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Objective: To review randomized controlled trials (RCTs) evaluating chronic disease 
management models for depression in primary care and to look at the implications for clinical 
practice in Canada. 

Methods: We reviewed all RCTs conducted between 1992 and 2006, including other reviews and 
analyses of pooled data. Using various search terms, we searched PsycINFO, Cinahl (1982 to 
May 2005), MEDLINE (1995 to 2005), EMBASE, The Cochrane Library, and PubMed. 

Results: There is conclusive evidence for the benefits of changing systems of care delivery to 
support the more effective management of depression in primary care. Most studies have 
demonstrated improved outcomes in terms of symptom reduction, relapse prevention, functioning 
in the community, adherence to treatment, community and workplace involvement, and 
satisfaction with care received. 

Conclusions: Primary care practices need to examine how they can incorporate different concepts 
and models for managing depression. Components to consider include case registries, care 
managers or coordinators, treatment algorithms, follow-up and monitoring after a treated episode, 
care and relapse prevention plans, visits by psychiatrists, and training and ongoing education for 
all providers. 

(Can J Psychiatry 2007;52:77–85) 

Information on funding and support and author affiliations appears at the end of the article. 

Clinical Implications 

� Depression can be more effectively managed in primary care if changes can be made to the way care 
is organized. 

� Primary care practices need to be able to regularly monitor individuals both during and after 
treatment of an episode of depression. 

� Psychiatrists can play important and effective roles by visiting primary care settings to discuss and 
assess individuals who suffer from depression. 

Limitations 

� Many of these findings come from research-oriented primary care settings, and it is unclear how best 
to adapt them to real-world practices. 

� Family physicians will have difficulty finding the time to make the changes required to manage 
individuals with depression more effectively. 

� Additional funding is not always available to allow depression care managers to work in primary 
care. 

Key Words: chronic disease management, depression, primary care, system redesign, care 
management 
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Depression is one of the commonest health conditions 
managed in primary care, with the point prevalence rang-

ing from 4.8% to 8.6%1,2; further, it is a recurrent, rather than 
an episodic, condition. About 60% of patients who are recog-
nized as having a major depression by their family physician 
have had 2 or more prior episodes,3 and 36% have a recur-
rence within 1 year of symptom resolution.4 

Despite the high prevalence, only about 30% of individuals 
with depression receive any treatment.5,6 About 50% of peo-
ple diagnosed receive appropriate antidepressant treatment,7,8 

but less than 20% of patients started on an antidepressant are 
seen a minimum of 3 times in the following 3 months to moni-
tor their progress.9 One-third of patients discontinue anti-
depressants within the first month,4 and less than 50% adhere 
to treatment for 3 months.10 Less than 10% of individuals with 
depression receive appropriate psychotherapies.11 

This is significant apart from the impact on the their 
well-being. Individuals suffering from depression generate 
twice the health care costs of other primary care attenders,12 

and untreated depression in individuals with comorbid 
chronic health conditions increases morbidity and mortality 
rates and reduces the capacity for self-management.13 

Thus, although the prevalence of depression in primary care is 
high, detection, treatment, and referral rates are low; more-
over, even if treatment is initiated, most patients do not 
receive adequate follow-up. This is not so much due to over-
sights by individual practitioners or to ineffective treatments 
as it is due to problems in the way that systems of care are 
organized. Models of care usually focus on acute treatment 
with short, and often unprepared, appointments; an emphasis 
on triage and patient flow; and patient-initiated follow-up.14 

As a result, family physicians focus on those individuals being 
seen, rather than on the entire population of a practice, and 
often fail to provide appropriate follow-up and monitoring.15 

These problems were summarized in a 2001 report from the 
US Institute of Medicine that stated, “these quality problems 
occur typically not because of failure of good will, knowl-
edge, effort or resources directed to health care but because of 
fundamental shortcomings in the way care is organized.”16 

What is required are new approaches to service delivery that 
focus on a population; that deliver comprehensive services 

Abbreviations used in this article 

BTS BreakThrough Series 

CBT cognitive-behavioural therapy 

CCM chronic care model 

CDM chronic disease management 

PROSPECT Prevention of Suicide in Primary Care Elderly: 

Collaborative Trial 

RCT randomized controlled trial 

ranging from health promotion to ongoing follow-up and 
monitoring, according to the best available evidence11,17; and 
that empower individuals to take greater responsibility for 
managing their own care and health problems. Achieving this, 
as the US Institute of Medicine Report pointed out, ultimately 
requires reorganization of health delivery systems.18 It was 
the need for such comprehensive changes that led to the emer-
gence of new models for managing chronic diseases. 

Disease Management 

The Disease Management Association of America delineated 
6 components that need to be present for effective chronic dis-
ease management.19 These are: 

� Population identification processes. 

� Evidence-based practice guidelines. 

� Collaborative practice models that include physicians and 
support service providers. 

� Patient self-management and education. 

� Process and outcomes measurement, evaluation, and 
management. 

� Routine reporting–feedback loops to the patient, 
physician, other providers, and other sectors. 

These components form the basis of all disease management 
approaches, although there is some variation in their defini-
tion or implementation. Wagner formalized these concepts 
within the CCM, which he derived from evidence-based prac-
tices and literature reviews.17 The CCM identifies 6 essential 
elements of a health care system that advance high-quality 
chronic disease care. It has guided or influenced health deliv-
ery system reform in the United States, in Canada, and in 
many other countries. These elements are: 

� System redesign to ensure the delivery of effective, 
proactive clinical care and self-management support 
through well-functioning teams with clear roles for all 
team members; planned interactions to support 
evidence-based care; case management; and regular 
follow-up. 

� Self-management support to empower and prepare 
patients to take greater responsibility for managing their 
own health care. 

� Decision support to promote clinical care that is 
consistent with scientific evidence by embedding 
evidence-based guidelines into clinical practices, ensuring 
provider education, and integrating specialist expertise 
within primary care. 

� Information systems (that is, registries) that help to 
organize patient and population data to facilitate efficient 
and effective care by tracking individuals, identifying 
relevant subpopulations, facilitating care planning, 
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providing reminders, and monitoring team performance 
and outcomes. 

� Organizational changes to create a culture and 
mechanisms that promote safe, high-quality care by 
setting clear goals and providing direction and support 
that is reflected at all levels, including changed 
management strategies and incentives based on quality of 
care 

� Links with community resources, created through 
partnerships with community organizations and by 
encouraging patients to participate in relevant community 
programs. 

Disease Management for Depression 
The literature on managing depression in primary care over 
the last 10 years reflects the evolution from relatively simple 
interventions to increasingly complex, multifaceted programs 
that address both system and treatment issues. 

Methods 
This summary review examines data from RCTs, reviews of 
RCTs including metaanalyses and analyses of pooled data, 
and data from the BTS, published between 1993 and 2006. 
We identified studies from searches of PsycINFO, Cinahl 
(1992–2005), MEDLINE (1995–2005), EMBASE, the 
Cochrane Library, and PubMed, using various search terms. 

The BreakThrough Series 
The BTS is a collaborative learning and system improvement 
model developed by the Institute for Healthcare Improve-
ment.20 The model brings together teams of at least 3 partici-
pants from primary care organizations or practices. 
Participants represent organizational leaders, technical 
experts, and clinical leaders. Over the course of a year, the 
teams participate 2 or 3 times in “collaboratives” to improve in 
a defined practice area. Collaboratives offer participants vari-
ous tools, such as registry templates, questionnaires, and 
guidelines; monthly feedback from summary reports prepared 
by the teams; and conference calls and email contact as 
needed. 

Katzelnick21 reviewed results from 20 health care organiza-
tions that participated in the BTS on depression. Of the 10 
teams with the best outcomes, the most important CCM 
change elements were the establishment of a patient registry, 
care coordination, diagnostic assessment, and proactive 
follow-up. Other helpful changes included interactive educa-
tion for providers on depression guidelines, patient education 
techniques and self-management materials, attention to “red 
flags” or clinical hints suggesting a patient should be assessed 
for depression, evidence-based treatments based on the 
Agency for Health Care Policy and Resarch depression guide-
line,22 collaboration between physician and patient to set 

treatment goals and engage in problem-solving, a tracking and 
monitoring system using a follow-up file or patient registry, 
and consultation on the part of a psychiatrist. 

Over 2000 patients were included in depression registries. Of 
these patients, 56% had significant improvement in their 
symptoms at 12 weeks, 87% completed follow-up assess-
ments, 54% continued antidepressant medication for at least 
10 weeks, and 90% completed a structured diagnostic assess-
ment before treatment. Evidence from other BTS 
collaboratives suggested that outcomes for CDM programs 
for depression were superior to those for other chronic 
conditions. 

Evidence From RCTs of Interventions in 

Primary Care 
Several multifaceted RCTs have evaluated the impact of 
incorporating selected CDM components into managing 
depression in primary care. The most frequent interventions in 
these studies were as follows: 
� Use of a case care manager to coordinate care (this 

includes medication adherence and monitoring, 
screening, assessment and development of treatment 
plans, system navigation, patient education, providing 
treatment, and providing advice to other team members). 

� Provider education. 

� Feedback to the family physician. 

� Screening for depression. 

� Psychiatric consultation to the family physician or care 
manager. 

� Implementation of a treatment algorithm. 

� Specialized mental health treatment (usually CBT) in 
primary care. 

� Telephone treatment or support. 

� Self-management workbooks. 

� Personalized treatment plans. 

� Relapse-prevention plans. 

� Consumer education materials, especially videos. 

� Development of a registry. 

� Well-functioning treatment teams. 

Specific Trials 

Katon23 conducted an RCT with 156 patients to compare usual 
care with a structured, manualized depression treatment pro-
gram in primary care accompanied by patient education, phy-
sician education, 4 to 6 CBT sessions with a psychologist, a 
written relapse prevention plan, monitoring for medication 
adherence, and regular team meetings to review cases with the 
psychiatrist. At 4 months, intervention patients were more 
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satisfied than regular care patients. Patients with major 
depression showed significant improvement, compared with 
control subjects, but there was no between-group difference 
for minor depression or for medication adherence. 

Hedrick24 assessed the impact of collaborative care on 354 
patients in a Veterans Affairs primary care clinic. The inter-
vention included provider education, patient education, tele-
phone follow-up by social workers, weekly team meetings, 
feedback for the family physician, and monitoring of response 
to these recommendations. Collaborative care patients experi-
enced greater symptom reduction and less disability at 3 
months, but not at 9 months. 

Simon25 compared usual care for 228 patients with either 
usual care plus feedback to the physician about medication 
dosage adjustments and regular follow-up or usual care plus 
feedback as above plus care management. Care managers 
periodically telephoned patients to monitor their symptoms 
and treatment adherence, provided the physician with feed-
back after each contact (including algorithm-based recom-
mendations), and assisted the physicians in implementing 
management plans. 

Compared with usual care, feedback on its own had no signifi-
cant effect on treatment received or on patient outcomes. 
Patients who received feedback plus care management had a 
higher probability of receiving appropriate dosages of anti-
depressants and a 50% improvement in depression scores, 
lower mean depression scores at follow-up, and a lower prob-
ability of major depression at follow-up. The cost of feedback 
plus care management was about $80 per patient. 

Rost26 studied 211 patients in 12 primary care practices across 
the United States to determine whether improved depression 
treatment would increase remission rates and improve func-
tioning over 24 months. She compared usual care with an 
intervention that included training primary care providers in 
the  model ,  guidel ine-based pharmacotherapy,  
guideline-based psychotherapy, and care managers who pro-
vided assessments, feedback, patient education, and 
telephone follow-up. 

Enhanced care increased patients’ use of antidepressants and 
counselling at 6 and 12 months and significantly improved 
their remission rates and emotional and physical functioning, 
compared with control subjects. At 2-year follow-up, the 
intervention group had a significantly increased number of 
days free of depression impairment, as well as increased work 
productivity and reduced absenteeism rates, compared with 
control subjects. 

The study also compared outcomes for rural and urban set-
tings, finding a greater effect size in the rural settings, particu-
larly in regard to patients following through with visits to a 
mental health specialist.27 This reinforced Hartley’s finding28 

that enhancing the care delivered in primary care settings in 
rural communities is likely to be more effective in reducing 
depressive symptoms than efforts to recruit more mental 
health specialists. 

The estimated annual cost of the intervention was $619 for 
each participant with depression, which is consistent with 
other studies that have estimated the cost to be between 
US$200 and US$600 per patient treated.13,18–29,30 

Telephone Follow-Up 

Simon31 included 613 patients in a comparison of usual care 
with the following: 

� Usual care plus a telephone care management program 
including at least 3 scripted telephone calls, feedback to 
the family physician, care coordination, support from an 
electronic decision support system, and a 
self-management workbook but no supervision about its 
use. 

� Usual care plus care management integrated with 
structured, 8-session CBT delivered via the telephone and 
based on the self-management workbook. 

Telephone CBT led to lower depression scores, with a higher 
proportion of patients (59%) reporting that their depression 
was “much improved” and feeling “very satisfied” with their 
depression treatment, compared with usual care patients 
(29%). The telephone care management program had smaller 
effects on patient-related improvement (66%, compared with 
55% for usual care) and satisfaction (47%, compared with 
29% for usual care). 

This was consistent with findings of an RCT32 of 302 patients 
that compared usual care with the following: 

� Usual care plus up to 14 preplanned, structured telephone 
calls of less than 10 minutes over a 6-month period. 
These calls were made by a primary care nurse to provide 
support and encourage medication compliance and were 
followed by feedback to the physician or by telephone 
care. 

� Telephone contact augmented by peer support. 

Nurse-based telephone care was significantly superior to 
usual physician care with respect to symptom reduction, func-
tioning, and satisfaction with treatment. Adding peer support 
to telehealth care did not improve the outcomes. 

Relapse Prevention 

Ludman33 conducted an RCT of specialty support provided 
for about 1 year to 194 patients at high risk of relapse after 
they successfully completed treatment. Usual care was com-
pared with a maintenance plan conducted by a depression pre-
vention specialist working in tandem with the primary care 
physician, with supervision and backup from a consulting 
psychiatrist. This included depression education materials; 
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motivation-enhancing shared decision making about mainte-
nance pharmacotherapy; cognitive-behavioural strategies; a 
written, personalized relapse prevention plan; scheduled tele-
phone calls every 4 to 6 weeks to review medication adher-
ence and commitment to the relapse prevention plan; written, 
personalized feedback initiated by the depression prevention 
specialist; and bimonthly meetings with a consulting 
psychiatrist to review patient care and pharmacotherapy. 

Key results included significantly greater adherence to medi-
cation over a 1-year period and a significant improvement in 
symptom outcomes for intervention patients, compared with 
usual care patients. 

Katon34 also evaluated the impact of a relapse prevention 
intervention on adherence to antidepressant medication and 
symptomatology. The subjects were 386 patients with recur-
rent depression or dysthymia who had essentially recovered 
after 8 weeks of antidepressant treatment by their family phy-
sician. The intervention included 2 primary care visits with a 
depression specialist; 3 telephone contacts over a 1-year 
period to enhance medication adherence, recognize 
prodromal symptoms, and monitor symptoms; and a written 
relapse prevention plan. Blinded follow-up telephone assess-
ments were conducted at 3, 6, 9, and 12 months. 

Patients in the intervention group had significantly greater 
adherence to an adequate dosage of antidepressant medication 
for 90 days or more within the first and second 6-month peri-
ods and were significantly more likely to refill medication 
prescriptions. They had significantly fewer depressive symp-
toms but no fewer episodes of relapse or recurrence over the 
12-month follow-up period. 

Quality Improvement Programs 

Wells35 looked at the impact of a quality improvement pro-
gram for depression in 48 primary care clinics in 6 US man-
aged care organizations covering 1356 patients. The study 
matched clinics randomized to usual care with those employ-
ing a comprehensive quality improvement program plus 
either pharmacotherapy or psychotherapy. The intervention 
sites offered physician education, clinic or clinician manuals 
and lectures, education of practice nurses to provide assess-
ments on manual-based activation, patient education materi-
als, nurse assessments with feedback, and either a medication 
protocol or CBT provided by psychotherapists. 

Counselling and medication rates were significantly higher in 
the intervention groups at 6, 8, and 12 months. Interventions 
increased the probability of appropriate care in the follow-up 
period by 10%. Intervention patients were less likely to have 
probable depression at 6 months and 12 months. In the control 
group, more patients with major depression improved in the 
first 6-month period, whereas patients with symptoms only 

(diagnosis not confirmed) improved more in the second 
6-month period. 

The Re-Engineering Systems for the Primary Care Treatment 
of Depression trial40 (n = 405 patients) was a randomized con-
trolled cluster trial of an evidence-based model for manage-
ment of depression in primary care with support from quality 
improvement resources. To be included, practices needed to 
have quality improvement measures in place, an affiliation 
with a psychiatrist, and care managers already working within 
the organization. The primary care physician was responsible 
for initial management as well as follow-up care. The inter-
vention had 3 components: care management, telephone 
support, and psychiatrist consultation. 

At 6 months, 60% of the intervention patients had responded 
to treatment, compared with 47% of patients receiving usual 
care; 37% of the intervention patients demonstrated remis-
sion, compared with 27% of usual care patients; and 90% of 
the intervention patients rated their depression care as good or 
excellent, compared with 75% of usual care patients. 

High Users 

Katzelnick36 conducted an RCT to assess the impact of offer-
ing a systematic, depression management program based on 
primary care to 407 depression patients classified as high 
users (that is, their visit frequency was above the 85th percen-
tile over the previous 2 years). The intervention included 
patient education materials, physician education programs, 
telephone-based treatment coordination, a pharmacotherapy 
algorithm including scheduled follow-up visits, a depression 
education program, and psychiatric consultation for patients 
not responding to treatment after 10 weeks. 

In the first 6 months, 96% of the intervention patients filled at 
least 3 antidepressant prescriptions, compared with 18.5% of 
the usual care patients. Improvements in depression scores 
were significantly greater in the intervention group at 6 weeks 
and at 3, 6, and 12 months. At 12 months, intervention patients 
showed significantly more improvement than usual care 
patients on the Mental Health, Social Functioning, and Cur-
rent Health Perceptions scales of the 20-Item Short Form 
Health Survey. 

Programs for Seniors 

Unutzer38 assessed the effectiveness of a collaborative care 
management program (the Improving Mood Promoting 
Access to Collaborative Treatment program for late-life 
depression). In this program, 1801 patients were randomly 
assigned to usual care or an intervention that included patient 
education materials; meetings with a depression care special-
ist or care manager; a treatment plan developed by the depres-
sion care specialist, family physician, and patient; a stepped 
approach based on a treatment algorithm; weekly team 
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meetings with a psychiatrist; and liaison with the primary care 
physician. 

At 12 months, 45% of the intervention patients had a 50% or 
greater reduction in depressive symptoms, compared with 
19% of the usual care patients. Intervention patients also had 
higher rates of depression treatment, more satisfaction with 
depression care, reduced severity of depressive symptoms, 
less functional impairment, and greater quality of life. There 
was also a significant reduction in chronic pain symptoms and 
functioning limitations among individuals with comorbid 
arthritis. The cost was $553 per patient. 

Bruce39 conducted an RCT designed to determine the effect of 
a primary care intervention on suicidal ideation and depres-
sion in 598 older adults (the PROSPECT study). It compared 
usual care (supplemented by information about treatment 
guidelines) with an intervention that included a clinical algo-
rithm, care managers, interpersonal psychotherapy, 
guideline-based advice given to the family physician by the 
care manager, psychiatric backup including weekly supervi-
sion for the care managers, regularly scheduled telephone 
contacts, monthly supervision in interpersonal therapy for the 
care managers, and follow-up with patients at 4, 8, and 12 
months, either in person or by telephone. 

Suicidal ideation resolved more quickly in patients from the 
intervention group, with differences peaking at 8 months 
(70.7%, compared 43.9% of usual care patients). Intervention 
patients had a more favourable course of depression in terms 
of both the degree and speed of symptom reduction. 

A further report from the PROSPECT study40 compared time 
to first remission for elderly depression patients in practices 
that implemented a care management model with time to first 
remission in usual care patients. Over 18 months, first remis-
sion occurred earlier and was more common among patients 
receiving the intervention. Patients experiencing hopeless-
ness were more likely to achieve remission if treated in inter-
vention practices. 

Reviews of RCTs 

Recent reviews of RCTs of CDM programs for depression 
have either compared program findings or reviewed pooled 
results. 

Ofman41 reviewed the clinical and economic effects of disease 
management in patients with chronic diseases as described in 
102 articles that evaluated 118 disease management programs 
in various settings. Of the 11 chronic conditions represented, 
depression management programs had the highest percentage 
of outcome comparisons demonstrating substantial improve-
ments in patient care (41 of 86 programs, or 48%). Disease 
management further appeared to improve patient satisfaction 

in 12 of 17 programs (71%), patient adherence in 17 of 36 pro-
grams (47%), and disease control in 33 of 74 programs (45%). 

Gilbody42 selected 36 studies (29 of which were RCTs) and 
conducted a narrative synthesis examining the effectiveness 
of organizational and educational interventions in improving 
depression management in primary care. The interventions 
were multifaceted, using several chronic care strategies. 
Effective strategies were generally more complex, incorpo-
rated clinician education, used nurse case managers, inte-
grated specialized services with primary care, and included 
telephone medication counselling. Two components that 
were not demonstrated to be effective on their own were 
guideline implementation and educational strategies. (A list 
of these studies can be found at http://www.york.ac.uk/ 
inst/crd/ehcb.htm.) 

Badamgarav43 reviewed 19 disease management programs 
for depression that were active between 1987 and 2001. 
Pooled results demonstrated statistically significant improve-
ments in depression symptoms, patient satisfaction with treat-
ment, patient compliance with treatment recommendations, 
and adequacy of the prescribed treatment. He concluded that 
disease management appeared to improve the detection and 
care of patients with depression and recommended wide-
spread implementation of programs, with further research 
needed in the area of cost-effectiveness. 

In a 2001 editorial reviewing RCTs of interventions to 
improve primary care for patients with major depression, Von 
Korff and Goldberg44 found that interventions that consis-
tently improved patient outcomes incorporated some form of 
case management and specialist involvement and support. 
Case management—often provided by telephone—involved 
taking responsibility for following patients, monitoring 
adherence to treatment and symptom improvement, and tak-
ing action to remedy these, if necessary. The integrated psy-
chiatrists consulted to the family physician, supervised the 
case manager, and saw complex cases, if necessary. Von 
Korff and Goldberg concluded that efforts to improve the pri-
mary care treatment of depression should focus on low-cost 
case management and “fluid and accessible working relation-
ships among the primary care doctor, case manager and men-
tal health specialist.”44 p 949 

This finding was reinforced by Craven and Bland,45 who con-
ducted a systematic review of 38 studies of collaborative men-
tal health care in primary care, 14 of which could be 
considered to be CDM programs for depression. They also 
suggested that systematic follow-up was an important predic-
tor of positive outcomes, that treatment algorithms linked 
with increased collaboration were more beneficial than either 
intervention on its own, that care managers could increase 
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medication adherence, and that patient education materials 
were a component of many studies with positive outcomes. 

Neumeyer-Gromen46 conducted a systematic review and 
metaanalysis of RCTs investigating the effectiveness of dis-
ease management programs for depression. Disease manage-
ment was comprehensively defined to include evidence-based 
practice guidelines, self-management education, provider 
education, screening, routine reporting and feedback loops, 
collaborative practice models, interdisciplinary discussion of 
treatment options, regular reassessment, and reminder 
systems. 

Disease management programs were found to significantly 
enhance the quality of care for depression. More specifically, 
disease management programs had a significant effect on 
depression severity. Patient satisfaction and adherence to the 
treatment regimen also improved significantly. 

Gensichen47 conducted a metaanalysis of 13 RCTs of care 
management for depression in primary care. Data were pooled 
for intervention complexity and for analyses of different sub-
groups (that is, symptom severity, remission, clinical 
response, and medication adherence). Care management had 
a positive effect for all outcomes measured, although there 
was no significant difference between standard (at least the 
systematic monitoring of symptoms) and complex case 
management. 

Discussion 

When viewed collectively, these studies present consistent 
and convincing evidence of the benefits of changing the way 
systems of care are organized for depression patients seen in 
primary care. These changes are also applicable to mental 
health programs. 

Central to all models of improved systems of care for individ-
uals with depression in primary care is a redesign of the way 
services are organized and delivered. This includes the incor-
poration (where available) of mental health care managers or 
coordinators, visits by psychiatrists in a stepped model of 
care, and changes in treatment protocols to include screening 
and routine follow-up of individuals during and after treat-
ment. A second key component is support to enable patients to 
better manage their own problems, given through interactive 
education, increased access to relevant records and reports, 
and peer support. 

These treatments need to be based on the best available evi-
dence coming from treatment algorithms incorporated in the 
chart or from the presence of specialized mental health pro-
viders in primary care, and they need to be supported by infor-
mation technology that will allow registers to be compiled, by 
organizational leadership that promotes a shared vision and 

purpose, and by strong links with relevant community 
providers. 

The evidence suggests that most interventions will be more 
effective if supported by system changes that reinforce their 
impact and by greater collaboration between different provid-
ers. For example, screening for depression only leads to better 
outcomes if it is linked with treatment.48 Similarly, the care 
manager’s role is more effective if regular feedback is pro-
vided to the primary care provider.10,45 Nevertheless, even 
simple interventions, such as designing mechanisms to ensure 
there is regular follow-up of individuals during or after treat-
ment, can bring about improvements in treatment compliance 
and outcomes. 

Future Research Directions 

There remains a need for Canadian data to determine whether 
these findings can be replicated in a differently organized and 
funded health system. Many of the studies reviewed have also 
acknowledged that, although it is difficult to separate out the 
effects and cost–benefits of specific components in a multi-
faceted intervention, the different effects of these components 
needs to be better understood. There is also a need to look at 
the impact of treating comorbid depression on the outcomes of 
other chronic health conditions. 

A weaker area of many of the studies conducted to date has 
been the limited emphasis on self-management support (as 
opposed to patient education). Future studies need to examine 
the impact of system changes required to support innovative 
approaches49 for self-management support. 

With the exception of the BTS projects, the studies described 
in this article were conducted in self-selected clinical settings 
interested in innovation or in measuring change. These 
received additional funding to recruit the extra resources 
required. For various reasons, they often excluded many 
patients who routinely present with depression in their family 
physician’s office. Also, it is not easy to adapt such interven-
tions to the real world of busy and often overextended family 
physicians,50 who face increasing demands from multiple sec-
tors to play a broader role in patient care while still dealing 
with the acute problems that present in their office each 
day—what Bodenheimer referred to as “the tyranny of the 
urgent”51, p 1775 This makes it difficult to shift their focus to, or 
find the time for, different approaches to managing chronic 
conditions. Innovation can be facilitated by developing inter-
disciplinary teams to share the management tasks, but there is 
a need to evaluate what can be done in practices where care 
coordinators and psychiatrists are not available. One simple, 
low-cost intervention that can be integrated in any practice is 
the development of protocols to ensure that any individual 
with depression is seen or contacted by telephone or in person 
routinely and regularly, both during and after treatment of an 
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episode, to monitor his or her progress and compliance with 
the treatment plan. 

The findings from the studies discussed in this paper suggest 
that primary care settings could consider the following 
options as a starting point for the better management of indi-
viduals with depression: 
� The use of a screening instrument such as the Patient 

Health Questionnaire-9,52 which can be built in to the 
health record as a template. Screening can also be 
conducted by asking 2 questions (about mood and 
enjoyment of activities) in any interview.49 These 
questions could also be asked routinely when assessing 
an individual with a chronic medical condition. 

� The incorporation within the clinical record of a treatment 
algorithm for depression—including guidelines for 
follow-up visits. 

� A care manager responsible for coordinating and 
monitoring care and assisting patients in using 
community resources. If specialized mental health staff 
are not available, this role can be taken on by a practice 
nurse. 

� Visits from a psychiatrist who will consult to the family 
physician and case manager and see complex cases as 
required. 

� The development of registries (electronic or paper) that 
include every individual in a practice with a prior 
diagnosis of depression or a history of treatment with an 
antidepressant, so that these individuals can be monitored 
and proactive care initiated. Registries can be constructed 
directly from some electronic medical records, or they 
may require either specialized software or a spreadsheet 
such as Excel. If none of these alternatives are feasible, 
they can be compiled with pen and paper. 

� Greater use of the telephone for monitoring treatment 
compliance and response and for proactive follow-up of 
individuals at risk. 

� The development of a plan of care that includes a 
patient’s personal goals and current treatments, a copy of 
which should be given to the patient to bring to every 
appointment with any health care provider. 

� Increased support for self-management, such as providing 
patients with access to their complete medical records and 
to all pertinent information about their care (including 
medications), often provided through a website entered 
with a secure password. 

� A plan to prevent relapse after recovery from an episode. 

� Regular follow-up visits or telephone check-ups after 
treatment has been completed. 

� Prepared visits, for which the team ensures that all 
relevant data and required resources are available before 
a patient arrives. 

� Adequate preparation and ongoing education for all 
primary care staff 

Summary 
Many problems exist in the way depression is managed in pri-
mary care, often owing to shortcomings in the way systems of 
care are organized to manage chronic problems. New models 
that have emerged over the last 10 years and involve multi-
faceted interventions have demonstrated their effectiveness in 
improving outcomes for depression patients seen and treated 
in primary care settings. Although it is not clear which compo-
nents of these multifaceted interventions are most likely to 
bring about beneficial outcomes, many can be easily adopted 
by primary care practices in Canada and incorporated into 
daily management with little need for additional resources. 
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Résumé : La prise en charge des maladies chroniques pour la dépression dans les soins primaires — 

un résumé de la documentation actuelle et des implications dans la pratique 

Objectif : Examiner les essais contrôlés randomisés (ECR) évaluant les modèles de prise en charge des maladies 
chroniques pour la dépression dans les soins primaires, ainsi que les implications dans la pratique clinique au Canada. 

Méthodes : Nous avons passé en revue tous les ECR menés entre 1992 et 2006, y compris d’autres études et analyses de 
données totalisées. À l’aide de divers termes de recherche, nous avons utilisé PsycINFO, Cinahl (1982 à mai 2005), 
MEDLINE (1995 à 2005), EMBASE, The Cochrane Library, et PubMed. 

Résultats : Il existe des données probantes concluantes des avantages que comporte le changement des systèmes de 
prestation de soins afin de soutenir la prise en charge plus efficace de la dépression dans les soins primaires. La plupart des 
études ont démontré de meilleurs résultats en ce qui a trait à la réduction des symptômes, à la prévention des rechutes, au 
fonctionnement dans la collectivité, à l’observance du traitement, à la participation communautaire et en milieu de travail, et 
à la satisfaction à l’endroit des soins reçus. 

Conclusions : Les pratiques des soins primaires doivent examiner comment elles peuvent incorporer différents concepts et 
modèles pour traiter la dépression. Les composantes à envisager sont notamment des registres de patients, des directeurs ou 
coordonnateurs des soins, des algorithmes de traitement, un suivi et une surveillance après un épisode traité, des plans de 
soins et de prévention des rechutes, des visites de psychiatres, et une formation et un perfectionnement continus pour tous les 
prestataires de soins. 
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