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Inducing Sustainable Improvement in Depression Care in
Primary Care Practices

Performance Improvement 

Depression is a common condition, responsible for an esti-
mated economic cost of more than $40 billion annually,

a large impact on quality of life and productivity, and indirect
impacts on other health states including cardiovascular dis-
ease.1–5 Although depression is treatable in primary care set-
tings,6 trial-based gains seen from comprehensive efforts at
improving recognition and treatment have been difficult to sus-
tain.

Despite the intensive and promising trials to increase pri-
mary care clinicians’ recognition and treatment of depression,
routine screening and depression management interventions
have not successfully penetrated everyday primary care prac-
tice.7 A systematic review of 36 studies of educational and prac-
tice organizational interventions to improve primary care
depression management found that the benefits of complex
interventions combining clinician education with systems of
follow-up and management were superior to purely education-
al or guideline implementation interventions.8

Implementing depression enhancements in small primary
care practices has been challenging. Traditional quality
improvement (QI) interventions have yielded mixed results for
improving depression care in primary care practices within
managed care organizations9–13; however, there are few trials of
QI activity in small, mixed-payer practices. QI activities for
depression are difficult to implement and sustain in small prac-
tices and may be less effective in settings with lower levels of
organizational capacity to manage change.14,15 Our team’s previ-
ous work led to an understanding of small primary care prac-
tices as complex adaptive systems.16–19 Stated briefly, complex
adaptive systems exist in a constant state of change in response
to both internal and external forces. Because these forces are
often under- or unappreciated, complex adaptive systems are
often observed to change and respond to interventions in
unpredictable ways. Understanding primary care practices in
this way has guided development of interventions that involve
diverse stakeholders in the practice and place equal emphasis on
a coherent change management strategy as on the clinical care
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changes themselves.20 The challenge remains to translate both
depression care and change management strategies into practi-
cal, feasible, and sustainable programs that can be widely
implemented in community-based primary care practices. 

In 2005 the American Academy of Family Physicians,
American Psychiatric Association, and American College of
Physicians launched a National Depression Leadership
Initiative to test strategies to achieve broad improvements in
depression care. This report describes the use of a modified
improvement collaborative to improve primary care of depres-
sion that emphasized change management strategies for small
primary care practices. Our modification of the Institute for
Healthcare Improvement (IHI) collaborative model21 empha-
sized use of a practice change management strategy consistent
with a complex adaptive system model for primary care prac-
tice.

Methods 
The Improving Depression Care project was designed to test
the feasibility and effectiveness of a modified improvement col-
laborative approach to improving depression care that equally
emphasized important principles of change management for
small primary care practices.

PRACTICE RECRUITMENT

Eighteen primary care practices were recruited from the
American Academy of Family Physicians National Research
Network (NRN) and the American College of Physicians
Practice-based Research Network (ACPNet) in January 2005.
General recruitment e-mails were sent to practices in the net-
works regarding the project, and interested practices were con-
tacted via telephone by network staff to further describe the
project and confirm interest. Interested practices then received
a letter describing the study procedures and the need to travel
to learning sessions. Finally, the investigative team members
[D.E.N., P.A.N., W.P.D., D.G.G., K.M.G., D.S.M.] called
each practice to discuss the study and learn more about its
interest. Although the program focused on small, mixed-payer 
practices, we sought to select practices that represented a vari-
ety of sizes, organizational structures and affiliations, and 
populations served. Although some practices were affiliated
with larger organizations, only those were included that report-
ed adequate local autonomy to engage in practice change with-
out higher approval. No other systematic exclusion of practices
occurred. Table 1 (above, right) displays the characteristics of
the nine family medicine and nine general internal medicine
practices. 

INTERVENTION DESIGN

The intervention used a modified improvement collabora-
tive approach to assist practices to develop a change manage-
ment strategy and leverage the strategy to implement
depression care improvement changes. The change manage-
ment strategy taught in the learning sessions was broadly struc-
tured around the principles of the Reflective-Adaptive Process
(RAP) used in earlier work20 and summarized in Table 4 (page
253). The RAP incorporates a rapid-cycle test of change and is
based on a practice commitment to articulating a shared mis-
sion and vision, protecting time and space for reflection and

Type of Practice n %

1. Solo practice 5 27.8%

2. Single specialty group 5 27.8%

3. Multispecialty group 8 44.4%

Owner of Practice

1. Individual physician 7 38.9%

2. Medical group practice 4 22.2%

3. Hospital or health system 2 11.1%

4. Federal, state, or local government, 

community board, etc. 5 27.8%

Community Type*

1. Urban 14 77.8%

2. Large rural city/town 2 11.1%

3. Small rural town 2 11.1%

% Patients of Minority Status

1. 0% to 20% 3 16.7%

2. 21% to 40% 5 27.8%

3. 41% to 60% 5 27.8%

4. 61% to 80% 3 16.7%

5. 81% to 100% 2 11.1%

Number of Clinicians

1. 1 (Solo) 3 16.7%

2. 2 to 4 7 38.9%

3. 5 to 6 5 27.8%

4. 7 or more 3 16.7%

Number of Staff

1. 1 to 4 3 16.7%

2. 5 to 10 4 22.2%

3. 11 to 20 7 38.9%

4. 21 or more 4 22.2%

* Designated according to U.S. Census Rural Urban Commuting Area

Codes.

Table 1. Practice Characteristics
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learning, managing inevitable tension and conflict associated
with change, and providing supportive leadership that is
involved in the change process.

We also instructed practices in a staged process of depression
care improvement adapted from the MacArthur Foundation’s
Depression in Primary Care project22 (see Table 2, page 250).
The stages were structured around the use of the 9-item Patient
Health Questionnaire (PHQ-9)23 and encouraged RAP cycles
to first test the use of the PHQ-9 for screening, diagnosis, and
monitoring depression severity. The second stage encouraged
practices to begin proactively tracking patients to monitor
severity and assure adherence with visits and medication.
Finally, practices were presented with materials for assisting
patients in setting and pursuing self-management goals.
Following the first learning session, the project champions
(PCs) returned to their practice to establish an improvement
team and act as the facilitators of change. Although changes in
depression care were the focus of the intervention, PCs were
encouraged to also use the improvement teams to deal with
other improvements in practice operations, such as telephone
call management and prescription refills. The second and third
learning sessions revisited the RAP and depression care princi-
ples and provided opportunities for PCs to share experiences
and to joint problem-solve the challenges they faced.

The learning sessions were held in Chicago on April 8–10,
June 24–26, and November 4–6, 2005. Two PCs, including
one physician and one nonphysician, selected by each practice,

participated in each of the learning sessions. The curriculum
was designed to present change management principles in a
series of didactic, seminar, and interactive sessions. The learn-
ing sessions also presented principles and tools for depression
care improvement. The project was structured such that rough-
ly three fourths of the first learning session focused on the RAP
model and one fourth on tools for depression care. The second
learning session was roughly evenly split between the two, and
the final learning session was divided into approximately one-
fourth RAP principles and three-fourths depression care.

At all learning sessions, the practices were divided into three
groups, with two of the study team members assigned as
coaches for each group; the same groups and coaches worked
together throughout the project. The learning session agendas
were explicitly designed to permit flow between large group
presentation and discussion and sharing of ideas and experi-
ence among the six practices in each small group, facilitated by
the study team coaches. This approach served to maximize the
potential for PCs to interact and reflect on how the change
management principles might be implemented in their own
practices. Each learning session concluded with the PCs from
each practice jointly developing an action plan for their own
practice to implement during the period of time between learn-
ing sessions (action phase). In the majority of cases, each PC
was able to attend all learning sessions, and practices occasion-
ally elected to bring an additional staff member at their own
expense. During the action phases, the coaches completed at
least one check-in call to provide additional support and con-
duct interviews with both PCs to describe practice progress and
challenges.

QUANTITATIVE MEASURES

The clinicians in each participating practice completed an
Assessment of Clinician Depression Management in Primary
Care (ACDM) survey at baseline and shortly after the final
learning session. The ACDM is a 22-item measure designed to
measure aspects of the Chronic Care Model as applied to
depression in primary care. The ACDM has the following five
subscales:

1. Relationships with consultants (alpha = 0.74)
2. The use of a standardized questionnaire to assess and

monitor depression symptoms (alpha = 0.82)
3. The utilization of information systems to support depres-

sion care and QI (alpha = 0.71)
4. The provision of patient self-management support (alpha

= 0.76)
5. The utilization of a team approach to depression care

Implementation and Sustainability of
Depression Care Improvements 

Figure 1. The figure displays the progression of use of the nine-item Patient
Health Questionnaire (PHQ-9) at baseline, 9 months (end of third learning
session), and 15 months (representing follow-up six months after the interven-
tion ended). Mgmt, management.
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(alpha = 0.73).
Three additional single-question subscales cover the clini-

cian’s use of depression guidelines, the ongoing depression QI
efforts, and the overall level of commitment to improving
depression care. 

QUALITATIVE DATA

Qualitative data gathered by the study team was based on
(1) semistructured telephone interviews at baseline and during
each of three action phase calls and (2) field notes from learn-
ing session discussions gathered by the study team and consult-
ants. We also completed follow-up interviews with the PCs six
months after the end of the program to determine how well the
practice changes were sustained and diffused to other clinicians,
with particular attention to use of the PHQ-9, tracking and
care management, and patient self-management support.

DATA ANALYSIS

The analysis focused on the measures of practice change for
depression care that derived from the ACDM surveys and the
extensive qualitative data. 

Quantitative Data. ACDM descriptive statistics for the pre-
and postintervention surveys were calculated, and mixed-effects
repeated measures models, adjusting for clustering effect at the
practice level using SAS 9.1 (SAS Institute; Cary, North
Carolina), were used to evaluate changes in scores over time. 

Qualitative Data. The qualitative data (interview transcripts
and extensive field notes from the learning sessions) were tran-
scribed and analyzed with Atlas.ti (Atlas.ti Scientific Software

Development GmbH, Berlin). For this analysis, a template
approach24 was used that established codes for elements of the
change process (improvement ream activities and RAP cycles)
and for depression care (use of PHQ-9, tracking and care man-
agement, and self-management support). All coded data were
read by three authors [D.E.N., P.A.N., A.J.B.), and discrepan-
cies were discussed and resolved by examination of the data.
Where the data were ambiguous about the presence of a change
in depression care, it was assumed that no change had occurred. 

For each practice, the analysis then determined the use of
the PHQ-9 (specifically for screening, diagnosis, and monitor-
ing), use of a tracking or care management function, and pro-
vision of self-management support at baseline (February 2005),
9 months (at the time of the third learning session, November
4–6, 2005), and 15 months (telephone interviews during May
2006). 

The study was reviewed and approved by the American
Academy of Family Physicians, University of Missouri–Kansas
City Social Sciences, Colorado Multiple, University of
Michigan Medical School, State University of New
York–Upstate Medical University, and University of Illinois
College of Medicine–Rockford Institutional Review Boards.

Results
Eighteen practices (nine internal medicine and nine family
practices) began the project. Two solo practices withdrew (one
internal medicine and one family practice) after the first learn-
ing session with mutual agreement that the scope and goals of
the project were not a good fit for the practices. In addition,
one practice had nearly complete turnover of its clinicians dur-
ing the project, and we were unable to obtain before-after
ACDM surveys. All 16 remaining practices were able to pro-
vide interview data. 

DEPRESSION CARE IMPROVEMENTS

Figure 1 (page 249) displays the progression of use of the
PHQ-9 at baseline, 9 months, and 15 months. At baseline,
only three practices had any experience with PHQ-9 use, while
at 15 months, all but one practice were using the PHQ-9 in
some fashion. Thirteen of the 16 practices were using the
PHQ-9 for depression monitoring, and 8 were using some
form of PHQ-9–facilitated tracking or care management. All
but one practice sustained use of the PHQ-9 beyond the active
intervention. Tracking/care management and use of self-man-
agement support actually increased after the active intervention
as practices implemented information systems that facilitated
depression care.

Stage 1 Use PHQ-9* to identify ■ PHQ-9

■ administration aids

■ scoring instructions

Stage 2 Use PHQ-9 to monitor as above plus...

during return visits ■ guidelines for tx

Stage 3 Use PHQ-9 to as above plus...

proactively manage ■ care management forms

■ manual tracking

Stage 4 Use PHQ-9 and registry as above plus...

to optimize care ■ registry database

* 9-item Patient Health Questionnaire (PHQ-9); Kroenke K., Spitzer R. L.,

Williams J. B.: The PHQ-9: Validity of a brief depression severity measure. 

J Gen Intern Med 16:606–613, Sep. 2001.

Table 2. Staged Process of Depression Care Improvement
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Figure 2 (above) displays practices according to the degree to
which PHQ-9 use diffused beyond the PCs. Two practices were
solo practices; therefore, this outcome is not particularly mean-
ingful. Among the remaining 14 practices, however, all but 3
experienced some diffusion of PHQ-9 use. 

ASSESSMENT OF CLINICIAN DEPRESSION MANAGEMENT

(ACDM) RESULTS

The response rate for the ACDM was 89% for the baseline
survey and 60% for the follow-up survey. Thirty-six clinician
surveys were available for matched pre- and postproject analy-
sis. Table 3 (page 252) displays the results of the ACDM analy-
sis. All individual subscales except those measuring “use of
consultants” and “self-management support” showed signifi-
cant improvements from baseline. In addition, two single-ques-
tion items, “I use evidence-based guidelines for depression…”
and “Quality improvement…(addresses depression care)”
showed significant improvement from baseline. Another single
item, “My level of commitment to improving the management
of depression in my practice is…” failed to show improvement,
possibly because it was the highest single rated item at baseline.
Overall, ACDM scores showed a significant improvement dur-
ing the project, moving from an average of 2.63 to 3.12, based
on weighted analysis.

Analysis of ACDM scores to determine whether PCs’
improvements were greater than their practice peers showed
significance for “use of a standardized questionnaire” (p =
.004), “information system support”, (p = .014), “teamwork”
(p = .007), and “self-management support” (p = .013).
“Teamwork” appeared to have improved equally among PCs
and their peers in contrast to the other items, where the PCs
demonstrated greater degrees of improvement than their peers.
Site-level analysis checked for bias in overall improvements
accounted for by disproportionate improvements in practices
with larger numbers of returned surveys, and found none.

CASE STUDIES

These case studies were chosen to illustrate practice factors
that either enabled or kept practices from using the interven-
tion to improve their depression care processes.  

1. Change Ripples Through a Small Practice. One practice
in our project demonstrates how the change management
strategy and depression improvements rippled through prac-
tices. This practice serves a rural community and had no expe-
rience with use of the PHQ-9 or any concentrated efforts at
improving care for chronic conditions. Their comments during
learning session 1 reflected the struggles of a small private pri-
mary care practice attempting to provide quality care for
depression in the face of uncertain reimbursement. Initial
efforts at using the PHQ-9 were positive, with their nurse prac-
titioner expressing interest in being able to use the form to track
patients with depression. Both of the PCs acknowledged dur-
ing the first learning session that “systems issues” were going to
need to be addressed by their improvement team.

As this practice began improvement team meetings, ripples
arose quickly within the office regarding the purpose of the
team and how it would affect the practice. One team member
expressed doubts about her ability to provide meaningful input
but with encouragement became a valuable contributor. The
office manager had recently gone for “team building” training,
which created tension around the role of the project improve-
ment team relative to what she had learned and wished to bring
back to the practice. Tensions also existed with the senior clini-
cian being relatively disconnected from the improvement team
process.

Until these tensions created by the improvement team were
resolved, the PHQ-9 was put into use for screening and moni-
toring, but expansion of the improvement process to tracking
and care management could not occur. During learning session
3, specific sessions were held that gave the PCs suggestions and
strategies for dealing with the tensions that often arise through

Diffusion of PHQ-9 Use in Participating
Practices Beyond Practice Champion

Figure 2. More than one third of the non-solo practices (5 of 14) experienced
diffusion to all clinicians, meaning that all the practice’s clinicians were
engaged in actively using the nine-item Patient Health Questionnaire (PHQ-
9) in routine depression care. Limited, fewer than half of practice using; par-
tial, half or more. 

Copyright 2008 Joint Commission on Accreditation of Healthcare Organizations



252 May 2008      Volume 34 Number 5

The Joint Commission Journal on Quality and Patient Safety

the implementation of a change management strategy. The
champions left learning session 3 with plans to address the ten-
sions head on. The concerns of the office manager were
addressed by affirming the importance of her role in the prac-
tice, and the participation of the senior clinician was also
addressed. The office began holding a forum where everyone’s
concerns regarding the practice could be addressed. PHQ-9 use
diffused to all clinicians, and all depression care improvements
were implemented with the exception of regular  use of self
management. At the final 15-month interview, one of the
champions commented:

On the whole, things have gotten much better in the prac-
tice since implementing the RAP in this way. Each person in
our office has a way to be heard, and the office meets as a
whole, which has never happened before, but was much
needed.

In this practice, having the RAP change management
process markedly facilitated the practice’s ability to adaptively
cope with the ripples generated by implementation of the
depression care improvements.

2. The Collaborative-Experienced Community Health
Center. This practice had extensive experience with learning
collaboratives around diabetes and came to our project expect-
ing a similar process, just focused on depression. Early on, the
mental health professional who was one of the PCs acknowl-
edged the challenges of using a team approach in a practice that

had often handled depression through referral to her:  

It will be a lot of work, figuring out how to get it done, there
will be a lot of excuses. It sounds like a good idea; the ques-
tion is how to implement it, how to get buy-in and commit-
ment, how to sustain it.

This practice addressed the issue of buy-in directly by bring-
ing the medical director to the second learning session, which
resulted in his buy-in and convening of a weekly improvement
team.

There was an additional sense of resistance in the practice to
implementing changes as part of another collaborative. Indeed,
the project seemed at risk early on because of the negative feel-
ings that carried over from the practice’s participation in the
diabetes collaborative. However, one of the PCs stated that our
approach allowed them to anticipate these sorts of obstacles:

I remember some of the conversations of individuals who
put forth concerns prior to even delving into this process,
and they’re all true. I just found myself smiling. Because
most of the things we talked about as obstacles have materi-
alized. But that was helpful too because I didn’t feel like we
were different or strange. Or it wasn’t something that others
were not going through.

During the 15-month interview, the medical director of this
practice commented:

Mean baseline response (change during project) 

Scale (ordered by level of All Practice p for change p for

change among all respondents) respondents champions Others pre vs. post* time* PC†

Use of standardized questionnaire 2.66 (0.93) 2.93 (1.55) 2.67 (0.45) <.0001‡ 0.007

Information system support 1.73 (0.64) 1.86 (1.23) 1.78 (0.24) .0003 .00130

Use of depression guidelines§ 2.89 (0.60) 2.95 (0.89) 2.95 (0.22) .0021 .039

QI efforts§ 2.74 (0.59) 3.21 (0.58) 2.83 (0.38) .0016 .037

Team approach 2.31 (0.28) 2.65 (0.42) 2.24 (0.14) .02 .21

Self-management support 2.43 (0.28) 2.53 (0.74) 2.37 (0.03) .09 .02

Relationships with consultants 2.64 (0.17) 3.19 (0.24) 2.59 (0.13) .24 .64

Commitment to working on depression§ 3.68 (0.07) 3.69 (0.53) 3.67 (-0.17) .62 .02

Weighted total|| 2.63 (0.49) 2.77 (0.74) 2.63 (0.20) <.0001 <0.001

* Pre- and postchange levels are the estimated mean scores per item for each scale (1 minimum, 5 maximum).
† Time PC represents the change in scores pre- versus postintervention for practice champions compared to that for other practice clinicians.
‡ p values <.05 are boldfaced.
§ Single items.
|| Weighted total gives equal weight to each individual subscale.

Table 3. Assessment of Clinician Depression Management (ADCM) Analysis (N = 36) 
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I think it (the change management strategy) gave us a cer-
tain degree of freedom for us to be able to create something
that worked in our particular environment. Because in other
studies, collaboratives that we have participated in before,
there was always a format that you had to apply that was
given to you. And there’s little flexibility and it’s more about
measurements and outcomes and not so much about
process. And I see that in those cases its sustainability is not
very likely in the long term.

By the time of the 15-month interview, this practice success-
fully implemented all depression care improvements, with the

exception of regular self management instruction, and had dif-
fused the care improvements to all clinicians.

Waiting for the Electronic Medical Record (EMR). Several
practices were hampered in their efforts by ongoing or immi-
nent EMR implementations. One practice was particularly
illustrative of these difficulties because of its high level of com-
mitment for the project as a whole. It sent an additional, third,
member to each learning session at its own expense because of
its commitment. Early on the issues related to electronic sys-
tems were foreshadowed:

We’re going to an EMR next month. There’s a question if
we’re going to an EMR if it won’t provide a flow sheet. I
asked Information Systems. We cannot implement a flow
sheet until it’s an official health system document. It’s a
catch-22. We won’t have scanning capability for four years.

As the project continued, the EMR project began to over-
whelm the PCs’ and improvement team’s efforts. The practice
administration tasked the improvement team to put depression
on hold and work on the EMR implementation, as one of the
PCs stated:

The improvement team has continued to meet, but our
focus has been on the EMR. The administration has want-
ed to incorporate the improvement team with the CQI
group. (It’s a mess.) Dr. X met with them and pleaded for
the improvement team to have our own time at least twice a
month. This request for time was brought up to the admin-
istration hierarchy last month. It’s still a process, the focus
on EMR, it’s been kind of crazy. I don’t feel like we’ve done
a whole lot, we’ve tried. But with everything else, it’s been
hard.

Despite these issues, following the second learning session
there was still positive regard for the RAP process:

Overall, RAP has been very beneficial to our practice, it gets
everyone’s input, we find resolution, then move on, we don’t
have to muddle through. It’s a great asset to the practice to
have Improvement Team.

The PCs continued to work through issues with the EMR
implementation, and their integration into this process was felt
at the final interview to have been helpful in getting the PHQ-
9 integrated in to the EMR. Although tracking was never
implemented, when the office went entirely paperless, having
the PHQ-9 available within the EMR allowed the practice to
sustain its use in some fashion and diffuse it out to the entire
group. One of the PCs summed this up in the final interview:

■ Having a vision, mission, and shared values will guide a

practice in making ongoing improvements. A practice vision

and mission focuses the improvement team on defining what

the practice wants to become and how to get there.

■ Improvement teams need to meet at a regularly defined time

and place to reflect on and learn from their activities. Effective

meetings allow teams to define how the practice currently

works and the types of changes they want to undertake. 

■ Tension and conflict are normal during practice change.

Improvement teams must set ground rules to encourage all

opinions to be heard and to handle resulting conflicts.

■ Including diverse members on the improvement team broad-

ens the skills and opinions that contribute to practice change.

Improvement teams should include representatives from the

practice’s different functional areas and should invite patients

to participate as well.

■ Practice leaders need to actively support and be involved in

a change process, endorsing the improvement team goals and

protecting time and resources the team needs for the process

to flourish. 

■ Core improvement team goals include:
● Relationships within the practice should be built on trust,

honesty, and self-respect, with all perspectives valued.
● Practices should be open to self-reflection and new ideas.
● Practices should acknowledge how all parts of the prac-

tice are dependent on each other to produce a well-func-

tioning practice. 
● Practices should appreciate the value of diversity in prac-

tice roles and staff backgrounds. Differences of perspec-

tives strengthen the practice’s internal and external

connections.
● Practices should employ both formal and informal means

of communication, determining when each is most 

appropriate.
● Practices should have a balance between strong and

weak connections both internally and externally to allow

for innovation and the adoption of new ideas while 

maintaining interconnections among staff.

Table 4. Guiding Principles of the 
Reflection-Adaptation Process (RAP)
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We have had people using the EMR or documenting their
scores and follow up on the EMR, which is the only way
that we’re going to be able to do it in the future because
we’re virtually completely paperless at this point and it’s real-
ly great if we were to use it on a more systematic basis it
would be a wonderful way to keep up and to share informa-
tion with other practitioners.

Discussion
The intervention enabled most of the practices to implement
the change management strategy and use it to deploy depres-
sion management tools and processes known to lead to
improved patient outcomes. Furthermore, our analysis suggest-
ed that (1) practices were able to sustain improvement changes
after the intervention ended and in some cases continue to
enhance improvements and (2) the change strategy led to dif-
fusion of improvement changes among the other (nonPC) cli-
nicians in the practices. 

The intervention design purposefully emphasized develop-
ment and maintenance of a specific change management strat-
egy in the participating practices. Although we did not
discourage practices from jumping immediately to making
changes in depression care, we encouraged them to take the
time and effort during the first action phase to form an
improvement team, develop ground rules, improve communi-
cation, and begin testing small changes in practice operations.
We believe that starting with a change management strategy
allowed most practices to implement depression changes,
expand them after the intervention ended, and successfully dif-
fuse depression care practices to other clinicians. However,
without a direct comparison with other approaches, we are lim-
ited in the confidence with which we can attribute our results
to the change management strategy. 

Previous evaluations of QI collaboratives have produced
mixed and somewhat modest results for various chronic dis-
eases.25,26 For example, two evaluations of collaboratives that
focused on improving depression care found some uptake of
chronic care model elements but with less documentation of
improvement in patient process of care measures or patient out-
comes.27,28 Recent commentaries have questioned the wide-
spread acceptance of QI collaboratives as a change model and
have suggested a strong need to be more rigorous in the evalu-
ation of outcomes, as well as further investigated the strengths,
weaknesses, and potential improvements of the prevailing col-
laborative model and how different collaborative models might
be useful for various initiatives.29–31 Our study adds to this liter-
ature with a modified version of a national QI collaborative

that emphasizes a change management strategy before imple-
menting depression care.

Our project was limited by the use of self-reported measures
of change inherent in the ACDM and interviews of PCs.
Although there may have been reporting bias among the PCs,
it would be expected to be less pronounced among the other
clinicians in the practices that were completing the ACDM. In
addition, the longitudinal qualitative data allowed a “story of
change” for each practice and a case study approach that con-
firmed changes reported by the individual clinicians. The 15-
month study time frame permitted an additional point of
observation (with the qualitative data) approximately 6 months
after the intervention ended. Although we were encouraged by
the evidence of sustained change in most practices (and a few
improvements in some) we do not have information about the
long-term sustainability or deterioration in the intervention
effect. In addition, we did not measure direct patient outcomes
in this project. Rather, we chose to focus on implementation of
systematic depression care processes that have been shown to
affect patient outcomes.22,32–34 This project was designed to test
the use of an implementation strategy for these depression care
processes. Future work should further examine direct outcomes
in patients receiving care in practices participating in such a
program.

Conclusion
We believe that the modified improvement collaborative
approach, when combined with an equal focus on increasing
practices’ capacity to implement change and a specific strategy
for improving depression care, shows promise and could be
scaled for regional delivery. Further confirmatory work is need-
ed to compare this approach to other QI interventions. 

Funding for this project came from a cooperative agreement with the American

Psychiatric Association to share funding received by the American Psychiatric

Foundation from Sanofi Aventis; Eli Lilly and Company; Lilly Foundation; Pfizer,

Inc.; Forest Laboratories, Inc.; and AstraZeneca. Portions of this work have been

presented at the 34th Annual Meeting, North American Primary Care Research

Group, Oct. 16, 2006, Tuscon, Arizona, and the Convocation of Practices and

Networks, American Academy of Family Physicians’ National Research Network,

Mar. 2, 2007, Virginia Beach, Virginia. The authors would like to acknowledge the

practices that completed the Improving Depression Care program: Baton Rouge

Family Practice, Baton Rouge, Louisiana; Carolina Family Health Center, Inc.,

Wilson, North Carolina; Community Health Center of Snohomish

County–Evergreen Branch, Everett, Washington; Community Medicine Associates,

San Antonio, Texas; Deerbrook Medical Associates, Vernon Hills, Illinois; Hill

Country Family Health Specialists, Leander, Texas; ICME PSC, Caguas, Puerto

Rico; Medicor Associates, Inc., Fredonia, New York; Prime Care Family Practice,

Clinton, Oklahoma; Salud Family Health Center, Fort Lupton, Colorado; Seifert &

Ford Family Community Health Center, Danbury, Connecticut; State University of

New York, Upstate, Dept. of Family Medicine, Syracuse, New York; Torrance

Clinical Research, Torrance, California; University of Illinois at Chicago Primary

Care Clinic at Mt. Morris, Mt. Morris, Illinois; Valley Medical Center, Newcastle,

Washington; and Waldron & Holton Internal Medicine, Medford, New Jersey.

J

Copyright 2008 Joint Commission on Accreditation of Healthcare Organizations



255May 2008      Volume 34 Number 5

The Joint Commission Journal on Quality and Patient Safety

References
1. Wells K.B., et al.: The functioning and well-being of depressed patients.
Results from the Medical Outcomes Study. JAMA 262:914–919, Aug. 18,
1989.
2. Katon W., et al.: Distressed high utilizers of medical care. DSM-III-R diag-
noses and treatment needs. Gen Hosp Psychiatry 12:355–362, Nov. 1990.
3. Von Korff M., et al.: Disability and depression among high utilizers of
health care: A longitudinal analysis. Arch Gen Psychiatry 49:91–100, Feb.
1992.
4. Greenberg P.E., et al.: The economic burden of depression in the United
States: How did it change between 1990 and 2000? J Clin Psychiatry
64:1465–1475, Dec. 2003.
5. Ford D.E., et al.: Depression is a risk factor for coronary artery disease in
men: The precursors study. Arch Intern Med 158:1422–1426, Jul. 13, 1998.
6. Simon G.E.: Can depression be managed appropriately in primary care? J
Clin Psychiatry 59(suppl 2):3–8, 1998.
7. Olfson M., et al.: Continuity of antidepressant treatment for adults with
depression in the United States. Am J Psychiatry 163:101–108, Jan. 2006.
8. Gilbody S., et al.: Educational and organizational interventions to improve
the management of depression in primary care: A systematic review. JAMA
289:3145–3151, Jun. 18, 2003.
9. Solberg L.I., et al.: A CQI intervention to change the care of depression: A
controlled study. Eff Clin Pract 4:239–249, Nov.–Dec. 2001.
10. Goldberg H.I., et al.: A randomized controlled trial of CQI teams and aca-
demic detailing: Can they alter compliance with guidelines? Jt Comm J Qual
Improv 24:130–142, Mar. 1998.
11. Horowitz C.R., et al.: Conducting a randomized controlled trial of CQI
and academic detailing to implement clinical guidelines. Jt Comm J Qual
Improv 22:734–750, Nov. 1996.
12. Brown J.B., et al.: Controlled trials of CQI and academic detailing to
implement a clinical practice guideline for depression. Jt Comm J Qual Improv
26:39–54, Jan. 2000.
13. Wells K.B., et al.: Impact of disseminating quality improvement programs
for depression in managed primary care: A randomized controlled trial. JAMA
283:212–220, Jan. 12, 2000.

14. Solberg L.I., et al. Lessons from experienced guideline implementers:
Attend to many factors and use multiple strategies. Jt Comm J Qual Improv
26:171–188, Apr. 2000.
15. Rubenstein L.V., et al. Understanding team-based quality improvement
for depression in primary care. Health Serv Res 37:1009–1029, Aug. 2002.
16. Cohen D., et al.: A practice change model for quality improvement in pri-
mary care practice. J Healthc Manag 49:155–168, May–Jun. 2004, discussion,
169–170.
17. Miller W.L., et al.: Practice jazz: Understanding variation in family prac-
tices using complexity science. J Fam Pract 50:872–878, Oct. 2001.
18. Crabtree B.F., Miller W.L., Stange K.C.: Understanding practice from the
ground up. J Fam Pract 50:881–887, Oct. 2001.
19. Miller W.L., et al.: Understanding change in primary care practice using
complexity theory. J Fam Pract 46:369–376, May 1998.
20. Stroebel C.K., et al.: How complexity science can inform a reflective
process for improvement in primary care practices. Jt Comm J Qual Patient Saf
31:438–446, Aug. 2005.
21. Institute for Healthcare Improvement (IHI): The Breakthrough Series: IHI’s
Collaborative Model for Achieving Breakthrough Improvement. IHI Innovation
Series white paper. Boston: IHI; 2003. (Available at http://www.IHI.org).
22. Dietrich A.J., et al.: Re-engineering systems for the treatment of depres-
sion in primary care: Cluster randomised controlled trial. BMJ 329:602, Sep.
11, 2004.
23. Kroenke K., Spitzer R.L., Williams J.B.: The PHQ-9: Validity of a brief
depression severity measure. J Gen Intern Med 16:606–613, 2001.
24. Crabtree B.F., Miller W.L.: Using codes and code manuals: A template
organizing style of interpretation. In: Crabtree B.F., Miller W.L. (eds.): Doing
Qualitative Research, 2nd ed. Thousand Oaks, CA: Sage Publications, 1999,
pp. 163–177.
25. Schonlau M., et al.: Evaluation of a quality improvement collaborative in
asthma care: Does it improve processes and outcomes of care? Ann Fam Med
3:200–208, May–Jun. 2005.
26. Landon B.E., et al.: Effects of a quality improvement collaborative on the
outcome of care of patients with HIV infection: The EQHIV study. Ann
Intern Med 140:887–896, Jun. 1, 2004.
27. Katzelnick D.J., et al.: Applying depression-specific change concepts in a
collaborative breakthrough series. Jt Comm J Qual Patient Saf 31:386–397,
Jul. 2005.
28. Meredith L.S., et al.: Implementation and maintenance of quality
improvement for treating depression in primary care. Psychiatr Serv 57:48–55,
Jan. 2006.
29. Mittman B.S.: Creating the evidence base for quality improvement collab-
oratives. Ann Intern Med 140:897–901, Jun. 1, 2004.
30. Solberg L.I.: If you’ve seen one quality improvement collaborative. Ann
Fam Med 3:198–199, May–Jun. 2005.
31. Øvretveit J., et al.: Quality collaboratives: Lessons from research. Qual Saf
Health Care 11:345–351, Dec. 2002.
32. Oxman T.E., et al.: A three-component model for reengineering systems
for the treatment of depression in primary care. Psychosomatics 43:441–450,
Nov.–Dec. 2002.
33. Dietrich A.J., et al.: Application of a depression management office system
in community practice: A demonstration. J Am Board Fam Pract 16:107–114,
Mar.–Apr. 2003.
34. Von Korff M., Goldberg D.: Improving outcomes in depression. BMJ
323:948–949, Oct. 27, 2001.

Donald E. Nease, Jr., M.D., is Associate Professor, Department of

Family Medicine, University of Michigan, Ann Arbor, Michigan. Paul

A. Nutting, M.D., is Professor, Department of Family Medicine,

University of Colorado, Denver, and Director of Research, Center

for Research Strategies, Denver. W. Perry Dickinson, M.D., is

Professor, Department of Family Medicine, University of Colorado

Health Sciences Center. Aaron J. Bonham, M.S., is Statistician,

University of Missouri–Kansas City, School of Medicine, Kansas

City. Deborah G. Graham, M.S.P.H., is Associate Research

Director, American Academy of Family Physicians, National

Research Network, Leawood, Kansas. Kaia M. Gallagher, Ph.D.,

is President, Center for Research Strategies. Deborah S. Main,

Ph.D., is Professor, Department of Family Medicine, University of

Colorado Health Sciences Center. Please address correspondence

to Donald E. Nease, Jr., dnease@umich.edu. 

Copyright 2008 Joint Commission on Accreditation of Healthcare Organizations

http://www.ingentaconnect.com/content/external-references?article=1096-9012(2004)49L.155[aid=8268404]
http://www.ingentaconnect.com/content/external-references?article=1544-1709(2005)3L.200[aid=7458397]
http://www.ingentaconnect.com/content/external-references?article=1544-1709(2005)3L.200[aid=7458397]
http://www.ingentaconnect.com/content/external-references?article=1544-1709(2005)3L.198[aid=8268403]
http://www.ingentaconnect.com/content/external-references?article=1544-1709(2005)3L.198[aid=8268403]
http://www.ingentaconnect.com/content/external-references?article=0033-3182(2002)43L.441[aid=8268402]
http://www.ingentaconnect.com/content/external-references?article=0033-3182(2002)43L.441[aid=8268402]
http://www.ingentaconnect.com/content/external-references?article=0893-8652(2003)16L.107[aid=8268401]
http://www.ingentaconnect.com/content/external-references?article=0893-8652(2003)16L.107[aid=8268401]
http://www.ingentaconnect.com/content/external-references?article=0003-9926(1998)158L.1422[aid=1514497]
http://www.ingentaconnect.com/content/external-references?article=0003-4819(2004)140L.887[aid=7291611]
http://www.ingentaconnect.com/content/external-references?article=0003-4819(2004)140L.887[aid=7291611]
http://www.ingentaconnect.com/content/external-references?article=0003-4819(2004)140L.897[aid=6421890]
http://www.ingentaconnect.com/content/external-references?article=0959-535X(2001)323L.948[aid=6200460]
http://www.ingentaconnect.com/content/external-references?article=0959-535X(2001)323L.948[aid=6200460]
http://www.ingentaconnect.com/content/external-references?article=0163-8343(1990)12L.355[aid=235070]
http://www.ingentaconnect.com/content/external-references?article=0003-990x(1992)49L.91[aid=2632498]
http://www.ingentaconnect.com/content/external-references?article=0003-990x(1992)49L.91[aid=2632498]
http://www.ingentaconnect.com/content/external-references?article=0160-6689(2003)64L.1465[aid=6482283]
http://www.ingentaconnect.com/content/external-references?article=0160-6689(2003)64L.1465[aid=6482283]
http://www.ingentaconnect.com/content/external-references?article=0002-953X(2006)163L.101[aid=7883131]
http://www.ingentaconnect.com/content/external-references?article=0017-9124(2002)37L.1009[aid=8268399]
http://www.ingentaconnect.com/content/external-references?article=0094-3509(2001)50L.872[aid=3046812]
http://www.ingentaconnect.com/content/external-references?article=0094-3509(2001)50L.881[aid=7648402]
http://www.ingentaconnect.com/content/external-references?article=0094-3509(1998)46L.369[aid=3024785]
http://www.ingentaconnect.com/content/external-references?article=1553-7250(2005)31L.438[aid=8268398]
http://www.ingentaconnect.com/content/external-references?article=1553-7250(2005)31L.438[aid=8268398]
http://www.ingentaconnect.com/content/external-references?article=1553-7250(2005)31L.386[aid=8268397]
http://www.ingentaconnect.com/content/external-references?article=1553-7250(2005)31L.386[aid=8268397]
http://www.ingentaconnect.com/content/external-references?article=1075-2730(2006)57L.48[aid=8115528]
http://www.ingentaconnect.com/content/external-references?article=1075-2730(2006)57L.48[aid=8115528]
http://www.ingentaconnect.com/content/external-references?article=1475-3898(2002)11L.345[aid=6718081]
http://www.ingentaconnect.com/content/external-references?article=1475-3898(2002)11L.345[aid=6718081]
http://www.ingentaconnect.com/content/external-references?article=0884-8734(2001)16L.606[aid=3067412]
http://www.ingentaconnect.com/content/external-references?article=1099-8128(2001)4L.239[aid=8268405]
http://www.IHI.org

