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Key partners in the early ICARE work included the 
North Carolina Academy of Family Physicians, the North 
Carolina Pediatric Society, the North Carolina Psychiatric 
Association, and Southern Regional AHEC. Today, represen-
tatives from more than 30 state agencies and organizations 
continue to serve on the Center’s Advisory Committee to 
assure ongoing development of, and commitment to, effec-
tive patient care by creating locally based, integrated health 

systems. The Center is a resource for government, hospitals, 
health systems, the health care industry, Local Management 
Entities (LMEs), CCNC networks, health care payers, and 
the public. It serves as a “think tank” in which these stake-
holders develop best-practice models that meet the needs 
of primary care and behavioral health patients and provid-
ers in a collaborative, strength-based approach to service 
delivery. (A strength-based approach builds upon the per-
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Because the majority of patients with mental illness 
are treated by generalist physicians, primary care has 
been described as the “de facto mental health system” 
[1]. Unfortunately, outcomes for patients with common 
mental illnesses treated in primary care settings are 
often poor. Fewer than half of patients with depression 
recover within 6 months of starting treatment, and out-
comes are worse for minority and low-income patients 
[2, 3]. Studies show multiple problems with the quality 
of care, including underdiagnosis, inadequate dosage 
and duration of treatment when psychotropic medica-
tion is prescribed, and infrequent follow-up [4, 5]. Early 
attempts to improve patient outcomes focused on im-
proving care for depression through clinician education 
and depression screening, but these efforts largely failed. 
However, important lessons were learned, and it was hy-
pothesized that outcomes could be improved by integrat-
ing mental health care with primary care and delivering 
that integrated care in a primary care setting.

Over the past 2 decades, integrated care has been 
evaluated in a series of randomized controlled trials (the 
strongest design for testing a new treatment interven-
tion). In the initial studies, including a 1995 study by 
Wayne Katon and colleagues [2], adult patients with de-
pression were cared for jointly by a mental health profes-
sional and a primary care physician at the same location; 
often the patients alternated visits with the two provid-
ers. These studies showed improved outcomes with this 
approach; however, it was thought to be too expensive 
and to strain an already limited supply of mental health 
professionals. The model evolved into a team approach 
that incorporates specially trained nurses, pharmacists, 
or health coaches and makes greater use of telephone 
follow-up to increase the frequency of contact at reason-
able cost. These integrated approaches also borrow from 
Edward Wagner’s chronic care model [6], empowering 
and preparing patients to manage their own health and 
health care. More systematic follow-up, stepped-care 
treatment algorithms, disease registries and decision 
support have been introduced. Decision support often 
takes the form of having a mental health professional 
supervise the nurse, pharmacist, or health coach. Vari-
ous permutations of this integrated care model for de-
pression have now been evaluated in more than 40 trials, 

some of which have included up to 2 years of follow-up.
High-quality systematic reviews [7, 8] have shown that, 

compared with primary care treatment alone, integrated 
care for depression doubles the rate of medication adher-
ence and significantly improves symptoms of depression, 
functional status, and patient satisfaction. In one large 
trial involving 1,801 older adults, treatment lasting 1 year 
was shown to have positive effects that were still present 
at 2-year follow-up, including decreased pain scores in the 
subset of depressed patients who also had arthritis [9-11]. 
The results for patients from ethnic minority groups and 
those with low incomes were as good as or better than 
those for the group as a whole.

More recent trials have shown that these positive ef-
fects extend to depressed patients who have a concur-
rent condition, such as a chronic medical illness (diabetes 
mellitus or coronary artery disease, for instance), gener-
alized anxiety disorder, or panic disorder. Integrated care 
that focuses on mental health outcomes does not have a 
halo effect that improves general medical outcomes [12]. 
However, when integrated care uses similar methods for 
both depression and chronic medical conditions, increas-
ing follow-up and measurement-based care for both, out-
comes for both (including measures of disease control 
such as glycated hemoglobin and serum cholesterol lev-
els) are improved [13, 14]. Integrated, collaborative care 
of this sort has been shown to be highly cost-effective, 
and in some subgroups of patients, it has actually pro-
duced cost savings [15, 16].

What are the key ingredients of integrated care? An 
analysis that sought to identify the components of inte-
grated care that have been consistently associated with 
greater impact on symptoms of depression [17] conclud-
ed that the most important features are active care by 
the primary care physician, collaboration with a mental 
health professional, adherence monitoring, treatment 
response assessment using a symptom scale, active sup-
port for patient self-management skills, and integrated 
treatment lasting at least 16 weeks.

How can integrated care for depression be promoted 
in North Carolina? The state’s primary care physicians 
support integrated care, and the approach described 
here is consistent with the “medical home” team-based 
medical care delivery model. However, given current 
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son’s strengths, rather than focusing on their weaknesses 
or problems.) The Center’s staff members provide onsite 
and telephonic technical assistance and training. Coaching 
for practice change and for model sustainability through 
continuous quality improvement is customized for practice 
sites and enhanced by the growing use of electronic health 
records.

Through demonstration projects, models of bidirectional 
care are being developed to provide appropriate behavioral 
health services in primary care settings and medical inter-
ventions in behavioral health settings. The emphasis is on 
disease management and early identification of medical and 
behavioral health issues, with brief intervention and referral 
to appropriate specialty treatment.

demands on primary care practices and the precarious 
financial situation of many of them, support for imple-
mentation will likely be required. Free online training and 
support materials are readily available from such sources 
as the IMPACT (Improving Mood-Promoting Access to 
Collaborative Treatment) program at the University of 
Washington [18] and the MacArthur Initiative on De-
pression and Primary Care [19], but it would be helpful 
to offer some technical assistance in combination with 
these. The major challenge to widespread implementa-
tion is developing a successful financial model. Large 
health systems such as those of the Veterans Health 
Administration and the US Department of Defense have 
successfully implemented integrated care models [20, 
21]. For smaller practices, which may not benefit directly 
from improved patient outcomes and potentially lower 
utilization of services, bundled payment approaches are 
being evaluated in the DIAMOND (Depression Improve-
ment Across Minnesota, Offering a New Direction) study 
[22]. North Carolina policymakers can learn from this 
ongoing investigation of a model for primary care man-
agement of depression.  
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try, Durham Veteran Affairs Medical Center and Duke University, 
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