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Abstract

Collaborative care psychiatrists’ views on treating bipolar

disorder in primary care: A qualitative study

Joseph Cerimele

Chair of the Supervisory Committee:
Abigail Halperin MD, MPH

Department of Family Medicine, Department of Health Services

Objective: To understand collaborative care psychiatric consultants’ views and practices on
making the diagnosis of and recommending treatment for bipolar disorder in primary care using
collaborative care.

Method: We conducted a focus group at the University of Washington in December 2013 with
nine psychiatric consultants working in primary care-based collaborative care in Washington
State. A grounded theory approach with open coding and the constant comparative method
revealed categories where emergent themes were saturated and validated through member
checking, and a conceptual model was developed.

Results: Three major themes emerged from the data including the importance of working as a

collaborative care team, the strengths of collaborative care for treating bipolar disorder, and the



need for psychiatric consultants to adapt specialty psychiatric clinical skills to the primary care
setting. Other discussion topics included gathering clinical data from multiple sources over time,
balancing risks and benefits of treating patients indirectly, tracking patient care outcomes with a
registry, and patient-centered care.

Conclusion: Experienced psychiatric consultants working in collaborative care teams provided
their perceptions regarding treating patients with bipolar illness including identifying ways to
adapt specialty psychiatric skills, developing techniques for providing team-based care, and

perceiving the care delivered through collaborative care as high quality.



1. Introduction

It is well established that the majority of mental health care delivered in the United States
is provided in general medical settings such as primary care (1). However, there are major gaps
in the quality of mental health care provided in primary care (2,3). Health service models have
been developed to enhance accurate diagnosis and quality of mental health care for patients with
psychiatric illnesses seen in primary care, with collaborative care having the most extensive body
of research supporting its effectiveness (4-8). Many large health systems have implemented
collaborative care into primary care settings with the aim to improve quality of care and
outcomes for patients with psychiatric illness.

Collaborative care is a population-based treatment involving enhanced case
identification, patient education to improve self-management, proactive patient follow-up, a
patient registry, a clinical care manager, and a consulting psychiatrist. In collaborative care, the
consulting psychiatrist regularly and systematically reviews a caseload of patients maintained in
a registry with the clinical care manger, makes diagnostic and treatment recommendations, and
may evaluate patients in person or by telemedicine when needed, such as when non-response to
standard treatments occurs (5). The delivery of collaborative care for depression and anxiety in
primary care is cost-effective (9) and is associated with improved mental and general health
outcomes (4, 10), improved quality of life (4), and increased patient and clinician satisfaction
(10).

Most collaborative care clinical trials have focused on the treatment of depression and
anxiety disorders in primary care (4, 7). However, real-world dissemination of collaborative care
into large health systems has revealed that the clinicians working in collaborative care often face

diagnosing and treating other more severe and complex psychiatric illnesses including bipolar



disorder (11). Despite research showing that bipolar spectrum illnesses may occur in up to 10%
of primary care patients in some primary care settings (12), and that the prevalence of bipolar
disorder in primary care is approximately twice the prevalence in the general population (12-14),
few studies are available to guide collaborative care consultation by psychiatrists in helping to
improve the diagnosis and treatment of bipolar disorder. Moreover, despite the high prevalence
in primary care, primary care clinicians are generally less comfortable with diagnosing and
treating bipolar disorder compared to major depressive disorder and anxiety disorders, and view
patients with bipolar disorder as complex (15).

The aim of this pilot study is to gain a preliminary understanding of consulting
psychiatrists’ views and current practices on diagnosis and management of patients with bipolar
disorder in primary care settings using a collaborative care model. Understanding consulting
psychiatrists’ current practices and thoughts may inform implementation of tools and techniques
that assist in accurate recognition of, and delivery of high quality treatment to, patients with

bipolar disorder treated in collaborative care.

2. Materials and Methods
2.1 Study setting

We conducted a focus group at the University of Washington in December 2013 with
nine psychiatric consultants (eight consulting psychiatrists and one consulting psychiatric nurse
practitioner) from the Mental Health Integration Program (MHIP). MHIP is an integrated care
program serving patients with medical, mental health and substance misuse needs in over 140
safety net clinics such as community health centers and federally qualified health centers in

Washington State. The Institutional Review Board at the University of Washington determined



that this study was exempt from full review. We followed the COREQ method of reporting
qualitative research for this report (16).

Clinicians working in MHIP provide collaborative care based on the IMPACT model (5,
6), which includes approximately two hours a week doing systematic caseload review with care
managers using a web-based disease registry system that tracks patient visit dates, clinical
progress, treatment history, and other information. Standardized clinical measures such as the
Patient Health Questionnaire-9 (PHQ-9) (17), Composite International Diagnostic Interview
(CIDI) (18), Generalized Anxiety Disorder-7 (GAD-7) (19), and Mood Disorder Questionnaire
(MDQ) (20) are integrated into the registry and available for care managers’ use with patients.
Registry use and results of these measures help to facilitate systematic case reviews by
consulting psychiatrists. Clinicians working in MHIP can also refer patients from primary care
to community mental health clinics for up to six months of treatment.
2.2 Patient characteristics in MHIP

Psychosocial vulnerabilities such as lack of social and familial support are common
among patients receiving collaborative care in MHIP. Among a sample of 740 patients with
bipolar disorder treated in MHIP, approximately half reported concerns about their housing
situation, one-third lacked dependable transportation, and 15% were homeless (21).
Additionally, patients with bipolar disorder in MHIP demonstrated a high psychiatric symptom
burden measured by standardized tools such as the PHQ-9 (17-21).
2.3 Personal characteristics of the research team and relationship with participants

At the time of the study, the author (JMC) conducting the focus group interview was a
psychiatrist enrolled in a primary care psychiatry research fellowship in at the University of

Washington, and also worked as a consulting psychiatrist in MHIP. Other authors included two



psychiatrists working in primary care settings, one family medicine physician, and one health
services researcher with expertise in qualitative research methods. The focus group interviewer
had known most of the other consulting psychiatrists in MHIP for approximately one year due to
working together in MHIP. The nine focus group participants understood that the leader had a
clinical and research interest in treatment of bipolar disorder in primary care.
2.4 Focus Group Questions

Prior to holding the focus group interview, the authors developed seven guide questions
used by the interviewer to prompt discussion among participants. The participants were unaware
of the questions prior to the meeting. The interview guide consisted of the following seven
questions: 1) How comfortable are you with diagnosing bipolar disorder in collaborative care?,
2) What clinical information do you seek when a care manager tells you that a patient has bipolar
disorder?, 3) How do you manage the diagnostic uncertainty?, 4) What has been your experience
recommending initiating treatment of bipolar disorder in collaborative care?, 5) What has been
your experience monitoring treatment of bipolar disorder in collaborative care?, 6) What factors
make you decide to see the patient?, 7) What has been your experience transferring patients to a
higher level of care?
2.5 Participant selection and characteristics

The focus group of nine participants took place during a regularly occurring business

meeting which most MHIP psychiatrists reserve time to attend. MHIP consulting psychiatrists
were notified of the focus group meeting in person one month before the date of the focus group,
and email reminders were subsequently sent. Participation in the focus group session was
voluntary and no participants dropped out. Nine clinicians (8 psychiatrists and 1 psychiatric

nurse practitioner) participated in the focus group. Four of the participants were women. The



median age was 41 years (interquartile range [IR] 36, 57 years). Participants had been in clinical
practice for a median of 6 years (IR 2, 14 years). Participants had been in practice in the MHIP
collaborative care model for a median of 4 years (IR 2, 5 years).
2.6 Focus group procedure
The focus group session was audio-recorded and the conversation was transcribed

verbatim. Field notes were taken during the session to enhance the transcription. All
participants were encouraged to discuss their experiences and views. To ensure patient
confidentiality, guidelines were introduced by the interviewer to ensure that general, rather than
specific, information about patients would be shared. In addition to the 9 participants and 1
group leader, one project manager from the University of Washington was present at the focus
group session to help organize and record the meeting.
2.7 Data analysis

The computer program Atlas.Ti Version 7.1 was used to assist in the sorting and
organization of the responses from the nine psychiatric consultants. The transcription was
analyzed using a grounded theory approach (22). The primary investigator (JMC) coded each
transcript using an open coding technique described as the constant comparative method (22,
23). Major categories were identified and several themes emerged from within categories.
Saturation was reached when no new themes emerged. Reliability and validity of the three major
themes were determined when consensus was reached from review and re-review by the focus

group participants.
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3. Results

We identified three emergent major themes which contributed to the consulting
psychiatrists’ views and experiences with caring for patients with bipolar disorder in
collaborative care: 1) the importance of working as a collaborative care team, 2) the strengths of
collaborative care for treating bipolar disorder, and 3) adapting psychiatric specialty clinical
skills to primary care.

3.1 Theme 1: Importance of working as a team

Most participants emphasized that providing high quality care to individuals with bipolar
disorder required working closely with all members of the collaborative care team including the
care manager, primary care clinician, and the patient. The care manager was described as the
central team member. Many consulting psychiatrists described providing care managers with
education on bipolar disorder on a weekly basis; for example by describing bipolar disorder
phenomenology, and encouraging them to ask patients questions directly related to bipolar
disorder.

“So | spend a lot of time on educating [care managers] on how to take a mood history, to

look for periods of shifts in mood.”

“And so | get [care managers] to really ask, ‘What happened and what did other people

notice about you when you were in this mood?’”

“I’ve seen care managers become incredibly adept at doing a really good mood history.”
Others identified care coordination among the collaborative care team as a key job of the care
manager, such as ensuring that lab studies such as lithium levels recommended by the
psychiatrist are ordered in primary care clinic and patients get their blood drawn or other samples

collected before leaving the clinic.
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“They’re effective in walking the patients to the lab, or...making sure that those things

happen at the end of their visit.”

Participants also stressed the need for collaborative care teams to work together to
develop a standard technique for assessing bipolar disorder, which many participants described
as using a combination of structured instruments such as the Composite International Diagnostic
Interview (CIDI) (17), follow-up clinical questions, and collateral information.

“I usually start by looking at the way the patient has filled out the screening

questionnaire, either the MDQ or the CIDI, and see if the care manager has [asked]

follow-up questions which address the duration of symptoms, whether symptoms occur
simultaneously, and so on.”

“When I’'m deeply suspicious of any bipolar diagnosis...I insist that the care coordinator

talk with somebody who knows the patient well.”

The patient’s role in collaborative care was also emphasized. One consulting psychiatrist
described how patients and care managers work together to determine which patients should be
seen directly by the collaborative care psychiatrist:

“[Who | see for an in-person consultation] is getting identified between the patient and

the care manager.”

Part of the discussion revealed that effective teamwork over time can increase care
manager, primary care clinician and psychiatric consultant comfort with managing bipolar
disorder in primary care. One experienced consulting psychiatrist described recently receiving
questions from several primary care clinicians regarding bipolar disorder treatment, which
differed from her early experience in collaborative care in which she met resistance to treating

bipolar disorder. The consulting psychiatrist attributed this shift to having successfully worked as
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a team in collaborative care at that clinic for over four years, and had spent time addressing
primary care clinicians’ questions about bipolar disorder.
“When I first started and the clinics were newer to collaborative care there was less
comfort...in prescribing and monitoring mood stabilizers and antipsychotics. [Now] I do
find that primary care physicians generally don’t have any problems...taking a
recommendation on antipsychotics.”

3.2 Theme 2: Strengths of collaborative care for treating bipolar disorder

Consulting psychiatrists acknowledged the general benefits of using collaborative care to
deliver specialty psychiatric care to a primary care population. However, they also emphasized
collaborative care’s strengths in managing bipolar disorder in a safety net population where the
prevalence of bipolar disorder is higher than in other primary care settings (12).

A major strength participants described was being able to utilize repeated observations of
patients treated in collaborative care, which participants felt enhanced diagnostic accuracy and
quality of bipolar disorder treatment. These observations included prospective follow-up clinic
visits with the care manager or primary care clinician, review of prior treatment records, and
observations from patients’ family members. The patient registry also facilitated patient tracking
and outreach efforts, and provided clinicians with information used to make treatment
adjustments.

“We often get more frequent assessments, because we have the data from the primary

care provider’s visits, and the care manager’s visits, and the care managers see people

more frequently than | typically would in my outpatient visits.”
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“Sometimes | actually think there are pluses to seeing a patient in collaborative care in
terms of getting that longitudinal assessment that’s really needed to make a good mood
disorder diagnosis.”

“The care managers are going to get people back in [to the clinic].”

Similar to other clinical settings such as emergency rooms, many consulting psychiatrists
described sometimes wanting additional clinical information before making a firm diagnosis or
recommending treatment for a patient. However, as exemplified by the following quotes, the
participants emphasized that collaborative care offers the opportunity to have several clinicians
closely follow patients and often permitted psychiatric consultants to make provisional diagnoses
and treatment recommendations.

“I document it as a provisional diagnosis with clear guidelines to the team about how

we’re going to monitor and follow this patient closely”

“I actually feel like in some ways my ability to titrate medications in collaborative care is

more effective than in my outpatient practice where 1’m trying to facilitate all

[components of care]...so that surprised me. | wasn’t expecting that to be true in

collaborative care. But you have a kind of army of people helping you [care for the

patients].”

“We can actually make more rapid adjustments to medications in the primary care

setting than if we refer them [to a psychiatry clinic]”.

Furthermore, one psychiatric consultant stressed that in the safety net primary care clinic she
consults with, patients have few options other than collaborative care for outpatient psychiatric

treatment. This fact has led her to recommend initiating bipolar disorder treatment despite
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lacking comprehensive clinical information in some cases, as suggested by the following

perspective.
“I personally balance the risks of the harm of doing something versus the harm of not
doing something...sometimes | treat even in the lack of perfect information, as long as
I’m comfortable that there’s going to be follow-up... but whether the treatment is for
major depression or bipolar depression really depends on the best information | have at
that moment...l am often faced with choosing to treat in the face of imperfect
information”

3.3 Theme 3: Adapting specialty psychiatric skills to primary care

Participants acknowledged that bipolar disorder is generally viewed as a “specialty
illness”, and that most collaborative care teams expected consulting psychiatrists to have detailed
knowledge of the natural history and symptoms of bipolar disorder, as well as treatment options
for patients with co-occurring bipolar disorder, substance use, and chronic illnesses such as
diabetes. However, participants also discussed challenges associated with adapting specialty
clinical skills to collaborative care, such as diagnosing hypomania without directly observing a
patient to conduct a mental status examination. Some participants suggested that instruction
from colleagues on the clinical practice of collaborative care helped with adapting specialty
skills to collaborative care.

Several participants reported needing to learn techniques for assessing bipolar disorder
psychopathology while indirectly caring for patients, and explained relying on the care manager
to assess patients’ experiences with symptoms.

“Mania is not just an internal mood state. It has some outward manifestations in terms of

speech or movement or decisions or behavior...and sometimes patients feel anxious or
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agitated but it is not really mania. And so | get care managers to really ask [about

symptoms].”

“There are important distinctions...in differentiating those states...So | imagine that the

consulting psychiatrist giving, feeding some questions to the care manager, is actually

quite important in helping.”

Additionally, many psychiatric consultants agreed that the style of assessments and
recommendations made in collaborative care differed from those made in psychiatry clinics.
Furthermore, understanding “how primary care worked” (i.e. the barriers primary care clinicians
face, and competing clinical demands in primary care) allowed psychiatric consultants to provide
assessments and treatment recommendations that were more consistent with the daily practice of
primary care clinicians.

“You can’t just say ““titrate divalproex’, you actually really need to give explicit

directions around how to do that. And in the end they’re more interested in that than in

all of the kind of decision-making about why you think that the person has bipolar
disorder.”

In MHIP, the collaborative care team can refer patients for up to six months of treatment
in community mental health clinics. Psychiatric consultants expressed developing a deeper
understanding of the challenges associated with referring a patient with bipolar disorder from
primary care to a community mental health clinic, due to experiencing some of the same barriers
faced by primary care clinicians during referral.

“Yeah, | would say the most common thing is that until somebody gets sick enough, it’s

actually pretty hard to [refer the patient to specialty mental health].”
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“Yeah, | was thinking of two cases that...made their way [from primary care] to
specialty care by way of the inpatient psychiatry unit.”
“I think it’s sometimes the sickest patients [that have] the hardest time...You can make
all the referrals but the patient will have a hard time actually presenting himself to the
[specialty mental health clinic].”
However, consultants described that in many circumstances, the collaborative care treatment
team and patient prefer continuing with care delivered in primary care instead of transferring
care to a community mental health clinic.
“It’s been my experience with one or two patients in trying to get them to [specialty
mental health] that they have developed such a relationship with their care manager too
that they’re reluctant to go get treatment elsewhere, even if it could be more direct
treatment.”
“[1] worry that their treatment may not be as systematic or quite as good in referring
them out, even though it could be more direct or has the potential to be more direct, [the
patient] could also have a long wait in order to get treatment.”
“I would say the other piece is that...l often end up helping the primary care provider
manage the patient’s meds, because it’s really hard to see a prescriber in many
community health centers locally.”

3.4 Conceptual Model

Given our grounded theory approach (22, 23), these three main themes derived from our
analysis of the data led to development of a conceptual model illustrating psychiatric
consultants’ experiences with caring for patients with bipolar disorder in collaborative care

(Figure 1). The broad ideas reflected a theoretical pattern of how collaborative care psychiatrists
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view the treatment of bipolar disorder in primary care. Psychiatric consultants tended to favor
the strengths of collaborative care including use of care manager and patient registry over the
potential risk of the patient dropping out of care during referral to a mental health clinic. The
experience clinicians gained working together to treat patients with bipolar disorder in

collaborative care led to close patient follow-up and provision of patient-centered care.

4. Discussion

Our focus group discussion on the recognition and treatment of bipolar disorder,
involving nine psychiatric consultants working in collaborative care, revealed three major
themes. These themes included the importance of working as a collaborative care team, the
strengths of collaborative care for treating bipolar disorder, and the need to adapt specialty
psychiatric clinical skills to the primary care setting. This study adds to the growing literature on
the experiences of clinicians working in collaborative care, and its impact on the recognition and
treatment of bipolar disorder in primary care.

Psychiatric consultants in this study discussed valuing team effort, including the patients’
efforts, when caring for individuals with bipolar disorder in collaborative care. This finding is
consistent with prior research (24) showing that collaborative care clinical care managers treating
low income mothers with depression valued teamwork, including frequent consultation with the
psychiatric consultant, team sessions with the patient involving the care manager and consulting
psychiatrist, and efforts to enhance patient participation in treatment through use of an
engagement session (25).

Enhancing patient participation and increasing patient self-efficacy are two key

components of implementing patient-centered treatment for primary care patients with complex
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illnesses such as bipolar disorder (26). Patients with mood instability have previously reported a
strong preference for patient-centered care, in terms of having a more reciprocal and trusting
relationship with clinicians, feeling listened to, receiving explanations for why symptoms occur,
and enhancing their self-care (27). Additionally, psychiatric consultants in our study reported
that patients with bipolar disorder often preferred receiving treatment in primary care rather than
specialty mental health, and that many patients developed relationships with the care manager
and treatment team that were seen as beneficial by both patients and the psychiatric consultants.
Our findings suggest that collaborative care might be considered a patient-centered intervention
for treating primary care patients with bipolar disorder.

Psychiatric consultants experienced challenges associated with referring moderately-ill
patients with bipolar disorder from primary care settings to community mental health centers
including long waiting times for an appointment with a mental health clinician and concerns that
patients would “fall through the cracks” due to lack of use of a patient registry in the mental
health center. Primary care based collaborative care includes the use of a highly trained, pro-
active care manager and a patient registry which, together, often lead to increased patient
participation in their treatment (5). Furthermore, collaborative care provided clinicians with
access to a patient registry, which assisted with tracking and treating their population of patients
with bipolar disorder.

Primary care clinicians also address a wide spectrum of concurrent general and mental
health problems such as mood disorders, tobacco use, and diabetes. Approximately one-half of
individuals with bipolar disorder smoke (28), one-half have significant medical comorbidity
(29), and approximately one-fifth of older patients with bipolar disorder have diabetes (30).

Furthermore, more severe bipolar disorder symptoms predicted use of general medical services,
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but not mental health counseling, among patients with bipolar disorder enrolled in one
comparative effectiveness trial (31). Another study found that from 1995 to 2010, the percentage
of clinic visits resulting in either a bipolar disorder diagnosis or prescription of an antipsychotic
medication have grown more rapidly in primary care clinics compared to psychiatric clinics (32).
These findings suggest that patients with bipolar disorder commonly present to primary care
clinics, and that collaborative care could provide patient-centered treatment for individuals with
bipolar disorder as well as co-occurring chronic medical conditions (26).

Limitations of the current study include utilizing one focus group with psychiatric
consultants working in safety net primary care setting in Washington State. Primary care
clinicians working in safety net clinics may encounter patients with bipolar disorder more
frequently than primary care clinicians in other clinical settings; thus our findings may not be
generalizable to psychiatrists working in collaborative care models in other types of primary care
settings. The MHIP clinical program in which the psychiatric consultants from this study work
has been in-place since 2008 which may limit the application of our findings to newer

collaborative care programs.

5. Conclusions

Experienced psychiatric consultants working in collaborative care teams identified ways
to adapt specialty mental health care skills to primary care settings and developed techniques for
providing team-based care by providing education to care managers, primary care clinicians, and
patients about bipolar disorder, and by tracking patients using a registry so that treatments could

be adjusted based on multiple clinical observations. Additionally, psychiatric consultants



perceived that care delivered to individuals with bipolar disorder through the collaborative care

model was of high quality.
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Figure 1. Conceptual model of collaborative care psychiatrists’ views on
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