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A Collaborative Care Approach to Depression Treatment for 
Asian Americans

Anna D. H. Ratzliff, M.D., Ph.D., Karen Ni, M.D., Ya-Fen Chan, Ph.D., Mijung Park, Ph.D., 
R.N., and Jürgen Unützer, M.D., M.P.H.
Department of Psychiatry and Behavioral Sciences, University of Washington, 1959 N.E. Pacific 
St., Seattle, WA 98195-6560

Abstract

Objective—To compare the effectiveness of collaborative care for depression in three groups: 

Asians treated at a community health center focusing on Asians (a culturally sensitive clinic), 

Asians treated in general community health centers and a matched population of Caucasians 

treated in the same general community clinics.

Methods—A longitudinal study of 345 participants in a state-wide collaborative care program 

tracked use of psychotropic medications, primary care-based visits with depression care managers, 

and depression severity with the 9-item Patient Health Questionnaire (PHQ-9).

Results—After adjusting for differences in baseline demographic characteristics, all three groups 

had similar treatment process and depression outcomes. Asian patients served at the culturally 

sensitive clinic were less likely than Asians in other clinics or Caucasians to be prescribed 

psychotropic medications.

Conclusions—Collaborative care for depression was equally effective in Asian patients in 

culturally sensitive clinics and general community health clinics as in Whites.

Introduction

Asian Americans are the fastest growing ethnic group in America (1). Although Asian 

Americans may have lower rates of depression compared to other ethnic groups, they have 

unique challenges receiving effective mental health care (1,2) including refugee status, 

cultural barriers and disparities in access to care (3).

More than 40 randomized controlled trials have demonstrated effectiveness of collaborative 

care for depression in primary care (4–6). This model of care has been shown to be effective 

in general populations (4)and certain ethnic minority groups (African-American or Latino) 

(7–9), but there is little information about effectiveness of collaborative care with Asian 

American populations.

The Mental Health Integration Program (MHIP) is a statewide implementation of 

collaborative care serving safety net populations in over 100 community health clinics in the 
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State of Washington (10, 11). Since January 2008, MHIP has served over 24,000 patients 

including patients from diverse ethnic groups. One participating community health center 

(CHC) focuses primarily on immigrant populations. As the largest community health center 

serving Asian Americans and Pacific Islanders in Washington State, this culturally sensitive 

CHC has a multicultural and multilingual staff that provides culturally appropriate and in-

language health services to patients.

We used data from MHIP to examine differences in the patterns and outcomes of care 

among Asian patients served at the culturally sensitive clinic with Asian and White patients 

served in clinics that serve predominantly non-Asian patients. We hypothesized that 

collaborative care would be effective at engaging Asian American patients and that patients 

served in that culturally sensitive clinic show more engagement.

Methods

Funded by the State of Washington and King County and administered by the Community 

Health Plan of Washington in collaboration with Public Health-Seattle & King County, 

MHIP provides integrated mental health services for safety net populations in community 

health clinics (http://integratedcare-nw.org/) through a collaborative team approach 

including a primary care provider, care coordinator based in the primary care clinic, and 

consulting psychiatrist. Care coordinators and consulting psychiatrists use a web-based care 

management tracking system (CMTS) adapted from an earlier research trial (6) to monitor 

the care and outcomes of patients. Assessment and treatment were completed by the care 

coordinators using both verbal and written methods. For non-English speaking patients, 

either the care coordinator or a clinic translator was used to make verbal assessments. All 

care coordinators are accountable to quality aims related to clinic processes to standardize 

care across different clinic systems.

All adult Asian patients and a comparison, representative sample of White patients (age, 

gender and clinic matched) who participated in MHIP between 2008 and 2010 for at least 4 

months and had significant depression (a baseline PHQ-9 depression score of 10 or greater) 

were included. The final sample is comprised of 129 Asian patients served in the culturally 

sensitive clinic (ACSC), 72 Asian patients served in 12 general clinics (AGC) that do not 

specifically cater to Asian Americans, and 144 age and gender-matched White patients 

served in the same general clinics (WGC). Our analyses were conducted on de-identified 

data collected for quality improvement activities that were not considered research requiring 

individual patient consent by the University of Washington’s Institutional Review Board.

Treatment processes examined include psychiatric case reviews, receipt of psychotropic 

medications, and number of follow-up contacts during 16-week period after program 

enrollment. The PHQ-9 (12, 13) was used to measure depression severity at baseline and 

follow-up assessments. Depression improvement was defined as achieving a PHQ-9 score 

<10 or a 50% or greater reduction from baseline at 16-week follow up assessment.

Other sample characteristics include age, gender, problems with social support and unstable 

housing based on self-report at intake. A probable anxiety disorder was defined as score of 
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Generalized Anxiety Disorder-7 item (GAD-7) scale ≥10 (12) or previously documented 

anxiety disorder diagnosis. Thoughts of suicide or death were obtained through self-report or 

an endorsement of a score ≥1 on item of 9 of the PHQ-9 (“thoughts that you would be better 

off dead, or of hurting yourself in some way”) at baseline. Descriptive analyses included chi-

square tests and t-tests for baseline characteristics comparisons. To examine whether there 

were differences in treatment process and depression outcomes between ACSC and AGC 

and between AGC and WGC at follow-up, adjusted means of outcome measures (e.g., any 

follow up contact in 4 weeks of treatment, number of follow up follow up contacts in 16 

weeks, depression improvement at 16 weeks) were estimated and tested. Mixed-effect 

logistic model for binary outcomes and mixed-effect Poisson model for count of follow up 

contacts were applied, taking into account nesting of patients within participating 

community health centers. Estimates were adjusted for baseline age, gender, PHQ-9 score, 

anxiety, suicidal thoughts, problems with social support and housing. Analysis was 

completed using STATA version 11 (College Station, TX).

Results

There were no significant differences in baseline PHQ-9 depression scores between the three 

populations studied (Table 1). Asians served at the culturally sensitive clinic (ACSC) were 

significantly older than Asians in the other clinics (AGC) and somewhat less likely to have 

co-morbid anxiety. There were no significant differences between groups with regard to 

gender, suicidal thoughts, problems with social support or unstable housing.

After adjusting for differences in baseline characteristics, all three groups had similar 

treatment processes and depression outcomes (Table 1). Depression improvement was 

achieved at 16 weeks in an average of 28% of the patients evaluated for this study. The rate 

of improvement was slightly higher for Asians (35% for ACSC, 24% for AGC) than for age 

and gender matched Whites (22%), but these differences were not statistically significant. 

ACSC participants were significantly less likely to receive psychotropic medications than 

AGC (51 % versus 67%).

Discussion

Our study demonstrates that Asian Americans receiving collaborative care in community 

health centers have depression outcomes that are as good as or even better than those of 

Whites served in the same settings. This finding is consistent with other studies showing that 

collaborative care is effective for ethnic minority patients (7–10, 14).

A limitation of this study is that we were not able to further characterize the diversity of 

Asian American groups represented in this mixed sample which makes it difficult to 

generalize these results to all Asian populations. We know that the population of patients 

that are served by the culturally sensitive clinic during the study period included 39.9–41.3% 

Chinese patients and 26.4–26.5% Vietnamese patients and the predominate languages 

spoken at that clinic include Cantonese (29.8–31.7%), Vietnamese (24.6–24.7%) and 

English (21.1%–21.6%). This would suggest that a large percentage of the patients included 

in this study were Chinese and Vietnamese and that this type of program is able to engage 
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non-English speaking patients. Future research in which ethnic data were specifically 

collected would be useful to confirm the generalizability of our results.

Despite the limitations of this study, there are several important findings related to providing 

mental health care for Asian populations. Asians in the culturally sensitive clinic were less 

likely to receive psychotropic medications than those in general clinics. Asian Americans 

may be less comfortable with the notion of taking a psychotropic medication than White 

Americans (15) and providers in the culturally sensitive clinic may be sensitive to this 

preference. Alternatively, Asian Americans served in general clinics may be somewhat more 

acculturated than ACSC clients and thus more accepting of medications.

Although all three groups had similar reductions in depression, our largest group of Asian 

patients were from the culturally sensitive clinic (ACSC: n= 129 vs AGC : n=72), indicating 

that this clinic was able to engage almost twice as many Asian Americans than almost 10 

general community health clinics in the same geographic area . Our findings are consistent 

with a recent study (14) which showed collaborative care was highly effective in engaging 

and treating Chinese Americans. The culturally sensitive clinic in MHIP has a strong 

commitment to community outreach programs to engage Asian and other immigrant 

populations in primary care and provided care that was at least as effective as that provided 

in other clinics. Future research and quality improvement efforts might explore prescribing 

practices in the culturally sensitive clinic and encourage use of psychotropic medications for 

clients who are not improving with psychosocial interventions alone. Lessons from 

engagement and treatment approaches at the culturally sensitive clinic might provide 

important strategies for the engagement and care of Asian American clinics in other 

community health clinics.

Conclusions

Collaborative care for depression was equally effective in Asian Americans as in age and 

gender-matched Whites served in community health clinics. Culturally sensitive clinics 

catering to Asian Americans may be particularly well positioned to utilize a collaborative 

care approach to engage and care for this population.

Acknowledgments

The authors would like to thank Community Health Plan of Washington (CHPW) and Public Health of Seattle and 
King County (PHSKC) for sponsorship and funding of the Mental Health Integration Program (MHIP) and for data 
on quality of care and clinical outcomes collected in the context of ongoing quality improvement activities. We 
would also like to thank program leadership from CHPW, clinicians and leadership in the participating community 
health centers, consulting psychiatrists and trainers and program support staff at the AIMS Center (Advancing 
Integrated Mental Health Solutions) at the University of Washington for their ongoing contributions to MHIP. Dr. 
XX is supported by National Institute of Mental Health (NIMH2 T32 MH 73553-6).

References

1. Kalibatseva Z, Leong FT. Depression among Asian Americans: Review and Recommendations. 
Depression research and treatment. 2011; 2011:320902. [PubMed: 21961060] 

2. Alegria M, Chatterji P, Wells K, Cao Z, Chen CN, Takeuchi D, et al. Disparity in depression 
treatment among racial and ethnic minority populations in the United States. Psychiatric services. 
2008; 59(11):1264–1272. [PubMed: 18971402] 

Ratzliff et al. Page 4

Psychiatr Serv. Author manuscript; available in PMC 2016 April 22.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3. Leong FT, Lau AS. Barriers to providing effective mental health services to Asian Americans. 
Mental health services research. 2001; 3(4):201–214. [PubMed: 11859966] 

4. Gilbody S, Bower P, Fletcher J, Richards D, Sutton AJ. Collaborative care for depression: A 
cumulative meta-analysis and review of longer-term outcomes. Archives of internal medicine. 2006; 
166(21):2314–2321. [PubMed: 17130383] 

5. Katon W, Rutter C, Ludman EJ, Von Korff M, Lin E, Simon G, et al. A randomized trial of relapse 
prevention of depression in primary care. Arch Gen Psychiatry. 2001; 58(3):241–247. [PubMed: 
11231831] 

6. Unutzer J, Katon W, Callahan CM, Williams JW Jr, Hunkeler E, Harpole L, et al. Collaborative-care 
management of late-life depression in the primary care setting. JAMA : the journal of the American 
Medical Association. 2002; 288(22):2836–2845. [PubMed: 12472325] 

7. Arean PA, Ayalon L, Hunkeler E, Lin EH, Tang L, Harpole L, et al. Improving depression care for 
older, minority patients in primary care. Medical care. 2005; 43(4):381–390. [PubMed: 15778641] 

8. Miranda J, Duan N, Sherbourne C, Schoenbaum M, Lagomasino I, Jackson-Triche M, et al. 
Improving care for minorities: can quality improvement interventions improve care and outcomes 
for depressed minorities? Results of a randomized, controlled trial. Health services research. 2003; 
38(2):613–630. [PubMed: 12785564] 

9. Bauer AM, Azzone V, Alexander L, Goldman HH, Unutzer J, Frank RG. Are patient characteristics 
associated with quality of depression care and outcomes in collaborative care programs for 
depression? General hospital psychiatry. 2012; 34(1):1–8. [PubMed: 22018769] 

10. Huang H, Chan YF, Katon W, Tabb K, Sieu N, Bauer AM, et al. Variations in depression care and 
outcomes among high-risk mothers from different racial/ethnic groups. Family practice. 2011

11. Unutzer JCY-F, Knaster J, Shields A, Powers D, Veith RC. Quality Improvement with Pay-for-
Performance Incentives in Integrated Behavioral Health Care. Am J Public Health. 2012 In Press. 

12. Kroenke K, Spitzer RL, Williams JB, Lowe B. The Patient Health Questionnaire Somatic, Anxiety, 
and Depressive Symptom Scales: a systematic review. General hospital psychiatry. 2010; 32(4):
345–359. [PubMed: 20633738] 

13. Huang FY, Chung H, Kroenke K, Delucchi KL, Spitzer RL. Using the Patient Health 
Questionnaire-9 to measure depression among racially and ethnically diverse primary care 
patients. Journal of general internal medicine. 2006; 21(6):547–552. [PubMed: 16808734] 

14. Yeung A, Shyu I, Fisher L, Wu S, Yang H, Fava M. Culturally sensitive collaborative treatment for 
depressed chinese americans in primary care. American journal of public health. 2010; 100(12):
2397–2402. [PubMed: 20966373] 

15. Satre DD, Campbell CI, Gordon NS, Weisner C. Ethnic disparities in accessing treatment for 
depression and substance use disorders in an integrated health plan. International journal of 
psychiatry in medicine. 2010; 40(1):57–76. [PubMed: 20565045] 

Ratzliff et al. Page 5

Psychiatr Serv. Author manuscript; available in PMC 2016 April 22.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ratzliff et al. Page 6

Ta
b

le
 1

B
as

el
in

e 
sa

m
pl

e 
ch

ar
ac

te
ri

st
ic

s,
 tr

ea
tm

en
t p

ro
ce

ss
 a

nd
 d

ep
re

ss
io

n 
ou

tc
om

es
 a

t f
ol

lo
w

 u
p 

as
se

ss
m

en
ts

V
ar

ia
bl

es
To

ta
l (

n=
34

5)
A

C
SC

a  
(n

=1
29

)
A

G
C

b  
(n

=7
2)

W
G

C
c  

(n
=1

44
)

p-
va

lu
ed

B
as

el
in

e 
sa

m
pl

e 
ch

ar
ac

te
ri

st
ic

s,
 n

 (
%

)

A
ge

 M
ea

n 
(S

D
)

44
.9

 (
14

.3
)

51
.4

 (
16

.1
)

41
.4

 (
11

.8
)

40
.9

 (
11

.3
)

<
0.

00
1,

 0
.7

4

Se
x

M
al

e
10

7 
(3

1.
0)

35
 (

27
.1

)
24

 (
33

.3
)

48
 (

33
.3

)

Fe
m

al
e

23
8 

(6
9.

0)
94

 (
72

.9
)

48
 (

66
.7

)
96

 (
66

.7
)

0.
36

, 1
.0

0

P
H

Q
-9

 s
co

re
 M

ea
n 

(S
D

)
16

.8
 (

4.
6)

17
.1

 (
5.

0)
16

.4
 (

4.
6)

16
.7

 (
4.

3)
0.

40
, 0

.6
7

D
ep

re
ss

io
n 

se
ve

ri
ty

0.
04

, 0
.9

1
M

od
er

at
e

24
9 

(7
2.

2)
47

 (
36

.4
)

16
 (

22
.2

)
33

 (
22

.9
)

Se
ve

re
96

 (
27

.8
)

82
 (

63
.6

)
56

 (
77

.8
)

11
1 

(7
7.

1)

A
nx

ie
ty

 d
ia

gn
os

is

0.
02

, 0
.0

03
Y

es
18

0 
(5

2.
2)

42
 (

32
.6

)
36

 (
50

.0
)

10
2 

(7
0.

8)

N
o

16
5 

(4
7.

8)
87

 (
67

.4
)

36
 (

50
.0

)
42

 (
29

.2
)

Su
ic

id
al

 t
ho

ug
ht

0.
79

, 0
.7

7
E

nd
or

se
d

18
6 

(5
3.

9)
69

 (
53

.5
)

40
 (

55
.6

)
77

 (
53

.5
)

N
ot

 e
nd

or
se

d
15

9 
(4

6.
1)

60
 (

46
.5

)
32

 (
44

.4
)

67
 (

46
.5

)

P
ro

bl
em

s 
w

it
h 

so
ci

al
su

pp
or

t

0.
21

, 0
.2

7
E

nd
or

se
d

12
4 

(3
9.

5)
61

 (
48

.8
)

23
 (

39
.0

)
40

 (
30

.8
)

N
ot

 e
nd

or
se

d
19

0 
(6

0.
5)

64
 (

51
.2

)
36

 (
61

.0
)

90
 (

69
.2

)

U
ns

ta
bl

e 
ho

us
in

g

0.
06

, 0
.5

3
E

nd
or

se
d

14
8 

(4
6.

4)
76

 (
60

.3
)

28
 (

45
.9

)
67

 (
50

.8
)

N
ot

 e
nd

or
se

d
17

1 
(5

3.
6)

50
 (

39
.7

)
33

 (
54

.1
)

65
 (

49
.5

)

T
re

at
m

en
t p

ro
ce

ss
 a

nd
 d

ep
re

ss
io

n 
ou

tc
om

es
 a

t f
ol

lo
w

 u
p,

 a
dj

us
te

d 
m

ea
n 

(S
E

)h

A
ny

 f
ol

lo
w

 u
p 

co
nt

ac
ts

 in
 4

w
ee

ks
 %

 (
SE

)
0.

63
 (

0.
09

)
0.

61
 (

0.
20

)
0.

71
 (

0.
09

)
0.

60
 (

0.
08

)
0.

62
, 0

.2
0

A
ny

 f
ol

lo
w

 u
p 

co
nt

ac
ts

 in
 1

6
w

ee
ks

 %
 (

SE
)

0.
79

 (
0.

07
)

0.
77

 (
0.

17
)

0.
87

 (
0.

06
)

0.
78

 (
0.

07
)

0.
53

, 0
.1

5

N
um

be
r 

of
 f

ol
lo

w
 u

p 
co

nt
ac

ts
2.

91
 (

0.
95

)
2.

92
 (

2.
17

)
2.

68
 (

0.
65

)
3.

0 
(0

.6
9)

0.
91

, 0
.2

3

Psychiatr Serv. Author manuscript; available in PMC 2016 April 22.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ratzliff et al. Page 7

V
ar

ia
bl

es
To

ta
l (

n=
34

5)
A

C
SC

a  
(n

=1
29

)
A

G
C

b  
(n

=7
2)

W
G

C
c  

(n
=1

44
)

p-
va

lu
ed

in
 1

6 
w

ee
ks

 M
ea

n 
(S

E
)

A
t l

ea
st

 5
 f

ol
lo

w
 u

p 
co

nt
ac

ts
in

 1
6 

w
ee

ks
 %

 (
SE

)
0.

26
 (

0.
05

)
0.

24
 (

0.
10

)
0.

27
 (

0.
07

)
0.

27
 (

0.
06

)
0.

83
, 0

.9
8

A
ny

 p
sy

ch
ia

tr
ic

 c
as

e 
re

vi
ew

in
 1

6 
w

ee
ks

 %
 (

SE
)

0.
55

 (
0.

09
)

0.
59

 (
0.

20
)

0.
45

 (
0.

10
)

0.
54

 (
0.

09
)

0.
52

, 0
.2

7

A
ny

 p
sy

ch
ia

tr
ic

 m
ed

ic
at

io
n

re
ce

ip
t i

n 
16

 w
ee

ks
 %

 (
SE

)
0.

60
 (

0.
03

)
0.

51
 (

0.
05

)
0.

67
 (

0.
06

)
0.

66
 (

0.
05

)
0.

05
, 0

.8
8

A
ch

ie
ve

d 
de

pr
es

si
on

im
pr

ov
em

en
t a

t 1
6 

w
ee

ks
i  %

(S
E

)

0.
28

 (
0.

03
)

0.
35

 (
0.

06
)

0.
24

 (
0.

07
)

0.
22

 (
0.

05
)

0.
28

, 0
.7

5

a A
C

SC
: A

si
an

 A
m

er
ic

an
s 

in
 a

 c
ul

tu
ra

lly
 s

en
si

tiv
e 

cl
in

ic

b A
G

C
: A

si
an

 A
m

er
ic

an
s 

in
 g

en
er

al
 c

lin
ic

s

c W
G

C
: W

hi
te

 A
m

er
ic

an
s 

in
 g

en
er

al
 c

lin
ic

s

d Fi
rs

t n
um

be
r 

co
m

pa
re

s 
A

C
SC

 to
 A

G
C

, s
ec

on
d 

nu
m

be
r 

co
m

pa
re

s 
A

G
C

 to
 W

G
C

e B
as

ed
 o

n 
K

ro
en

ke
 e

t a
l (

20
01

) 
PH

Q
-9

 c
ut

-o
ff

 s
co

re
>

=
10

 &
 <

20
 a

s 
m

od
er

at
el

y 
se

ve
re

 d
ep

re
ss

io
n,

 c
ut

 o
ff

 s
co

re
>

=
20

 a
s 

se
ve

re
 d

ep
re

ss
io

n

f A
 to

ta
l o

f 
31

 p
at

ie
nt

s 
di

d 
no

t p
ro

vi
de

 in
fo

rm
at

io
n 

on
 s

oc
ia

l s
up

po
rt

 p
ro

bl
em

s,
 in

cl
ud

in
g 

4 
fr

om
 A

C
SC

, 1
3 

fr
om

 A
G

C
 a

nd
 1

4 
fr

om
 W

G
C

g A
 to

ta
l o

f 
26

 p
at

ie
nt

s 
di

d 
no

t p
ro

vi
de

 in
fo

rm
at

io
n 

on
 h

ou
si

ng
 p

ro
bl

em
s,

 in
cl

ud
in

g 
3 

fr
om

 A
C

SC
, 1

1 
fr

om
 A

G
C

 a
nd

 1
2 

fr
om

 W
G

C

h A
dj

us
te

d 
es

tim
at

es
 w

er
e 

co
m

pu
te

d 
ho

ld
in

g 
co

ns
ta

nt
 o

f 
ba

se
lin

e 
ag

e,
 g

en
de

r, 
PH

Q
-9

 s
co

re
, a

nx
ie

ty
 d

is
or

de
r, 

su
ic

id
al

 th
ou

gh
ts

, p
ro

bl
em

s 
w

ith
 s

oc
ia

l s
up

po
rt

, p
ro

bl
em

s 
w

ith
 h

ou
si

ng
, a

nd
 le

ng
th

 o
f 

tr
ea

tm
en

t 
in

 th
e 

m
od

el
. S

E
: s

ta
nd

ar
d 

er
ro

r

i A
m

on
g 

pa
tie

nt
s 

w
ith

 a
 1

6-
w

ee
k 

ou
tc

om
e 

m
ea

su
re

 (
n=

23
5)

Psychiatr Serv. Author manuscript; available in PMC 2016 April 22.


	Abstract
	Introduction
	Methods
	Results
	Discussion
	Conclusions
	References
	Table 1



