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INTRODUCTION Other terms with which this type of collaboration is defined

Collaboration between Primary Care teams and the
Psychiatry Departments to approach most of the psychiatric
disorders has become an element that is present in the
planning of the health care services in most of the developed
countries’ and it continues to be a strategy recommended
by the international organizations.? The reasons that support
ithave notlost relevance since the time when epidemiological
research acquired importance in the 1980s in Primary Care.

The elevated numbers of psychiatric morbidity on the
care level of Family Medicine continue to be elevated,
ranging from 20 to 35% in the developed countries,*’ this
being 31%?® in the adult population and 46.1% in the
geriatric population in Spain in the most recent data.® An
important part of these disorders, that is about 50%, are not
correctly identified by the Primary Care physicians. This has
been repeatedly stated in different studies.™ "

On the other hand, the need to rationalize the always
limited resources makes it necessary to establish clear
guidelines to define the levels of care. The variability in the
quality of care generally leads to a decrease of overall
efficacy of the interventions, which makes it necessary to
establish clinical protocols and other tools that facilitate
standardization of the care on the basis of scientific evidence,
especially in the public health systems.

Given that a good part of the most prevalent mental
disorders are seen on the Primary Care level and a high volume
of individuals receive their treatment exclusively on this care
level,"?itis essential for the clinical protocols and care procedures
in these cases to include general physicians, psychiatrists, and
other professionals of the Mental Health services.

The collaboration problems with Primary Care and
Psychiatric Departments have been labeled in different ways
over the last two decades. Terms such as “Collaborative care
programs” are commonly used in the United States and the
United Kingdom, these being incorporated into the so-called
managed Medicine or simply, for us, Clinical Management.

are: "Disease Integrated care” and on a less specific plane
"Interprofessional collaboration."

The greatest accumulation of experience and research in
shared management with Primary Care is in the setting of the
Depressive Disorders.™'® The reason for this is probably that
the depressive and depressive-anxious condition is the most
prevalent in the Primary Care services together with Anxiety
Disorders,? this supposing a significant proportion of the social
burden of the diseases and incapacity.'s 7 Furthermore, the
spectrum of severity of the depressive disorders is very wide,
which supposes that an extensive range of resources are
necessary for their attention, that include from Primary Care
to the Psychiatric hospitalization and hospital emergencies in
the extreme of greater complexity, and passing through the
outpatient psychiatric services that support the greatest
weight of the specialized care in this condition.

In the United States, the development of these
collaboration programs has been greater and an elevated
number of experiences adapted to the different systems of
supplying of services has been documented.'® ' In the United
Kingdom, on the other hand, there are already positive
results of evaluation of some programs and others are fully
underway.?-2 The scientific publications on the experiences
of collaboration programs with Primary Care for Depressive
Disorders in other European Countries are more limited.'>2*

The common elements identified in the reviews of the
Collaboration Programs with Primary Care for Depression
are the following:' ' Psychoeducation and self-help for the
monitoring of symptoms and treatment adherence,
treatment algorithms, follow-up and monitoring after a
treated episode, planning of cares for the prevention of
relapses, Referrals with Psychiatrists, Training for the care
providers, Case Registries, Case Managers, Specialized
supervision of the care managers and Additional Resources
or readjustments in the existing staff.

When a program of this type within a specific
organization is being developed, interest is focused, above
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all, on knowing the contribution of each element to the
efficacy of the program as a whole. In other words, to know
the components that add a substantial value. This is an
important question given the cost in resources and personal
effort supposed by carrying out more ambitious or extensive
programs than that which would be necessary to achieve
similar results.

The following shows a summary of the data found in
the literature on the elements that could contribute more
value in the best evaluated collaboration programs with
Primary Care for Depressive Disorders:

- Structured referral sheets from Primary Care to the
Psychiatric Departments accompanied by active
education on the subject improve the referrals.®

- Joint action with Primary Care strengthened by clinical
practice guidelines or treatment algorithms suppose a
greater benefit than separate actions.?®

- Algorithms of help to the diagnosis and treatment
within the framework of reengineering processes in
Primary Care.”

- Systems to
adherence.?®

- Use of case managers,?® especially with experience in
mental health.?

- Regular and planned supervision by psychiatrists.>* 2

- Systematic follow-up and monitoring after an episode
under treatment.’ '

improve antidepressant treatment

To justify the development of these experiences, it is
important to also know the evaluation data from the cost-
effective ratio. Along this line, the most extensive information
also refers to the collaboration programs in Depressive
Disorders. Although all the studies state that the collaboration
programsalwaysentail anincrease in costs, the characteristics
per se of each system and each region must also be taken
into account to analyze the results. Simon®' analyzed the
cost-effectiveness of a program on persistent depression,
finding clear benefits in efficacy with a moderate cost
increase that was comparable to other commonly accepted
medical interventions. This and other short-term studies
have shown an increase in the costs of the intervention.32%
On the contrary, studies with a more extended evaluation
period show lower cost increases and even similar costs to
conventional treatment.?* %

Another element to consider when analyzing these
experiences is the impact produced on the organizations
derived from the creation and implementation of the process
itself.

On the level of the implementation of the programs,
Richards® manifests that the effect of a collaboration
program with primary care is probably influenced by the
organizational aspects of the intervention. On the other
hand, Craven® warns that successful collaboration requires

time and preparation and must be supported by relations
established previously, alerting on the supported experiences
in research protocols that are only maintained in time if
there is maintained financial support.

In view of the data provided by the existing literature
on this subject, it is clear that the collaboration initiatives
between the psychiatric departments and Primary Care, at
least for depressive and anxiety disorders, are justified and
extending them is desirable. In turn, it should be taken into
account that any program of new development should be
based on scientific evidence data, on its utility, and also be
evaluated prospectively to adjust it to the real needs of a
specific population.

Based on these premises, the Institute of Psychiatry of
the Hospital Clinico San Carlos of Madrid has developed a
Clinical Management Process with Primary Care (PC) for
Depressive and Anxiety Disorders. The Objective of this work
is to show the steps to develop a process in collaboration
with Primary Care following this practical example.

MANAGEMENT BY PROCESSES AND
COLLABORATION PROGRAMS WITH PRIMARY
CARE

Management by processes is a tool of clinical
management that permits ordered integration of all of the
diagnostic and therapeutic interventions to cover the needs
of a specific group of diseases or patients with a determined
profile. A clinical management process includes all the
agents that participate in the diagnosis or treatment involved
in the defined condition.

One of their most relevant characteristics is that it
makes it possible to identify the essential components of the
clinical care, so that these can be evaluated and measured
independently and jointly. The clinical result is therefore
easier to evaluate.

Management by processes can be applied to most of the
resulting psychiatric disorders, and is also especially adequate
given their characteristics of chronicity and need for multiple
services. Most of the psychiatric diseases require different
levels of attention (Primary Care, outpatient psychiatric
care, psychological care, hospitalization, etc.) which should
be provided by different professionals according to the cases
and moments of evolution of the disease.

The development of a clinical process requires an
approach to the care based on the prediction of needs and
clinical outcomes according to a defined clinical situation.
Going from an explanatory paradigm to a predictive one is
both a challenge and a need within the framework of
managed medicine.*” A clinical process requires the effort to
define the precise care needs adjusted to the specific clinical
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situations, all of this on the basis of scientific evidence and
within the framework of the organization providing these
services. This supposes taking the available human, material,
and economical resources into consideration at all times. For
this reason, the design of a clinical process goes beyond that
of a maneuver of improvement of management. It requires
a solid scientific basis and disposition to continuous
updating.®®

Based on the accumulated scientific evidence on the
effectiveness and cost of the collaboration programs with
primary care, especially in depression, and on the other
hand, on the strategy of our organization oriented towards
Management by processes, we adopted the objective of
developing a Clinical Management Process of Depression
and Anxiety in the year 2010. In this process, all of the
Primary Care Services of the area of influence of the Hospital
Clinico San Carlos (HCSC) and the outpatient Care Units, and
its Hospitalization and Emergencies Units of the Institute of
Psychiatry and Mental Health were included.

Key elements for the development of a Clinical
Management Process of Depressive and Anxiety
Disorders in Psychiatry and Primary Care

The conditions necessary for the beginning of a clinical
management process are the following:

- The process should be coherent with the strategy of
organization so that the support of the latter is
necessary.

- The designation a priori of a leader or coordinator to
direct its design, development and implementation is
advisable.

- The design and internal development should be made by
professionals from the different member services.

- The clinical recommendations that are formulated
should have a solid support on scientific evidence.

- An evaluation system that includes the measurement of
the clinical results should be incorporated.

- Each Clinical Management Process requires an ad hoc
design depending on the specific characteristics of the
health system where it is going to be introduced.

- There should be an Information System that supports
the clinical management process.

Steps to successfully made a clinical management
process

1. Choose a leader and work group for the design and
development of the process
The direction of the process should be defined a priori.
Choosing a professional to coordinate the development
of the process and who leads its introduction is
recommendable. The choice of this professional is based
on the criteria of management of the knowledge.*>“°In

other words, it is convenient to choose among the
professionals of the organization and those who have a
special interest in the material, or who are expert in it
and who also have skills to coordinate a work group and
initiate the proposals to produce changes. Motivation,
scientific rigor, and some professional leadership
capacity are essential elements.

The ideal work group should include both professionals
from the Psychiatry Departments as well as from Primary
Care, including those who have maximum protagonism
in the clinical management process to be introduced. In
this scenario of the more developed Western countries,
and in the case of a Process of Depressive and Anxiety
Disorders, the physicians, both psychiatrists as well as
family doctors, are the principal persons involved, since
the decision for the pathway of attention for the patient
at each time will be their responsibility. Clinical
psychologists and nursing staff for the programs of
care, psychoeducation and early detection should also
be included. Furthermore, there should be some member
of the management team of the organizations and, as
far as possible, a specialist in clinical management and /
or quality management. A member of the team should
be responsible for the writing and collection of the
documents during all of its development.

Ideally, the participants in the core work group will then
be the intermediate leaders of the process, that is, they
will form a part of it after its establishment with more
protagonism then the rest of the staff. Furthermore,
they should be those responsible for the periodic
evaluation and up-dates in the determined periods.

A work group is a team with a common explicit task and
specific time frame to carry it out. There should not be
more than eight participants for it to be operational.
The possibility should exist for the group to be increased
for specific purposes, inviting specific participants
according to some specific tasks. For example, one or
several psychologists can enter to approach the specific
indications of treatments or psychological studies. The
same is valid for the nurses and other professionals.

In the case of Anxiety and Depression Management
Process of the HCSC, the work group was made up of
four psychiatrists, two family doctors and on economist
who coordinated the management. Of all of them, one
was the leader of the process and another had the post
of Medical subdirector in the Primary Care establishment.
There were external participants for specific timely tasks
at certain moments of the development of the process.
There were psychologists, professions who were experts
in psychic trauma, experts in management and
evaluation of health care services and experts in external
health care computer systems, all being outside of the
organization.

The work method, in the example of HCSC, consisted in
work meetings of the principal group with defined tasks
for each participant and joint discussion prior to the
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final writing of each part, over approximately one year.
These meetings included the definition of quality
indicators of the evaluation system and the design and
content of the computer system.

Total hours of work in the joint meetings of a stable
team of six members were approximately 100 on-site
hours in joint work meetings. The same approximate
number of hours of individual work of each team
member should be added to this, without counting the
external collaboration.

Consider the institutional frame

A clinical management process can only be established
in an organization that includes this management
approach in their strategy. The inclusion of specialized
services together with those of Primary Care in the same
process would then require the support of both. Another
important element to facilitate the processes is the
previous existence of professional links between the
involved parties.?® Thus, it would be easier to construct
a clinical management process with Primary Care in
those organizations in which there is a culture of
coordination and communication between both levels.

Clinical recommendations based on scientific evidence
data

A clinical management process includes the different
possible care pathways in the organization for a specific
condition and the diagnostic procedures and treatment
agreed on according to the specific characteristics of
the disease in the patient. It is unavoidable to include
some clinical protocols and recommendations for the
diagnosis and treatment in the process. Basing these
recommendations on the available scientific evidence is
an essential criterion of quality. An essential part of the
work of writing the process and after that of a periodic
review is the scientific update of these recommendations.
The work group should scientifically document their
proposals or decisions.

"Ad hoc” design of the process according to the
supporting healthcare system

The clinical management processes require a design
adapted to the characteristics of the organizations in
which they are carried out. For this reason, they cannot
be totally exported and it is necessary to adapt one
specific design or another.

The limitations imposed by the combination of the rules,
economic limitations, service portfolio, type of providing
of care and evaluation of the population addressed
should be taken into account.

Generally, in Spain, the directive structures of Primary
Care and specialized care are independent on a certain
level, which requires a permanent agreement between
both classes. The organization of the psychiatric
departments and mental health services may be

somewhat more homogeneous although the link
between the outpatient and hospital structures is not
resolved similarly in the different Regional Communities,
not even within the same territory.

Usually, the Psychiatry Departments are structured as a
network of facilities which, at best, have a common
hierarchy, or at least a system of coordination. The
characteristics also occur within the setting of the
institutional "culture.” We refer to it as the combination
of components that shape the work style of each center:
organization of the daily care, theoretical references
used by the professionals to base their practice, explicit
or implicit criteria for the referral of patients to Primary
Care, etc.

Probably, one of the most differentiating elements in
the last three decades has been the work model based
on different “psychiatrist:" communitary, biological,
psychodynamics, hospital, etc. as well as the different
ways of integrating clinical psychology and nursing into
the practice. These different patterns of understanding
the care are a challenge for the organization of the
services and are also sometimes a problem for the trust
of the healthcare administration.

A clinical management process which, due to its
horizontal structure, incorporates all of the elements of
the health care chain, to our understanding, resolves
the potential differences between the different
“psychiatries"*' that supposes an unnecessary division of
psychiatry from the scientific knowledge in the current
time.

Evaluation clinical ~ outcome
indicators

It is frequent to find evaluation systems of services or
programs that only include indicators of the structure
and process. Without minimizing their importance, the
measure of the clinical outcomes is essential to know if
a clinical management process really provides a value to
the improvement of the health of a population.*>*
Evaluation of the clinical results requires the routine
registry of the target objectives of health, usually by
simple evaluation scales. In the Anxiety and Depression
Process of the HCSC, some routine scales have been
incorporated for the measurement of the severity and
incapacity as well as the model for Staging of the
Depressive Disorders proposed by Hetrick and Mcgorry*
as a complement to the diagnosis and evaluation in
different milestones of the clinical evolution. This model
has been modified by our work group as shown in
another article in this supplement (See: Carrillo A et al.
“Clinical Management Process for Depressive Disorders
in Departments of Psychiatry”).

The standardized evaluation and routine registry of the
clinical data in any information system not only favors
quality of service but also can be potentiators and
facilitators of the research,* especially promoting the

system including
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study of the care needs and their link to outcomes, a
necessary base for the calculation of the funding.? It
also facilitates the convergence of interests between
the academic organizations and those of management,
providing data bases of homogenous populations for
clinical, biological and epidemiological research.

The clinical management process should be supported
by an information system

Clinical management processes require a computer-
based support both for clinical case registry and to have
rapid access to the decision algorithms or diagnostic
and treatment help systems. The ideal is to have a single
computer system for the primary care and specialized
care levels so that the pathway used by a patient as well
as all of the diagnostic and therapeutic pillars that occur
are known by the professionals who participate in the
clinical activity of the process. In the same way, it is
necessary to register the administrative data
(appointments, admissions, tests, etc.) for care and
economical management purposes.

The reality of the different health care systems is
extremely varied within the Spanish territory, not only
because of the differences in the information systems
of the regional communities, and between the of
Primary Care and Specialized Care levels, but also,
unfortunately, because of the heterogeneity between
hospitals and others even within the same region. This
situation makes it very difficult to have a common
system in which different clinical processes can be
integrated. In our case, we decided to define a different
level for primary care and specialized care. The
subprocesses in primary care have been designed in
order to have easy access to the help algorithms for
diagnoses and treatment. On the other hand, the
subprocesses, both diagnostic and therapeutic, in the
psychiatric and mental health services, have been
constructed on a specific computer-based support that
can be integrated into an electronic clinical history.
The computer information system in any clinical
management process makes it possible to carry out the
periodic evaluations since the indicators can and should
be based on clinical and administrative data collected
routinely and therefore recoverable for their analysis.
The absence of a computer-based support of the process
would make it necessary to manually collect and use the
data, which enormously hinders evaluation.

Communication and implementation plan

Once the process has been completed, they should be
known by all of the members of the organization, both
professionals and directors. It is recommendable to have
a time period to receive the contributions that should
be taken into account.

The diffusion and implementation plan is expensive and
probably it is the most difficult process phase. It has

great similarities with the implementation of other
management tools such as the clinical paths.*® It
generally means a change in the daily work form and
although it may be validated theoretically, its practical
application is always unequal in a large group of
professionals. Therefore, the implementation period
should be prolonged in accordance to the specific
characteristics of each organization in regards to size,
heterogeneity and structures of the support available.
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