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Abstract

Background: Community Mental Health centers (CMHCs) have been successful in the on-time diagnosis and treatment of psychi-
atric disorders worldwide.
Objectives: The study aimed to evaluate the efficiency of the Community Mental Health Center (CMHC) affiliated with Shahid Be-
heshti University of Medical Sciences in the on-time diagnosis and treatment of psychiatric patients who go to the general physi-
cians. Evidence suggests that such a diagnosis and treatment can help reduce the burden of disease on society.
Methods: This descriptive cross-sectional study was conducted from January 2014 to September 2016. Fourteen general physicians
and case managers in the catchment area of CMHC cooperated with the study. General physicians began to diagnose and treat
psychiatric disorders based on therapeutic guides. The descriptive statistics were used for data analysis.
Results: One thousand and four hundred and eighty seven patients were diagnosed by the general practitioners, 730 (49.09%) of
whom suffered from depression, and 544 (36.58%) suffered from anxiety. As the physicians reported, 15/74% of the total number
of visits was related to psychiatric disorders. Based on the telephone follow-ups, 94/34% of the patients reported improvement.
Untreated patients were followed up or taken to a psychiatrist.
Conclusions: This study demonstrates the importance of on-time diagnosis of psychiatric patients and the provision of specialized
services that can decrease the load of prevalent psychiatric disorders if continued.
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1. Background

According to the World Health Organization (WHO),
the prevalence of mental disorders through life is over 25%
worldwide. This rate is estimated to be 10% of the adult
population in each period (1). Based on the study of Noor-
bala et al. (2), the prevalence rate of psychiatric disorders
in Iran is around 21% (25.9% women and 14.9% men). 15% -
20% of adults in society may show different complications
and symptoms of depression. According to the WHO, it is
predicted that by 2020, depression will be the second ma-
jor reason for disability after cardiac diseases throughout
the world (3). Also, anxiety disorders, with the prevalence
rate of 19.3% in the general population, are among the most
prevalent psychiatric disorders (4). Depression and anxi-
ety disorders have a high degree of comorbidity. It is esti-
mated that around 85% of patients with depression expe-

rience considerable degrees of anxiety symptoms. Comor-
bid depression is observed in more than 90% of patients
with anxiety disorders (5).

It is necessary to integrate the mental health system
into the primary health care system due to the high preva-
lence of mental disorders, the importance of the work of
general practitioners in primary school, and the fact that
more than 25% of patients who see a general practitioner
for anxiety and depressive disorders (6). The main purpose
of this integration is to emphasize prevention together
with treatment, continued care, screening, and timely and
appropriate referral (7).

Such measurements resulted in an evolution in psy-
chiatry and mental health, namely, the Community Men-
tal Health Movement. This perspective, now considered a
dominant approach in mental health all over the world,
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led to fundamental changes in policymaking and planning
in many countries. The main purpose of the approach
adopted by CMHCs worldwide is to provide comprehensive
services to prevent diagnose, treat, and rehabilitate psychi-
atric patients with no dependence on psychiatric hospitals
(8, 9).

The major concepts in this approach include: Provid-
ing local services that are easily accessible in a catchment
area, comprehensive services, continued care, effective in-
tersectional connection, and emphasis on prevention be-
sides treatment (10).

The most important privilege and superiority of these
centers is the concentration of prevention and treatment
of psychiatric disorders in one single place and easy access
to such services for the regions under the coverage of the
center. This will provide the optimal use of all facilities
through a coordinated system. Some samples of success-
ful design and administration of this pattern can be found
in the United States, Italy (11), Australia (12), and Denmark
(13).

Tantamount to this evolution, Iran has attempted to
change its services from a traditional system to a system
based on community mental health. Therefore, the strat-
egy of service presentation in urban areas in the form of
CMHCs was introduced and approved in 2004 in the De-
partment of Mental Health in the Ministry of Health and
Medical Education to improve the situation and set up an
evolution in urban mental health (14).

After investigating services and scientific evidence, the
collaborative care model was developed for the patients.
The collaborative care model is a tight cooperation be-
tween Primary Health Care and a specialized team (15, 16).

The selected collaborative care model takes measures
to diagnose and treat prevalent psychiatric disorders
through the establishment of partnership units for the
CMHC. Each CMHC partnership unit includes a general
physician and a case manager who deals with the diagnosis
and treatment of depression and anxiety disorders in their
clients under the supervision of CMHC (15-18).

In the collaborative care model determined for our
country (Iran), the general physician is in charge of visit-
ing the patients, and the case manager follows the disorder
process in the clients by regular phone calls and encour-
ages them to follow their treatment and regularly refer
when they do not refer in their determined visiting times.

Katon et al. (19), Menchetti et al. (20), Roy-Byrne et al.
(21), Sullivan et al. (22), reported the effectiveness of the
collaborative care model in the treatment of anxiety and
depression disorders.

2. Objectives

The present study describes the establishment stages
of the first CMHC in Shahid Beheshti University of Med-
ical Sciences, the administration of collaborative care in
the center’s partnership units, and the most prevalent dis-
orders diagnosed in the center’s partnership units, fre-
quency of visits, telephone follow-ups, and influence of the
treatment based on the judgment of physicians and pa-
tients.

3. Methods

The study consisted of the patients who went to the
general practitioners in Tehran’s 7th, 8th, and 13th districts.

The establishment of the first CMHC affiliated with
Shahid Beheshti University of Medical Sciences was con-
ducted through the following multiple stages:

A) Personnel recruitment and training: To administer
the project, first, the required number of human resources
were recruited, including a psychiatrist, a general physi-
cian, an expert in mental health, and an administrative ex-
pert.

The team participated in a 6-day workshop held by the
Department of Mental and Social Health and Addiction in
the Ministry of Health and was introduced to the stages of
establishment, goals, and activities of CMHC.

B) Call for general physicians: To familiarize the gen-
eral physicians with the goals and activities of CMHC, a
list of general physicians in Districts 7, 8, and 13 of Tehran
City was provided via the Internet. Then, by in-person at-
tendance to their offices and distribution of the center’s
introduction brochures, they were invited to participate
in a one-day workshop called “mental health promotion:
Diagnosis and treatment of anxiety and depression disor-
ders by general physicians”. In this workshop, the goals,
structure, and necessity of the existence of CMHCs and
the way services are provided by the center manager were
explained in detail. Then cooperation agreements were
signed with those who were willing to cooperate with the
center. The cooperation requirements, other than willing-
ness included an active office and a secretary capable of
working with computers to enter the patients’ data into
the software.

C) Training of general physicians and case managers:
Workshops were held by the center’s specialists every three
months to increase the general physicians’ abilities in the
diagnosis and treatment of prevalent psychiatric disor-
ders, especially anxiety and depressive disorders. The top-
ics of the workshop were selected based on the physicians’
needs, such as effective communication with patients, di-
agnosis, and treatment of psychiatric disorders. Moreover,
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to familiarize the general physicians and case managers
with how to enter the neurotic patients’ data into the re-
lated software, a one-day workshop was held. In this work-
shop, physicians were instructed on how to complete busi-
ness forms, how to conduct telephone follow-ups by case
managers, and how to enter data into software and send it
to the center’s e-mail.

D) The way the physicians will cooperate with the cen-
ter: After selecting active physicians from among those
who were willing to cooperate with the center, a computer
set was placed in all the cooperating physicians’ offices to
register and email the data. The cooperating physicians be-
gan the diagnosis and treatment of the patients with de-
pressive and anxiety disorders in their offices based on the
CMHC guide. Also, the physicians were trained to go to the
center for specialized treatment patients with psychotic
and bipolar disorders, psychiatric emergency cases, such
as suicide, post-traumatic stress disorder (PTSD), personal-
ity disorder, and patients in need of hospitalization, psy-
chotherapy, or electroconvulsive therapy. In cases in which
the patient did not need the referral, the physicians could
enjoy calling the center’s psychiatrists. Moreover, based
on the view of the center’s psychiatrist, psychotherapy ser-
vices were provided only by the center’s psychologist for
those patients who were referred to the center.

Since one of the major purposes of establishing CMHCs
is the constant care of neurotic patients referring to the
general physicians until ensuring they have completely re-
covered, one important measure to be taken was follow-
ing up of the treatment process in patients, especially their
regular monthly referrals, and the way they use medica-
tions.

To this end, the case managers (secretaries in the physi-
cians’ offices) and/or the physicians themselves evaluated
through telephone follow-ups of the disorder’s progress,
medication use, and patients’ monthly referral to the
physicians and/or to the center’s psychiatrist. The diagno-
sis was conducted by the general practitioners based on
DSM-IV-TR criteria, and treatment was conducted based on
the training guide.

Recovery was assessed through two researcher-made
questionnaires designed by Iran’s Ministry of Health; the
questionnaires included a series of questions to deter-
mine the patient’s recovery. The first questionnaire, in-
cluding questions about clear improvement, relative im-
provement, lack of response, or recurrence, or assessment
of suicidal thoughts in the patient was completed by the
physician at the time of the visit. The other question-
naire (e.g. “has your condition got better?” “no difference?”
“worse than before?”) was completed by the case managers
through a follow-up phone interview. The collected data
were entered into the information registration system. For

data analysis, we used descriptive statistics, frequency, and
percentage.

4. Results

All the visits and follow-ups conducted by the case
managers or fellow physicians for neurotic patients were
recorded on a daily basis in the software and emailed to the
CMHC. The data analysis results of the files received from
the partnership units of the center from January 2014 to
September 2016 are given in Tables 1 - 4. It is to be noted
that the center activities have not been stopped.

Table 1. Demographic Characteristics of the Psychiatric Patients Referred to the Cen-
ter’s Partnership Unitsa

Variable Index Values

Gender

Woman 1230 (82.71)

Man 257 (17.29)

Age, y

0 - 19 68 (4.57)

20 - 29 254 (17.08)

30 - 39 427 (28.71)

40 - 49 340 (22.86)

50 - 59 224 (15.06)

60 - 69 107 (7.19)

70 - 79 52 (3.49)

> 80 15 (1)

Marital status

Married 1071 (72.02)

Single 318 (21.38)

Divorced 82 (5.51)

Widow 82 (5.51)

aValues are expressed as No. (%).

Table 2. Prevalent Diagnoses in Psychiatric Patients Referred to the Center’s Partner-
ship Unitsa

Variable Index Values

Depressive disorders (major and minor depressive
disorders)

730 (49.09)

Generalized anxiety 544 (36.58)

Panic 101 (6.79)

Dysthymic 138 (9.28)

Obsessive compulsive disorder 67 (4.5)

aValues are expressed as No. (%).
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Table 3. Frequency of Visits and Telephone Follow-Ups Carried Out in the Center’s
Partnership Unitsa

Variable Index Values

Visit

Visiting psychiatric patients 4649 (15.74)

Total number of visits in the center’s partnership units 29533 (15.74)

Telephone follow-ups

Pre-visit follow-up 3596 (68.46)

Follow-up for not referring 1407 (26.78)

Referral follow-up 173 (3.29)

Follow-up for convincing the patients to refer 49 (0.93)

The final follow-up 27 (0.51)

aValues are expressed as No. (%).

Table 4. Influence of the Treatment Based on the Judgment of Physicians and Case
Managersa

Variable Index Values

Treatment’s influence based on the patient’s judgment in
telephone follow-ups

Improved 1386 (94.34)

No difference 77 (5.24)

Exacerbated 6 (0.4)

Treatment’s influence based on the physician’s judgment
in the final visit

Beginning treatment 572 (44.34)

Slight improvement 476 (36.89)

Clear improvement 207 (16.04)

No response 24 (1.86)

Relapse 11 (0.85)

aValues are expressed as No. (%).

According to the data received from 14 partnership
units of CMHC from September 1487 patients were diag-
nosed (Table 1), of whom 730 patients (49.09%) suffered
from depression, and 544 (36.58%) suffered from anxiety
disorders (Table 2). 1230 patients (82.71%) were female, and
257 (17.29%) were male (Table 1). The total number of visits
in the partnership units was 29533, 4649 (15.74%) of which
were psychiatric visits (Table 3). The majority of patients
(427) were between 30 - 39 years; a few patients were 80
years old and above (Table 1).

The frequency tables of the physician and the case
managers showed that 4649 visits and 5252 telephone
follow-ups were conducted for the psychiatric patients
during 1.5 years of the activity of the partnership units.
Most of the telephone follow-ups were pre-visit, and a few
were related to the patients who did not go to the doc-

tor, despite being followed up for not referring to the visit.
Thus, they were telephoned to be convinced of referral (Ta-
ble 3). Moreover, in the pre-visit follow-ups mostly by tele-
phones, 94.34% of the patients reported improvement in
their condition, and 5.24% did not observe a considerable
degree of improvement compared to their previous visit
(Table 4). The physicians reported that 66.29% of the pa-
tients expressed relative improvement, and 28.83% had a
considerable improvement in their condition. In other
words, based on the physicians’ reports, the condition of
95% of the patients was improved completely except for
the patients who had recently begun their treatment (Ta-
ble 4).

5. Discussion

The results of the present study were in line with the
findings of Katon et al. (19), Menchetti et al. (20) and Roy-
Byrne et al. (21). Katon et al. (19) used the collaborative
care model for depressed patients who had referred to gen-
eral physicians. In this intervention, 114 depressed patients
were under treatment in the collaborative care model, and
114 other patients were under usual treatment. The results
showed that people in the collaborative care intervention
showed stronger compliance within the 90 days and eval-
uated the quality of the received treatment good or very
good as compared to the group under usual treatment.
Moreover, people in the collaborative care model reported
a significant decrease in the severity of depression symp-
toms. In the 3- and 6-month follow-ups, they showed more
complete improvements more than the patients who were
under the collaborative care model (19). Although no com-
parison was made with the group under the usual treat-
ment in our study, the treatment satisfaction and improve-
ment were in accordance with the present research.

In another study by Menchetti et al. (20), the effi-
cacy of the collaborative care model was investigated in a
group of depressed patients in 15 general physicians’ of-
fices. In this clinical trial, 227 patients were in the collabo-
rative care model group, and 99 patients were in the usual
treatment group. According to the results, the collabora-
tive care model group reported higher degrees of improve-
ment than the usual treatment group at the end of three
months. In addition, response to treatment in the 3- and
6-month follow-ups was significantly higher in the collab-
orative care model group than in the control group (20).

Roy-Byrne et al. (21) used the collaborative care model
for 57 patients with panic disorder. In this study, 57 pa-
tients were placed in the collaborative care group, and
58 patients were under the usual treatment. The results
showed that the patients under collaborative care proba-
bly had received more appropriate drug (type, dose, and
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duration) and reported stronger therapeutic compliance
in the 3- and 6-month follow-ups. Random regression anal-
ysis showed significant improvement of the patients in the
collaborative care group as compared to the patients in
the usual treatment group (21). In our study, there was no
control group, but in the above two studies, the therapeu-
tic alliance and continuation of treatment until recovery
were significant in depressed and anxious patients. A total
of 730 depressed patients, 544 patients with impaired di-
gestion and 101 patients with panic disorder were treated;
based on the patients’ referrals in the subsequent visits, a
clear improvement or relative recovery was reported.

As mentioned earlier, among the disorders diagnosed
by the cooperating physicians, major depression with 49%
and generalized anxiety disorder with 36.58% were the
most prevalent disorders. These results are in line with the
findings of Sadeghi Rad et al. as they found that major de-
pressive disorder with 3.1% - 5.1% prevalence and general-
ized anxiety disorder with 1.4% - 8.8% prevalence was the
most prevalent psychiatric disorders (10).

Moreover, the neurotic disorders diagnosed by the co-
operating physicians were more in the women referring to
the cooperating general physicians’ offices, which was in
line with the results of many systematic studies conducted
by other researchers (10).

In the study by Noorbala et al. (2), the prevalence of psy-
chiatric disorders in Iran was reported to be 21%, the most
prevalent of which was depressive disorders and then anx-
iety disorders. Similarly, depression and anxiety were the
most commonly diagnosed disorders by fellow practition-
ers.

In our study, the number of patients who did not con-
tinue the treatment process was 827 (Table 5). Unlike our
study, Abolhassani Shahreza et al. (23) found the patient’s
age, the provider clinic of services, and the follow-ups of
the case manager as the main reasons that were influenc-
ing the patients to continue the treatment.

Table 5. The Last Condition of the Patientsa

The Last Condition of the Patients Values

Current patient 623 (41.89)

Discontinuing the treatment process 827 (55.61)

Full compliance with the treatment process 19 (1.27)

New patient 18 (1.21)

aValues are expressed as No. (%).

Bener et al. (24) investigated the prevalence, symptom
pattern, and comorbidity of anxiety and depression disor-
ders in the general physicians’ offices in Qatar. They found
that from among the 1660 patients referring to 12 general

physicians from July 2009 to December 2009, 10.3% suf-
fered from anxiety disorders, and 13.5% suffered from de-
pression. Unlike the study of Noorbala et al. (2), in this
study, most of the patients were female between 18 and
34 of age. Also, the most commonly diagnosed disorders
were anxiety and depression, which were more common
in women.

Roca et al. (25) reported that from among the 7931
patients referring to 2000 general physician’s offices dur-
ing one year, 29% suffered from depression, 14.6% suffered
from dysthymic disorder, and 25.8% suffered from anxi-
ety. Moreover, psychiatric disorders were more prevalent
in women. These results are also in line with the results of
the present research.

The present study faces several limitations, including
the lack of any comparison between the treatment under
the collaborative care model and the usual treatment by
the physicians. The study was conducted in a limited area
of Tehran, and not all physicians in the area were included
in the study. This problem reduced the generalization of
the study results to the entire population. Future stud-
ies can consider a control group, including the physicians
who do not cooperate with the center.

5.1. Conclusions

Based on the present research findings, 15.74% of the
visits in the center were related to the psychiatric patients
experiencing acceptable degrees of satisfaction and im-
provement by the treatment and regular follow-ups. This
fact shows the importance of on-time diagnosis of psychi-
atric patients and the provision of specialized services that
can decrease the load of prevalent psychiatric disorders, if
continued.
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