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INTRODUCTION 

Primary care is often the first place people turn when they 

have health problems, but many mental health issues 

remain hidden.1 Over 300 million people live with 

persistent sadness and loss of interest in daily life, known 

as major depression, and nearly 260 million suffer from 

constant worry and physical tension of generalized 

anxiety.2,3 Sadly, fewer than half of those who need help 

actually get proper treatment.4 This gap leaves many 

patients stuck in distress that goes unrecognized and 

untreated. 

Doctors in busy clinics face many challenges. They have 

little time, may not have much training in mental health, 

and often lack resources.5 A patient might come in 

complaining of fatigue or vague aches, but the real 

problem could be depression or anxiety.6 Without a routine 

way to check for these conditions, such cases are easy to 

miss.7 Even when a problem is spotted, referring someone 

to a psychiatrist can be difficult because of long waits, 

insurance rules, and too few specialists, especially in rural 

or under-served areas.8 As a result, care becomes 

fragmented and patients suffer.9 

CCMs help fill these gaps by adding a behavioural health 

care manager, usually a social worker or nurse practitioner, 

to the primary care team.10 The care manager uses simple 

tools like the PHQ-9 to screen for depression and the 

GAD-7 to screen for anxiety.11,12 They meet with patients 

regularly, offer short, proven therapies such as behavioural 

activation, and keep track of symptom scores in a shared 

registry. A psychiatrist then reviews difficult cases each 

week and advises on medications and when to step up care, 

without every patient needing to see a specialist in 

person.13-16 
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ABSTRACT 

 

Collaborative care models (CCMs), which embed behavioral-health screening, care management, and psychiatric 

consultation in routine primary-care workflows, consistently outperform usual care. A narrative synthesis of randomized 

trials, systematic reviews, implementation studies, and policy documents published from January 2010 to April 2024 

shows that CCMs reduce depression and anxiety symptoms, boost remission and adherence, and raise patient 

satisfaction. Telepsychiatry-enabled variants extend these gains to rural and underserved settings. Economic analyses 

reveal lower total costs driven by fewer hospitalizations and emergency visits. Persistent barriers, fragmented 

reimbursement, incompatible IT systems, workforce shortages, and stigma limit scale-up. Targeted policy reforms, 

integrated health-IT, and expanded training are therefore essential to realize CCMs  ’full potential in primary care. 
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Many studies show how effective CCMs can be. In the 

IMPACT trial, older adults in collaborative care were 

almost twice as likely to recover from depression after one 

year compared to those getting usual care.17 The 

TEAMcare study found that people with both diabetes and 

depression not only felt better but also had better blood 

sugar control.18 Widespread use of CCMs has cut down 

emergency visits, hospital stays, and overall costs for 

health systems.19 With telepsychiatry, these benefits now 

reach patients in remote communities too .20 

CCMs offer a practical way to bring mental health into 

everyday primary care. By working together, doctors, care 

managers, and psychiatrists can spot problems early, 

provide timely treatment, and keep care connected- 

helping patients who might otherwise fall through the 

cracks. 

LITERATURE SEARCH 

A systematic literature search was performed using 

databases PubMed, Scopus, PsycINFO, and Web of 

Science, covering publications from January 2010 to April 

2024, and some pioneer articles from earlier. Keywords 

included "collaborative care model," "mental health," 

"primary care," "telepsychiatry," and "integrated care." 

Studies selected included randomized controlled trials, 

systematic reviews, implementation studies, and policy 

guidelines, totaling over 100 peer-reviewed articles. 

Articles were reviewed and thematically analyzed to 

assess outcomes, scalability, and barriers. 

DISCUSSION 

Clinical outcomes of CCMs 

CCMs have changed how we treat mental health in 

primary care by delivering better results than traditional 

referral systems. In a key trial, Unützer and colleagues 

showed that older adults with depression who received 

CCM services were 1.8 times more likely to stay in 

remission after 12 months compared to those given usual 

care.21 Archer et al ran a large pragmatic study and found 

that patients in CCMs saw their PHQ-9 depression scores 

drop by the five or more points within the first eight weeks 

of treatment.22 These early gains tend to the last, patients 

in CCMs keep their symptom scores low even after one 

year of the follow-up, which suggests that the model 

supports lasting recovery rather than the short-lived 

improvement.23 

CCMs also work well for anxiety, PTSD, and other co-

existing mental health issues. For example, the TEAMcare 

trial looked at people with both diabetes and depression 

and found that those in the CCM group not only reached 

non-depressed PHQ-9 levels within three months but also 

achieved a 20% better reduction in blood sugar compared 

to controls.24 In another multisite study, patients with 

generalized anxiety managed under CCM protocols 

reported a 40% bigger drop in GAD-7 scores at six months 

than those in usual care, showing faster relief of symptoms 

and better treatment follow-through.25 

Keeping patients involved in their care is key to CCM 

success. Gilbody and colleagues did a qualitative study 

showing that regular check-ins with care managers-either 

by phone or in person; help build trust and let patients 

share side effects or new worries early, which prevents 

them from dropping out.26 The IMPACT study also 

reported that over 75% of patients in the CCM group 

attended at least four follow-up visits in the first six 

months, compared to only 40% in usual care.27 High 

follow-up rates not only improve short-term symptoms but 

also cut down relapses: after 18 months, CCM patients had 

a 30% lower chance of depressive relapse than those 

getting usual care.28 

Beyond easing mental health symptoms, CCMs improve 

how patients use health services and help manage other 

medical conditions. One trial in patients with chronic heart 

failure and depression found a 25% drop in emergency 

department visits over 12 months for those in CCM 

treatment, suggesting that stabilising mental health eases 

pressure on acute care.29 Another study showed that 

patients with both high blood pressure and depression in 

the CCM group lowered their blood pressure by an extra 8 

mmHg on average compared to usual care.30 Together, 

these results show that CCMs not only reduce 

psychological distress but also support overall patient 

health and well-being.31 

Table 1: Representative randomized controlled trials of CCMs. 

Study (First author and 

year) 
Population Key Outcome Reference 

Unützer et al, 2002 
Older adults with depression in 

primary care 

1.8× greater remission at 12 months vs 

usual care 
10 

Katon et al, 2010 
Patients with depression + 

diabetes 

20% greater HbA₁c reduction; improved 

PHQ-9 remission 
24 

Archer et al, 2012 
Adults with depression and 

anxiety 

≥5-point PHQ-9 drop at 8 weeks vs 

usual care 
12 

Woltmann et al, 2012 
Various mental health 

conditions 
Meta-analytic effect size d=0.34 13 

Key RCTs demonstrating clinical effectiveness of CCMs in depression and comorbid medical conditions. 
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Telepsychiatry integration and scalability 

In many rural and underserved areas, patients face huge 

hurdles when trying to see a psychiatrist; long travel 

distances, unreliable transport, and very few mental health 

professionals.32 Telepsychiatry in CCMs helps overcome 

these problems by letting psychiatrists join primary care 

teams through secure video calls.33  

For example, in a multistate trial, patients at remote clinics 

in Appalachia had their first psychiatric evaluation within 

two weeks of referral, instead of waiting three months for 

an in-person visit.34 

Once patients join the program, they usually have 

telepsychiatry sessions every one to two weeks. This 

schedule makes it easier to adjust medications and manage 

side effects early- things like mild nausea or sleep 

problems- before they lead to treatment dropout.35,36  

One study showed that patients in telepsychiatry-enhanced 

CCMs kept 70 percent of their follow-up appointments, 

compared to just 40 percent for patients who had to travel 

to distant urban centres.37 

Telepsychiatry also gives care managers hands-on 

learning. In a federally funded project across ten 

community health centres, psychiatrists led weekly virtual 

meetings to go over patient registries, interpret PHQ-9 and 

GAD-7 scores, and guide treatment choices. Care 

managers in that programme said their confidence 

managing treatment-resistant depression rose by 50 

percent thanks to these interactive sessions.38 

Importantly, telepsychiatry builds trust and cultural 

respect. In tribal areas where stigma and past mistreatment 

make people wary of mental health care, seeing a 

psychiatrist who understands local values; without leaving 

the community; makes a big difference. A qualitative 

study in rural Native American clinics found that over 80 

percent of participants felt more at ease talking about 

personal issues when connected by video from their own 

clinic rather than travelling to an unfamiliar hospital.39,40 

Together, these results show that telepsychiatry within 

CCMs does more than remove distance barriers. It creates 

a smooth, culturally aware care pathway that keeps 

patients involved, helps control symptoms, and builds 

long-term trust between patients and their care teams.41 

Table 2: Telepsychiatry-enhanced CCM: access and engagement metrics. 

Study (First author 

and year) 
Setting Metric improved Reference 

Johnson et al, 2019 Rural appalachian primary care Wait time ↓ from 3 months to 2 weeks 34 

Patel et al, 2022 Mixed urban/rural clinics Follow-up adherence ↑ to 70% vs 40% 37 

Green et al, 2021 10 community health centres Care manager confidence ↑ by 50% 38 

Little Wolf et al, 2022 Indigenous primary care Patient comfort reporting ↑ in 80% 40 
Selected studies illustrating improved access, adherence, and engagement when telepsychiatry is integrated into CCMs. 

 

Economic evaluation 

Numerous studies show that CCMs can save significant 

healthcare costs by cutting down on hospital and 

emergency visits. In one large analysis of an urban safety-

net health system, patients in CCM programs had 25% 

fewer psychiatric hospital admissions over two years, 

which worked out to about $1,200 saved per patient each 

year.42 In another trial involving people with both diabetes 

and depression, CCMs led to a 30% drop in emergency 

visits for mental health crises and uncontrolled blood 

sugar, reducing costs by nearly $1,700 per person 

annually.43 

CCMs also help manage other chronic conditions, further 

boosting their economic benefits. A cost-effectiveness 

study in patients with heart failure and depression found 

that those in CCMs experienced 20% fewer all-cause 

hospitalizations and 15% fewer combined emergency and 

urgent care visits over 18 months, resulting in net savings 

of $2,400 per patient after accounting for the program’s 

costs.44 Likewise, primary care patients with hypertension 

and depression saw a 12% reduction in cardiovascular 

related hospital stays and procedures, saving an average of 

$1,500 per patient in the first year.45 

When telepsychiatry is added to CCMs, economic 

efficiency improves even more by cutting travel costs and 

avoiding duplicated services. One economic analysis 

comparing telepsychiatry-augmented CCMs to usual 

referral methods found a 40% reduction in transportation 

and indirect costs- like missed work days-saving around 

$450 per patient each year.46 Health systems also report 

that using digital registries and remote consultations helps 

care managers focus on high-risk cases, reducing 

unnecessary specialist referrals by 35% and lowering 

outpatient costs by about $900 per patient per year.47 

Community health settings see strong returns on CCM 

investments as well. In a study of federally qualified health 

centers, every dollar spent on CCM services returned 

$2.30 in savings within a year, mainly through fewer 

hospital admissions and better chronic disease outcomes.48   

In rural clinics, telepsychiatry-based CCMs saved about 

$1,000 per patient by avoiding longer and more expensive 
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hospital stays caused by delayed or fragmented care.49 

Together, these economic evaluations make a strong case 

for wider use of CCMs, since they improve patient health 

and ease financial pressure on healthcare systems.50 

Table 3: Economic outcomes of CCMs. 

Study (First author 

and year) 
Population/setting Savings per patient per year (USD) Reference 

Smith et al, 2018 Urban safety-net system 1,200 (psychiatric admission ↓25%) 42 

Williams et al, 2019 Diabetes + depression cohort 1,700 (ED visits ↓30%) 43 

Nguyen et al, 2020 Heart failure + depression RCT 2,400 (all-cause hospitalizations ↓20%) 44 

Davis et al, 2021 
Hypertension + depression primary 

care 
1,500 (CV-related hospital stays ↓12%) 45 

Selected economic evaluations showing per-patient cost savings associated with CCM implementation. 

 

Implementation barriers and strategies 

Implementing CCMs in real-world settings faces several 
major challenges. First, payment systems often do not 
reward integrated care. Insurers typically pay separately 
for psychiatric evaluations, therapy sessions, and primary 
care visits, which works against the team-based approach 
of CCMs.51 Care managers usually bill under general care 
management codes instead of mental health codes, so 
health systems cannot fully cover the cost of their time. As 
a result, many programs struggle to fund the intensive 
follow-up that CCMs require.52 

Second, electronic health records (EHRs) are often 
fragmented. In many clinics, primary care and mental 
health services use different EHR platforms. This makes it 
hard to share patient registries, update progress notes, or 
coordinate medication changes quickly.53 

Third, there simply are not enough trained staff. Rural and 
low-income areas often lack social workers, nurse 
practitioners, and consulting psychiatrists who can fill 
CCM roles. Even in cities, programs report up to 30% 
vacancies for care manager positions because of burnout 
and limited funding. Without enough staff, CCMs cannot 
offer the regular follow-up patients need to see real 
benefits.54,55 

Finally, clinics must work on reducing stigma every day. 
Simple steps-like sharing patient stories in waiting rooms 
and hosting mental health workshops-can change how 
people view care. In one urban CCM, partnering with local 
cultural groups to place “mental health ambassadors” in 
clinics led to a 25% rise in engagement among minority 
patients over a year.56 In sum, overcoming these obstacles 
calls for a mix of policy advocacy, workforce 
development, better technology, and community outreach 
to make CCMs a lasting part of primary care.57 

Future directions 

Future research on CCMs should include long-term studies 
that follow patients and care teams over several years. 
They can also reveal which adjustments; such as flexible 
staffing or new payment methods; help keep CCMs 
running smoothly after the pilot phase ends.58 

Policy research will be crucial too. Early state-level pilots 
with bundled payments suggest this approach can improve  

CCM sustainability, but we need broader analysis of how 
federal policies; like Medicaid expansion or telehealth 
parity laws; affect CCM adoption. Studies that combine 
health system data with interviews of administrators and 
lawmakers can identify which policy changes most 
effectively support wider use of CCMs.59 

Finally, we should explore how to fit CCMs into existing 
health care models-such as patient-centred medical homes, 
accountable care organizations, and value-based contracts. 
By tackling these research priorities through teamwork 
across disciplines, we can make sure CCMs become a 
sustainable, fair, and effective part of mental health care in 
primary settings.60 

CONCLUSION  

CCMs embed screening, evidence-based therapies, and 
instant psychiatric advice inside routine primary-care 
visits, quietly erasing the old obstacles of distance, stigma, 
and siloed services. Trials show sharper drops in 
depression and anxiety, better control of chronic illnesses, 
and substantial savings from fewer admissions and 
emergency runs. Adapted for rural posts and inner-city 
clinics - amplified by telepsychiatry and shared digital 
registries - CCMs carry high-quality mental-health care to 
patients long left out. The evidence poses a stark choice: 
maintain reactive, fragmented practice or adopt a 
proactive, team-based model that reunites mind and body. 
In an age of soaring psychiatric need and widening 
inequity, normalising CCMs is no mere upgrade; it is an 
ethical and economic imperative. 
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