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Appendix 7. Additional Discussion

The first project phase allowed a period in which health care organizations (HCOs) could gauge their
ability to cooperate with subsequent program element. Phase 1 experiences also guided the investigators on
how to minimize the added burden of research on clinicians and their practices in subsequent phases while
assuring that the models were sufficiently flexible to apply in a range of practices and HCOs. The second
phase is evaluating patient outcomes in a randomized controlled trial. Thus, the application of the clinical
model is by primary care clinicians with support from care managers and psychiatrists employed by the
HCO. The third phase builds on the 2 earlier phases by exploring the degree to which practices sustain the
clinical model and HCOs to disseminate it. 

Is this an efficacy or an effectiveness trial? We prefer to avoid this dichotomous distinction, but some
discussion is in order. Health care organizations and practices were selected for their interest in enhancing
depression care, not by a process of random selection from a comprehensive list. This approach is informed
by diffusion of innovations theory1 and an initial focus on innovators and early adopters. In addition, the
process involved in obtaining patient consent to provide independent evaluation interviews would be
feasible only in highly motivated practices. A more critical issue is how enhanced depression care was
implemented. In a typical efficacy project, this task would be accomplished by research staff supported by
research funds. In the RESPECT-Depression project, this task is accomplished by programs and staff that
are part of established real-world clinical and quality structures.

Some limitations of RESPECT-Depression should be noted. Because practices participating in the
randomized controlled trial are keenly interested in enhancing depression care, their experiences might not
generalize to practices that would not volunteer for this study. Patients in the evaluation cohort also might
not be fully representative of depressed patients in primary care. Those participating required the ability
and motivation to cooperate with a complex consent process despite being depressed, and to agree to 3
half-hour telephone calls during a 6-month period. Finally, because the patient evaluation cohort is
observed for only 6 months, longer term outcomes will not be available.

Several strengths should be noted as well. Strength of the program are that participating organizations
include large medical groups and 2 insurance plans and that they are based in 5 states with the potential to
reach thousands of patients through more than 1,700 affiliated clinicians. An additional strength is that
RESPECT-Depression responds to the USPSTF depression screening recommendation by providing a
widely applicable approach to depression management and follow-up. A strength of the methods is that
valuation interviews regarding patient outcomes were structured and administered by trained staff who
were blinded to patients’ study group assignment. 

Reference
1. Rogers EM. Diffusion of Innovations. 5th ed. New York, NY: The Free Press; 2003.


