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				Abstract

				Introduction

				In Mexico, there is scarce experience on the development of mental health primary care models.

				Objective

				The goal of this work was to structure and apply a collaborative care model in mental health based on scientific evidence proved in other countries.

				Method

				A model complying with the characteristics of Mexico City’s health system was designed. The model was composed of: training sessions for the health team to detect possible cases, application of a screening instrument (K-10), diagnostics of depression and anxiety, and collab-orative care meetings, among general practitioners and the specialist (psychiatrist) to oversee cases. An opinion interview about the model was applied to general practitioners.

				Results

				One hundred four professionals were trained. During the three years, 830 (50.5%) possible cases were detected; 38% of them were evalu-ated in collaborative care sessions between the general practitioners and the psychiatrist. Half the sessions were cancelled, mainly for administrative reasons. The attendance of medical practitioners and pregraduate medical education was regular.

				Discussion and conclusion

				A collaborative care model between the general practitioner and the specialist is feasible in this context. However, some administrative bar-riers –such as the organization of services and the number of programs developed at the primary care– should be solved, because there are other programs demanding from them the exclusiveness of time. In the light of this limitation, and given the collaboration in the project, it is proposed that pregraduate medical education students involve them-selves in this type of models with the support of general practitioners.

				Key words: Collaborative care, mental health, depression, primary care.

			

		

		
			
				Resumen

				Introducción

				En México, existe poca experiencia en el desarrollo de modelos en atención primaria en salud mental.

				Objetivo

				Estructurar y aplicar un modelo de atención colaborativa en salud mental, basado en evidencias científicas probadas en otros países.

				Método

				Se diseñó un modelo acorde a las características del sistema de salud de la Ciudad de México. El modelo consistió en: la capacitación del equipo de salud para detectar posibles casos, la aplicación del instrumento de tamizaje (K-10), para el diagnóstico de depresión y ansiedad, así como realizar reuniones de atención colaborativa entre los médicos generales y el especialista en psiquiatría para la super-visión de casos. Se aplicó una entrevista de opinión a los médicos generales.

				Resultados

				Se capacitaron 104 profesionistas. Durante tres años se detectaron 830 (50.5%) posibles casos, se valoraron el 38% de éstos en sesio-nes de atención colaborativa entre el médico general y el psiquiatra. El 50% de las sesiones fueron suspendidas por motivos administrati-vos principalmente; la asistencia de los médicos generales y de los pasantes de medicina fue regular.

				Discusión y conclusión

				El modelo de atención colaborativa entre el médico general y el es-pecialista en este contexto puede funcionar. Sin embargo, se deben resolver algunas barreras administrativas, como la organización de los servicios y el número de programas que se desarrollan en el pri-mer nivel de atención. Ante esta limitación, y dada la experiencia, se propone que los estudiantes de servicio social de medicina se involu-cren en este tipo de modelos, con el apoyo de los médicos generales.

				Palabras clave: Atención colaborativa, salud mental, depresión, primer nivel.
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				Introduction

				It has been suggested that primary care services are a strate-gy to cope with mental health problems,1 due to the increas-ing frequency of mental illness around the world. Different countries are making an effort to face this problem and to address the increasingly greater needs that are derived from them. Among the proposed actions are the creation of hu-man resources, the definition of public policies, the training of health personnel, etc. Nevertheless, in spite of the many recommendations given, developing countries currently deal with difficulty regarding the care of population with mental illness.2

				Within most health systems, primary care practitioners are the main access way to specialized care. The relationship is thence essential between primary care and other forms of care in order to determine actual availability and the effec-tiveness of interventions.3-7

				There is extensive scientific evidence which guides the development of models to carry out primary care interven-tions by general practitioners and other professionals.8 One of the mental illnesses that is more frequently treated by general practitioners is depression. However, this does not always happen, due to inappropriate identification of this illness, to the low priority that mental illnesses in general re-ceive, and due to the lack of adequate and available resourc-es to care for the most common mental disorders, among other reasons.9

				Several organizational models for the interrelation be-tween psychiatry and mental health services and primary care have been described;4-8 in a systematic revision of these models it is pointed out that the most effective in primary care are those in which general practitioners are involved, especially those where the practitioner is trained in the de-tection of possible cases and they are given the appropriate tools for the psychotherapeutic handling of patients. There are other models where the participation of the general prac-titioner is more limited, with a greater participation of the specialist. There is still not enough evidence to offer a defin-itive claim as to the clinical effectiveness and the cost-effec-tiveness of these models, since problems have been reported about the quality of the studies, while the available evidence for some of the models is poor; it has been noted that it is also essential to continue assessing the models as well as new ways to apply them.7

				In Mexico, as well as in other countries, an increase in the presence of mental illnesses among general population has been identified: women show a prevalence of depression of 6.5% (in the last year), this being the illness that appears in the first place as illness load, whereas in men it is alcohol consumption (4.8%). Depression and anxiety disorders are the psychiatric disorders with a highest prevalence, having a disproportionate increase among the general population; in primary care, ten times as many depressive patients are 

			

		

		
			
				treated. Prevalence of depressive disorders is 10-14% among in-patients who are in the hospital due to medical issues, and 9% to 16% among day-patients.10

				An important increment in the demand for care due to mental disorders in primary care units in Mexico City has been registered, while the health services capacity has not in-creased. This causes the attention to these ailments to be rel-egated, since it is unduly not considered as or urgent or as a priority. They are not a motive for care in mental health cen-ters until they appear in a critical or acute form; this is also the case with general practitioners who refer the patients to the corresponding area due to the severity of the symptoms. Sometimes patients go directly to secondary or tertiary care. Therefore, the chance to receive specialized attention is low and belated, which causes the user to ask for help in a tertia-ry care level, showing chronic or more severe symptoms, or comorbidities with other ailments.11,12 This ill-timed care in mental health is producing a cumulative effect of an increas-ingly greater negative impact in the development not only of the individual but also of the family and of society in general.

				On the other hand, response for mental health prob-lems in Mexico is scarce, since the national median is one to five psychiatrists for every 100 000 inhabitants, which is much lower to Europe (9/100 000 inhabitants) or Canada and the United States (10/100 000 inhabitants).13 In Mexico, Heinze et al.14 reported in 2012 the number of psychiatrists to be 3823 with a ratio of 3.47 for every 100 000 inhabitants.

				Aware of such problems, the work team decided to design, adapt and apply a model for collaborative care in mental health at the primary care level, appropriate to the needs and the availability of material and human resourc-es in urban areas of Mexico City. This study reports on the experience of application, while some future recommenda-tions are also offered.

				Method

				Scenarios

				During the first stage (July 2009 to June 2011) three Primary Health Care Centers (APS) were chosen; they care for 2 000 to 10 000 families (only one of them has a Mental Health ser-vice) which are located in the southern part of Mexico City. In the second stage (July 2011 to October 2012), four more centers were integrated. At this stage the target population were those persons who presented some chronic disease such as diabetes, hypertension and obesity (belonging to the clinic of chronic diseases). The names of Health Centers: “TI”, “TII” and “TIII” refer to the infrastructure of each of the units. The participant centers were T-I Ejidos de Santa Úrsula; T-II Santa Úrsula Coapa Nayaritas and Ajusco; and three T-III Health Centers: Gustavo A. Rovirosa Pérez, Mar-garita Chorné y Salazar, and Culhuacán.
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				Design

				The projects of different collaborative care models devel-oped in other countries were assessed;4,7-9,15 a collaborative care model was designed which included administrative characteristics appropriate for the human resources and the infrastructure of said Health Centers. The project was then presented to the Coyoacán jurisdiction (expert judgment); their opinions were gathered and the necessary adjustments were made to the model to proceed to application (table 1).

				Participants

				Thirteen general practitioners, 12 third year Psychiatry resi-dents and one psychiatrist. The group was coordinated by a psychiatrist and a social worker. During the process 8 social service Medicine students were integrated to the team.

				Intervention. Intervention was based on a collaborative care approach, with simple interventions such as detection and attention of persons diagnosed with mild to moderate depression. Those cases with severe depression or another psychiatric disorder were referred to a health center within the same sanitary jurisdiction which offered mental health assistance. Cases which presented ideation, suicidal at-tempts or psychotic symptoms were referred immediately to tertiary care level as in-patients. Collaborative care model included three key professionals: the social worker or nurse, the general practitioner and a psychiatry specialist; social service practitioners were invited in those centers where the participation of general practitioners was very low. All personnel who participated in the project was trained in a five-session course. A psychiatrist was assigned to visit the health centers every two weeks for supervision and assess-ment of cases. They were also available on the telephone at all times to answer questions regarding diagnoses and treat-

			

		

		
			
				ment. The social worker or nurse in each team administered the psychological distress scale (K-10) to every day-patient and in the case of a scale result of 21 points or greater, the answered scale was handed to the general practitioner for further assessment. The general practitioner assessed the patient and according to his criterion they either started psychopharmacology treatment or discussed the case in col-laborative sessions with the specialist. The nurse or social worker oriented the patients with regards to the disorder and its proper handling (psychoeducation) (figure 1).

				Elements of the Collaborative Care Model

				1.	Training course. Five two-hour weekly sessions where the following topics were addressed: 1) Mental disorders epidemiology, 2) Strategies for the diagnosis of depres-sive disorder and anxiety disorder, 3) Psychosocial and pharmacologic treatment, 4) Mental disease stigma and 5) Care model.

				2.	Screening. With a prior informed consent, the nurse and social worker administered and assessed the screen-ing instrument (Kessler-10) Possible cases (≥ 21 points) were referred to the treating physician for confirmation of diagnosis and to start pharmacology treatment.

				3.	Treatment criteria. Patients with mild and moderate de-pression were treated in primary care level, patients with severe depression, major depression or another psychiatric disorder were referred to mental health ser-vice at Rovirosa health center; patients with ideation, suicidal attempt or psychotic symptoms were referred as in-patients to tertiary care level.

				4.	Psychoeducation. All patients with scores ≥ 21 on the psychological distress scale (K-10) were offered psy-choeducation, consisting of orientation regarding the nature of symptoms, their relation with their personal issues, as well as the importance of discussing emotion-al symptoms with their general practitioner, and, if it were the case, follow a pharmacologic treatment. Ques-tions were also answered regarding the patients’ fear of developing an addiction related to the use of antide-pressants.

				5.	Collaborative Care Sessions. Two monthly sessions were scheduled for the supervision and follow-up of patients who had been diagnosed by the general practitioners.

				6.	Drugs used for the treatment of mild and moderate de-pression were selective serotonin reuptake inhibitors (SSRI) such as fluoxetine or sertraline, depending on which of them was available at health centers.

				Instruments

				Psychological distress scale (K-10); validated by Vargas et al.,16 was used; it consists of 10 questions to identify anxious and depressive symptoms in the last 30 days. The score to be considered as a probable case is ≥ 21 points.

			

		

		
			
				
					Table 1. Basic characteristics and objectives of the collaborative care model

				

				
					Structure and process

				

				
					Objective

				

				
					1.	Assignation of a psychia-trist for the conjoint care of cases.

				

				
					Corresponsibility in the care of all patients.

				

				
					2.	Supervision meetings for the revision of cases and their follow up with the gen-eral physician (monthly).

				

				
					Technical support for specific diag-nosis orientation and for the thera-peutic plan.

					Continuous training based on case commentary.

				

				
					3.	Reference and follow-up of serious cases (with the sup-port of a psychiatrist).

				

				
					Corresponsibility (of the general practitioner and the specialist) in the follow-up of severe patients.

				

				
					4.	Case referral for detected psychiatric emergencies (sui-cidal attempts and psychotic symptoms).

				

				
					Ascertain the availability of in-pa-tient psychiatric care (before seven days).
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				A structured interview was administered to practi-tioners participating in the research with the intention of knowing their opinions and suggestions regarding the col-laborative care model.

				For the control of collaborative care activities, a collabo-rative care activity log system was implemented; the variables included were: Number of participants, profession, health center, number of patients assessed or checked, reason for the assessment or checking, as well as reason(s) for cancel-ing the session(s).

				The research project was judged by the Ethics and Research Committee of the National Psychiatry Institute Ramón de la Fuente Muñiz.

				Results

				One hundred four workers were trained: 35 physicians, 36 nurses, 20 social workers, five psychologists and eight social service practitioners.

				One thousand six hundred forty three screening instru-ments were administered and 830 persons presenting scores 21 or higher on the Kessler-10 scale (possible cases) were referred to assessment with the general practitioner and the psychiatrist, out of which 313 (38%) attended, while the re-maining 517 (62%) did not attend. Those who attended were treated under the collaborative care model. Diagnoses of 198 subjects were confirmed, 27 with anxiety disorder, 11 with a 

			

		

		
			
				mixed disorder, and 27 with other diagnoses such as alcohol abuse, mental retardation and mental disorder secondary to brain injury. 50 subjects (16%) were false positive. Diagnosis was established by general practitioners with the support of the team’s psychiatrist, according to the criteria for the model (figure 2). During the three years that the project took place, 76 persons were referred to the mental health service in one of the health centers, out of which only 10 patients (13.15%) attended the appointment and only one person was referred to the psychiatric hospital for presenting sui-cidal ideation. The referral reasons were mainly: severe de-pressive disorders, recurrent depression, panic attacks, and generalized anxiety disorders.

				General practitioners prescribed medication to only nine persons; SSRI (sertraline and fluoxetine) were used; only one physician prescribed a tricyclic antidepressant and another an anxiolytic (prescription depended on the kind of drugs available at the health center stock). The pharmacolog-ic treatment was hard to establish due to the lack of a drug distribution system according to the requirements of the var-ious centers belonging to the primary care health system.

				Regarding collaborative care, during the first year, 40 weekly sessions were scheduled in each health center. In one of the participating centers, only the social service phy-sicians took part, since the general practitioners did not ac-cept to participate in collaborative care sessions.

				During the first year, 60% of the meetings were can-celed; thence, in the following years, only one month-
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					Yes

				

			

			
				
					Yes

				

			

			
				
					No

				

			

			
				
					No

				

			

			
				
					< 21

				

			

			
				
					≥ 21

				

			

			
				
					Usual consultation

					with general practitioner

				

			

			
				
					Assessment by

					general practitioner

				

			

			
				
					Doubts in the diagnosis 

					or treatment

				

			

			
				
					Psycho-education and 

					pharmacological treatment

				

			

			
				
					Joint review and consultancy

					by medical specialist

					(psychiatrist)

				

			

			
				
					Folllow-up of the patient 

				

			

			
				
					Suicidad ideation or attempt.

					Psychotic symptoms

				

			

			
				
					Referral

					to psychiatric hospital

				

			

			
				
					Out-pacient.

					General practitioner
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					Referral to a mental

					health service 

				

			

			
				
					Figure 1. Collaborative care model. Attention scheme.
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					K-10 application
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				ly session was scheduled. The reasons for canceling, as registered in the collaborative care activity log system, were manifold; among them: new Head of the health center, ap-pointment saturation for the general practitioners, Health Week or Vaccination Week scheduled, holidays, lack of co-ordination between the Head of the center and the rest of the personnel, etc. During the collaborative care sessions, mental health and psychiatry topics were reviewed, as well as clinical cases and interviews to patients. Participants in the collaborative care sessions were mainly general practi-tioners, followed by social service physicians, nurses and social workers.

				In the opinion survey that was administered to those general practitioners with scarce participation, they de-clared to “be acquainted with the program” that was taking place, that “they agreed to collaborate” since they considered it to be “very good”. However, they were not familiar with the program and only identified it as “...questionnaires that were administered to out-patients and the referral of patients to mental health service of the Gustavo Rovirosa health center”. Among the most noteworthy comments we have: “...we attend to 18 pa-tients every day, they are allotted 20 minutes per appointment, we do not have the time to check further details”; “...it is you, the spe-cialists, who must be in charge of attending to those patients, since you can have 45 minute-appointments”, “...we are not properly trained”. Only one of the physicians agreed to be involved in the attention to these patients; he observed that “...it is the general practitioner who should be the filter in the detection of psychiatric problems and in case the situation is beyond their abil-ity, then the patient should be sent to the specialist”. In general, the reasons were not having enough time for the attention to patients due to the great workload they have.

			

		

		
			
				On the other side, 65% of the general practitioners who took part during the three years of the project declared to be satisfied with the work they were performing; they said that in a regular week they identified and attended to an average of one to five patients with some kind of mental disorder, identifying mainly depressive and anxious disorders. How-ever, they did not feel to be trained well enough to be able to treat them without the support of the psychiatrist. Regard-ing the collaborative care sessions, they declared to be very satisfied with the activity since it enhanced their interest in mental health topics.

				From these results, it was decided to adjust the model (second stage) considering the low participation of gener-al practitioners in the attention scheme. The adjustments were as follows: The general practitioner would be in charge only of the referral to the patient to the specialist in Psychiatry for definitive diagnosis. The psychiatrist went to the health centers to assess those patients in need of attention with previously programmed appointments. Collaborative care became collaborative work; the patients were no longer interviewed conjointly (general practi-tioner-psychiatrist) and beginning with this adjustment the specialist held monthly meetings with the general practitioners and the health team in order to check the at-tendance and diagnosis of all referred cases, the treatment assigned and the corresponding follow-up by the gener-al practitioner. On the other side, decision was made as to focus solely on patients from the chronic disease clinic, since there could be better control of patients for they were in charge of a committed health team of exclusive dedi-cation. Lastly, as one of the resolution adjustments of the model, brief psychosocial intervention was started, since those patients with chronic ailments and depressive and/or anxious symptoms usually refuse to include psychoac-tive drugs in their treatment schemes. The publication of results of the second stage is being prepared.

				Discussion and conclusion

				In our country, mental disorders are among the first plac-es in ailment load; this situation provokes the saturation of health services and due to their high prevalence and low mortality they require financial and human resources which make health services to be in alert,12,13 thence the importance of proposing care models where administrative processes are reviewed.

				Though the objective was not set of determining which barriers prevented the model from functioning properly, in the collaborative care activity log we were able to corrobo-rate the reasons corresponding to the barriers proposed by Saraceno et al.,17 which have an influence on the launching of care models such as this. The ones identified were: a) ex-cess workload of the personnel, since each physician attends 

			

		

		
			
				
					Figura 2. Care model. Screening and diagnosis.
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					No cases (K-10)

					813

				

			

			
				
					K-10 application 

					1 643

				

			

			
				
					Cases (K-10)

					830

				

			

			
				
					Assessed

					313

				

			

			
				
					False positive

					50

				

			

			
				
					Psychiatric

					hospital

					(1)

				

			

			
				
					Depression

					198

					Anxiety

					27

					Mixed

					11

					Others

					27

				

			

			
				
					Did not assist

					517

				

			

			
				
					Usual external

					consultation

				

			

			
				
					Referral

				

			

			
				
					Health center

					with mental health

					service (76)
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				to an average of 18 to 20 patients per day, b) time allotted to filling in several formats and c) priority programs which receive greater attention such as care of the healthy child, teenage pregnancy and cervical uterine cancer, among oth-ers. Physicians declared this situation prevents them from working in alternative projects, since it implies to take part on an extra activity, and according to Saraceno et al.17 those activities interfere with their work. Another aspect that was identified was lack of coordination between local and central levels, especially in the supply of drugs, since psy-choactive drugs are insufficient and, when they are indeed distributed, the demand does not coincide with the supply of psychoactive drugs at a central level. Personnel is un-aware of the available stock; thence the patients cannot find the drug at the pharmacy and as a consequence they do not start the treatment.

				Personnel training is not an important reason, since physicians attend regularly to mental health training. How-ever, in spite of that, it is noteworthy that they do not feel prepared to prescribe psychoactive drugs.18,19

				On the second stage, considering that a specific popu-lation was selected (patients with chronic diseases), which could count on a health team formed by a physician, a so-cial worker and a nurse for the exclusive attention of those patients, a closer follow-up was made of those cases which presented psychiatric symptoms, as well as receiving great-er support and participation of the team in the health cen-ters. 40% of the total of patients with some chronic disease presented symptoms of anxiety and/or depression. The integration of the general practitioner was also observed during the control and follow-up of patients, unlike the first stage, when the physicians had to stablish the diagnosis and begin treatment.

				According to the experience obtained during these years, and considering the enthusiastic participation of the social service physicians, they were integrated as one of the elements of greater support at primary care level for those patients with mental disorders. Social workers and nurses also showed an interest in being trained and administering short psychotherapeutic interventions.

				During the three years of the project, evidence point-ed to opportunity areas to develop proposals such as this. However, barriers were also faced in the care for mental ailments in this level. In Mexico, human resources are as-signed sparingly for the attention of patients with some mental disorder; thence, a new organizational structure is necessary at the different levels, with the goal of increasing the decision-making capacity within the primary level.19,20 This goal shall hardly be achieved if the different adminis-trative problems that the physicians deal with at this level of attention are not taken into consideration.

				Funding

				Fundación Miguel Alemán A.C.

			

		

		
			
				Conflict of interest

				Authors hereby declare to have no conflict of interest whatsoever.

				Acknowledgements

				Authors would like to thank the Head of the Jurisdiction at Coyoa-cán M. Sc. Martha E. Mandujano and the Heads of the participating health centers (Santa Úrsula, Margarita Chorné, Gustavo A. Roviro-sa, Ajusco, Nayaritas, Carmen Serdán and Culhuacán).

				References

					1.	Ivbijaro G, Kolkiewicz L, Lioni, C, Svab I et al. Primary care mental health and Alma-Ata: from evidence to action. Ment Health Fam Med 2008;5:67-69.

					2.	Saxena, Thornicof, Whiteford. Resources for mental health: scarcity, in-equity, and inefficiency. Global Mental Health 2 (internet.2007;370:878- 89. Accessed: June 5, 2014. Available at: www.thelancet.com

					3.	Ustum TB, Sartorius N. Mental illness in general health care. An inter-national study. New York: John Wiley and Sons Ltd.; 1995; pp.19-36.

					4.	Gask L, Sibbald B, Creed F. Evaluating models of working at the inter-face between mental health services and primary care. Br J Psychiatry 1997;170:6-11.

					5.	Kramer T, Garralda E. Psychiatric disorders in adolescents in primary care. Br J Psychiatry 1998;173:508-513.

					6.	Paolo D. Alcance y límites en la actuación del médico de atención pri-maria en los trastornos psiquiátricos. Psiq Prim 2003;4(2):4-12.

					7.	Bower P, Gilbody S. Managing common mental health disorders in pri-mary care: conceptual models and evidence base. BMJ 2005;330:839-842.

					8.	Araya R, Rojas G, Fritsch R, Gaete J et al. Treating depression in pri-mary care in low income women in Santiago, Chile: a randomized con-trolled trial. Lancet 2003;361:995-1000.

					9.	Patel V, Araya R, Chatterjee S, Chisholm D et al. Global mental health 3 (internet).2007;370:991-1005. Accssed: June 9, 2014. Available at: www.thelancet.com

					10.	Lara C, Medina-Mora ME, Borges G. Social cost of mental disorders: Disability and work days lost. Results from the Mexican survey of psychiatric epidemiology. Salud Ment 2007;30(5):4-11,13.

					11.	Medina-Mora ME, Borges G, Lara C, Benjet C et al. Prevalence, servi-ce use, and demographic correlates of 12-month DSM-IV psychiatric disorders in Mexico: Results from the Mexican National Comorbidity Survey. Psychol Med 2005;35(12):1773-1783.

					12.	Borges G, Wang P, Medina-Mora M, Lara C et al. Delay of first treat-ment of mental and substance use disorders in Mexico. Am J Public Health [Internet]. 2007 Sep [quoted 2013 5 de diciembre 97(9):1638–43. Available at: http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid =1963297&tool=pmcentrez&rendertype=abstract

					13.	WHO World Mental Health Consortium. Prevalence, severity and un-met need for treatment of mental disorders In the World Mental Health Organization world mental health surveys. JAMA 2004;291:2581-2590.

					14.	Heinze G, Chapa C, Santisteban JA, Vargas I. Los especialistas en psi-quiatría en México: su distribución, ejercicio profesional y certifica-ción. Salud Ment 2012;35(4):279-285.

					15.	Katon W, Von Korff M, Lin E et al. Collaborative management to achieve treatment guidelines. Impact on depression in primary care. JAMA 1995;273(13):1026-1031.

					16.	Vargas Terrez BE, Villamil Salcedo V, Rodríguez Estrada C, Pérez Ro-mero J et al. Validación de la escala Kessler 10 (K-10) en la detección de depresión y ansiedad en el primer nivel de atención. Propiedades psicométricas. Salud Ment 2011;34:323-331.

					17.	Saraceno B et al. Barriers to the improvement of mental health servi-ces in low-income and middle-income countries. Lancet 2007;370:1164-1174.

			

		

	
		
			
				Mental health and primary care

			

		

		
			
				9

			

		

		
			
				
					Vol. 39, No. 1, January-February 2016

				

			

			
				[image: ]
			

		

		
			
				Translation of the original version published in spanish in:

				Salud Mental 2016, Vol. 39 Issue No. 1.

			

		

		
			
					18.	Bronfman M, Castro R, Zuñiga E, Miranda C et al. Hacemos lo que podemos: los prestadores de servicios frente a la utilización. Salud Pu-blica Mex 1987;39(6):1-8.

					19.	Gómez-Dantés H, Castro MV, Franco-Marina F, Bedregal P et al. La 

			

		

		
			
				carga de la enfermedad en países de América Latina. Salud Publica Mex 2011;53(supl 2):S72-S77.

					20.	Gómez-Dantés O, Sesma S, Becerril VM, Knaul FM et al. Sistema de salud de México. Salud Publica Mex 2011;53(supl 2):S220-S232.

			

		

	OEBPS/image/Flecha.png





OEBPS/image/11.png





OEBPS/image/46.png





OEBPS/image/54.png





OEBPS/image/Flecha11.png





OEBPS/image/37.png





OEBPS/image/Flecha4.png





OEBPS/image/98.png





OEBPS/image/8.png





OEBPS/image/55.png





OEBPS/image/70.png





OEBPS/image/28.png





OEBPS/image/Logo_Salud_mental.png





OEBPS/image/72.png





OEBPS/image/36.png





OEBPS/image/88.png





OEBPS/image/10.png





OEBPS/image/Flecha10.png





OEBPS/image/97.png





OEBPS/image/45.png





OEBPS/image/Flecha3.png





OEBPS/image/90.png





OEBPS/image/Flecha13.png





OEBPS/image/Flecha6.png





OEBPS/image/44.png





OEBPS/image/74.png





OEBPS/image/14.png





OEBPS/image/87.png





OEBPS/image/6.png





OEBPS/image/91.png





OEBPS/image/Flecha12.png





OEBPS/image/39.png





OEBPS/image/56.png





OEBPS/image/86.png





OEBPS/image/Flecha5.png





OEBPS/image/69.png





OEBPS/image/43.png





OEBPS/image/Logo_Salud_mental1.png
salud mental





OEBPS/image/104.png





OEBPS/image/Flecha8.png





OEBPS/image/76.png





OEBPS/image/68.png





OEBPS/image/Flecha15.png





OEBPS/toc.xhtml

		
			
			


		
		
		PageList


			
						3


						4


						5


						6


						7


						8


						9


			


		
		
		Landmarks


			
						Cover


			


		
	

OEBPS/image/92.png





OEBPS/image/85.png





OEBPS/image/4.png





OEBPS/image/42.png





OEBPS/image/Flecha7.png





OEBPS/image/66.png





OEBPS/image/93.png





OEBPS/image/49.png





OEBPS/image/50.png





OEBPS/image/103.png





OEBPS/image/67.png





OEBPS/image/Flecha14.png





OEBPS/image/65.png





OEBPS/image/35.png





OEBPS/image/52.png





OEBPS/image/48.png





OEBPS/image/102.png





OEBPS/image/94.png





OEBPS/image/Flecha17.png





OEBPS/image/Flecha2.png





OEBPS/image/96.png





OEBPS/image/77.png





OEBPS/image/47.png





OEBPS/image/64.png





OEBPS/image/Flecha9.png





OEBPS/image/1.png
Salud Mental 2016;39(1):3-9
ISSN: 0185-3325
DOI: 10.17711/SM.0185-3325.2015.062

Mental health and primary care in Mexico.
Experience of a collaborative care model

Blanca Estela Vargas Terrez,! Valerio Villamil Salcedo?

Original article

ABSTRACT

Introduction
In Mexico, there is scarce experience on the development of mental
health primary care models.

Objective
The goal of this work was to structure and apply a collaborative care
model in mental health based on scientific evidence proved in other
countries.

Method

A model complying with the characteristics of Mexico City’s health
system was designed. The model was composed of: training sessions
for the health team to detect possible cases, application of a screening
instrument (K-10), diagnostics of depression and anxiety, and collab-
orative care meetings, among general practitioners and the specialist
(psychiatrist) to oversee cases. An opinion interview about the model
was applied to general practitioners.

Results
One hundred four professionals were trained. During the three years,
830 (50.5%) possible cases were detected; 38% of them were evalu-
ated in collaborative care sessions between the general practitioners
and the psychiatrist. Half the sessions were cancelled, mainly for
administrative reasons. The atfendance of medical practitioners and
pregraduate medical education was regular.

Discussion and conclusion

A collaborative care model between the general practitioner and the
specialist is feasible in this context. However, some administrative bar-
riers —such as the organization of services and the number of programs
developed at the primary care— should be solved, because there are
other programs demanding from them the exclusiveness of time. In the
light of this limitation, and given the collaboration in the project, it is
proposed that pregraduate medical education students involve them-
selves in this type of models with the support of general practitioners.

Key words: Collaborative care, mental health, depression, primary
care.

RESUMEN

Introduccién
En México, existe poca experiencia en el desarrollo de modelos en
atencién primaria en salud mental.

Obijetivo
Estructurar y aplicar un modelo de atencién colaborativa en salud
mental, basado en evidencias cientificas probadas en otros paises.

Método

Se disefié un modelo acorde a las caracteristicas del sistema de salud
de la Ciudad de México. El modelo consistié en: la capacitacién
del equipo de salud para detectar posibles casos, la aplicacién del
instrumento de tamizaje (K-10), para el diagnéstico de depresién y
ansiedad, asi como realizar reuniones de atencién colaborativa entre
los médicos generales y el especialista en psiquiatria para la super-
visién de casos. Se aplicd una entrevista de opinién a los médicos
generales.

Resultados
Se capacitaron 104 profesionistas. Durante tres afios se defectaron
830 (50.5%) posibles casos, se valoraron el 38% de éstos en sesio-
nes de atencién colaborativa entre el médico general y el psiquiatra.
El 50% de las sesiones fueron suspendidas por motivos administrati-
vos principalmente; la asistencia de los médicos generales y de los
pasantes de medicina fue regular.

Discusioén y conclusién
El modelo de atencién colaborativa entre el médico general y el es-
pecialista en este contexto puede funcionar. Sin embargo, se deben
resolver algunas barreras administrativas, como la organizacién de
los servicios y el nimero de programas que se desarrollan en el pri-
mer nivel de afencién. Ante esta limitacién, y dada la experiencia, se
propone que los estudiantes de servicio social de medicina se involu-
cren en este tipo de modelos, con el apoyo de los médicos generales.

Palabras clave: Atencién colaborativa, salud mental, depresién,
primer nivel.
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