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>Ein Jahrzehnt “Collaborative Care” 



Koronare 
Herzerkrankungen 

Europa 

KHK ist Ursache für: 
–  4 m Todesfälle (1.9m EU) 
–  47% aller Todesfälle 
–  Hauptgrund für Frauen 

Kosten: 
– € 196m p.a. Total 
–  54% Krankenkosten  
     
    European Society for Cardiology 2012 



KHK Riskofaktoren 
 • Alter 

• Männlich 
• Diabetes 
• Hypertension 
• Hyperlipidemia 
• Raucher 
• Familiäre Vorbelastung 
• Bewegungsarmer Lebensstil 



Depression und KHK 

• Rauchen 

• Übergewicht 

• ↓ Compliance 

• Psychophysiologisch: 

Herzrate 

Blutdruck 

Plättchen Aktivität 
 

• KHK im früheren Alter 

• ↓ Symptomkontrolle 

• ↓ Bewegung 

• ↓ Lebensqualität 

• ↑ Komplikationen 

• ↑ Mortalität 
 

Depression 

www.teamcarehealth.org 



M-HART (MI) 
Frasure-Smith N.  Lancet 1997; 350:473 

SADHART (MI) 
    Glassman AH, et al.  JAMA 2002; 288:701 

0.14 (-0.06-0.35), Sertraline vs. Placebo 
 

 ENRICHD (MI) 
   Berkman LF, et al. JAMA 2003; 289:3106 

0.22 (0.11-0.33), CBT/Sertraline vs. UC 
 

CREATE (CAD) 
    Lesperance F, et al.  JAMA 2007; 297:367 

0.33 (0.10-0.56), Citalopram vs. Placebo 
    -0.23 (-0.46-0.00), IPT vs. Clinical Management  

 

 

Studien zur konventionellen 
Depressionsbehandlung 



Limitationen der Studien konventioneller 
Depressionsbehandlung  

 
• Nur ein Antidepressivum 
• Keine Berücksichtigung der Patientenwünsche 
• Mangelnde Compliance 
• Keine Einbeziehung der Hausärtze 
• Keine Generalisierbarkeit der Intervention 
• Kurze Nachbehandlungszeit 
• Wenige koronare Events 
• Kleine Studiengrösse 

 



The Bypassing the Blues Trial:  
Telephone-Delivered Collaborative Care for 

Treating Post-CABG Depression 

BL Rollman, B Herbeck Belnap,  
PR Houck, S Mazumdar, PJ Counihan,  

HC Schulberg, WN Kapoor, CF Reynolds III 
 

University of Pittsburgh School of Medicine 

All work supported by NHLBI R01 HL70000 



WAGNER CHRONIC CARE MODEL 

www.improvingchroniccare.org 



Collaborative Care - 
Kooperative Versorgung 

• Ganzheitliche Perspektive 

• Evidenzbasierte Medizin 

• Nähe zum Hausarzt 

• Teamversorgung  

• Berücksichtigung von Patientenwünschen 

• Flexibler, proaktiver Behandlungsplan 

• Einsatz von Informationstechnik 
   Coleman K, et al. Health Aff. 2009; 28:75 



Meta-Analysis of Collaborative Care on  
6-Month Depression Outcomes  

Gilbody, S. Arch Intern Med 2006;166:2314-2321 



Archer J et al. 2012, The Cochran Library 



Bypassing the Blues 

Rollman BL, Herbeck Belnap B, et al. Psychosomatic Med. 2009; 71:217 



7 Pittsburgh- 
Area Hospitals 

  Jefferson Regional   
  Mercy Hospital 
  UPMC-Passavant 
  UPMC-Presbyterian 
  UPMC-Shadyside 
  Westmoreland 
  West Penn Hospital   
  



PHQ-9 

Kroenke K.  J Gen Intern Med 2001; 16:606-13 
 



Screening Summary 
3/04-9/07  

Approached Post-CABG 3,057 

PHQ-2 Completed 2,485 (81%) 

PHQ-2 (+) Screen 1,387 (56%) 

Protocol-Elig./Consented 1,268 (91%) 

PHQ-9 Completed (2-wk f/u) 1,100 (87%) 

PHQ-9≥10 337 (31%) 

Randomized 302 (90%) 



Sociodemographics  
Depressed 

N=302 
Non-Dep 
N=151 P 

Age (SD) 64 (11) 66 (10) .03 

Male 59% 63% .38 

Caucasian 91% 81% .01 

Hypertension 84% 81% .43 

Diabetes 42% 39% .50 

CHF 20% 21% .38 



Bypassing the Blues  
Telephone-delivered Collaborative Care 

Care manager rief regelmässig an: 
• 8 Monate lang 
• Informationen zur Depression bei KHK 
• Abklärung der Patientenwünsche 
• Überwachung der Symptome  
• Coaching im Umgang mit Depression (Arbeitsbuch) 
• Unterstützung bei der Pharmakotherapie 
• Hilfe bei Überweisung zum Psychiater/Therapeut 
 
 
 Regelmässige Berichte und ggf. Empfehlungen an Hausarzt 



Pharmacotherapy 

• SSRI (first-line), then SNRI or bupropion 

• Promote effective dose and duration 

• Reduce benzodiazepine use  

• Avoid TCAs 

• Adjust in response to symptoms (PHQ-9) 

• Monitor side effects 

Rollman BL, Herbeck Belnap B et al. Psychosomatic Med. 2009; 71:217-30 



“Case Review” 
Wann und wer?  
• Wöchentlich  
• Care manager 
• Clinical Team (Internist, Psychiater, Psychologe) 

 

 

Was? 

Konzentrierung auf neue & hoch-symptom. Patienten 
Discussion der Behandlungsempfehlungen:  

• Self-management Materialien 
• Medikamenteneinstellung 
• Verhaltensveränderungen 
• Lebensstiländerungen (Diät, Bewegung, etc.) 
• Überweisung zum Psychiater/Therapeuten 











Care Manager Contacts 
Median (Range) 

 
Intervention Time 

All 
N=150 

Men  
N=81 

Women 
N=69 

3 Months 5 (0-11) 5 (0-11) 5 (0-11) 

6 Months 8 (0-17) 8 (0-17) 7 (0-16) 

8 Months 10 (0-28) 10 (0-28) 10 (0-23) 

3+ Calls at 6 Months 85% 91% 78%* 

* P=0.02 



Intervention Components 

Men 
(N=81) 

Women 
(N=69) 

 
P 

Workbook  
   3-Month 
   8-Month 

 
72% 
91% 

 
71% 
78% 

 
.94 
.02 

Medications 
   3-Month 
   8-Month 

 
37% 
43% 

 
57% 
59% 

 
.02 
.05 

MHS 
   3-Month 
   8-Month 

 
9% 

19% 

 
6% 

16% 

 
.51 
.68 





Improves Mental Health Related 
Quality of Life 

Rollman BL, Herbeck Belnap B, et al. JAMA. 2009; 302:2095 



Reduces Mood Symptoms 

ES: 0.30 (0.08-0.53; P=0.009) 

Hamilton Rating Scale - Depression

Month
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Intervention (n=150)
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Nondepressed (n=151)

*

*

Rollman BL, et al. JAMA. 2009; 302:2095-2103 



Differential Impact by Gender 
 SF-36 MCS (1’ Outcome) 

    All: 0.30 (0.17-0.52) P=0.01 
    Male: 0.53 (0.23-0.84) P<0.001 
    Female: 0.08 (-0.28-0.43) P=0.68 
 

HRS-D 
    All: 0.30 (0.08-0.53) P=0.009 
    Male: 0.39 (0.09-0.69) P=0.01 
    Female: 0.23 (-0.13-0.59) P=0.20 
 

SF-36 PCS 
    All: 0.26 (0.03-0.48) P=0.03 
    Male: 0.57 (0.26-0.87) P<0.001 
    Female: -0.04 (-0.40-0.31) P=0.82 
 

DASI 
    All: 0.32 (0.09-0.54) P=0.006 
    Male: 0.55 (0.24-0.85) P<0.001 
    Female: 0.10 (-0.25-0.46) P=0.58 
 Favors UC         Effect Size         Favors Intervention

-0.6 -0.4 -0.2 0.0 0.2 0.4 0.6 0.8 1.0

DASI

SF-36 PCS

HRS-D

SF-36 MCS

Rollman BL, et al. JAMA. 2009; 302:2095-2103 



Reduces Post-CABG Pain 

Morone NE, Herbeck Belnap B, et al. JGIM 2012;72:620 



Impact by Age 

Age 
<60 
N=58 

Age  
≥ 60  
N=92 

 
ES 

≥ 50% Decline  
from baseline HRS-D  43%  57%  0.27  

(-0.06-0.60) 

HRS-D score ≤ 7 at 
8-month 41% 53% 0.24  

(-0.09-0.57) 

Schulberg HC, Herbeck Belnap et al. AJGP  2011  



Conclusions 
Compared to “usual care” for post-CABG 

depression, telephone-delivered 
collaborative care is cost-effective and  
improves: 

 • Mental HRQoL 
 • Physical functioning 
 • Mood symptoms 
  • Pain 
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Incremental QALY

Incremental cost vs Incremental QALY

Cost-reducing 
Quality-increasing 

“Dominant” (68%) 

Cost-increasing 
Quality-increasing 

Cost-increasing 
Quality-reducing 

“Dominated” 

Cost-reducing 
Quality-reducing 

ICER: -$9,889 per QALY vs. Usual Care  
(95% CI: -$11,940 to -$7,838)  

Donohue J, Herbeck Belnap B et al. Psychosomatic Med. 2012 

Highly Cost-Effective 
  



Developing a Collaborative Care Strategy 
for Depression and Co-Morbid CHF 

 
BL Rollman, B Herbeck Belnap,  

S Mazumdar, PR Houck, F He, RJ Alvarez,  
HC Schulberg, CF Reynolds III, DM McNamara 

 
 

University of Pittsburgh School of Medicine 

All work supported by NIMH R34 MH078030  



Heart Failure 

• 5,700,000 Americans affected 
• Annually: 

–  660,000 newly diagnosed cases 
–  1,100,000 hospital discharges 
–  277,000 deaths 

• 1 in 9 death certificates list HF 

• Mortality essentially unchanged since ‘96 
 

         2011 AHA Heart and Stroke Statistical Update 



Depression and HF 

• Depression and HF often co-morbid 
–Co-occur in ~1/3 of patients 

•  Depression associated with: 
–    Morbidity and mortality 

–    Quality of life  

Lichtman et al. Circulation 2008; 118:1768 
Freedland, et al. Heart Fail Clin 2011; 7:11 
Rutledge, et al. J Am Coll Cardiol 2006; 48:1527 
 



& 2011 AHA Practice Guidelines for  
Prevention of Cardiovascular Disease in Women 



Impact of Depression on HF 

BDI <5 
 
BDI 5-9 
 
BDI 10-18 
 
BDI >18 
 

 
 Jiang W. Am Heart J 2007; 154:102 



Methods 
R34 MH078030 

 Enrollment 
    - 4 Pittsburgh-area hospitals 
    - Ejection fraction <40% 
    - NYHA classes II-IV 
    - PHQ-2 administered by study nurses 
  372 PHQ-2 (+) 
  100 PHQ-2 (-) convenience sample 
 

12-Month and 4 year Vital Status 
    - Telephone (patient, 2’ contact, PCP) 
    - Death classification (med records, interview)  



Recruitment  
12/07-4/09  

HIPAA Consented 857 

Consented & Protocol-Elig. 589 (69%) 

NYHA & PHQ-2 Eligible 520 (88%) 

Protocol-Eligible (EF<40%) 471 (91%) 

PHQ-2 (+) 371 (79%) 



PHQ-2 is Predictive of Mortality in 
Heart Failure Patients 

All Cause Mortality

Month 
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PHQ-2 (+) (n=371)
PHQ-2 (-) (n=100)

12-Months: 20% vs. 8%; P=0.007 

Rollman BL, Herbeck Belnap B et al. J. Cardiac Fail  2012  



All-Cause Mortality by PHQ-2 Status 
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Deveney T, Herbeck Belnap B et al. Psychosom  Med. 2013  



Cardiovascular Mortality By PHQ-2 
Multivariate* 

Year Hazard Ratio 
(95% CI) 

P 

1st Year 2.77 (1.14-6.70) 0.024 
2nd Year 2.22 (1.16-4.26) 0.016 
3rd Year 1.41 (0.85-2.35) 0.18 
4th Year 1.48 (0.91-2.29) 0.12 

*Adjusted for Age, Sex, EF, NYHA Functional Class, Diabetes, COPD, Renal 
Insufficiency, Anxiety, Systolic and Diastolic BP, Hemoglobin (Anemia), 
Sodium (Hyponatremia), ACE/ARB, Beta Blocker, Coumadin 
 



One Approach Across Different Chronic Illnesses+ 
TEAMcare 

Collaborative Depression Care 
+ 

Chronic Care Model  
+ 

Treat-to-Target  Approach 

Integrated Biopsychosocial Care 
for Multi-Conditions 

Katon W et al. 2010. Contemp Clinc Trials 
www.teamcarehealth.org 



BL Rollman, MD, MPH 
B Herbeck Belnap, Dr Biol Hum 

M Muldoon, MD 
R Alvarez, MD 
K Abebe, PhD 
K Smith, MD 

CF Reynolds, MD 

 

 Blended Collaborative Care 
 for Heart Failure and  

Co-Morbid Depression   



In-Patient
PHQ-2 & PHQ-9

Depression
Screen

Non-Depressed Comparison Cohort
(N=125)

2-Week Outpatient 
Telephone PHQ-9

PHQ-2 (-) &
PHQ-9 <5

PHQ-2 (+) & 
PHQ-9≥10, 

or 
PHQ-2 (+) & 

Hx of 
Depression

PHQ-9 ≥10  

PHQ-9 <10

R
A

N
D
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M

IZE

Ineligible

2-Week Outpatient 
Telephone PHQ-9

PHQ-9 <5

PHQ-9 ≥5  

Usual Care for 
HF + Depression 

(UC;  N=125)

Collaborative Care for both 
Depression + HF

(“Blended”; N=250)

Collaborative Care for HF alone
(Enhanced Usual Care (eUC); N=250)
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Co-Primary Hypothesis B

Study Design 



 Offene Fragen 
• Diagnostik 

– Zeitpunkt 
– Somatische vs. Kognitive Symptome 

• Behandlungsmöglichkeiten und –zeitpunkt 

• Effektivität für KHK outcome 
– Nachhaltigkeit 

• Behandlungsplan 
– Patientenpräferenz 
– Effektivität für Frauen/Minoritäten 
– Effektivität für Krankheitsschwere 

 
 
 
 



USA vs. Deutschland 
• Patient-Centered Home 
• Datenvernetzung 
• Prävention 
• Gesundheitsbewusstsein 
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