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ABSTRACT

PURPOSE The purpose of this study was to evaluate the effectiveness of collaborative
trauma-informed care (CTIC) for treating depression in primary care in Chile.

METHODS From August 2021 through June 2023, 16 primary care teams in the Maule
Region of Chile, were randomly assigned to either the CTIC or usual treatment (UT) group.
At baseline, 3 months, and 6 months, 115 patients in the CTIC group, and 99 in the UT
group, were blindly evaluated. The primary outcome was reduction in depressive symptoms.
Secondary outcomes included improvement in anxiety symptoms, interpersonal and social
functioning, emotional regulation, and adherence. Intention-to-treat data analysis, using
analysis of covariance was conducted.

RESULTS There were 214 patients recruited; 85% were women, and 61% had 4 or more
adverse childhood experiences. At 6 months, depressive symptoms declined significantly in
the CTIC arm relative to UT (adjusted mean difference [AMD]= —3.09, 95% Cl, —4.94
to —1.23; d= -0.46, 95% Cl,-0.73 to —0.18; P =.001). Anxiety symptoms exhibited
a trend toward improvement in the CTIC vs UT group (AMD = —1.50, 95% CI, —3.03

to 0.31; P =.055). No significant differences were observed in other secondary outcomes,
except for adherence, which was significantly higher in the CTIC vs UT groups (AMD =
2.59, 95% (I, 1.80-4.99; P = .035).

CONCLUSIONS The CTIC approach demonstrated superior outcomes in treating depression
and improving adherence compared with UT. Moreover, the observed trends in anxiety
improvement warrant further exploration in future research with a larger sample size. It is
necessary to assess the effectiveness of this approach in treating more complex, difficult-to-
treat forms of depression.

Ann Fam Med 2024;22:467-475. https://doi.org/10.1370/afm.3184

BACKGROUND

n Chile, and globally, depression is a substantially disabling public health con-

cern, disproportionately affecting women at twice the rate of men.'? Before the

COVID-19 pandemic, studies indicated that 18.2% of Chilean adults experi-
enced depressive symptoms, with 6.2% meeting the criteria for major depression.*
During the pandemic, depressive symptoms surged by 40.2%.°

Since 2006, Chile's national mental health program has focused on depression,
with primary care managing 90% of cases and referring individuals with actual
suicidal conduct, suspected bipolar disorder, or signs of psychosis to specialists.®”
Remission rates at primary care level are about 55%.% Research indicates that
one-half of the primary care patients exhibit a complex form of depression, char-
acterized by comorbidities, suicide attempts, interpersonal difficulties, impaired
social functioning, and adverse childhood experiences (ACEs), leading to worse
outcomes.”!® These patients receive minimal interventions, averaging just 2 medi-
cal and psychological sessions per year.!” This evidence highlights a critical gap in
research and practice in Chilean primary care regarding the management of depres-
sion and its more complex presentations.'!?

The complex form of depression in Chilean primary care®'? has character-
istics similar to treatment-resistant depression (TRD), defined as an inadequate
response to at least 2 antidepressants despite adequacy of the treatment trial and
adherence to treatment." Treatment recommendations for TRD primarily involve
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DEPRESSION OUTCOMES IN PRIMARY CARE

pharmacotherapy.'>'* Experts recommend redefining TRD training was conducted by VGV, A.C,, and A ES. After
as difficult-to-treat depression (DTD) that requires a chronic training, teams applied the model with a case manager, per-
care approach focused on symptom management and func- sonalized patient interviews, validated self-report instruments,
tional recovery."”'® Trauma-informed care principles are also and monthly psychiatrist supervision for 3 months (Figure 2,
proposed because of the impact of trauma and socioeconomic Supplemental Appendix).
factors on depression and suicidal tendencies.'”"” The UT group primary care professionals received 27
Both DTD and trauma-informed care approaches, hours of training on UT (control), conducted by Jorge Calvo,
support a collaborative care model for chronic diseases, MD and Antonio Arellano, MD on the current Depression
which involves case managers, structured patient-centered Treatment Guidelines® (Supplemental Appendix).
approaches with scheduled follow-ups, and interprofessional
communication.?’?' Implementing a training program for mul- Participants
tidisciplinary teams, integrating a bio-psychosocial approach Considering previous studies, a difference of 20% between
with trauma-informed care and collaborative care, is proposed arms, an « level of 5%, a power of 80%, a confidence level
to improve depression outcomes in primary
care in Chile. Figure 1. Flowchart of recruitment process.
Our aim was to compare the effective-
ness of collaborative trauma-informed care Jan-Mar 2021
(CTIC) for depression vs usual treatment 20 Primary care centers invited
(UT) on clinical and functional outcomes
in a cluster randomized clinical trial (RCT) A4
deployed in primary care clinics in the 16 Centers accepted
Maule Region of Chile.
Y
Jun 2021
METHODS Blindly randomized®
Study Design |
A single blind, 2-arm RCT was conducted
from August 2021 through June 2023 in 16 L - Y
primary care centers in the Maule Region Aug-Nov 2021 (Intervention) Aug-Nov 2021 (Control)
of Chile. The trial protocol was approved 27 hours training CTIC 27 hours training clinical guideline
by the Institutional Review Board of the 8 primary care teams 8 primary care teams
University of Talca and registered in the 7 continued CTIC after study® 8 continued UT after study
clinical trial registration NCT05016388
(https://clinicaltrials.gov). The study Mar-Nov 2022
(SA1200031) was funded by the Chilean 255 Patients agreed to participate
National Research and Development v v
Agency Health Research and Development 130 Participants signed informed consent 125 Participants signed informed consent
Fund (ANID-FONIS). . .
. 6 Excluded due to no depression 10 Excluded due to no depression
The 16 primary care centers were . . . )
. . 9 Did not agree to continue 16 Did not agree to continue
matched by socioeconomic status and
patient income and blindly randomized 115 Included 99 Included
by 1 of the investigators (M.L.A.) using
a pseudorandom algorithm in MATLAB Mar 2022-Jun 2023
(MathWorks, Inc). The centers were blindly Blindly evaluated at baseline,
assigned to the CTIC or UT group (Figure 3 months, and 6 months
1, Supplemental Appendix). v v
90 Evaluated at 3 months 70 Evaluated at 3 months
Study Groups 81 Evaluated at 6 months 60 Evaluated at 6 months
The CTIC teams comprised of a physi- 105 Had at least 2 evaluations 81 Had at least 2 evaluations
cian, psychologist, and social worker
received 27 hours of training on the CTIC CTIC = collaborative trauma-informed care; UT = usual treatment.
approach (intervention), emphasizing 2 The 16 centers were coded with letters A-P, then randomly assigned to the intervention (A, C, G, H, I, K, M, O) and con-
. trol groups (B, D, E, F, J, L, N, P).
trauma-informed care and DTDrlg'D'B'M b The center coded C did not continue to use CTIC procedures after the study.
while respecting current clinical guidelines. ¢ Number of intervention participants by center code was A 13, C0, G 23, H 18,115, K 13, M 10, O 23.
9 Number of control participants by center code was B 14, D 26, E 19, F9, ) 14,L8, N 9, P 3.

(Table 1, Supplemental Appendix). The
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of 95%, and a maximum variance of 50%,
an initial sample of 394 patients from 8
clinics was calculated'***2¢ (Supplemental
Appendix). Due to the COVID-19 pan-
demic, however, the number of centers was
adjusted to 16.

Adults aged 18 to 70 years admitted for
treatment of depression in primary care clin-
ics of the Maule Region with a confirmed
diagnosis of depression, according to the
Mini-International Neuropsychiatric Inter-
view (MINI),?” were included in the study:.
Those with sensory disabilities, no access
to a telephone, who had been referred to a
specialist level, or were unable or unwilling
to sign the informed consent, were excluded
from the study.

Procedures

At each clinic, a member of the primary
care team recruited study participants who
provided written informed consent. These
participants were then referred to 2 psy-
chologists (Marcela Ormazabal, BS, S.B.)
who were kept unaware of the patients’
assigned group and allocated them to an
external evaluation team made up of 10
psychiatry residents. A protocol for man-
aging emergency cases was established
(Supplemental Appendix).

Table 1. CTIC Training for the Treatment of Depression in Primary Care

Learning Units

Main Learning Objectives

Framework for CTIC in
treating depression

Trauma-informed care

Attachment and men-
talization in the help-
ing relationship

Resilience

Multi-professional
comprehensive diag-
nostic workshop

Multi-professional
comprehensive treat-
ment workshop

Multi-professional
comprehensive
monitoring workshop

Collaborative model
workshop

Recognize and differentiate the characteristics and treatment
challenges associated with complex depression, TRD, and DTD.

Understand and apply the fundamental principles of trauma-
informed care, including its epidemiological foundations, neu-
robiological mechanisms, and clinical implications to improve
diagnosis, treatment, and patient management.

Integrate the concepts of bonding, mentalization, and attach-
ment styles to understand their impact on depression and
develop tailored therapeutic strategies.

Understand and apply the concepts of resilience to understand
their impact on depression, and develop tailored therapeutic
strategies for enhancing patient resilience in treatment plans.

Conduct a multidimensional and interprofessional evaluation of
depression cases based on complexity. This includes categoriz-
ing the type of depression, evaluating its severity, establishing
differential medical and psychiatric diagnoses, and sensitively
inquiring into adverse biographical history.

Develop a comprehensive and multi-professional plan of
treatment for depression in primary care based on clinical
complexity.

Develop a comprehensive and multi-professional monitoring
plan for depression in primary care tailored to the clinical
complexity.

Integrate elements that can be implemented in primary care to
support CTIC for depression including use of a case manager,
follow-ups with standardized scales, and consultation with psy-
chiatric experts.

CTIC - collaborative trauma-informed care; DTD = difficult-to-treat depression; TRD = treatment resistant depression.

Figure 2. Collaborative trauma-informed care for treating depression in primary care.

Psychiatry

Academic consultants

Social Worker

CTIC Training —— Physician

\ 4

Case Manager

Pharmacological

>

treatment

\ 4

Multidimensional, personal-
ized, interprofessional inter-
view, and plan treatment

Monitoring with self-
report instruments

et |

—»‘ Psychologist

psychiatry.

Psychotherapy

Psychiatry is in contact with the case manager and helps the primary care physician with consultations.

The primary care teams received 27 hours of training in CTIC. They then conduct a personalized interprofessional interview and plan treatment.
Each team member continues supporting the patient based on their expertise. During the treatment they may participate in consultancies with

A case manager, who may be a social worker, nurse, or psychologist with appropriate training, plays a key role. This individual is responsible for
monitoring the patient and liaise the team with the psychiatry and academic consultants as needed.

CTIC = collaborative trauma-informed care.
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The residents received a 4-hour training session on data
standardization and were supervised by Marcela Ormazabal,
BS and S.B. The participants were evaluated at the time of
inclusion using a semi-structured clinical interview, the ACEs
inventory,?® the MINI,?” and a set of instruments to assess
outcomes at baseline, 3 months, and 6 months.

Primary Outcome

Depressive symptoms were assessed using the 9-item Patient
Health Questionnaire (PHQ-9), validated in Chile, with
scores ranging from 0 to 27. A score of 7 or higher indicates

the presence of depressive symptoms.®?3°

Secondary Outcomes
Anxiety symptoms were evaluated using the Spanish version
of the 7-item Generalized Anxiety Disorder scale (GAD-7).
Scores range from 0 to 21. Scores of 10 points or more indi-
cate anxiety symptoms.?!

Emotional regulation was evaluated through the Spanish
validated version of the Difficulties in Emotion Regulation
Scale (DERS), with scores ranging from 0 to 140 points.

Scores of 73 points or more indicate emotional deregula-
tion symptoms.3?

Interpersonal and social functioning was evaluated with
the interpersonal and social role subscales included in the
validated Outcome Questionnaire 45 (OQ45). The interper-
sonal subscale ranges from 0 to 48, with scores of 16 points
or more indicating interpersonal dysfunction. The social sub-
scale ranges from 0 to 36 points, with scores of 14 points or
more indicating social role dysfunction.®

Therapeutic adherence was measured at 3 and 6 months
using a brief version of the General Health Adherence Scale
(GHAS), consisting of 12 items with scores ranging from 0 to
36. This self-report scale assesses general attitudes and behav-
iors toward treatment as a whole. Scores below 24 indicate
low adherence, scores between 25 and 30 indicate moderate
adherence, and scores above 31 indicate high adherence. This
scale was previously validated in Chile.?*

The data collected from the instruments at baseline, 3
months, and 6 months was entered into a secure virtual work-
sheet hosted on the website https://www.surveymonkey.com/

(Momentive Global).

Table 2. Baseline Clinical and Sociodemographic Characteristics of Statistical Analysis
Participants (N =214) We performed intention-to-treat analyses for all
clinical outcomes using the Consolidated Stan-
o CTIC Group UT Group dards of Reporting Trials (CONSORT) guide-
Characteristics (n=115) (n=99) P Value lines for RCTs.3
Female, No. (%) 98 (85.2) 84 (84.8) .49 We analyzed the primary and secondary out-
Age, mean (SD), y 40.2 (13.5)  40.1 (15.8) .94 comes after the 6 month follow-up using an anal-
Educational attainment, No. (%)° .10 ysis of covariance (ANCOVA) controlling for
Primary 31 (27.4) 20 (20.2) the individual baseline values for each outcome.
Secondary 56 (49.5) 30 (30.3) Two assumptions of the ANCOVA were tested;
Higher education 28 (24.3) 9(9.1) the absence of differences between groups in the
Current paid employment, No. (%) 46 (40.0) 35 (35.3) .56 baseline data, and the homogeneity of regres-
Living with family, No. (%) 65 (56.5) 66 (66.7) 60 sion for baseline and 6 months follow-up data.
History of mental illness, No. (%) 74 (65.4) 66 (66.7) 72 Before running the ANCOVA, we evaluated
History of psychiatric treatment, No. (%) 72 (62.6) 65 (65.6) 64 the intraclass correlation coefficient (ICC) for
>3 anxiety comorbidities, No. (%) 27 (23.4) 23 (23.2) .90 each outcome, at baseline and 6 months, except
History of suicide attempt, No. (%) 37 (32.1) 41 (41.5) 16 for adherence, which was evaluated at 3 and 6
>4 adverse childhood experiences, No. %) 68 (59.1) 63 (63.9) .49 months follow-up. The ICC was estimated as the
PHQ-9, mean (SD)P 17.1 (5.7) 17.3 (6.1) 49 between subject variance divided by the total
GAD-7, mean (SD): 13.1 (5.1) 13.1 (4.9) 97 (between plus within subject) variance from
DERS, mean (SD)d 78.5 (22'9) 82.5 (22.9) 21 the analysis of variance (ANOVA) The effect
0Q45.2 IR, mean (SD)¢ 23.2 (8.7) 22,0 (7.3) 30 size we calculated using the Cohen's d measure
0045.2 SR, mean (SD)' 138(57) 140 (5.7) 81 and its 95% CI.
p———— PR ——— —— — The entire statistical analysis was con-
= collaporative trauma-informed care; = difficulties In emotiona regu ation scale; = generalize . .
anxiety disorder; IR = interpersonal relations; OQ = outcome questionnaire; PHQ = patient health questionnaire; ducted using SPSS version 21 (IBM Corp) and
RCT = randomized clinical trial; SR = social role; UT = usual treatment. jamovi version 2.5 (The jamovi pI‘OjCCt 2024)
NOTE: This RCT was conducted in 16 primary care clinics in the Maule Region of Chile. The CTIC group was the following a predeﬁned ana]ysis plan. For sen-
intervention, and the UT group, the control. . . L
sitivity analysis, missing data were addressed
2 Primary is grades 1-8, secondary is grades 9-12, and higher education includes universities, professional institu- . .
tions, and technical programs. through imputation based on the Last Obser-
b PHQ-9 score range = 0-27; 7 or more indicates depressive symptoms. vation Carried Forward method. There were
¢ GAD-7 score range = 0-23; 10 or more indicates anxiety symptoms. . n . . . )
4 DERS score range = 0-140; 73 or more indicates emotion dysregulation. no Slgnlﬁcant baseline differences in miss-
¢ 0Q45.2 Pl subscale score range = 0-48; 16 or more indicates interpersonal dysfunctions. ing data between the 2 groups or between
£0Q45.2 SR subscale score range = 0-36; 14 or more indicates social dysfunctions. .
those retained.
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RESULTS
Participant Flow and Retention
We invited 20 primary health care centers, of which 16 par-
ticipated; 8 were trained in CTIC and 8 in UT. Seven cen-
ters continued their operation according to CTIC protocol
(Figure 2). The CTIC groups reported a mean of 16.4 par-
ticipants and a variance of 23.6, compared with UT centers
with a mean of 14.1 participants and a variance of 42.9.

We recruited 214 patients; 115 in the CTIC group, and
99 in the UT group. At the 3-month follow-up, data were
collected from 81% of the CTIC group and 70% of the UT
group (Z=1.26, P=.87). At the 6-month follow-up, data were
collected from 70% of the CTIC group and 61% of the UT
group (Z=1.17, P= 20, Figure 1). At least 87% of the sample
had more than 1 evaluation (91% in the CTIC group and
82% in the UT group, Z=8.83, P <.01).

Five emergency situations were detected and satisfacto-
rily resolved.

Baseline Characteristics of Participants

The majority of the participants were women (182 of 214;
85%), with a mean age of 40.1 years (SD 13.5) for the CTIC
group and 40.2 years (SD 15.8) for UT group. Table 2 shows
sociodemographic and clinical characteristics. Both groups
were similar in all aspects, demonstrating homogeneity
between the groups at baseline.

Primary Outcome
We observed a significant decrease in PHQ-9 scores over
time; in both the CTIC and UT groups, (n*=0.3, P <.001).
The CTIC group's scores decreased from a mean (SD) of
17.1 (5.7) at baseline to 8.9 (6.6) at 6 months, while the UT
group's scores dropped from 17.3 (6.1) to 12.2 (8.1) (Table
3). A significant difference in depressive symptoms between
the groups over time was found (n2 =0.049, P <.01; Table
3). The CTIC group showed an improvement at 6 months
(adjusted mean difference [AMD] = -3.09, 95% CI, -4.94
to -1.23; d= ~0.46, 95% CI, ~0.73 to ~0.18; P=.001), with
an ICC at baseline of 0.06 that increased to 0.10 at 6 months
follow-up, in agreement with a decrease in the depressive
symptoms (Table 4).

At 6 months, 62 of 115 patients (54%) in the CTIC group
showed remission, compared with 34 of 99 patients (34%) in
the UT group (OR=2.24; 95% ClI, 1.58-3.20).

Secondary Outcome

Both groups showed improvement in all measured variables:
anxiety symptoms (n?=0.14, P <.001), interpersonal func-
tioning (m?=0.07, P <.001), social role (n?=0.05, P <.001),
and emotional regulation (n?=0.17, P <.001). No significant
differences between time and group were observed in these
outcomes (Table 3), and the intracluster analysis indicated no
differences between centers (Table 4). The statistical analysis
showed that the effects of the intervention did not extend to
the secondary outcomes (Table 4).

Interestingly, the adherence scale to treatment in partici-
pants from the CTIC group was 2.5 points higher (95% CI,
1.8 to 4.99; P=.035) at 6 months. In this scale, the [CC=0.10
at 3 months and increased to 0.11 at 6 months, suggesting dif-
ferences between the different centers included in the groups.

DISCUSSION

This clinical trial is an innovative effort that demonstrates the
effectiveness of an educational program for improving depres-
sion outcomes, by integrating a multidimensional approach
with a trauma-informed care perspective. Despite enrolling
only 214 participants (54% of the planned sample size of 394)
due to difficulty recruiting patients during the COVID-19
pandemic, the effect size (d = -0.46) for depressive symptom
improvement of was consistent with comparable studies.?¢3°

The study population, mostly women with moderate to
severe depressive symptoms, high anxiety comorbidity, and
elevated ACEs rates, aligns with pre-pandemic Chilean stud-
ies.'% 404 [n a study, conducted in the same disadvantaged
region,* remission rates were 43% at 6 months and 52%
at 1 year."” With the onset of the pandemic, primary care
shifted its focus toward emerging health issues, overshadow-
ing adult mental health,*® which contributed to challenges
in recruitment of adult patients with depression, increased
variability of inpatient admissions (particularly in the UT
group), and contributed to only a 34% remission rate in the
UT group. In contrast, CTIC teams achieved a 54% remis-
sion rate at 6 months, matching the 12-month rate observed
in an earlier study.'” This 20% difference highlights the
potential efficacy of the CTIC approach in the post-emer-
gent COVID-19 pandemic period. Likely, primary care
teams in the UT group lacked the comprehensive assessment
tools and psychosocial recommendations emphasized by the
intervention team, enabling those within the CTIC frame-
work to more effectively manage adult depression under the
circumstances.*”*8

The improvement in the general adherence scale within
the CTIC group compared with the UT group at 6 months
is significant, albeit with a small size effect. This finding war-
rants further investigation into the specific factors within
each primary care team that influenced their success or
shortcomings. Additionally, both groups demonstrated high
follow-up rates, exceeding 80%, underscoring the feasibil-
ity of our study and the reliability of the data collected.
Notably, the CTIC group exhibited greater adherence
to blind follow-ups, likely attributed to the more effec-
tive patient management and engagement strategies of the
CTIC approach.

Our intervention, based on trauma-informed care,'*2>*
highlights the relevance of including a sensitive inquiry about
any adverse biographical history in the patient's multidi-
mensional evaluation, and in the structure of the treatment
and follow-up sessions that establish a safe patient-care team
relationship.'”?22* This approach aligns with what is proposed
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by authors who emphasize the

critical role of ACEs in diagno-
49.51

' ‘ and 6 Months
sis, treatment, and education.

Table 3. Longitudinal Assessment Intervention vs Control Groups at Baseline, 3 Months,

Moreover, it underscores the CTIC Group

importance Of integrating psy- Outcomes Mean (SD) 3 Months No.  Mean (SD) 6 Months No.  Mean (SD)
chotherapy with pharmaco-

therapy to treat DTD, consistent Primary

with several studies.’??* These PHQ-92 115 17.1 (5.7) 90 11.4 (7.1) 81 8.9 (6.6)
crucial aspects have not been Secondary

fully integrated into current GAD-7° 115 13.1(5.2) 20 10.5 (5.3) 81 9.3 (5.7)
practices or treatment recom- DERS¢ 13 78.5 (22.9) 86 71.5 (25.2) 77 64.6 (24.9)
mendations, as evidenced in a 0Q45.2 IR 114 23.2(8.7) 86 20.8 (9.7) 77 19.1(9.4)
Latin American consensus guide- 0Q45.2 RS 114 13.8 (5.7) 86 12.2.(5.9) 77 11.4 (6.2)

line that predominantly empha-
sizes biomedical approaches, and
UT = usual treatment.
excludes psychotherapy from
their treatment protocol."
Regarding the secondary
outcomes, we noticed a trend

toward improvement in anxiety;

CTIC = collaborative trauma-informed care; DERS = difficulties in emotional regulation scale; Eta? = m?2 correlation coefficient; GAD = gen-
eralized anxiety disorder; IR=interpersonal relations; OQ = outcome questionnaire; PHQ = patient health questionnaire; SR = social role;

NOTE: The CTIC group was the intervention, and the UT group, the control.

2 PHQ-9 score range = 0-27; 7 or more indicates depressive symptoms.

> GAD-7 score range = 0-23; 10 or more indicates anxiety symptoms.

¢ DERS score range = 0-140; 73 or more indicates emotion dysregulation.

90Q45.2 Pl subscale score range = 0-48; 16 or more indicates interpersonal dysfunctions.
© 0Q45.2 SR subscale score range = 0-36; 14 or more indicates social dysfunctions.

however, statistical significance
was not reached. Existing evi-
dence suggests that the resolution of anxiety in depression
in primary care typically occurs later in the course of treat-
ment.*>*° Furthermore, the gradual decrease in both depres-
sive and anxiety symptoms, especially within the CTIC group
over time, may be linked to a greater integration of the model
by the teams, potentially yielding improved results with a lon-
ger follow-up time.

Moreover, there were no significant differences between
groups in interpersonal difficulties and emotional regulation.
The CTIC treatment takes a generalized training approach,

focusing on non-specific competencies within primary care
teams for managing mental health disorders. To effectively
address interpersonal and emotional deregulation in patients
with complex depression, primary care professionals may
need to acquire specific skills, as emphasized in a recent train-
ing program for psychologists.”

This study had several limitations, including a gender
imbalance with a majority of female participants, and the
potential negative impact of the ongoing COVID-19 pan-
demic on depression treatment in the UT arm. In addition,

Table 4. Comparative ITT Analysis of Intervention vs Control Groups: Impact on Outcomes and Adherence at 6 Months

Intracluster
CTIC Group UT Group Comparison Coefficient
Outcomes No. Mean (SD) No. Mean (SD) AMD (95% Cl) P Value Effect Size (95% Cl) Baseline mo?\ths
Primary
PHQ-92 115 8.9 (6.6) 99 12.2(8.1) —3.09 (-4.94 to —1.23) .001 —0.46 (-073 to —0.18) 0.06 0.10
Secondary
GAD-7° 115 9.3 (5.7) 99 10.8 (6.3) —1.50 (-=3.03 10 0.31) .055 —0.25 (—-0.52 10 0.02) 0.05 0.05
DERS® 113 64.6 (25.0) 96  69.3 (25.6) —2.40 (—8.35 t0 3.54) .427 —0.19 (- 0.46 t0 0.09) 0.06 0.08
0Q-45.2 IR 114  19.1 (9.4) 98  19.7 (8.1) —1.12 (-3.27 t0 1.03) .307 —0.06 (—0.34 t0 0.20) 0.12 0.08
0Q-45.2SR 114 11.4(6.2) 98  12.8 (6.5) —1.26 (- 2.81 10 0.29) .112 —0.21 (=0.48 to 0.06) 0.07 0.06
GHAS' 104  31.7 (9.9) 79  29.0 (9.8) 2.59 (1.82 to 4.99) .035 —0.00 (-0.43 t0 0.30) 0.10 0.11

NOTE: The CTIC group was the intervention, and the UT group, the control.

2 PHQ-9 score range = 0-27; 7 or more indicates depressive symptoms.

b GAD-7 score range = 0-23; 10 or more indicates anxiety symptoms.

< DERS score range = 0-140; 73 or more indicates emotion dysregulation.

90Q45.2 Pl subscale score range = 0-48; 16 or more indicates interpersonal dysfunctions.
¢ 0Q45.2 SR subscale score range = 0-36; 14 or more indicates social dysfunctions.

AMD = adjusted mean difference; CTIC = collaborative trauma-informed care; DERS = difficulties in emotional regulation scale; GAD = generalized anxiety disorder; GHAS = general health
adherence scale; IP = interpersonal; ITT = intention to treat; OQ = outcome questionnaire; PHQ = patient health questionnaire; SR = social role; UT = usual treatment.

f GHAS score range = 0-36; 24 or less is low, 25-30 is moderate, and 31 or more is high adherence.
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UT Group Time TimelGroup
Baseline No. Mean (SD) 3 Months No. Mean (SD) 6 Months No. Mean (SD) Eta? P Value Eta? P Value
99 17.3 (6.1) 70 13.8 (8.1) 60 12.2 (8.1) 0.34 .050 0.01 .014
99 13.1 (4.9) 70 11.4 (5.6) 60 10.8 (6.3) 0.14 .020 0.01 .055
96 82.5 (22.9) 68 74.3 (28.2) 56 69.3 (25.6) 0.16 .030 0.01 .500
98 22.0 (7.3) 69 20.7 (8.6) 57 19.7 (8.1) 0.07 .005 0.01 .300
98 14.0 (5.7) 69 13.7 (6.7) 57 12.8 (6.5) 0.04 .012 0.01 112

specific interventions in both study groups, such as number of
physicians in each team, type and frequency of psychological
interventions, and use of psychotropic medication, were not
accounted for. A second analysis is necessary to evaluate the
specificity of this intervention in patients exhibiting the char-
acteristics of complex DTD. Thus, additional studies should
address the feasibility and acceptability of CTIC implementa-
tion in different contexts.

In summary, this pioneering study represents a ground-
breaking initiative for managing depression in primary care
in Chile. The CTIC treatment addresses often neglected
aspects with a flexible design, allowing various professionals
to acquire essential skills while emphasizing interprofessional
collaboration. Moving forward, it is essential to continue
generating evidence to inform decision-making processes and
the incorporation of skills aimed at recognizing and manag-
ing prevalent variables in depression, which are typically
excluded from clinical practice. The comprehensive approach
of CTIC should contribute to ongoing improvements in men-
tal health services within primary care settings.

“g Read or post commentaries in response to this article.
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