5

Note: Primary care physicians were asked which provider had responsibility for the outlined patient care activities and were given 3 response categories:
Me (the PCP), the MHP, or unclear. Survey instructions did not specify whether more than 1 item could be endorsed. Approximately 7% to 9% of the

respondents endorsed both the PCP and the MHP on at least 1 item.

through letters, telephone calls, or in person. Most PCPs
communicated with co-treating MHPs in approximately
half of the shared cases. When PCPs did contact co-treat-
ing MHPs, the most common reason was to communicate
at the beginning of treatment (25%; IQR = 10% to 50%) or
to discuss a medication change (20%; IQR = 10% to 32%).
Communication was rarely for joint treatment planning
(10%; IQR = 1% to 25%).

PCPs’ perceptions of the TABLE 3

sibilities, even though 50.3% felt concerned or very con-
cerned about legal liability in conjoint care. Co-treatment
appeared to only minimally decrease the frequency with
which PCPs saw patients; 43.6% reported that they either
saw the patients at the same or greater frequency than
when they handled the treatment alone. PCPs seemed
receptive to the idea of co-treatment. The PCPs’ median

respective responsibilities of
co-treating providers are sum-
marized in Table 2. When
PCPs were asked whether
they or the MHP was respon-
sible for taking depression- Male
related calls, developing a
treatment plan, and supervis-
ing the overall quality of care
for depression, the largest
proportion of PCPs reported

Predictor

MD degree

Date of graduation

. Co-location
that they were responsible for
all these activities, except the
Less busy
treatment plan. Substantial
minorities indicated that the gy pysy

responsibilities for these
activities were “unclear,” and
7% to 8% indicated that both
providers were responsible.
Only a small proportion
(<15%) had ever used a writ-
ten agreement that outlines
co-treating providers’ respon-

More managed care patients
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Practice location in less populous area

Results of Multivariable Linear Regression Examining Predictors of Collaborative Care (N=140)

b 95% Cl P

0.104 -.049 to .694 732
0.482 -.070 to 1.033 ,089
0.001 -.024 to .026 926
0.851 .265 to 1.437 .005*
0.077 -.766 to 0.920 .858
0.323 -.416 to 1.063 .393
-0.582 -1.095 to -.069 .028*
-0.387 -.974 to .200 .199

Bdenotes the regression coefficient; Cl, confidence interval.
‘These independent variables were significantly associated with the degree of collaboration, as reflected by the
scores on the collaborative care index.



ranking for comfort level “in treat-
ing depressed patients by your-
self’ was 8 on a 10-point scale,
and the median ranking for com-
fort “with a co-treating MHP” was
9. This was a statistically signifi-
cant difference (Wilcoxon signed-
rank test, P <.001), with an effect
size between the small and medi-
um sizes outlined by Cohen.®

Factors Associated
with Increased
Collaboration
Multivariable regression indicated
that physical co-location of MHPs
and PCPs (practicing in the same
office or building) was an im-
portant predictor of increased
interaction and collaboration
(P <.001). Practicing in a nonsub-
urban town with a population of
less than 25,000 was associated
with decreased collaboration
(P <0.05). Other PCP and practice
characteristics, such as sex, date
of graduation, type of medical
degree, numbers of patients in a
half-day clinic, and having a rela-
tively larger proportion of man-
aged care patients (>45%) did not
predict collaboration (Table 3).

Effects of Managed
Care Programs on
Collaboration

CONCURRENT TREATMENT OF PATIENTS WITH DEPRESSION IN THE COMMUNITY

TABLE 4

Physician Perceptions of Collaborative Treatment for Patients Enrolled and Not Enrolled in
Managed Care Programs

Non-Managed Managed

Care Median Care Median
Perceptions® Score (IQR) Score (IQR) P
Availability of MHPs in area (n=76) 8(7, 10) 8 (5, 9) .0085
Accessibility of MHPs in area (n=75) 8(6, 10) 7 (5,9 .0128
Expertise of available MHPs (n= 69) 8 (5, 9) 7 (5, 8) .0006f
Quality of working relationships (n= 73) 8 (5, 9) 6 (4, 8) <.00011
Trust in the MHPs’ care (n= 71) 9(7, 10) 7 (5,9) <.00011
Satisfaction with collaborative arrangements
(n=91) 6 (4, 8) 54,7 <.0001 f
Closeness of working relationships
(n=93) 5@3,7) 4 (3, 6) <.0271
Willingness of patients to see an MHP
(n= 94) 6 (4, 8) 7 (5, 8) .0896
Patientis ability to pay for treatment
(n= 95) 4 (3, 6) 7 (5, 8) <.00011
MHP sees patients in a timely manner
(n= 92) 7 (5, 9) 6.5 (4.5, 8) .0527
Ease of contacting MHPs (n= 93) 6 (4, 8) 5@3,7) <.0001f

Note: If 20% or more of their patients were enrolled in managed care plans, family physicians were asked
to answer 2 sets of replicated items about the availability, expertise, and quality of co-treatments: 1 set for
patients enrolled in managed care organizations and another for patients not enrolled in managed care
organizations.

MHP denotes mental health provider; IQR, interquartile range.

Although having a larger propor-
tion of patients in managed care
organizations did not predict col-
laboration in multivariable regres-
sion, PCPs who answered replicated items about co-treat-
ment for patients enrolled or not enrolled in managed care
organizations found collaboration to be more difficult
when patients were enrolled. They found it more difficult
to contact the MHPs of these patients, trusted these MHPs
less, and felt that the quality of their working relationships
was lower. However, they also reported that these patients
were more likely to be able to afford mental health treat-
ment and that MHPs saw these patients in an equally time-
ly fashion (Table 4).

DISCUSSION

The concurrent treatment of patients with depression by
MHPs and PCPs is common in the community. In our
study, PCPs reported that approximately 30% of their
patients with depression were being co-treated — an esti-

* Numbers are for paired responses.
mfSignificance level set at <.005 with Bonferroni adjustment.

mate that did not include patients who may have been see-
ing an MHP without the PCP’s knowledge. Most co-treat-
ments were conducted with psychologists rather than
social workers, psychiatrists, or other MHPs. This may
reflect psychologists’ more extensive involvement in fami-
ly medicine training programs, a propensity for PCPs to
transfer the mental health treatment of patients to psychi-
atrists rather than to co-treat with them, or the differing
availability of these disciplines.

Co-treatments were generally well accepted. Although
PCPs felt comfortable treating patients with depression by
themselves, they reported a small but significant increase
in comfort when co-treating with an MHP However, the
common and accepted community co-treatments did not
resemble the intensive models proven effective in ran-
domized controlled trials. The research collaborative mod-
els included extensive and ongoing communication about
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concurrent cases. In our study, community PCPs and
MHPs only made direct contact in approximately half of
shared cases, and most contact was only for routine com-
munication at the beginning of treatment.

Communication between co-treating' providers did not
always result in a clear delegation of patient-care respon-
sibilities. A substantial minority of PCPs indicated that the
responsibilities for several patient-care activities, includ-
ing emergency coverage, were unclear in concurrent treat-
ment. This response may have been because (1) both the
PCP and the MHP were responsible for these services and
there was double coverage; (2) responsibilities remained
undefined or informally defined for a large group of
patients; or (3) responsibilities were clearly defined for
each patient but varied considerably from patient to
patient. All disciplines of MHPs were included in the
queries about patient-care responsibilities, and the clarity
and distribution of patient-care responsibilities may have
varied with MHP discipline.

Nevertheless, PCPs’ substantial endorsement of
“unclear” when asked about important treatment respon-
sibilities raises concerns about a possible diffusion of
responsibility in co-treatment. Even the explicit endorse-
ment of double coverage implies that there may be a lack
of clear responsibility or leadership in treatment planning
and implementation. This lack of delegation may result in
less efficient care. On average, PCPs co-treating with
MHPs only minimally decreased the frequency with which
they saw their patients with depression, perhaps because
they continued to feel an undefined level of responsibility
for all patient-care activities.

In our study, the most important predictor of collabo-
rative treatment was the co-location of practices, suggest-
ing that collaborative treatments are easier to develop and
maintain if there is physical proximity. This finding may be
of interest to providers, policymakers, and managed care
organizations that hope to foster collaboration.

PCPs who responded to replicated survey items for
managed care and non-managed care patients reported
more difficulties when conducting collaborative treat-
ments for those enrolled. This was consonant with the
responses from our focus groups and with other reports
about the effects of managed care organizations on the
coordination and continuity of mental health treatment,
especially when mental health benefits are managed sep-
arately from general medical benefits through carve-
outs.BZ Most managed care organizations in Michigan
are preferred provider organizations or network models,
and carved-out managed behavioral health care organi-
zations (MBHOs) are common. These organizations
often have policies that require patients to access their
mental health benefits personally and obtain treatment
preauthorization, rather than allowing PCPs to directly
refer a patient to a particular MHP. They frequently
require that patients see MHPs in the organization’s
provider panel, even if these MHPs do not know or work
with the patients’ PCPs. Such policies may inadvertently
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result in greater geographic or administrative dispersion
of co-treating providers.

Although our study analyses are preliminary and may
reflect providers’ negative views of managed care rather
than the impact of specific policies, managed care organi-
zations and MBHOs should consider reviewing and identi-
fying policies that might result in the greater separation of
co-treating' providers. They might consider providing
incentives to increase MHP and PCP co-location and col-
laboration. Co-treating providers might consider increas-
ing the frequency of their contacts and delegating patient
responsibilities more clearly, and training programs might
consider adding specific training in the collaborative treat-
ment of patients with depression, and encourage residents
to establish these relationships.

Additional research is needed on the effects and the
outcomes of the less intensive and formal co-treatment
arrangements that are common in community settings.
Additional research is also needed on patients’ and MHPs’
views of collaborative treatment, strategies for increasing
collaboration in community settings, and the effects of
managed care policies on collaboration.

Limitations

Although our response rate (59%) was similar to many
other physician surveys,ZB selective survey response
could have biased our results. Providers more interested in
psychosocial issues may have been more likely to respond
to the survey and more likely to have been involved in co-
treatments. Fifty-eight percent of respondents perceived
themselves as being much more interested in psychosocial
issues than the typical family physician. Respondents’
greater interest in psychosocial issues may also have made
them more sensitive to any perceived shortcomings in co-
treatment arrangements.

The use of a survey to estimate the frequency of con-
current treatments and the roles of co-treating providers
may have been problematic. Although, physicians are
commonly asked to describe their patient populations
and practice patterns,33these descriptions may be sub-
ject to error. PCPs may have underestimated or overes-
timated the frequency and intensity of co-treatment
arrangements. However, several of their estimates, such
as the percentage of time spent treating patients with
depression3tand the percentage of patients in managed
care programs,®dwere similar to published reports. Many
of the physicians’ responses about attitudes toward co-
treatment could only have been ascertained through
direct questions.

CONCLUSIONS

Concurrent treatment of patients with depression by PCPs
and MHPs is relatively common in the community; 30% of
patients with depression who are treated by PCPs are also
treated by MHPs. Provider contact occurs in about half of
the shared cases and is fairly nonintensive. Thus, comrnu-
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nity treatments do not resemble the intensive collabora-
tive treatments proven effective in research settings. If
concurrent treatments in the community are to become

more collaborative,

physical co-location of practices

appears important. Additional research is needed on the
effects of the less intensive and less formal collaborative
treatments that are common in community settings.
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