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Objectives: To describe participants’ experi-

ences with training on, and implementation of,

a collaborative care mental health approach

for treating depression and anxiety in post-

disaster New Orleans.

Design: Healthcare providers from three

organizations that participated in the Mental

Health Infrastructure and Training (MHIT)

program underwent semi-structured inter-

views.

Setting: The MHIT program provided training

and clinical support to community-based

agencies.

Participants: Social workers, care/case man-

agers, primary care providers, and a psychia-

trist that participated in trainings.

Intervention: The MHIT project consisted of a

series of trainings and clinical support designed

in collaboration with specialists from Tulane

University, RAND/UCLA, the University of

Washington, and local community organiza-

tions with the goal of creating local resources

to provide screening, diagnosis, triage, and

treatment for depression and anxiety.

Main Outcome Measures: Interview partici-

pants were asked to describe the impacts of

training on the following areas: delivery of

mental health services, ability to implement

elements of the collaborative care model, care

of clients/patients, and development of net-

works.

Results: Interview transcript analysis identified

themes highlighting the opportunities and

challenges of implementing a collaborative

care model.

Conclusion: Implementation of a collaborative

care model for treating depression and anxiety

was possible in post-Katrina/Rita New Orleans

and has potential for implementation in future

post-disaster recovery settings. (Ethn Dis.

2011;21[Suppl 1]:S1-30–S1-37)
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Introduction

The prevalence of mental illness

significantly increased in New Orleans

and surrounding communities follow-

ing hurricanes Katrina and Rita.1–4

Existing mental health services were

decreased due to provider displacement

and damaged infrastructure.5

REACH NOLA was created in

2006 to leverage community, health-

care, and academic resources to address

community-identified health concerns.

Increased community need for mental

health resources and a desire to provide

high quality, evidence-based, cost-effec-

tive care prompted REACH NOLA to

create the Mental Health Infrastructure

and Training (MHIT) program, which

provided a series of community-aca-

demic co-led trainings on collaborative

mental health care and offered clinical

support to local providers and commu-

nity organizations to address mental

health needs in the Greater New

Orleans area.6

Collaborative care approaches to

mental health treatment have been

demonstrated effective in non-mental

health care setting.7 The successful

implementation of collaborative care

and the robustness of its impact across

diverse primary care settings have been

demonstrated.8–13 Recent research has

shown that collaborative care programs

can be adapted for use in adults with

chronic medical conditions such as

diabetes,14,15 osteoarthritis pain,16 and

cancer,17 and successfully integrated

within those specialty treatment set-

tings.

Building on the evidence base of

collaborative care models for depression,

including Partners In Care (PIC)

and Improving Mood Promoting Ac-

cess to Collaborative Treatment (IM-

PACT),18–19 REACH NOLA along

with academic partners from UCLA,

University of Washington, and RAND,

engaged REACH NOLA constituents

in a dialogue regarding a proposed series

of trainings in collaborative care that

ultimately resulted in the offering of

seven multi-day seminars between July

2008 and March 2010. This dialogue,

which occurred in a variety of venues,

helped trainers to begin tailoring mate-

rials and goals to the local audience.

Training topics included principles of

collaborative mental health care, team

building in collaborative care, psycho-

therapies for depression (problem-solv-

Address correspondence to Wayne Ben-
tham, MD; Department of Psychiatry and
Behavioral Sciences; Box 354694; 4225
Roosevelt Way, NE, Suite 306; Seattle, WA
98105; 206.598.7792; wbentham@uw.edu

From University of Washington, De-
partment of Psychiatry and Behavioral
Sciences (WB, SDV); REACH NOLA (KB,
BS); Tulane University School of Medicine,
Office of Community Affairs and Health

Policy (AW); Tulane University School of
Public Health and Tropical Medicine, De-
partment of Community Health Sciences
(AW); Tulane University School of Medi-
cine, Department of Medicine (BS); RAND
Corporation (BS); and RAND Health (BS).

Increased community need for

mental health resources and a

desire to provide high quality,

evidence-based, cost-effective

care prompted REACH

NOLA to create the Mental

Health Infrastructure and

Training (MHIT) program.

S1-30 Ethnicity & Disease, Volume 21, Summer 2011



ing treatment and cognitive behavior

therapy20), fundamentals of medication

management of depression and PTSD,

opportunities for interagency network-

ing, elements of self-care, quality im-

provement, and mental health outreach.

Training participants included commu-

nity health workers, counselors, social

workers, case managers, primary care

providers, administrators, psychiatrists,

and psychologists employed by over 70

agencies in the greater New Orleans

area. Training content evolved across

the training period through feedback

mechanisms that included site visits

with participating agencies, telephone

conference calls with participants, and

participant representation on the exec-

utive committee.6

The REACH NOLA MHIT pro-

gram is an extension of an overarching

community-based participatory research

(CBPR) approach to organizing com-

munity response to, and recovery from,

the Katrina disaster.5 This process of

engaging partners in the development of

training content helps ensure that the

evidence-based interventions offered in

these trainings are tailored to local

community/organization resources, ca-

pabilities, and contextual factors,6 and

thus to improving the likelihood of

longer term sustainability and positive

outcomes. In this way, the CBPR

approach was utilized as a method of

diffusion of innovative, evidence-based

models of collaborative mental health

care in the Greater New Orleans area.

In this article, we report the experi-

ence of a subset of MHIT training

participants who received technical/

clinical support to implement a collab-

orative care approach to mental health

services in their organizations for treat-

ing patients with depression and anxiety

(stress and PTSD). Specifically, we

present their perspectives on identifying

how participation in the training pro-

gram and implementation support for

mental health impacted their experienc-

es of access to mental health care,

quality of care, and network develop-

ment within and across their organiza-

tions.

To our knowledge, the REACH

NOLA MHIT program is the first time

that a collaborative-care-based quality

improvement approach for mental

health treatment has been applied in a

post-disaster recovery setting.

Methods

MHIT Program Training
The MHIT program is described in

detail in this issue.6

The Collaborative Care Model
Participants in the MHIT program

received training in the collaborative

care model for depression treatment in

primary care based upon the IMPACT

study.19 This model supports the med-

ication management of depression

symptoms by primary care providers

(PCPs) in the primary care setting. A

care manager does initial screenings,

coordinates and facilitates further diag-

nostic evaluation by the PCP, provides

in-person or telephone follow-up with

patients, tracks treatment response, and

provides updated information to the

PCP regarding patient care and out-

comes between clinic visits. A psychia-

trist provides consultative support to the

care manager in making treatment

recommendations to the PCP. Screen-

ing tools are used to track symptoms

over the course of treatment, and

recorded in an online registry.

Interview Participants
Participants in this study were

drawn from a larger sample of training

participants. Of the organizations that

sent participants to the MHIT program

trainings, three had integrated all of the

core elements of the collaborative care

model, including care manager consul-

tation support by a psychiatrist. Mem-

bers of these three organizations were

chosen to be interviewees for this study.

The three organizations include a pri-

mary care clinic staffed by clinicians and

administrators from a local academic

medical center, a faith based communi-

ty center that provided some health care

screening and treatment services with a

mobile health unit, and a community

healthcare center that offered traditional

and alternative care approaches to

medical and mental health conditions.

Each of these organizations predomi-

nantly provides care to low income and

uninsured, culturally diverse, with a

predominance of African American,

clients/patients. These organizations

serve adult populations. Twelve health-

care workers from these three organiza-

tions (four PCPs, two social workers,

two administrators, two care managers,

one community health worker, and one

psychiatrist) were interviewed for this

study (Table 1). Ten participants were

women, four were African American,

two were Latino, seven were White, and

one was Asian American.

Semi-structured qualitative inter-

views were conducted at participants’

offices or by telephone. Topics of the

interview included healthcare worker

training and background, implementa-

tion of the collaborative care model at

the participant’s organization, per-

ceived appeal of elements of the

collaborative care model, challenges of

implementing elements of the collabo-

rative-care model in their organization,

impact of the MHIT program training

on care in their organizations, practice

patterns, and their clients/patients

(Appendix A).

A REACH NOLA employee who

was unaffiliated with the MHIT project

conducted all interviews. Interviews

were audio recorded and transcribed.

Interview Instrument
Development and Analysis

The interview guide (Appendix A)

for this study was modified from a guide

developed for assessment of satisfaction

with a collaborative-care program for

treating depression and osteoarthritis

pain in elderly patients.16
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Three of the authors (KB, WB, SV)

independently reviewed blinded inter-

view transcripts to identify comments

that fit into the following areas: 1)

access to mental health care, 2) quality

of care, and 3) network development

within and across organizations. From

these comments the authors generated

themes. Transcript comments that did

not fit into the three above areas were

not included for further analysis. The

three authors then compared themes

and came to consensus on a set of

overarching themes that were labeled as

opportunities and/or challenges of im-

plementing a collaborative care model

in these organizations in post-Katrina

New Orleans.

Results
Themes from the interviews were

organized into two broad categories: 1)

opportunities- themes that represent

participant perceptions of improve-

ments in access, care delivery, commu-

nity impact with the implementation

of the collaborative care model and, 2)

challenges- themes that represent par-

ticipant perceptions of difficulties in

implementation of the collaborative

care model in their organizations.

Themes and supporting quotes for

each category are presented in Tables 2

and 3.

Opportunities

Improved Client/Patient Access to
Mental Health Care

Two organization administrators

reported that implementation of ele-

ments of the collaborative care model

improved organizational capacity to

offer mental health services on site.

These participants also suggested that

integrated mental health services re-

duced the stigma clients/patients can

associate with requesting mental health

support. Also, they reported that

MHIT’s community health worker

training program was valuable for

identifying individuals in need of care

in the community, again decreasing

stigma about seeking mental health care.

Team Approach to Care and
Improved Communication
between Providers

Primary care provider participants,

whose clinic had an onsite psychiatrist,

social workers, and a care manager, valued

having access to the care manager who

provided information between patient

visits. They appreciated having the sup-

port of readily accessible mental health

care providers. The social worker partic-

ipants from this same primary care clinic

reported that they appreciated having

their expertise valued and having a venue

to discuss client care with other providers.

Improved Screening
Overall, participants reported that

regular screening for depression and

anxiety improved mental healthcare

processes. A care manager reported

the symptom specific screening tools,

PHQ-2 & PHQ9, facilitated non-

stigmatizing dialogue with patients

focusing on improving functioning

and accessing services. Primary care

provider, social worker, and care

manager respondents also reported that

screening tools facilitated tracking of,

and team communication about, cli-

ent/patient progress. Some organiza-

tions integrated screening tools into

the workflows of community outreach

workers.

Care Management and Coordination
of Care

All participants reported that the

care manager role was integral to the

success of a collaborative care model.

Participants identified the care manager

not only as a role, but also as a set of

functions that can be distributed across

different members of a care team. Some

participants reported distribution and

modification of care manager functions

to fit their organization’s service struc-

ture and needs. Others reported identi-

fying a dedicated person as a care

manager.

Table 1. Characteristics of participants interviewed

Age (y) Sex Training Highest Degree Current position* Years at position;

41 F Public health Masters Executive director 2+
33 F Medicine MD Physician 1+
35 F Medicine MD Physician 4
35 F Medicine MD Physician 1+
65 M Education/counseling Masters Program coordinator 1+
29 F Sociology BA Social service support 1+
40 F Social work Masters Social worker 2+
34 M Medicine MD Physician 2+
51 F Nursing BA Community wellness director 3.5
27 F Behavioral psychology BS Care/case manager 10 months
40 F Nursing Masters Director of clinical services 1.5
35 F Social Work/public health Masters Social worker 1

* position at current organization at the time of interview
3 number years at current position
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Improved Follow-Up between
Clinic Visits

The structure for tracking clients/

patients was one of the most appealing

aspects of the collaborative care model,

as reported by social worker, care

manager, and PCP participants. These

participants viewed the collaborative

care model as a tool to prevent clients/

patients from falling through the cracks.

Participants reported patient tracking

highlighted engagement issues sooner,

creating opportunities for earlier inter-

vention.

Improved Focus on Mental
Health Issues

Comments by two PCPs, social

worker, and director of clinical services

participants highlighted that MHITs

program training improved their knowl-

edge and focus on mental health issues

Table 2. Themes that describe opportunities as a result of implementation of collaborative care model

Theme Example quotation

Team approach to care ‘‘My impression was that the patient care should be done by both the primary care and the mental health
providers… as a true collaboration with the mental health provider and the primary care provider working hand-
in-hand.’’ [SW]

Care management and
coordination of care

‘‘Having the care manager coordinate mental health patients and implementing the screening on all our patients
have been two biggest things that I’ve noticed that have helped improve our processes, and improve the flow of
patients as well as hopefully the outcomes of patients.’’ [ADM]

Improved screening ‘‘The screening tools have been helpful… in trying to get people to see how what’s been going on with them is
affecting different areas of their lives.’’ [CM]

Improved access to care ‘‘Coming from a culture where mental health is almost like a taboo subject…we made it a little bit more acceptable
to come in and request to see a social worker, or request that you would like to talk to someone about what’s
going on.’’ [ADM-2]

Improved between visit follow-up ‘‘Being able to discuss the patient’s care with the care manager, informally, in between visits…because a lot of times
they get different sides of the story.’’ [PCP]

Improved communication between
providers

‘‘Helps to lessen the hierarchical kind of structure that often occurs in a primary care clinic between mental health
people and the primary care physicians.’’ [SW-2]

Improved focus on mental health
issues

‘‘The training has personally helped me grow in my knowledge of mental health issues. And therefore has helped
me to get our program in a better shape than what it was before. And then by doing that, it’s just helped the
patients in the long run too.’’ [ADM]

‘‘I tend to use anti-depressants a lot more because the conversation comes up. I tend to refer a lot more for
cognitive therapy than I ever did before. And also I’m always going to be following up relatively quickly.’’ [PCP-2]

ADM5 administrator; CM5 care manager; PCP5 primary care provider; SW5 social worker

Table 3. Themes that describe challenges with implementation of a collaborative care model

Theme Quotation

Lack of onsite medical services ‘‘The fact that we don’t have everything under one roof is one of our biggest problems.’’ [ADM]
Integration of care manager ‘‘We’ve parachuted some roles into the clinic setting on top of people who already had other work to do. And it felt

burdensome, particularly for the social workers who wanted to start doing care management tasks on top of the
tasks that they’re already responsible for.’’ [PSY]

Provider and patient buy-in to
use of model

‘‘Asking primary care providers to be engaged in treatment and addressing mental health issues… requires a certain
change in culture and outlook. And you have to have significant buy-in from the different members of the team.’’
[SW]

‘‘Our referral process and getting the patients to the services and just the steps that we have to follow. It seems to be
ever changing.’’ [PCP]

‘‘There are some patients who say they agree to the care management, to the collaborative care model, and they
really don’t. They don’t want anybody calling their house… you can’t get in touch with them, for whatever
reason.’’ [CM]

Patient registry ‘‘We looked into the online database type patient registry. Although it was good in and of itself, we were also at a
point where we were trying to implement our electronic medical record system so we felt that it was necessary for
us to put in our energies into establishing our own in-house system.’’ [ADM-2]

Screening tools ‘‘… the PHQ-9. In one sense it’s appealing because it’s objective and it’s something that you can quickly look at as
snapshot for progress. On the other hand I’ve noticed and we’ve had a lot of comments from those in our
organization about it, feeling that it wasn’t accurate.’’ [PCP-2]

‘‘I find the PHQ9 is not the best screening tool because sometimes the patients are confused by it… (they) have a
hard time reading it and understanding what we’re really asking.’’ [PCP-3]

ADM5 administrator; CM5 care manager; PCP5 primary care provider; PSY5 psychiatrist; SW5 social worker
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in their day-to-day work. The PCPs

reported increased comfort in screening

for depression and anxiety, use of

antidepressants, and referral for special-

ty mental health services to the care

manager or social worker.

Challenges

Lack of Onsite Services
Participants identified not having

all service elements, particularly onsite

PCP’s, within their given organization

as a barrier to implementation. Other

participants reported that having few

organization staff with multiple re-

sponsibilities, and part-time organiza-

tion staff, as challenges to implemen-

tation of the collaborative care model

as well.

Integration of Care Manager
Social worker, care manager, and

psychiatrist participants reported that

addition of care manager functions to

existing responsibilities was difficult,

creating a perception that the collabo-

rative care model was too burdensome

to implement and represented addition-

al work on already strained resources.

Some organizations resolved this by

dedicating a staff member to care

management or distributing care man-

ager functions among different individ-

uals.

Care manager participants also re-

ported lack of infrastructure such as

office space and protected time to meet

with clients/patients as barriers to

implementation of care management.

One care manager reported that lack of

a formalized process for introducing the

care manager to a patient/client prior to

follow-up telephone contacts made

client/patient engagement difficult.

Initial Provider/Client Buy-in
Care manager and social worker

participants reported that implementa-

tion required consistent buy-in and

support from different levels within an

organization as implementation necessi-

tated change to existing organization

structure and culture of care. Care

manager participants reported experi-

encing these changes as frustrating

because clinicians did not: consistently

use protocols within the collaborative

care model, use screening tools, or

update the team about patient status as

care progressed.

Primary care provider participants

experienced difficulty with implemen-

tation because the mental health referral

process seemed to be ever changing.

Screening all patients for depression

added an additional task that seemed

to compete with other care objectives

within a clinical visit. Social worker/care

manager participants suggested that the

collaborative care model may challenge

a PCP’s philosophy about what is, or is

not, within scope of care and clinical

responsibility.

Finally, social worker, care manager,

and PCP participants identified the

clients/patients as barriers to effective

implementation of collaborative care.

Some patients would express initial

interest in addressing mental health

needs, but did not appear for initial

appointments with the care manager.

Other patients began a collaborative

care treatment plan, but did not keep

follow-up appointments, or respond to

between-visit telephone calls.

Web-based Patient
Registry Implementation

None of the participants reported

implementation of the web-based pa-

tient registry designed to support col-

laborative care. Barriers to implementa-

tion included perception that the

registry was too difficult to use in a

non-primary care setting and concern

that it was redundant in an organization

that already had an electronic medical

record (EMR) system. One organization

administrator reported that interest in

using the web-based registry competed

with scheduled updates and modifica-

tions to their EMR systems; and so it

seemed simpler to use their existing

EMR to do some of the registry

functions rather than implement the

registry itself.

Screening Tools
Some participants questioned

whether screening tools accurately re-

flected patients’ functioning as they

reported that some patients found

questions confusing or had difficulty

completing the questionnaires, possibly

due to limited literacy.

Discussion

This study attempted to gain impres-

sions from program participants regard-

ing the application of a collaborative care

model to address depression and anxiety.

The results suggest that participants in

the REACH NOLA MHIT program

were open to implementation of the

collaborative care model of delivering

mental health services, and valued the

training and support provided by the

MHIT program.

That participating organizations

were able to integrate the core compo-

nents of the collaborative care model

suggests that the CBPR approach to

organizing community response post-

disaster is an effective method for

diffusion of innovative, evidence-based

mental health interventions. A critical

The results suggest that

participants in the REACH

NOLA MHIT program were

open to implementation of the

collaborative care model of

delivering mental health

services, and valued the

training and support provided

by the MHIT program.
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step in the diffusion and dissemination

of service delivery innovations is the

engagement of key stakeholders, deci-

sion makers, change agents, and com-

municators.21 The CBPR process in

general, and the MHIT program in

particular, accomplished this objective.

Collaborative care models of mental

health treatment build upon the

strengths of primary care and mental

health approaches to care, and evidence-

based approaches to chronic disease

management.22 These strengths appear

to be the same elements that partici-

pants reported as appealing: the multi-

disciplinary approach to client/patient

care, systematic screening, tracking of

outcomes, and utilization of a special-

ized care manager.

The limited mental health resource

environment of this implementation

fostered creative implementation of the

collaborative care model. Sharing of

resources across organizations for care

management and primary care occurred

among some of the participating orga-

nizations. Within some organizations,

the care manager tasks were distributed

creatively to address client/patient

needs. Probably the most novel inci-

dence is the integration of outreach/

community health workers into the

collaborative care model. These individ-

uals were trained to do screenings for

depression and anxiety, trained in

problem-solving therapy, and trained

to foster connection of potential clients/

patients to primary care and other

healthcare centers in the community.23

Physician participants in this study

indicated that having close follow-up by

the care manager was a valuable com-

ponent of the collaborative care model.

This finding is similar to that of a survey

of physicians who participated in the

IMPACT trial, which demonstrated

that given limited PCP time and

resources (even in a non post-disaster

setting), having a care manager whose

responsibility it is to educate patients

about mental illness and provide struc-

tured follow-up between clinical visits as

the most helpful component of the

collaborative care model.24

Participants report the advantage of

tracking data on patient progress, yet

found implementation of a web-based

registry burdensome, particularly in

those organizations that already had

EMR systems in place. The function

of a registry to support collaborative

care is not only to be a repository of

disorder specific data over the course of

treatment, but to also present the data

in a way that encourages its real-time

use for clinical decision making. Inte-

gration of a web-based registry does

require specialized local IT support, and

access to this may have been a barrier to

its implementation for organizations.

The registry approach to managing data

can be done manually in a pen and

paper fashion. This approach has been

successful in other low resource set-

tings.25 This option was not specifically

highlighted in the trainings and might

have been a more viable option for the

care managers.

A number of respondents in this

study commented that implementation

of a collaborative care model in their

organizations met with some resistance,

and suggested that this was due to

perceptions that treating mental health

was not within scope of the PCPs’

practice, that PCPs did not have enough

training to participate, or that collabo-

rative care tasks such as screening were

too time consuming. Previous studies of

provider satisfaction with a collaborative

care model suggest that these attitudes

change over time with continued orga-

nizational, administrative buy-in and

support of the collaborative care mod-

el.24 Previous studies have also shown

that objective evidence of client/patient

improvement was the single most

important factor, and motivator, for

participating providers to continue with

the collaborative care model.19,24,26

Of special consideration, however, is

the impact of post-disaster and recovery

conditions on healthcare providers of all

types in New Orleans. It is well

documented that while providing care

to the community in the context of

often unpredictable and shifting prior-

ities that can characterize recovery in a

post-disaster setting, providers were also

experiencing their own trauma and

losses as a result of the disaster.27,28

This post-disaster impact is also

relevant to patients/clients, many of

whom were very focused on rebuilding

their homes, which took priority over

seeking mental health care.27 The reality

is that for many served by the organi-

zations that participated in the MHIT

program, stable housing, telephone or

other methods of contact were still not

in place. These two realities may well

explain why some clients/patients, while

expressing interest in addressing their

mental health needs, were not able to

consistently follow-up.27,28

This study was conducted in the

context of a quality improvement effort

without additional resources to do

structured evaluation of the collaborative

care model in this post-disaster setting

and therefore this study has significant

limitations. First, only a small fraction of

those who participated in the MHITs

program were interviewed, so perspec-

tives offered here are not necessarily

generalizable to the rest of the program

participants. Second, there was no con-

trol group, or usual care group, for

comparison, and so there is no way to

identify what factors are most salient to

successful implementation of a collabo-

rative care model in this post-disaster

setting. Third, the results reported here

represent perspectives offered only after

implementation of the MHIT program.

Without pre-implementation data for

comparison, we are unable to comment

definitively on any changes in attitudes,

motivations, or clinical practices. And

finally, no client/patient outcomes data

were gathered, and so any conclusions

about the effectiveness of the collabora-

tive care model in this setting are

speculative at best.

In spite of these limitations, this

study highlighted some interesting
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points that may serve as initial guidance

for future implementations of collabora-

tive-care models in a post-disaster set-

ting: 1) by their nature, collaborative care

models are flexible and allow for creative

implementation, particularly with regard

to screening and care manager functions;

2) it is feasible to integrate community

health workers into screening and inter-

vention components of the collaborative

care model; 3) the role of the care

manager is a fulltime task and in limited

resource situations, sharing care manager

tasks with dedicated support to do the

tasks may be the best way to approach

getting the tasks integrated; 4) screening

tools can be very effective at decreasing

community stigma about mental health

issues by helping clients/patients focus

on functional improvement; and 5) it is

possible to obtain components of the

collaborative care model by sharing

resources across organizations.
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Appendix A. Interview guide

N How does collaborative care for depression work?
N Were there elements of the collaborative care program that were more appealing than others?
N What do you like most about the collaborative care program at your organization?
N What were some of the challenges for your organization to implement the collaborative care program?
N What have been the most important barriers to implementing the collaborative care program?
N Were there elements of the collaborative care program that were less appealing than others?
N What would you say you liked least about the collaborative care program and how it could be improved?
N What aspects of the program have been most helpful to your patients?
N What aspects of the program have been most helpful to you?
N Is there anything that could have been done differently to encourage uptake or use of the collaborative care model by your organization?

POST-KATRINA COLLABORATIVE CARE - Bentham et al

Ethnicity & Disease, Volume 21, Summer 2011 S1-37


