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Patients with major depressive disorder (MDD) may require a broad 

range of possible therapeutic interventions, such as psychotherapy and 

pharmacotherapy.1 In the treatment of MDD, collaborative care models may 

help foster cooperation and open communication between members of the 

care team, including primary care providers (PCPs), mental health specialists 

(psychiatrists, psychologists, psychiatric nurse practitioners, social workers), 

and community mental health centers (CMHCs) when necessary.2 

MDD Impact on Patient Outcomes,  
Costs, and Quality Measures
Patients with MDD have severe symptoms of depression that are present 

for at least 2 weeks, including depressed mood, loss of interest or pleasure, 

significant weight gain or loss, sleep disturbances, fatigue, feelings of 

worthlessness, difficulty concentrating, and/or suicidal thoughts.3

MDD can have major implications within the  

health care system4:

•  Patients with MDD are often undiagnosed, undertreated, or treatment 

resistant—representing a significant unmet need in treatment.5-7

•  MDD diagnosis may be delayed in some patients as the projected 

median time between onset of MDD symptoms and first contact  

with a PCP or mental health specialist for MDD diagnosis is 8 years.8

•  In the primary care setting, PCPs, who deliver the majority of care  

for patients with MDD, only identify about 50% of MDD cases.9 

Costly, comorbid medical conditions may impact  

outcomes for patients with MDD:

•  Cardiovascular disease, diabetes, and cancer are common in patients 

with MDD. These conditions may negatively impact outcomes for 

patients with MDD and contribute to higher health care costs in this 

patient population.4,10

–  MDD is about 3 times more common among patients with diabetes 

and may lead to adverse health outcomes (eg, poorly controlled 

blood glucose) and an increased risk of complications.11
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It is estimated that 

16.2% 
of Americans
will be affected  
with MDD during  
their lifetime.12  



Annual direct and indirect costs for patients 
with MDD are approximately $211 billion13,*

•  Patients with MDD incur signifi cant direct health care 

costs, with approximately $99 billion (2012 dollars) 

attributable annually to medical services and 

pharmaceutical costs. Indirect costs, including 

workplace costs, are also a signifi cant economic 

burden on the health care system, totaling 

approximately $112 billion (2012 dollars) a year.13

–  In one study using National Comorbidity Survey-

Replication data (2001–2002), US workforce 

respondents (n=4,465) who were diagnosed with 

severe depression were associated with a higher 

unemployment and disability rate compared to 

people with mild or moderate depression.14

Nonadherence to medication in patients 

with MDD impacts quality measures:

•  Treatment for MDD can have a signifi cant impact on 

quality measures, such as the Healthcare Effectiveness 

Data and Information Set (HEDIS). The Antidepressant 

Medication Management (AMM) HEDIS quality measure 

utilizes adherence to antidepressant therapy as a 

key measure.15 

–  Research demonstrates that 28% of patients 

discontinue their medications within 1 month, 

and 40% discontinue within 3 months, potentially 

impacting patient outcomes and quality 

performance measures.16

–  Research suggests that health care resources 

and costs may be lower in patients who maintain 

continuous therapy with antidepressants compared 

with those who discontinue early.17
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Economic Burden of MDD: 
Direct and Indirect Costs13,*

*Incremental economic burden of patients with MDD; 2012 costs 
were estimated using 2010 national survey and administrative 
claims data.

†Total workplace costs include estimated costs of absenteeism 
($23.3 billion) and presenteeism ($78.7 billion).
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Annual direct and indirect health care costs for 
patients with MDD are approximately $211 Billion.13
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What Is Collaborative Care?
Collaborative care, or integrated care, occurs when mental health and 

general medical care providers work together toward a common goal  

to address both the physical and mental health needs of patients.18 

Patients with mental illnesses, such as depression, often receive care 

in the primary care setting. As a result, integration of mental health into 

the primary care setting may help create an improved, shared treatment 

plan and meet a patient’s overall health care needs.18 

Collaborative care is an approach to care  

that may include the following18:

•  The role of a care manager in the primary care setting who works 

with the patient and the PCP to help develop a unified approach  

to care of the patient

•  Patient education and support, including goals  

and a specific action plan

•  Monitoring of treatment adherence

•  Coordinating office visits to a PCP and/or mental health specialist 

Collaborative Care   
May Be Effective in Managing Patients With MDD

The implementation of a collaborative care 

model is one way to help ensure that adequate 

systems are in place for efficient diagnosis, 

treatment, and follow-up for patients with 

depressive disorders.19 
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More than 70 randomized, controlled studies have shown that 

collaborative care may be clinically and cost-effective in the treatment 

of common mental health disorders such as depression.20

•  In one study, collaborative care for depression was associated with 

cost savings. The long-term cost analyses from the IMPACT study* 

found that after an initial investment in collaborative care of $522 per 

patient during the fi rst year, there was a net cost savings of $3,363 

over 4 years resulting in an average annual savings of $841.20,21 

•  In another analysis† of 5,463 Medicaid recipients with serious mental 

illness and a history of frequent ED and/or inpatient visits, readmission 

rates and ED admissions declined, resulting in an estimated $609,000 

cost savings in mental health care, as well as $1.3 million on general 

medical care.22

 *The IMPACT collaborative care management program included 1,801 adults age 60 and older with depression 
in 18 primary care clinics in 5 states. The trial included patients/sites with both fee-for-service and capitated 
Medicare and Medicaid coverage. In addition to depression, IMPACT patients also averaged 3.5 chronic 
medical disorders.20 

 †The study was based on a patient-centered medical home model using an integrated team and care plan 
to address medical, behavioral, and social needs.22 

Understanding the Importance of Referral 
to a Mental Health Specialist

Traditionally, PCPs have been on the frontline of diagnosing and treating 

patients with MDD, with PCPs prescribing approximately 70% to 80% 

of antidepressants.23,24 The psychiatric consultant can support the PCP, 

suggest treatment modifi cations, and consult on patients who are clinically 

challenging or who need specialty mental health services.25 

Primary care practices with supportive services and appropriate 

consultation with a mental health specialist may help improve 

delivery of care.26
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Evidence supports the use of collaborative care for improving depression 

symptoms, adherence to treatment, response to treatment, and remission  

and recovery from depression.2

•  In a meta-analysis of randomized studies of patients with depression 

receiving either collaborative care or usual primary care, collaborative 

care was shown to be more effective than standard care in improving 

standardized depression outcomes at 6 months.27

•  In a randomized, controlled study,* patients with major depression in a 

collaborative care intervention group had greater adherence than the usual 

care controls to adequate dosage of antidepressant medication for 90 days 

or more (75.5% vs 50.0%; P<0.01), were more likely to rate the quality of the 

care they received for depression as good to excellent (93.0% vs 75.0%; 

P<0.03), and were more likely to rate antidepressant medications as helping 

somewhat to helping a great deal (88.1% vs 63.3%; P<0.01).26

•  In a cluster, controlled study over a 3-month period of 387 patients with 

depression and diabetes and/or heart disease who were randomized to  

a collaborative care or usual care treatment group, the use of collaborative care 

was shown to reduce depression more than usual care, significantly lessen 

anxiety at follow-up, and improve self-management of chronic disease.28 

 *Study was conducted over a 12-month period and included 217 primary care patients who were recognized  
as having minor or major depression by their PCPs and were willing to take antidepressant medication.26

Collaborative Care in the Treatment  
of Patients With MDD

The implementation of a collaborative care model is one way to help ensure 
that adequate systems are in place for efficient diagnosis, treatment, and 
follow-up for patients with depressive disorders.19 

6



D
epressive D

isorder
Framing Major

References: 1. Gelenberg AJ, Freeman MP, Markowitz JC, et al, for the Work Group on Major Depressive Disorder, American Psychiatric Association. 
Practice Guideline for the Treatment of Patients With Major Depressive Disorder. II. Formulation and Implementation of a Treatment Plan. Arlington, 
VA: American Psychiatric Publishing, Inc.; 2004. 2. Community Preventive Services Task Force. Recommendation from the community preventive 
services task force for use of collaborative care for the management of depressive disorders. Am J Prev Med. 2012;42(5):521-524. 3. American 
Psychiatric Association. Depressive disorders. In: Diagnostic and Statistical Manual of Mental Disorders, 5th ed. Washington, DC: American Psychiatric 
Association; 2013:155-188. 4. Katon WJ. Clinical and health services relationships between major depression, depressive symptoms, and general 
medical illness. Biol Psychiatry. 2003;54(3):216-226. 5. Chen SY, Hansen RA, Gaynes BN, Farley JF, Morrissey JP, Maciejewski ML. Guideline-
concordant antidepressant use among patients with major depressive disorder. Gen Hosp Psych. 2010;32(4):360-367. 6. Nierenberg AA. Current 
perspectives on the diagnosis and treatment of major depressive disorder. Am J Manag Care. 2001;7(suppl 11):S353-S366. 7. Kubitz N, Mehra M, 
Potluri RC, Garg N, Cossrow N. Characterization of treatment resistant depression episodes in a cohort of patients from a US commercial claims 
database. PLoS One. 2013;8(10):e76882. 8. Wang PS, Berglund P, Olfson M, Pincus HA, Wells KB, Kessler RC. Failure and delay in initial treatment 
contact after fi rst onset of mental disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005;62(6):603-613. 9. Huang SH, 
LePendu P, Iyer SV, Tai-Seale M, Carrell D, Shah NH. Toward personalizing treatment for depression: predicting diagnosis and severity. J Am Med 
Inform Assoc. 2014;21(6):1069-1075. 10. Chapman DP, Perry GS, Strine TW. The vital link between chronic disease and depressive disorders. Prev 
Chronic Dis. 2005;2(1):1-10. 11. National Committee for Quality Assurance. Focus on depression: depression: overview, risk factors and comorbidities. 
http://www.ncqa.org/PublicationsProducts/OtherProducts/QualityProfi les/FocusonDepression/DepressionOverview.aspx. Accessed February 2, 
2015. 12. Kessler RC, Berglund P, Demler O, et al. The epidemiology of major depressive disorder: results from the National Comorbidity Survey 
Replication (NCS-R). JAMA. 2003;289(23):3095-3105. 13. Greenberg PE, Fournier AA, Sisitsky T, Pike CT, Kessler RC. The economic burden of 
adults with major depressive disorder in the United States (2005 and 2010). J Clin Psychiatry. 2015;76(2):155-162. 14. Birnbaum HG, Kessler RC, 
Kelley D, Ben-Hamaldi R, Joish VN, Greenberg PE. Employer burden of mild, moderate, and severe major depressive disorder: mental health services 
utilization and costs, and work performance. Depress Anxiety. 2010;27(1):78-89. 15. National Committee for Quality Assurance. HEDIS 2015. Technical 
specifi cations for physician measurement. http://www.ncqa.org/HEDISQualityMeasurement/HEDISMeasures/HEDIS2015.aspx. Accessed February 2, 
2015. 16. Liu X, Chen Y, Faries DE. Adherence and persistence with branded antidepressants and generic SSRIs among managed care patients with 
major depressive disorder. Clinicoecon Outcomes Res. 2011;3:63-72. 17. Wade RL, Kindermann SL, Hou Q, Thase ME. Comparative assessment of 
adherence measures and resource use in SSRI/SNRI-treated patients with depression using second-generation antipsychotics or L-methylfolate as 
adjunctive therapy. J Manag Care Pharm. 2014;20(1):76-85. 18. Butler M, Kane RL, McAlpine D, et al. Integration of Mental Health/Substance Abuse 
and Primary Care. Evidence Reports/Technology Assessments, No. 173. Rockville, MD: Agency for Healthcare Research and Quality; October 2008. 
19. Medical Directors Institute of the National Association of Managed Care Physicians. Integrated care. http://www.namcp.org/Md_Resource_Centers/
depression/practicingdocs/integratedcare.html. Accessed April 21, 2015. 20. Unützer J, Harbin H, Schoenbaum M, Druss B. The Collaborative Care 
Model: An Approach for Integrating Physical and Mental Health Care in Medicaid Health Homes. Hamilton, NJ: Centers for Medicare & Medicaid 
Services, Center for Health Care Strategies and Mathematica Policy Research; May 2013. 21. Unützer J, Katon WJ, Fan MY, et al. Long-term cost 
effects of collaborative care for late-life depression. Am J Manag Care. 2008;14(2):95-100. 22. SAMHSA-HRSA, Center for Integrated Health Solutions. 
Behavioral Health Homes for People With Mental Health & Substance Use Conditions. Washington, DC: SAMHSA-HRSA Center for Integrated Health 
Solutions; May 2012. 23. Mojtabai R, Olfson M. National patterns in antidepressant treatment by psychiatrists and general medical providers: results 
from the national comorbidity survey replication. J Clin Psychiatry. 2008;69(7):1064-74. 24. Mitchell J, Trangle M, Degnan B, et al; for Institute for Clinical 
Systems Improvement. Adult depression in primary care. https://www.icsi.org/_asset/fnhdm3/Depr-Interactive0512b.pdf. Accessed February 2, 2015. 
Updated September 2013. 25. University of Washington. Advancing Integrated Mental Health Solutions (AIMS) Center. Psychiatric consultant. https://
aims.uw.edu/collaborative-care/team-structure/psychiatric-consultant. Accessed April 21, 2015. 26. Katon W, von Korff M, Lin E, et al. Collaborative 
management to achieve treatment guidelines: impact on depression in primary care. JAMA. 1995;273(13):1026- 1031. 27. Gilbody S, Bower P, Fletcher 
J, Richards D, Sutton AJ. Collaborative care for depression: a cumulative meta-analysis and review of longer-term outcomes. Arch Intern Med. 
2006;166(21):2314-2321. 28. Coventry P, Lovell K, Dickens C, et al. Integrated primary care for patients with mental and physical multimorbidity: cluster 
randomised controlled trial of collaborative care for patients with depression comorbid with diabetes or cardiovascular disease. BMJ. 2015;350:h638.

7



D
epressive D

isorder
Framing Major

June 2016          MRC2.UNB.X.00085©2016 Otsuka Pharmaceutical Development & Commercialization, Inc. All Rights Reserved.


