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Introduction

	 Mental health care inequity per-
sists for people of color in the United 
States and is evident in greater barri-
ers to mental health care access, de-
creased rates of initiation of treatment, 
and greater functional impairment as 
a result of untreated or inadequately 
treated mental illness.3–5  Given the 

considerable impact of social deter-
minants of mental health as well as 
cultural, linguistic, and historical fac-
tors on engagement and outcomes 
for these populations, interventions 
that increase access to traditional 
models of mental health care6 or to 
evidence-based psychopharmacol-
ogy7 alone, without specific attention 
to the strengths and needs of these 
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unknown.

Methods: This sub-analysis examines 
outcomes for 409 Latino and 488 Black 
(non-Latino) adults recruited from 90 pro-
grams who completed baseline or 6-month 
follow-up. Regression analyses were used 
to estimate CEP vs RS intervention effects 
on primary (Mental Health Related Quality 
of Life [MHRQL], Patient Health Question-
naire-9 [PHQ-9]) and community-priori-
tized (mental wellness, physical activity, risk 
for homelessness) outcomes at 6-months.

Results: Baseline characteristics did not 
differ significantly by intervention in either 
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of poor MHRQL (OR: .62, 95% CI=.41-
.94, P=.028) with a trend for reducing 
homelessness risk (OR: .60, .35-1.05, 
P=.69). For Latino adults, CEP resulted in 
greater probability of mental wellness (OR: 
1.81, 1.05-3.13, P=.034) and a trend for 
increased physical activity (OR: 1.52, .93-
2.49, P=.091).

Conclusions: Exploratory analyses of CEP 
for depression quality improvement sug-
gests significant 6-month benefits in mental 
health outcomes for Black and Latino 
participants and trends for improvement in 
community-prioritized outcomes for both 
groups. Findings may inform research in 
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communities, will likely be insuffi-
cient in overcoming the disparities. 
	 Collaborative care (CC) as a 
model for enhanced interdisciplin-
ary care has been extensively studied 
within primary care (PC) settings and 
has demonstrated initial efficacy in 
depression treatment, including ad-
ditional benefit to minority groups8 
and with particular benefit when 
culturally tailored and/or combined 
with language concordant interven-
tions.9–11 Of note however, PC-based 

terventions,15 have brought to atten-
tion the potential limitations of PC-
based treatment9 and have prompted 
exploration of new models.16 

Community Partners in Care 
(CPIC)
	 CPIC2 was a group-level random-
ized trial designed to compare the ef-
ficacy of two expanded (multi-sector) 
collaborative care models of depres-
sion quality-improvement (QI) in 
under-resourced minority-majority 
communities. Resources for Services 
(RS), an active treatment, served as 
the evidence-informed control and 
offered technical assistance to partici-
pating agencies (including webinars 
and site visits) to guide effective use 
of a “toolkit” of resources related to 
depression care (including bilingual 
materials related to psychotropic 
prescribing, psychotherapy interven-
tions, staff skill-building, and patient 
education). The RS model relied on 
an expert-led training methodol-
ogy where agency-identified staff 
received depression toolkit training 
over a 4-6 month period and there-
after oriented their agency peers to 
the resources without input or revi-
sion from other community agencies. 
Community Engagement and Plan-
ning (CEP), alternatively, promoted 
coalitions of leadership from various 
local agencies to collaborate through 
a community-partnered participa-
tory process17,18 in adapting, imple-
menting, and providing oversight 
of training and services guided by 
the depression toolkit. In the CEP 
model, leadership and staff were pro-
vided the same 4-6 month training 
as RS participants, but were then fol-
lowed for an additional 12 months, 

including collective follow-up train-
ing and networking across sites.19 
	 In order to capture the breadth 
of social service sectors represented 
in the Hollywood/ Metro and South 
Los Angeles communities as well as 
the complex social and health needs of 
residents, 95 agencies across 5 sectors 
were recruited. Agencies represented 
included: ambulatory care medicine; 
outpatient mental health and sub-
stance use treatment; homelessness 
services; as well as other social services 
(faith-based organizations [FBO], lo-
cal parks and recreation, senior cen-
ters, etc.). Community members and 
clients, blinded to the intervention 
arm of agencies, were screened for 
depressive symptoms (thereby iden-
tifying clients at risk not only for de-
pressive disorder, but also for high-
utilization or inadequate treatment) 
and enrolled to become participants in 
the 9 months following agency train-
ing. In order to replicate real-world 
comorbidity and service utilization, 
clients were broadly included (despite 
co-morbidities to depression, includ-
ing substance use, and with as few as 
possible exclusion criteria). Addition-
ally, following their enrollment, clients 
were not limited in accessing other 
agencies during the study period (re-
gardless of initial treatment arm des-
ignation). As a result of direct com-
munity involvement, CPIC evaluated 
both “main” outcomes related to clini-
cal depression (Mental Health Related 
Quality of Life [MHRQL] and Patient 
Health Questionnaire [PHQ]) as well 
as “community-identified” outcomes 
related to mental wellness, physical 
activity, and homelessness (and/or as-
sociated risk factors for homelessness). 
At 6 months, CEP-enrolled partici-

The aim of this study was 
to conduct an exploratory 
analysis to examine the 

consistency of overall study 
findings at 6-months 

in specific racial/ethnic 
groups, including both 

“main” (clinical) as well as 
“community-prioritized” 

outcomes.

CC faces limitations due to baseline 
disparities in PC-engagement across 
communities and, even in the case 
of participation, dissimilar rates of 
clinical benefit.12,13  Namely, minor-
ity participants have been noted 
as less likely to benefit at the same 
rate as White participants regard-
ing functional progress.12–14 These 
persistent disparities across race/ 
ethnicity, despite PC-based CC in-
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pants were noted to have improved 
mental health-related quality of life, 
mental wellness, physical activity, 
and use of FBO program participa-
tion relative to RS-enrolled adults. 
	 Although CPIC was specifically 
designed to examine the efficacy of 
CEP vs RS in underserved communi-
ties of color, and most study partici-
pants self-identified as Black (non-
Latino) or Latino, the differential 
effect of CEP and RS in these two ra-
cial/ethnic communities has not been 
directly examined. The aim of this 
study was to conduct an exploratory 
analysis to examine the consistency of 
overall study findings at 6-months in 
specific racial/ethnic groups, includ-
ing both “main” (clinical) as well as 
“community-prioritized” outcomes.

Methods

Study Design and Population
	 This is an exploratory analysis of 
6-month outcomes for the adult par-
ticipants in CPIC2 who self-identified 
as Black (non-Latino) or Latino (all 
language preferences and/or back-
grounds — persons who identified 
heritage or nativity from Mexico, 
El Salvador, Guatemala, etc). Cen-
tral elements of the CPIC study in-
clude a community-partner council 
composed of community members 
(leaders as well as lay persons) and 
academics who guided the concep-
tion and implementation of the en-
tire study, as outlined by communi-
ty-partnered participatory research 
(CPPR),20 and a study design that 
evaluated efficacy of two active in-
terventions of expanded collabora-
tive care (the inclusion of service or-

ganizations across multiple sectors 
including non-health care agencies).
	 Agency recruitment took place 
between the Hollywood/Metro and 
South Los Angeles regions and took 
place over a two-year period (Nov 
2008-Aug 2010). Although 95 pro-
grams were initially enrolled, the 
final analytic sample represents 90 
programs across 5 service sectors 
were enrolled, paired into units or 
clusters, and randomized by clus-
ter to either RS or CEP treatment 
arms.  In recognition of patterns in 
real-world utilization of service agen-
cies for underserved communities of 
color (and in order to enhance ex-
ternal validity), CPIC was designed 
to maximize study integrity without 
placing restrictions on participants 
seeking needed support. As such, 
programs with strong baseline refer-
ral relationships were randomized as 
a cluster, as were programs in close 
proximity to each other and that 
provided a complementary service.
	 Consenting clients were recruited 
by blinded study staff and subse-
quently enrolled into CPIC based on 
at least moderate depressive symp-
toms (PHQ-8 ≥ 10) and willing-
ness to provide contact information. 
Of the total CPIC participant pool, 
this sub-analysis included adults 
who self-identified as either (non-
Latino) Black or Latino. This study 
and all procedures were approved 
by the institutional review boards at 
RAND and participating agencies. 

Interventions
	 As described above, both interven-
tions represent an “active” approach to 
collaborative care and depression QI 
via expanded models. In the Resources 

for Services (RS) arm, staff administra-
tors were trained to become trainers 
via a series of expert-led workshops 
(including webinars, consultations, 
and site visits) on the implementa-
tion of depression QI guided by the 
CPIC depression toolkit (specifically 
tailored by the CPPR council). The 
Community Engagement and Plan-
ning (CEP) arm similarly provided 
training in the depression toolkit, and 
recruited agency staff liaisons who par-
ticipated in a collective effort to review 
and adapt toolkits over the study du-
ration. This effort was geared toward 
iterative efforts to align resources in-
cluded in the toolkit to the strengths 
and needs of each organization and 
included, for example, the incorpora-
tion of alternative therapies, and new 
training modules.19 All participant 
surveys and intervention materials, 
including educational videos, were 
available in English and Spanish. The 
Council overseeing the study included 
providers and community members 
of diverse backgrounds and were en-
couraged to consider adaptations of 
interventions and implementation for 
cultural characteristics of the commu-
nity, and strategies to engage diverse 
providers and client/patient partici-
pants in using intervention strategies.
	 Once randomized, clients were 
encouraged, but not mandated to ac-
cess agencies of the same intervention 
arm. To monitor use across interven-
tions, CEP program administrators 
were provided with a list of partici-
pants and the fidelity of intervention 
assignment was tracked over time.21

Measures
	 Baseline measures included both 
demographic and clinical outcomes. 
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Demographic data included age, sex, 
education level, income, work-status, 
variables related to housing (includ-
ing co-habitation, recent homeless-
ness), and self-identified race / eth-
nicity. Classified for this sub-analysis, 
racial/ethnic groups included Latino 
(any), Black (non-Latino). Chronic 
physical health was captured as hav-
ing ≥ 3 of 18 chronic physical health 
conditions (eg, diabetes, hyperlip-
idemia, chronic kidney disease, or 
heart disease). Mental health assess-
ment included, the Patient Health 
Questionnaire (PHQ) for depressive 
symptoms (PHQ-8 for screening and 
PHQ-9 for follow-up), as well as the 
Mini-International Neuropsychiat-
ric Interview-6 (MINI) to assess for 
probable affective, anxiety, or sub-
stance use disorders by DSM 4 cri-
teria, and the 12-item Short Form 
Health Survey (SF-12) to gauge phys-
ical and mental health related qual-
ity of life at baseline and follow-up. 

Outcomes
	 The primary outcomes for 
this secondary analysis were poor 
MHRQL, defined as Mental Com-
ponent Summary (MCS) scores ≤40, 
and probable depression (PHQ-9 ≥ 
10) at 6-month follow-up. Second-
ary outcomes, as prioritized by com-
munity partners included indicators 
of mental wellness (self-report of 
feeling “calm” or “peaceful,” “hav-
ing energy,” or “being happy” at least 
sometime in the prior 4 weeks) and 
an emphasis on housing (with atten-
tion toward current homelessness or 
having ≥ 2 homelessness risk factors: 
no place to stay ≥ 2 nights, recent 
eviction, financial crisis, or food in-
security in the prior 6 months), and 

being at least physically active from 
a single item. Finally, outcomes for 
utilization by sector were monitored 
and included according to both 
health care and community-sector 
encounters for depression. Health 
care sector visits for depression in-
cluded accessing primary care, emer-
gency or urgent care, mental health 
or substance use specialty outpa-
tient visits, and behavioral health 
hospitalizations for depression and/
or drug or alcohol concerns. Com-
munity sector visits for depression 
included agencies related to home-
lessness, substance use, social/com-
munity services (including parks 
and senior centers), and faith-based 
organizations (FBO – including 
both places of worship and social 
service agencies sponsored by orga-
nized religious traditions). Depres-
sion-related visits were instances 
in which clients reported interest 
in information, counselling, refer-
ral, or medication management for 
depression or emotional problems. 

Statistical Analysis
	 We compared baseline charac-
teristics of Latino (any) and Black 
(non-Latino) participants as separate 
groups via bivariate analysis to ensure 
adequate randomization within each 
racial/ethnic group across treatment 
arms (RS vs CEP). We conducted an 
intention-to-treat analysis using re-
gression analyses (logistic regression 
for binary outcomes and Poisson re-
gression models for continuous out-
comes) to examine intervention ef-
fects (RS vs CEP). Models controlled 
for baseline status of the dependent 
variable, age, education, 12-month 
depressive disorder, and community. 

	 CPIC used non-response weight-
ing to address missing data in cases 
of either non-enrollment of eligible 
clients and attrition following enroll-
ment.22 Additionally, CPIC used both 
hot-deck multiple imputation and 
approximate Bayesian bootstrap to 
address item and unit non-response, 
respectively.23,24 This sub-analysis ad-
ditionally relied upon a Taylor series 
linearization with a subpopn statement 
in SUDAAN version 11.1 (RTI In-
ternational, Research Triangle, NC), 
that would account for the clustering 
of clients within programs, weighting, 
and multiple imputations.24,25 Signifi-
cance by intervention was determined 
by regression coefficient and results 
of regression models were presented 
according to regression type (either 
odds ratios [OR] or incident rate 
ratios [IRR] for logistic or Poisson 
regression respectively) where both 
used a 95% CI. To strengthen analy-
sis, imputed data were supplement-
ed with unadjusted raw measures.   
	 In addition to a stratified anal-
ysis, we also performed an in-
teraction analysis using the full 
sample including indicators of inter-
vention status, race/ethnicity (Black 
or Latino), and their interaction. 

Results

Study Population
	 Of the 1018 total participants 
included in CPIC, 897 (88%) self-
identified as either (non-Latino) 
Black (488) or Latino (409). As 
shown in Table 1, at the time of re-
cruitment and randomization, both 
groups demonstrated high rates of 
social marginalization, including 
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Table 1. Baseline characteristics of depressed clients in outcomes analysis, by interventiona

Overall, N=897 Latino, N=409 Black (non-Latino), 
N=488

RS, n=433 CEP, n=464 RS, n=194 CEP, n=215 RS, n=239 CEP, n=249

Age, mean (SD), y 44.4 (12.1) 46.0 (12.7) 43.7 (12.4) 44.8 (14.2) 45.0 (11.8) 47.0 (11.0)
Female, n (%) 258 (57.5) 287 (61.1) 117 (58.7) 145 (66.2) 141 (56.5) 142 (56.2)
Married/living with partner, n (%) 109 (25.0) 109 (24.1) 65 (33.6) 73 (34.1) 44 (17.8) 36 (14.5)
< High school, n (%) 199 (45.8) 213 (46.7) 117 (59.7) 133 (62.2) 83 (34.3) 80 (31.8)
≥ 3 chronic medical conditions of 18, n (%) 223 (52.4) 248 (54.4) 88 (46.1) 99 (47.8) 135 (57.5) 149 (60.8)
No health insurance, n (%) 238 (55.5) 234 (51.1) 113 (58.4) 107 (50.9) 126 (53.2) 127 (51.3)
Income < poverty level, n (%) 319 (74.3) 344 (73.7) 144 (74.9) 158 (73.0) 175 (73.8) 185 (74.5)
Any work for pay now, n (%) 92 (21.1) 93 (20.4) 56 (28.1) 61 (27.9) 36 (15.3) 33 (13.3)
Physically active, n (%)b 204 (46.8) 214 (46.2) 101 (52.0) 109 (50.7) 103 (42.5) 105 (41.9)
Chronic homelessness risk, n (%)c 241 (57.3) 228 (49.8) 92 (48.3) 92 (43.9) 149 (64.7) 136 (55.5)
Alcohol abuse or use of illicit drugs, 12 months, n (%) 152 (35.6) 194 (41.1) 61 (31.5) 70 (31.8) 92 (39.1) 124 (50.1)
12-month depressive disorder, n (%) 266 (62.2) 284 (60.6) 120 (63.0) 113 (52.2) 146 (61.5) 171 (68.6)
Poor mental health-related quality of life, n (%)d 232 (53.6) 252 (53.9) 103 (53.4) 115 (52.8) 129 (53.8) 137 (55.0)
Mental wellness, n (%)e 177 (40.3) 190 (41.1) 87 (44.2) 100 (46.2) 90 (37.1) 91 (36.1)
PHQ-8, mean (SD)f 15.0 (4.1) 14.8 (4.0) 14.8 (4.1) 14.6 (4.0) 15.1 (4.2) 14.9 (4.0)

a. Data were multiply imputed and weighted for eligible sample for enrollment; Chi-square test was used for a comparison between the two groups accounting for the 
design effect of the cluster randomization; (P> .10 for all comparisons). 
b. 1=Quite/very/extreme active to ‘How physically active you are?’
c. Homeless or living in a shelter, or at least two risk factors of four (at least two nights homeless, food insecurity, eviction, financial crisis).
d. Mental Health Composition Score of SF-12 (MCS12) ≤ 40; one standard deviation below population mean.
e. At least good bit of time on any of three items: feeling peaceful or calm, being a happy person, having energy. 
f. 8-item Personal Health Questionnaire Depression Scale (0 to 24, higher more distress).
RS, Resources for services or individual program technical assistance; CEP, Community engagement and planning.

Table 2. Baseline characteristics of depressed clients in outcomes analysis, by race/ethnicitya

Combined, N=897 Any Latino, N=409 Black (non-Latino), N=488 P

Age, mean  ± SD, y 45.2 ± 12.4 44.3 ± 13.4 46.0 ± 11.5 .178
Female, n (%) 545 (59.4) 262 (62.8) 283 (56.3) .072
Married/living with partner, n (%) 218 (24.5) 138 (33.9) 80 (16.2) <.001
< High school, n (%) 413 (46.2) 250 (61.1) 163 (33.0) <.001
≥ 3 chronic medical conditions of 18, n (%) 471 (53.4) 186 (47.0) 284 (59.2) .002
No health insurance, n (%) 472 (53.2) 220 (54.3) 252 (52.2) .550
Income < poverty level, n (%) 663 (74.0) 302 (73.9) 361 (74.1) .916
Any work for pay now, n (%) 186 (20.8) 117 (28.0) 69 (14.3) <.001
Physically active, n (%)b 418 (46.5) 210 (51.3) 208 (42.2) .055
Chronic homelessness risk, n (%)c 469 (53.4) 184 (45.9) 285 (60.0) <.001
Alcohol abuse or use of illicit drugs, 12 months, n (%) 346 (38.5) 131 (31.7) 215 (44.6) .005
12-month depressive disorder, n (%) 550 (61.4) 233 (57.2) 317 (65.1) .043
Poor mental health-related quality of life, n (%)d 484 (53.8) 218 (53.1) 266 (54.4) .685
Mental wellness, n (%)e 367 (40.7) 187 (45.3) 180 (36.6) .008
PHQ-8, mean (SD)f 14.9 ± 4.1 14.7 ± 4.0 15.0 ± 4.1 .369

a. Data were multiply imputed and weighted for eligible sample for enrollment; Chi-square test was used for a comparison between the two groups accounting for the 
design effect of the cluster randomization. 
b. 1=Quite/very/extreme active to ‘How physically active you are?’
c. Homeless or living in a shelter, or at least two risk factors of four (at least two nights homeless, food insecurity, eviction, financial crisis)
d. Mental Health Composition Score of SF-12 (MCS12) ≤ 40; one standard deviation below population mean.
e. At least good bit of time on any of three items: feeling peaceful or calm, being a happy person, having energy. 
f. 8-item Personal Health Questionnaire Depression Scale (0 to 24, higher more distress).
RS, Resources for services or individual program technical assistance; CEP, Community engagement and planning
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high rates of poverty, lack of health 
insurance, joblessness, and homeless-
ness risk. Examining across groups, 
relative to Latino adults, Black par-
ticipants were less likely to be mar-
ried/living with partner, more likely 
to have a high school education, 
more likely to have ≥3 chronic physi-
cal health conditions, less likely to 

have paying work, and less likely to 
report mental wellness (Table 2).  
Within each group, there were no 
significant differences in random-
ization to RS vs CEP interventions.

Intervention Effects
	 Table 3 shows 6-month out-
comes for the combined group 

(both self-identified Latino and 
Black [non-Latino]) as well as for 
each group individually and in-
cludes outcomes according to both 
unadjusted raw data as well as ad-
justed analysis (using imputed data). 
	 In the overall sample, there was 
a significant benefit in reduced 
MHRQL, increased mental well-

Table 3. Comparison of outcomes and service use at 6-month follow-up among minority participants in Community Partners 
in Care, by intervention group

Unadjusted estimatesa Adjusted analysisb

RS CEP CEP vs RS test, (95% CI) P

Overall (Latino or Black (non-Latino) n/N (%) n/N (%) OR
   Poor mental health quality of life 171/330 (51.8) 145/338 (42.9) .70 (.52, 0.93) .017
   PHQ-9 ≥10 220/329 (66.9) 212/338 (62.7) .82 (.49, 1.36) .398
   Mental wellness 118/330 (35.8) 153/341 (44.9) 1.59 (1.07, 2.35) .023
   Physically active 132/331 (39.9) 163/341 (47.8) 1.40 (1.03, 1.90) .031
   Chronic homelessness risk 124/330 (37.6) 99/340 (29.1) .65 (.43, .99) .044
   Any behavioral health hospitalizations 32/331 (9.7) 19/341 (5.6) .48 (.25, .92) .028

mean (SD) mean (SD) IRR
   Health care sector visits for depression 13.14 (30.39) 13.32 (27.32) .98 (.56, 1.74) .952
   Community sector visit for depression 2.77 (15.43) 3.44 (13.44) 1.29 (.67, 2.48) .432
   FBOc services for depression 0.45 (1.78) 1.12 (5.15) 2.94 (1.40, 6.20) .006
Latino n/N (%) n/N (%)
   Poor mental health quality of life 73/147 (49.7) 70/156 (44.9) .81 (.53, 1.23) .314
   PHQ-9 ≥10 89/148 (60.1) 88/155 (56.8) 1.01 (.52, 1.96) .987
   Mental wellness 54/147 (36.7) 81/157 (51.6) 1.81 (1.05, 3.13) .034
   Physically active 64/148 (43.2) 86/157 (54.8) 1.52 (.93, 2.49) .091
   Chronic homelessness risk 47/147 (32.0) 42/156 (26.9) .69 (.37, 1.28) .221
   Any behavioral health hospitalizations 10/148 (6.8) 4/157 (2.5) .40 (.09, 1.79) .212

mean (SD) mean (SD) IRR
   Health care sector visits for depression 12.00 (26.37) 11.44 (24.4) 1.09 (.53, 2.24) .792
   Community sector visit for depression 1.15 (2.97) 2.25 (7.22) 2.19 (.58, 8.29) .213
   FBO services for depression 0.55 (2.16) 1.15 (5.89) 2.90 (.87, 9.66) .081
Black (non-Latino) n/N (%) n/N (%)
   Poor mental health quality of life 98/183 (53.6) 75/182 (41.2) .62 (.41, .94) .028
   PHQ-9 ≥10 131/181 (72.4) 124/183 (67.8) .69 (.36, 1.31) .233
   Mental wellness 64/183 (35.0) 72/184 (39.1) 1.39 (.84, 2.30) .186
   Physically active 68/183 (37.2) 77/184 (41.8) 1.28 (.89, 1.84) .172
   Chronic homelessness risk 77/183 (42.1) 57/184 (31.0) .60 (.35, 1.05) .069
   Any behavioral health hospitalizations 22/183 (12.0) 15/184 (8.2) .54 (.23, 1.26) .149

mean (SD) mean (SD) IRR
   Health care sector visits for depression 14.07 (33.34) 14.97 (29.61) .93 (.46, 1.85) .812
   Community sector visit for depression 4.09 (20.51) 4.45 (17.00) 1.03 (.39, 2.73) .954
   FBO services for depression 0.37 (1.4) 1.09 (4.44) 2.99 (1.40, 6.38) .005

a Raw data without weighting and imputation.
b Adjusted analysis used multiply imputed data, weighted for eligible sample for enrollment; logistic regression models for binary variables (presented as odds ratio, OR) 
or Poisson regression models for count variables (presented as incidence rate ratios, IRR), adjusted for baseline status of the dependent variable, age, education, (race/
ethnicity for overall sample), 12-month depressive disorder, and community and accounted for the design effect of the cluster randomization.
c Faith-based organizations (FBO) – including both places of worship and social service agencies sponsored by organized religious traditions.
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ness, increased physical activity, de-
creased chronic homelessness risk, a 
decrease in behavioral health hospi-
talization, and increase in attending 
FBO services for depression among 
CEP participants relative to RS. 
	 Among Latino adults, CEP result-
ed in improved mental wellness (OR: 
1.81, 1.05-3.13, P=.034), and trend-
ed toward increased physical activ-
ity (OR: 1.52, .93-2.49, P=.091). For 
Black adults, CEP demonstrated a sta-
tistically significant benefit in reducing 
incidence of poor mental health re-
lated quality of life (OR: .62, .41-.94, 
P=.028) and increasing religious servic-
es for depression (OR: 2.99, 1.40-6.38, 
P=.005), and approached significance 
in decreasing chronic homelessness 
risk (OR: .60, .35-1.05, P=.069). 
	 While significant in the en-
tire study population, there was no 
significant decrease in behavioral 
health hospitalization for either 
group (nor approaching significant). 
	 There were no significant effects 
in the interaction analysis (Table 4).

Discussion

	 CPIC was specifically designed to 
evaluate the efficacy of two expanded 
collaborative care initiatives for de-
pression QI in underserved, minor-
ity-majority communities. It exam-
ined a technical approach, Resources 
for Services (RS), which provided as-
sistance to individual programs vs a 
coalition-based and community-par-
ticipatory approach known as Com-
munity Engagement and Planning 
(CEP). Although the majority of par-
ticipants included in CPIC identified 
as Black (non-Latino) or Latino, the 
paucity of investigations dedicated 
specifically to racial/ethnic subgroups 
and the promotion of equity-based in-
terventions prompted this explorato-
ry sub-analysis of outcomes for Black 
(non-Latino) and Latino participants. 
	 This exploratory study was focused 
on 6-month outcomes including men-
tal health outcomes, community-spec-
ified measures, and markers of utiliza-
tion. As hypothesized, we found at least 

one significant outcome favoring CEP 
for both groups. Namely, we found 
improvements in mental wellness for 
Latino participants, and improved 
MHRQL for Black participants. For 
Latino adults, increased physical ac-
tivity (approaching significance) is a 
promising step in identifying cultur-
ally tailored interventions capable of 
improving both physical and mental 
health outcomes.26 Similarly, for Black 
adults, reductions in homelessness risk 
trending to significance are encour-
aging evidence of the CEP model to 
address social determinants of health. 
Of note, for Black participants, CEP 
demonstrated or suggested efficacy 
greater than RS for each outcome do-
main – clinical (MHRQL), regarding 
social determinants of mental health 
(homelessness), and in service utiliza-
tion (attendance to FBO program-
ming for depression). Exploration of 
the processes contributing to increased 
FBO utilization, without change in 
health care or community sector visits, 
was beyond the scope of this study, and 

Table 4. Comparison of outcomes and service use at 6-month follow-up among minority participants in Community Partners 
in Care, by intervention group from intervention-by-ethnicity interaction model a

Any Latino Black (non-Latino) Interaction effects

CEP vs RS CEP vs RS

OR (95% CI) P OR (95% CI) P P

Poor mental health quality of life .80 (.53, 1.20) .266 .62 (.41, .95) .029 .403
PHQ-9 ≥10 .98 (.51, 1.90) .955 .68 (.36, 1.29) .219 .350
Mental wellness 1.82 (1.06, 3.14) .032 1.40 (.85, 2.31) .177 .442
Physically active 1.53 (.94, 2.51) .085 1.29 (.89, 1.87) .168 .569
Chronic homelessness risk .70 (.37, 1.33) .257 .61 (.36, 1.03) .064 .710
Any behavioral health hospitalizations .41 (.09, 1.77) .214 .52 (.23, 1.18) .115 .788

IRR (95% CI) IRR (95% CI)
# Health care sector visits for depression 1.09 (.55, 2.16) .799 .91 (.46, 1.79) .761 .648
# Community sector visit for depression 2.17 (.58, 8.16) .218 1.04 (.38, 2.86) .933 .434
# Religious services for depression 2.95 (.85, 10.22) .086 2.90 (1.40, 6.01) .005 .981

a. Intervention-by-ethnicity interaction models used multiply imputed data, weighted for eligible sample for enrollment; logistic regression models for binary variables 
(presented as odds ratio, OR) or Poisson regression models for count variables (presented as incidence rate ratios, IRR), adjusted for baseline status of the dependent 
variable, age, education, 12-month depressive disorder, and community and accounted for the design effect of the cluster randomization.
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may be the result of multiple consider-
ations. Despite concerns regarding the 
propagation of mental health stigma in 
faith communities, increased FBO ac-
cess likely underscores the central role 
of faith organizations as a social and 
cultural pillar in the community.27,28 
Given the absence of interaction effect, 
this study cannot conclude that CEP 
was favorable for one group relative 
to another for any specific outcome. 
Rather, it suggests benefit to both 
groups and may reflect the unique ca-
pacity of CEP to shape interventions 
to fit local need. This interpretation, 
that CEP provides added value to 

missing data, and participants were 
identified by agencies in the CEP 
programs (and not RS). These con-
cerns have been previously examined 
and demonstrated as either of modest 
and decreasing bias, to have under-es-
timated CEP contribution, or to not 
significantly impact the efficacy of 
care delivery.21,29  With regard to this 
secondary analysis specifically, CPIC 
was not powered to detect differences 
in racial/ethnic subgroups, and may 
therefore under-estimate the potential 
impact of community participatory 
interventions. Similarly, this study’s 
limited sample size prevents nuanced 
examination of outcomes according 
to the diversity within the two racial/
ethnic groups themselves (eg, accord-
ing to primary language or nation of 
birth among Latino participants11). 
	 This study focuses on two large 
communities of color in the Los 
Angeles area, and as such it remains 
unclear how expanded collaborative 
care models based in CPPR processes 
would reduce disparities in mental 
health access and outcomes for other 
marginalized racial/ethnic groups 
and/or in other geographies through-
out the United States. A recent review 
of integrated behavioral health care for 
Native Americans mirrored the senti-
ment echoed in this exploratory anal-
ysis, that in order for interventions to 
benefit marginalized communities, 
they must “be carried out collabora-
tively and elicit local knowledge.”30

Conclusions

	 In order to promote health equity, 
the Institute of Medicine31 and oth-
ers recommend community-partici-

patory processes to build capacity in 
historically marginalized groups.32 
Service interventions and research 
that prioritize community input and 
include non-health care agencies can 
uniquely address real-world barriers 
influencing care – both in regard to 
service utilization as well as cultural, 
historical, and structural factors.33–35 
Yet, there are few studies that focus 
intentionally on the effects of col-
laborative care (CC) interventions 
for specific racial/ethnic groups and 
fewer that approach CC through 
the lens of community-based coali-
tions. Absent this understanding, 
there remains a paucity of data to 
guide policy or systems delivery re-
form capable of generating equity.36

	 This exploratory secondary analy-
sis suggests that, for Black and Latino 
adults with depressive symptoms, 
there may have been short-term ben-
efit in clinical and community-priori-
tized outcomes in a coalition-based in-
tervention for multi-sector depression 
QI relative to program technical as-
sistance alone. The modest effect sizes 
associated with each significant out-
come, even despite noted limitations 
in study design and analysis, offers 
promise for continued investigation 
of expanded community-participato-
ry collaborative care interventions to 
address multi-level barriers and im-
prove service delivery of tailored con-
tent to marginalized communities.  
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