Applying the Integrated Care Approach:
Core - Workbook

This workbook is designed to help reinforce the fundamental elements of
integrated care introduced in Applying the Integrated Care Approach. It will
also give you the chance to reflect on your personal experiences practicing
within an integrated care model. It includes sections for Modules 1 to 4.
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“Consider Your Practice” Overview
In the main presentations of modules 2 through 4, you will periodically be
prompted to pause and consider your own experiences with various elements
fundamental to Collaborative Care. The following section of the workbook
corresponds to these “Consider Your Practice” questions found in Applying the
Integrated Care Approach.
Please follow along in the workbook and, when prompted, record your
experiences in response to the questions. Once you have reflected on each
“Consider Your Practice” section, feedback will be provided around the concepts
learned in each module. This is your opportunity to reflect on your own personal
integrated care experiences.
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Module 2: Anticipated Challenges

CONSIDER YOUR PRACTICE
Many of the principles ask psychiatrists to work in
new ways.
― What are some of the challenges you could anticipate
when working in these new ways?
― How would you approach these challenges?

© 2015 American Psychiatric Association. All rights reserved.

5

Module 3.1: Assessment in Primary Care

CONSIDER YOUR PRACTICE
What experience do you have with assisting other
health care providers arrive at an effective working
diagnosis?

What resources might you use to improve the
diagnoses made in a primary care setting?

© 2015 American Psychiatric Association. All rights reserved.
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Module 3.2: Patient Screening Measures

CONSIDER YOUR PRACTICE
 What experience do you have using valid screening
instruments or patient-rated outcome measures as
diagnostic aids and to measure treatment response?
 What are the advantages and challenges of using such
measurement tools?
 How can you integrate the use of such tools into your
practice?

© 2015 American Psychiatric Association. All rights reserved.
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Module 3.3: Making a Diagnosis

CONSIDER YOUR PRACTICE
What will be the “must haves” pieces of information for
you to have to feel confident to help make diagnosis of
major depressive disorder?

What about bipolar disorder?

© 2015 American Psychiatric Association. All rights reserved.
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Module 4.1: Initiating Treatment in Primary Care

CONSIDER YOUR PRACTICE
What experience do you have with initiating treatment
outside of traditional psychiatric practice?
What resources might you use to support treatment by
a team in a primary care setting?

© 2015 American Psychiatric Association. All rights reserved.
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Module 4.2: Measurement-Based Treatment To Target

CONSIDER YOUR PRACTICE
What experience do you have with measurementbased treatment-to-target? Active caseload
management?

What resources might you use to support these
approaches to treatment?

© 2015 American Psychiatric Association. All rights reserved.
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Interactivity Exercises
The following section of the workbook includes the corresponding
interactivity exercises for modules 1 through 4 in Applying the
Integrated Care Approach. The purpose of these exercises is to enhance
your understanding of the concepts introduced in the main
presentations for each module.
After completing the main presentation in each module, locate the
corresponding activity in this workbook and complete the exercise
before moving on to the next module.
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Module 1 Interactivity
Reflections on Population-Based Practice
and Integrated Care Psychiatry
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Module 1 Interactivity:
Reflections on Population-Based Practice and Integrated Care Psychiatry
Instructions: These reflections are designed to help you consider the information
about integrated care and the need for providing more mental health care.
Consider each question as you listen to the narration. It may be helpful to record
your reflections both to deepen your learning and to refer back to throughout the
training.
Reflection 1: Think about your experiences training and working as a psychiatrist.


What model(s) of care do you work in now? What model(s) of care have you worked in
in the past?



When you consider each of these practices, what have been your experiences (both
rewards and challenges) in these different models of care?

Reflection 2: Think about your current practice.
•

How many people does your current practice impact?

•

What are some of the barriers to helping more people?

•

How could a partnership with primary care increase the reach of your practice?

In the following modules, we will discuss practical ways to incorporate the
principles of Collaborative Care into a variety of practice settings, including a
focus on leveraging your expertise in new ways to help more people.
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Module 2 Interactivity
Collaborative Care Principles Checklist
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Module 2 Interactivity: Collaborative Care Principles Checklist
Instructions: Consider each statement in the checklist below. Put a check mark in the left column next to any tasks that you
do now in your current practice. Put a check mark in the right column next to any tasks that you consider areas that you
could work on in your practice.
Other points to consider:




Which principles have the most check marks? Great work! Keep doing what you are doing for this
principle or consider taking your practice one step forward by more fully implementing Collaborative
Care principles.
Which principles have the fewest check marks? Great opportunity! Any tasks that are not yet checked
could be potential next steps. Consider picking one or two tasks and setting them as practice goals.
I do this now!

My Current Practice

Population-Based Care
I maintain a list of all my currently active patients.
I use a registry to track all of my patients and to help identify patients
who may be ‘falling through the cracks’.
I actively reach out to patients on my caseload who are not following
up or not improving.
I consider the entire population of potential patients when I think
about delivering care.

Possible areas I
could work on:
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I do this now!

My Current Practice

Treatment to Target
I regularly use validated patient rated screeners or outcome
measures to identify patients who need help.
I regularly track my patients’ clinical progress with valid
patient-rated outcome measures such as the PHQ-9 for
depression.
I set treatment goals that are measured by defined improvement
on valid outcome measures (such as the PHQ-9).
I regularly use results from behavioral health measures (such as the
PHQ-9) to inform my adjustment of clinical care to achieve
goals/targets.
Patient-Centered Collaboration
I ask about other providers that are involved in my patient’s care.
I send notes to other providers caring for my patients.
I regularly communicate with other providers caring for my patients.
I share a medical record with other providers caring for my patients.
I contribute to a shared/integrated care plan for my patients.

Possible areas I
could work on:
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I do this now!

My Current Practice

Evidence-Based Care
I have some familiarity with evidence-based medication
approaches and behavioral interventions such as those
summarized in APA treatment guidelines for the mental health
disorders I commonly treat.
I consistently apply evidence-based medication approaches and
behavioral interventions for the mental health disorders I
commonly treat.
I can make recommendations for evidence-based medication
approaches and behavioral interventions to support other team
members.
Accountable Care
I set outcome goals for the care I provide, and I evaluate if I am
meeting those goals for individual patients.
I treat or get consultation for patients who are not achieving their
outcome goals.
I regularly review if my panel/population of patients are achieving
their outcome goals, and I adjust my practice if I am not achieving
these goals.
I am able to report individual patient-level and patient panel
aggregate outcomes such as the remission rate of patients treated
for depression as measured by the PHQ-9.

Possible areas I
could work on:
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Module 3 Interactivity
Assessment Case Studies
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Case Study: Depression
Case Study: Mr. B
Mr. B., a 67 y/o man with diabetes, calls his primary care clinic requesting a refill for
gabapentin used to treat painful diabetic neuropathy in his lower extremities. He
tells the clinic nurse that he is experiencing too much pain to come to the primary
care office in person.




Mr. B. tells the nurse, “Please just call my pharmacy and get me a 6 month
supply of gabapentin”. The nurse checks into Mr. B’s medical record and
sees that the patient has not been to the clinic for 5 months.
At his last appointment (5 months ago), Mr. B. received a prescription for a 3
month supply of his medications used to treat diabetes (metformin and
pioglitazone), hypertension (lisinopril, metoprolol), and neuropathy
(gabapentin) suggesting that he has likely run out of his supply of
medications used to treat his chronic illnesses.

Question 1.1
How do you think the clinic should assess and engage this patient?
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Identify and Engage







The nurse tells the patient that he must come to the clinic for an exam since he
has not been in for 5 months. Mr. B. agrees to come in and sets an appointment
for the next week.
At the appointment, Mr. B first meets with the diabetes nurse to go over his
treatment plan.
The patient reports that over the last 5 months he has taken his medications only
2-3 times per week. He says that he is not interested in getting up most
mornings, and often has no motivation to find his pill bottles or take his
medications. He reports missing breakfast and lunch most days, and eating “a
day’s worth of food” between 5pm and midnight.
The nurse is concerned about depression.

Question 1.2
What common behavioral health measure might be used in a primary care setting to screen for
depression in this patient?

Mr. B’s PHQ-2

Question 1.3
How would you interpret Mr. B’s PHQ-2? What would be the next assessment step?
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Mr. B: Using Validated Behavioral Health Measures



The nurse then provides Mr. B with a PHQ-9 assessment to fill out while Mr. B
waits for the primary care clinician to come into the exam room.
Mr. B’s results are shown below. The total PHQ-9 score is 16 indicating
moderately severe depression.

Mr. B’s PHQ-9

Question 1.4
How would you interpret Mr. B’s PHQ-9? What would be the next assessment step?
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Care Manager Assessment









The nurse provides the results of all the screening to the PCP. In addition to
addressing the patient’s diabetes concerns, the PCP agrees that the patient
needs a full depression assessment and refers the patient to the care manager
(CM).
The CM then meets with the patient and continues with the assessment for a
warm handoff meeting.
In a brief engagement session, the CM learns that the lower extremity
neuropathic pain is the most distressing symptom for the patient, and that he
“would feel better if the pain was better.”
With further questioning to learn the time course of symptoms, the CM learns
that the patient had experienced depressed mood and loss of interest for over
2 years, and that the neuropathic pain had worsened while the patient was less
active in the context of depression.
The CM then schedules a return appointment for the patient and enters this
clinical information into the patient registry, adding Mr. B to her active
caseload.

Question 1.5
What other symptoms and impairment should the care manager assess for at the next visit, so that the
Collaborative Care team can reach an accurate diagnosis?

Question 1.6
Can pain symptoms worsen depression symptoms?
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Establish a Diagnosis







At in-person follow-up one week later, the patient’s PHQ-9 score is still 16. He
notes difficulty leaving the house and his family is concerned about him.
The CM had discussed the patient’s care with the psychiatric consultant in the
preceding week, and based on the guidelines of the psychiatric consultant,
obtained additional information on the patient’s prior psychiatric history
including prior depressive episodes which had occurred at the onset of
diabetes about 10 years ago.
The patient was treated at the time with fluoxetine 10mg daily for about 6
weeks and had stopped taking the fluoxetine on his own due to “not noticing
a big difference.”
Screening for bipolar disorder history was negative. The patient does not use
substances. His current anxiety symptoms included nighttime preoccupations
and difficulty sleeping which were reflected in a GAD-7 score of 7. No
cognitive disorders were noted.

 The patient is given a diagnosis of Major Depressive Disorder.
Question 1.7
How did assessing this patient’s symptoms and history differ in Collaborative Care compared to
general psychiatric practice?

Additional Reading
1. Bair MJ, Robinson RL, Katon W, Kroenke K. Depression and pain comorbidity: a literature
review. Arch Intern Med. 2003;163:2433-2445.
2. Ciechnaowski P, Katon WJ, Russo J. Depression and diabetes. Impact of depressive
symptoms on adherence, function, and costs. Arch Intern Med. 2000;160:3278-3285.
3. Katon W. Epidemiology and treatment of depression in patients with chronic medical illness.
Dialogues in Clinical Neuroscience. 2011;13:7-23.
4. Katon WJ, Von Korff M, Lin EHB, et al. The Pathways Study: a randomized trial of
collaborative care in patients with diabetes and depression. Arch Gen Psychiatry.
2004;61:1042-1049.
5. Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity of a two-item
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depression screener. Med Care. 2003;41:1284-1292.
6. Kroenke K,Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity
measure. J Gen Intern Med. 2001;16:606-613.
Behavioral Health Measures Resources: http://www.cqaimh.org/pdf/tool_phq2.pdf
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Case Study: Anxiety Disorder
Case Study: Ms. Q
Ms. Q is a 36 y/o woman who presented to her primary care provider (PCP)
experiencing daily abdominal pain. “I am worried about the abdominal pain and I
think there is something wrong” and she is also having trouble sleeping.
 She spends most of her time at home worrying about having experienced
chronic abdominal pain and fatigue for over 4 years. She has reduced her
work to part-time due to experiencing pain-related concerns and excessive
worry.
 Much of her day involves reading websites about causes of abdominal pain,
and she often has difficulty falling asleep due to these thoughts.
 The patient partly recognizes that her preoccupations with pain are getting in
the way of life activities though she doesn’t know what to do about her
ongoing pain symptoms.
 She decides to present to her primary care clinic to see if an additional exam
or test would result in treatments to help alleviate her pain.
Question 2.1
Is the patient more likely to present to the primary care clinic with a chief complaint of anxiety or
of abdominal pain?

Identify and Engage


The PCP has completed a medical work up with no significant findings and has
reassured the patient that no additional testing is necessary, but acknowledges
that the patient is suffering and having significant functional impairment and
anxiety.



The patient denies depressed mood and anhedonia. The PCP administers the
Generalized Anxiety Disorder -7 Scale (GAD-7) and finds that the patient scores
14/21, indicating moderate anxiety.



The primary care provider describes the results of the GAD-7 to the patient. The
PCP initiates Collaborative Care treatment by introducing the patient to the
clinical care manager in a warm handoff, identifying the care manager as part of
the treatment team. The patient agrees to work with the care manager on
behavioral techniques for anxiety symptoms.
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Question 2.2
 What symptoms are assessed with the GAD-7?
 How would you interpret Ms. Q’s GAD-8 below? [Write your response in the blank box
below.]
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Ms. Q: Establishing a Diagnosis


The care manager meets with the patient and learns that the patient had
experienced chronic anxiety symptoms since early in adulthood but has not
previously received treatment.



The care manager screens for other mental health diagnoses (mood
disorders, trauma history, psychotic disorders, substance use disorders)
which does not reveal any other concerns.

 The patient is diagnosed with Generalized Anxiety Disorder.

Question 2.3
What key tasks does the care manager focus on in a first appointment?

Additional Reading
1. Cerimele JM, Vanderlip ER, Croicu CA, et al. Presenting symptoms of women with
depression in an obstetrics and gynecology setting. Obstet Gynecol. 2013;122:313-318.
2. Kroenke K, Spitzer RL, Williams JBW, et al. Anxiety disorders in primary care: prevalence,
impairment, comorbidity, and detection. Annals of Internal Medicine. 2007;146:317-325.
3. Roy-Byrne P, Craske MG, Sullivan G, et al. Delivery of Evidence-Based Treatment for Multiple
Anxiety Disorders in Primary Care: A Randomized Controlled Trial. JAMA.2010;303(19):19211928. doi:10.1001/jama.2010.608.
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Case Study: Bipolar Disorder
Case Study: Mr. R




A 36 y/o man, Mr. R, presented as a new patient to a primary care clinic
reporting a two-year history of depressed mood, anhedonia, and irritability.
He also reported anxiety, low energy, and anorexia. He did not demonstrate
suicidal ideation or psychosis.
He was diagnosed with major depression by the PCP and was initially treated
with buproprion 150 mg po daily.

Question 3.1
On the differential for this patient would be bipolar disorder. What is the prevalence of bipolar
disorder among primary care patients reporting depression?

Question 3.2
How commonly do manic symptoms co-occur during bipolar depression?
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Figure 1. Proportion of patients with bipolar depression experiencing co-occurring manic symptoms from the STEPBD study. (Joseph F. Goldberg et al., 2009)

Mr. R: Engagement






Over the next two months, the patient continued experiencing depressed
mood, anhedonia, low energy, anxiety and anorexia.
Buproprion was discontinued and sertraline was initiated and increased to
150mg daily, along with as-needed lorazepam for anxiety and trazadone for
insomnia.
The patient did not improve with these interventions.
Ultimately the primary care provider referred the patient for Collaborative
Care treatment and scheduled him to meet with the care manager.

Question 3.3
How would assessment of this patient differ in Collaborative Care compared to the assessment
done in a specialty mental health clinic?
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Question 3.4
What is the CIDI-3 measure?

CIDI-3 Measure for Bipolar Disorder

CIDI-3 for Bipolar Disorder: Criterion B Symptom Questions
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Question 3.5
How can the CIDI-3 be used in patient assessment in Collaborative Care?

Mr. R: Assessment





On initial assessment, the care manager administered structured assessments
including the PHQ-9 (score of 13 out of 27 indicating moderate depressive
symptoms) and the GAD-7 (score of 12 out of 21 indicating moderate anxiety
symptoms).
The care manager then administered the CIDI-3 measure, and the patient
endorsed having prior experience with irritability and 7 associated symptoms.
The care manager learned that the patient had previously used cannabis but had
not used it in about 3 years, and had not previously received psychiatric care.

Question 3.6
How can a positive result on a case finding measure such as the CIDI-3 for bipolar disorder be
followed-up by clinicians in Collaborative Care?
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M. R: Establishing a Diagnosis




In this case, the care manager inquired in detail about the positive CIDI-3 results
and learned that the patient had previously experienced mania lasting 2 weeks.
A history of substance use symptoms suggested that these manic symptoms
occurred outside the substance use.
Family history of father with bipolar symptoms.

 The team assigned Mr. R the provisional diagnosis of Bipolar I Disorder, Current
episode depressed, moderate.

Additional Reading
1. Cerimele JM, Chan YF, Chwastiak LA, Avery M, Katon WJ, Unutzer J. Bipolar
disorder in primary care: clinical characteristics of 740 primary care patients with
bipolar disorder. Psychiatric Services. 2014;65:1041-1046
2. Goldberg JF, Perlis RH, Bowden CL, et al. Manic symptoms during depressive
episodes in 1380 patients with bipolar disorder: findings from the STEP-BD. Am J
Psychiatry. 2009;166:173-181.
3. Kessler RC, Calabrese JR, Farley PA, et al. Composite international diagnostic
interview screening scales for DSM-IV anxiety and mood disorders. Psychol Med.
Available on CJO 2012 doi:10.0117/S003291712002334.
4. Kessler RC, et al. Validity of the assessment of bipolar disorder in the WHO
composite international diagnostic interview. Journal of Affective Disorders.
2006;96:259-269.
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Module 4 Interactivity
Treatment Case Studies
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Case Study: Depression
Mr. B Case Summary from Module 3
Mr. B is a 67 y/o man with diabetes and depressive symptoms for over 2 years that
have worsened recently. Now diagnosed with Major Depressive Disorder.





He has been intermittently engaged in care and for the last several months has
called the primary care clinic for prescription refills rather than attending inperson appointments.
He is also experiencing pain symptoms and would like regain physical
functioning.
He has a prior experience with depressive symptoms 10 years ago and was
treated for only 6 weeks with 10 mg of fluoxetine.
He has not received other treatments for depression, and has not experienced
symptoms of other psychiatric illnesses aside from concurrent anxious
preoccupations during depression.

Question 1.1
What types of treatment should be offered to Mr. B?

Mr. B: Initiation of treatment and Close Follow-up





Mr. B is initially treated with citalopram 10mg for 2 weeks, which is increased to
20mg daily at Week 3.
He has met with the care manager twice during this time, once to discuss his
history in more detail, and a second time in follow-up to assess medication
tolerability, symptom severity, and to begin working on psychotherapeutic
interventions including behavioral activation.
At Week 3 the PHQ-9 score is unchanged at 16, and the patient says to the care
manager that he is worried he is never going to get better.
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Question 1.2
What might be next steps for the care manager in treating Mr. B as part of Collaborative Care?

Mr. B: Follow-Up and Intensification of Treatment






The care manager meets regularly with Mr. B. At about 6 weeks, Mr. B starts to
notice improvement in his symptoms.
However, he still has a score of 14 and is having trouble taking his medications
regularly.
His CM consults with the psychiatric consultant and they decide to increase his
dose of citalopram to 40mg.
His PHQ-9 score is 13 at 10 weeks despite significant engagement with behavioral
activation.
The CM consults with the psychiatric consultant again and the decision is made to
augment with bupropion SR 150mg po daily.

Question 1.3
How might the patient registry facilitate patient care?
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Mr. B: Completing Care





After 16 weeks of Collaborative Care treatment, Mr. B experiences a clinically
significant reduction in depressive symptoms evidenced by a decrease in his
PHQ-9 score from 16-6.
He has participated in 7 in-person interactions with the care manager in the
primary care clinic which resulted in his depression care being intensified to
include citalopram 40mg po daily, bupropion SR 150mg po daily, and
behavioral activation at 5 of the 7 encounters.
The patient is pleased with his improvement and in addition to having a lower
symptom burden has also reported subjective improvement and has spent and
enjoyed time with his family.

Question 1.4
What steps can help the Mr. B maintain the reduction in depressive symptoms he has
experienced?

Additional Reading
1. Bair MJ, Robinson RL, Katon W, Kroenke K. Depression and pain comorbidity: a literature
review. Arch Intern Med. 2003;163:2433-2445.
2. Ciechnaowski P, Katon WJ, Russo J. Depression and diabetes. Impact of depressive
symptoms on adherence, function, and costs. Arch Intern Med. 2000;160:3278-3285.
3. Katon W. Epidemiology and treatment of depression in patients with chronic medical illness.
Dialogues in Clinical Neuroscience. 2011;13:7-23.
4. Katon WJ, Von Korff M, Lin EHB, et al. The Pathways Study: a randomized trial of
collaborative care in patients with diabetes and depression. Arch Gen Psychiatry.
2004;61:1042-1049.
5. Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity of a two-item
depression screener. Med Care. 2003;41:1284-1292.
6. Kroenke K,Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity
measure. J Gen Intern Med. 2001;16:606-613.
Behavioral Health Measures Resources http://www.cqaimh.org/pdf/tool_phq2.pdf
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Case Study: Anxiety Disorder
Ms. Q Case Summary from Module 3
Ms. Q is a 36 y/o woman who presented to her primary care provider (PCP)
experiencing daily abdominal pain. “I am worried about the abdominal pain and I think
there is something wrong” and she is also having trouble sleeping.
 She was referred by her PCP to Collaborative Care and introduced to the care
manager after a negative medical work up for her abdominal pain.
 Her initial GAD-7 score is 14.
 She was assessed by the care manager and no other mental health diagnoses
were identified. She was diagnosed with Generalized Anxiety Disorder.

Ms. Q: Initiating Treatment





At the initial visit, the care manager discusses a range of treatment options with
the patient. The patient is relieved to learn that treatments for anxiety exist such
as medications and therapy targeting anxiety.
The patient asks the care manager for specific advice on how to get better sleep
at night, noting that she is often awake for 1hr before falling asleep, and that she
wakes up several times during the first 2hrs of sleeping.
The care manager works with the patient about sleep hygiene on the first visit.
They also discuss a plan for close follow-up to spend more time discussing
psychotherapeutic approaches for anxiety.
The PCP has recommended sertraline for the patient. The care manager discusses
the recommended medication with the patient (sertraline) and tells the patient
that the PCP has already called in the prescription to the patient’s pharmacy.

Question 2.1
What treatment strategies are effective for patients with generalized anxiety disorder?
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Ms. Q: Measurement-Based Treatment to Target





The patient starts the initial dose of sertraline 25mg po daily and increases to a
dose of 50mg after 1 week.
She meets with the care manager and they start to develop a worry hierarchy and
develop a plan for brief cognitive behavioral therapy.
After one month the patient reports feeling a little more hopeful but is still
experiencing anxiety symptoms (GAD-7: 15/21). Her sleep has improved with
sleep hygiene approach.
The care manager completes a case review with the team psychiatric consultant.
The psychiatric consultant recommends intensifying CBT and increasing the
sertraline (higher doses of SSRIs are often needed for anxiety disorders) using the
following titration schedule:
o Week 1: Increase sertraline to 100mg daily to target anxiety
o Week 2: Assess for side effects. Increase sertraline to 150 mg
daily to target anxiety
o Week 3: Assess for side effects. Increase sertraline to 200mg
daily to target anxiety.

Ms. Q: Completion of Treatment and Relapse Prevention





The patient continues to work with the care manager being seen about twice a
month for the next 3 months. She tolerated the sertraline increase and is actively
engaged in CBT for anxiety with the care manager.
At four months, her GAD-7 score is now 5/21. She is now able to work full time
again. Although she has occasional worries about physical illness, she has not
needed to schedule a PCP appointment for these concerns in over 2 months.
The patient works with the care manager to develop a relapse prevention plan to
maintain current gains. She plants to continue her CBT approach to targeting
worry and avoidance. She will continue sertraline 200mg until her next PCP
appointment in 3 months.

Additional Reading
1. Cerimele JM, Vanderlip ER, Croicu CA, et al. Presenting symptoms of women with
depression in an obstetrics and gynecology setting. Obstet Gynecol. 2013;122:313-318.
2. Kroenke K, Spitzer RL, Williams JBW, et al. Anxiety disorders in primary care: prevalence,
impairment, comorbidity, and detection. Annals of Internal Medicine. 2007;146:317-325.
3. Roy-Byrne P, Craske MG, Sullivan G, et al. Delivery of Evidence-Based Treatment for Multiple
Anxiety Disorders in Primary Care: A Randomized Controlled Trial. JAMA.2010;303(19):19211928. doi:10.1001/jama.2010.608.
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Case Study: Bipolar Disorder
Mr. R Case Summary from Module 3
A 36 y/o man, Mr. R, presented as a new patient to a primary care clinic reporting a
two-year history of depressed mood, anhedonia, and irritability.

He was initially diagnosed with MDD and treated with trials of bupropion and
the sertraline with no improvement in symptoms.

Mr. R was referred to Collaborative Care and met with a care manager who
completed additional assessment including screening for bipolar disorder with a
CIDI-3.

Mr. R was assigned the provisional diagnosis of Bipolar I Disorder, Current
episode depressed, moderate.
Question 3.1
What might be the initial treatment offered to Mr. R for his bipolar depression in primary care?

Mr. R: Initiating Treatment





The psychiatric consultant reviewed the clinical information gathered by the
care manager and recommended discontinuing sertraline and initiating
lamotrigine.
The psychiatrist also asked the care manager to gather additional history on
the patient’s prior mood episodes and substance use history.
The care manager provided psychoeducation about bipolar disorder and
mood stabilizers. The care manager also instructed the patient about mood
charting and discussed strategies to achieve daily compliance with
lamotrigine.
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Question 3.2
What are examples of measurable treatment goals that could be developed by the clinicians
and patient, and then tracked and treated over time while caring for this patient in
Collaborative Care?

Mr. R: Measurement-based care and treating to target





The next two months involved the patient experiencing ongoing irritability
and depressive symptoms, and lack of reaching treatment goals.
Treatment was adjusted twice: first to quetiapine monotherapy and later to
lithium monotherapy.
Despite intensifying treatment, the patient remained symptomatic and was
referred to a community mental health center (CMHC).
He attended one appointment at the CMHC and was then lost to follow-up for
several months. The patient remained on the Collaborative Care registry, and
the care manager continued reaching out to the patient.

Question 3.3
How did the registry function and treat-to-target approach support clinical care for Mr. R?
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Mr. R: Completion of Treatment and Relapse Prevention




The patient no longer had eligibility to attend the CMHC, so Mr. R returned to
the primary care clinic to meet with the care manager and was engaged in
another trial of mood stabilization.
After several months, Mr. R achieved his goals of PHQ-9 score of 7,
engagement with friends and irritable outbursts had decreased from daily to
half of days.
The patient worked with his care manager to develop a relapse prevention
plan focusing on continuing current medications with regular follow-up with
the PCP and warning signs related to depression that would prompt making
an appointment with the PCP. This completed his episode of active care
management.

Additional Reading
1. Cerimele JM, Chan YF, Chwastiak LA, Avery M, Katon WJ, Unutzer J. Bipolar disorder in
primary care: clinical characteristics of 740 primary care patients with bipolar disorder.
Psychiatric Services. 2014;65:1041-1046
2. Goldberg JF, Perlis RH, Bowden CL, et al. Manic symptoms during depressive episodes in
1380 patients with bipolar disorder: findings from the STEP-BD. Am J Psychiatry.
2009;166:173-181.
3. Kessler RC, Calabrese JR, Farley PA, et al. Composite international diagnostic interview
screening scales for DSM-IV anxiety and mood disorders. Psychol Med. Available on CJO
2012 doi:10.0117/S003291712002334.
4. Kessler RC, et al. Validity of the assessment of bipolar disorder in the WHO composite
international diagnostic interview. Journal of Affective Disorders. 2006;96:259-269.
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