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Abstract
Mexico faces an enormous challenge in attending mental 
health disorders with depression rising as one of the five 
main contributors to disability adjusted life years (DALYs) and 
increasing suicide rates. These challenges are coupled with a 
dearth of resources and an inefficient allocation of the meager 
funds. While no magical bullet is available to ameliorate this 
situation in the short term, here we discuss current concepts 
and experiences that could be used in Mexico to deliver 
better primary mental health care. We focus on depression 
and suicidal behavior and argue that collaborative care is a 
feasible and replicable model, emphasizing the importance of 
training non-specialized primary care personnel to become 
case managers and provide primary mental health care. Mexi-
co is currently undergoing a process of changes, including the 
emergence of universal health care. The time seems right to 
make mental health care more transversal, widely available 
and scientifically proven.

Keywords: collaborative care; depression; suicide prevention; 
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Resumen
México enfrenta un enorme desafío para atender los trastor-
nos mentales, con la depresión como uno de los principales 
contribuyentes a los años de vida ajustados por discapacidad 
(AVAD) y el aumento de las tasas de suicidio. Estos desafíos se 
combinan con la escasez de recursos y asignación ineficiente 
de fondos. Si bien no hay una solución mágica a corto plazo, 
discutimos experiencias actuales que podrían usarse para 
brindar una mejor atención primaria en salud mental. Nos 
centramos en depresión y conducta suicida argumentando 
que la atención colaborativa es un modelo factible y replicable, 
enfatizando la capacitación del personal no especializado para 
que se convierta en administrador de casos y brinde atención 
primaria en salud mental. México está experimentando un 
proceso de cambios, incluido el surgimiento de la atención 
médica universal, por lo que es el momento para que la 
atención en salud mental sea más transversal, disponible y 
científicamente probada.

Palabras clave: atención colaborativa; depresión; prevención 
de suicidio; atención primaria; salud mental; México
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According to the World Health Organization (WHO), 
depression is the leading cause of disability in the 

world, contributing with 7.5% of the total years lived 
with disability (YLD). In addition, the number of people 
living with depression increased by 18.4% between 2005 
and 2015, representing 4.4% of the population, that is, 
more than 300 million people worldwide.1 There is 
an evident gender difference in depression, with age-
standardized YLD rates that are 10.4% higher in women 
than in men.2 Another major public health problem is 
suicide, responsible for the deaths of >800 000 persons 
worldwide per year.3 Evidence shows that suicidal be-
havior can be one of the symptoms of depression with 
findings of an estimated suicide risk of 19.7.4
	 In Mexico, the psychosocial variables associated 
with depression are: 1) female gender, exclusive house 
work or taking care of a sick person; 2) low socioeco-
nomic status; 3) male unemployment; 4) social isola-
tion; 5) having legal problems; 6) violence experiences; 
7) consumption of addictive substances, and 8) migra-
tion.5 There is an evident need to talk about gender 
differences regarding mental health and how these 
should be visualized within the Mexican context.6
	 In Mexico, depressive disorders are one of the five 
main contributors to DALYs7 and accounting for prema-
ture death due to suicidal behavior.8 This is associated 
with the fact that currently, only 20% of the people that 
require mental health care receive it and mostly after a 
long delay. For affective disorders–such as depression–
the average time between the onset of symptoms and 
receiving attention is up to fourteen years.5 A recent 
study in six countries of the Americas–including Mexi-
co–showed a large treatment gap with a mean of 27.6% 
and only a 35.3% of cases receiving acceptable quality 
treatment. Social inequalities like lower education and 
family income proved to be associated factors for this 
treatment gap. Interestingly, women were more likely 
to receive any mental health treatment. These findings 
suggest that various countries in the region have a 
struggle to provide mental health care, partly due to 
limited resources and partly due to the organization 
of mental health services, where Mexico still relies on 
psychiatrists to deliver care and has pending a change 
towards community mental health.9 This depression 
diagnosis and treatment gap may also be key contri-
butors to the increasing suicide rate from 3.5 to 5.3 
per 100 000 habitants in eighteen years.8 Results from 
two cross-sectional surveys done 12 years apart in the 
Mexico City Metropolitan Area showed an increase in 
suicidal ideation and attempt in young adults; inter-
estingly, these behaviors did not lead to a broader use 
of mental health care services. The increase in suicide 
and suicidal behavior in Mexico are multidetermined 

and need broad actions from clinical interventions to 
changes in social stereotypes.10

	 The disability and large treatment gap marks men-
tal disorders as a major public health issue that requires 
a prompt health care response and as The Lancet Com-
mission on global mental health and sustainable deve-
lopment established, community-based interventions 
should be implemented to increase prompt help-seeking 
behavior.11 In this discussion, we consider collaborative 
care–understood as a complex intervention that aims for 
close partnership between a multidisciplinary group of 
health professionals to augment primary care, including 
the management of common mental disorders–as a path 
to improve mental health in Mexico.12

	 This model inserts well with the changes that the 
Mexican health system has undergone in the past years, 
with a rise in health coverage from 48.38% in 2006 to 75% 
in 2012, but still showing challenges to provide prenatal 
care and non-communicable disease prevention; even 
more so for mental health.13 Since the current health 
system is undergoing a restructuration–including the 
emergence of universal health care coverage and stren-
gthening of primary health care14 –the time seems right 
to make mental health care more transversal, widely 
available and scientifically proven. Thus, the aim of this 
paper is to provide a framework and global understan-
ding on what has been done and proven effective within 
the area of collaborative care for depression and suicidal 
behavior and discuss its possible replication in Mexico’s 
primary health care system. While we propose a general 
view, we understand that the country’s diversity calls 
for adaptations at local jurisdictions.

Human resources for mental health care

Currently, there are multiple barriers to deliver effective 
mental health care in Mexico. First, it is an extensive 
and densely populated country with an unequal and 
fragmented health care system. One example is the 
reduced and uneven distribution of specialized human 
resources in mental health. There are 3.71 psychiatrists per 
100 000 habitants centralized in the three main states of 
the country.15 Only above 50% of psychiatrists work in 
the public health sector and mainly at psychiatric hos-
pitals, resulting in limited specialized human resources 
within general hospitals and almost non-existent in 
primary health care.16

	 Differently from other countries, Mexico’s general 
practitioners (GP’s), who are the basis of primary health 
care and are in direct contact with the population, have 
only a medical degree, with only 11.4% having a three-
year specialization in family medicine.17 Thus, they do 
not necessarily have formal or in-depth mental health 



Ensayo

276 salud pública de méxico / vol. 63, no. 2, marzo-abril de 2021

Durand-Arias S y col.

training, even less so for evaluating depression and sui-
cidal behavior in adolescents and young adults, a group 
of underserved population where suicidal behavior has 
risen. Furthermore, no more than 30% of primary care 
facilities report specific mental health care protocols and 
less than 15% received mental health training courses.18

	 We consider that the solution should include, but 
also go beyond, the increase in the number of psychia-
trists to meet the mental health demands of the Mexican 
population. Rather we need to train non-specialized pri-
mary care personnel (e.g., GPs’, psychologists, nurses and 
social workers) to provide a timely diagnosis, treatment 
and follow-up of people with mental disorders, thus 
acting directly upon the mental health diagnosis and 
treatment gap.

Diagnosis and treatment of depression
and suicidal behavior

Subjective barriers are a reality. Depression and suicidal 
behavior still remain poorly referred by the patient 
but also under diagnosed and undertreated by health 
professionals. There is evidence that shows that people 
may not disclose openly their suicidal thoughts to 
healthcare providers. Paradoxically, 81% of patients 
support suicidal risk screening.19 Results from WHO’s 
World Mental Health Surveys, which includes data from 
Mexico, showed that people with higher suicidal risk 
where the ones that sought mental health care.20

	 Regarding under–diagnosis and treatment from 
health professionals, evidence shows that a percentage 
of people who died by suicide had previously expressed 
death wishes, suicidal ideation or showed other alarm 
signs to health professionals. For example, Luoma and 
colleagues21 concluded that 45% of the people who 
committed suicide had been in contact with primary 
healthcare providers within the month prior of the at-
tempt. In general, people who died by suicide averaged 
16.7 visits to healthcare during the latest year.22 Younes 
and colleagues23 found that during the last consultation 
with GPs, the people who later committed suicide had 
expressed more suicidal ideas, though they did not 
receive the according follow-up.
	 In other words, a high percentage of people with 
suicidal behavior request medical care, but depressive 
symptoms and suicidal behavior are not routinely 
mentioned by the patient nor identified by the GP’s, 
going unnoticed, undertreated and with serious con-
sequences. However, things can be different. Recently, 
an Italian intervention that proved to be effective is the 
addition of a psychologist present in the GP’s consul-
tation, thus facilitating timely crisis control, reduction 
in pharmacological prescriptions and overall mental 

health promotion.24 Also, a suicide risk care program 
(Arsuic) in Spain showed that a decreased follow-up 
time between discharge to the first visit from 8.5 to 7 
days had an impact on suicidal behavior with a reduc-
tion of suicide attempt rate per person from 1.20 to 1.08 
and relapse attempts from 26.6 to 12.8%.25

Interventions for timely diagnosis of 
depression and suicidal behavior

Barriers to develop mental health primary care pro-
grams have been established, including the lack of poli-
cies, the shortage of specialists–even more so for child 
and adolescent populations–and insufficient financial 
resources. Facilitators, on the other hand, have also 
been described, including key factors like willingness 
for change, task sharing, adaptability, organization, 
planning and evaluation of the implementation of the 
mental health programs.26-28

	 Closing the diagnosis and treatment gap for depres-
sion and suicidal behavior demands efforts at many 
levels. Integrating mental health into primary care can 
provide opportunities to improve patient-centered 
health services, thus treating the person as a whole; but 
can also increase acceptance and utilization of mental 
health services with a potential to reduce stigma associ-
ated to mental illnesses.29

	 A key point in suicide prevention strategies inclu-
des improving the diagnosis and treatment of mental 
disorders through education and training of healthcare 
professionals.30,31 In this regard, the Swedish Gotland 
Study proved that after an intensive training program 
on the diagnosis and treatment of depression given to 
general practitioners, a marked time-related reduction of 
60% of suicides was reported.32 In Mexico, a recent study 
based on WHO mh-GAP training course for depression 
and suicide risk with 60 primary care practitioners 
proved a significant increase in action stage (63.9%) 
by the end of the training and showed that 70% of the 
participants were willing to undertake this knowledge 
as routine practice, thus concluding that this could be 
an effective tool to be implemented in mental health 
services.33

	 According to Bower and Gilbody,34 strengthening 
primary mental health care can be achieved with the 
following four models: 1) training primary care staff, 
providing knowledge and skills on mental health to 
primary care clinicians; 2) consultation-liaison, involve-
ment and cooperation between mental health specialists 
and primary care clinicians; 3) collaborative care, with 
the addition of a new staff member, usually identified as 
case manager, that is in contact with all three parties in-
volved: patients, primary care clinicians and specialists, 
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and 4) replacement or referral, where the management 
is timely passed to the mental health specialist.
	 The main components of collaborative care are: 1) 
a multi-professional approach with at least two profes-
sionals (a GP and another health professional, ideally a 
case manager) involved in patient care; 2) a structured 
management plan with evidence-based guidelines and 
protocols for non-pharmacological and pharmacolo-
gical treatment; 3) proactive care with scheduled and 
organized patient follow-up, to provide interventions, 
supervise treatment adherence and monitor symptoms 
or adverse effects, and 4) enhanced communication with 
team meetings, case conferences, supervision and shared 
medical records.35

	 The degree of involvement of primary care cli-
nicians, but also other health care personnel such as 
psychologists, nurses and social workers, is crucial to the 
adequate outcome of collaborative care, thus increasing 
access and equity to primary mental health care. For this 
to occur, there needs to be a change of mindset from an 
added responsibility to the opportunity of collaborative 
work with various health professionals, thus having an 
impact on disease outcomes and improving patient’s 
quality of life. In this regard, a qualitative study with 
case managers in Denmark showed that they were mo-
tivated and enthusiastic regarding their new role within 
collaborative care and perceived their job as meaningful, 
specially towards seeing patient’s progress.36 It is also 
important to have clear roles and shared responsibility 
within the team, as proven in a patient-aligned care team 
for veterans where nurses were able to recognize subtle 
changes in patient’s behavior; behavioral health pro-
viders were skilled to provide suicide risk assessment 
and primary care practitioners were seen as integral 
conductors for treatment.37 Successful teamwork does 
not only depend on the people involved, but also on 
stakeholders and policy makers to provide the basic 
framework, which according to Reeves and colleagues38 
includes the organizational aspects, in regard to the local 
environment where professionals work; the relational 
aspects linked to how power, hierarchy, socialization, 
leadership and participation are visualized; contextual 
aspects which depend on policy-makers and how they 
foster collaboration, strategies, funding and support 
multi-professional work, and processual aspects related 
to time, space, proximity, task complexity and how all 
these interact within the team and teamwork.
	 Collaborative care has been proven effective in de-
pression outcomes in the short, medium and long-term, 
also showing secondary benefits including medication 
use, quality of life and patient satisfaction.39-42 As pre-
viously mentioned, one of the key elements of collabora-
tive care is case management, which has to be achieved 

through the realignment of roles of primary care nurses 
and social workers, enhancing proactive roles in patient 
follow-up, assessing the patients’ symptoms, adherence 
and medical needs, delivering psychosocial support, 
and taking action when treatment is unsuccessful trough 
direct communication with primary care clinicians 
and mental health specialists.43-45 For example, the 
Improving Mood-Promoting Access to Collaborative 
Treatment (IMPACT) study, a collaborative care model 
for systematic late-life depression screening, monitoring 
and treatment, used a team-based approach that inclu-
ded the patient, a depression care specialist (DCS, with 
case management characteristics), the primary care phy-
sician, and the consulting psychiatrist. Intervention pa-
tients had a greater reduction of depressive symptoms, 
more satisfaction with their mental health care, less 
functional impairment and greater quality of life.46,47 The 
Depression Improvement Across Minnesota, Offering a 
New Direction (DIAMOND) is a model founded on the 
IMPACT framework and focused on six components: 1) 
screening and weekly monitoring with Patient Health 
Questionnaire-9 (PHQ-9); 2) systematic registers for 
patient tracking including PHQ-9, patient’s medication, 
treatment adjustments and behavioral activation; 3) use 
of evidence-based guidelines to provide stepped care; 4) 
relapse prevention education; 5) case management, and 
6) weekly follow-ups between case managers, primary 
care physicians and psychiatrists for case reviews and 
treatment recommendations. Outcomes, like depression 
remission, are 4.5 times better than usual treatment.48

	 Suicide interventions in primary care have also 
shown effective results. In a review, four major com-
ponents for suicide risk management were found, 
including education for practitioners, screening for 
mood disorders and suicidal risk, managing depression 
symptoms and assessing and managing suicide risk. 
They also showed that even though all these compo-
nents are important, they alone are insufficient and that 
the collaborative care approach is the one that can ac-
tually reduce suicidal risk in primary health care.49 The 
Prospect (Prevention of Suicide in Primary Care Elderly: 
Collaborative Trial) study in the United States aimed 
to intervene on depression as a way to reduce suicide 
risk in late life in randomized controlled trials. Within 
the intervention group, they found a higher depression 
remission and a 2.2 times greater decline in suicide idea-
tion in the 24 months follow-up.50-52 The Collaborative 
Assessment and Management of Suicidality (CAMS) 
and its related Suicide Status Form (SSF) provides both 
quantitative and qualitative information on suicidal risk 
that functions as a multipurpose assessment, treatment 
planning, tracking and outcome-oriented clinical tool 
that can be used as a road map for case managers.53 
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Therefore, collaborative care interventions for depres-
sion and suicidal behavior should include case manager 
roles as the main mean to deliver care.

Discussion
Collaborative care in primary health can enhance ap-
propriate and timely depression and suicidal behavior 
diagnosis and treatment, thus having a potential to 
prevent depression and suicide. Interventions regarding 
this have proven to be effective, and key elements for 
the successful implementation of collaborative care have 
also been established, including strong leadership sup-
port, well-defined and implemented case manager roles, 
strong primary care physicians, onsite and accessible 
case managers, engaged psychiatrists, not seeing opera-
tional costs as a barrier and face-to-face communication 
between case managers and primary care physicians.12

	 Closing the diagnosis and treatment gap and 
expanding prevention strategies for depression and 
suicidal behavior requires efforts at many levels, with an 
active role of policy-makers, clinicians and researchers 
addressing the organizational, contextual, relational and 
processual aspects of collaborative care.38 The current 
Mexican government has the interest to provide uni-
versal health care, focusing on strengthening primary 
health. It is important to add mental health to the new 
policy, understanding the complexity and challenges 
that have to be encountered, like the fragmentation 
of health care, the lack and inadequate distribution of 
specialized human resources, and the low mental health 
literacy within health professionals and the general 
population that elongates help-seeking behavior for 
depression and suicidal behavior. Thus, it is imperative 
to broaden the mental health curricula in pregraduate 
medical, nursing and social work universities to enhance 
mental health literacy and achieve a reduction of stigma; 
there needs to be a formal yearly mental health training 
agenda for primary care health workers and there has 
to be a change of mindset to provide teamwork, role-
differentiation and shared responsibilities of health pro-
fessionals, with new case managing roles for motivated 
nurses and social workers with the constant supervision 
and support of general practitioners and mental health 
specialists. In Mexico, the aspects that influence the in-
tegration of mental health services within primary care 
are related to the need to make these programs a priority 
with the subsequent organization required, the need to 
have appropriate infrastructure and material resources 
and finally the importance of broadening the human 
resources and training on mental health.54 While our 
suggestion here emphasizes the formal training of health 
care professionals, training aimed to non-professional 

community members, like the Mental Health Facilitator 
(MHF) training, could also be integrated.55

	 Implementing a collaborative care model for pri-
mary mental health is feasible in Mexico, starting in 
a regional setting that–when proven effective–can be 
generalized to other parts of the country. In addition, 
the diversity in key mental disorders and suicide across 
genders calls for possible adaptations to account for a 
gender perspective whenever necessary. This can only 
be achieved with the following steps: 1) attending the 
different political, structural, administrative and educa-
tional barriers of the current health system; 2) assigning 
specific economic and human resources for the adequate 
achievement of the program; 3) defining new roles for 
health professionals, specifically case manager roles; 
4) providing adequate time distribution; 5) continuous 
mental health training and supervision from mental 
health professionals, and 6) proper evaluation of the 
program to provide evidence for its further replication.

Conclusion

A timely prevention strategy, such as the collaborative 
care model for depression and suicidal behavior within 
primary care, has the potential to impact people’s mental 
health and outcomes. Mexico needs to implement these 
successful experiences to secure that future generations 
can fulfill their potential and contributions to society.

Acknowledgments

Sol Durand Arias undertook this work as a guest re-
searcher at the University of Copenhagen with support 
from the Ministry of Foreign Affairs through a Danida 
Mobility Grant. 

Declaration of conflict of interests. The authors declare that they have no 
conflict of interests.

References

1. World Health Organization. Depression and other common mental 
disorders: global health estimates. Geneva: WHO, 2017. Available from: 
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-
MER-2017.2-eng.pdf;jsessionid=BE33BA2F057D73AEDA89B6F2A2141D
12?sequence=1
2. Vos T, Abajobir AA, Abbafati C, Abbas KM, Abate KH, Abd-Allah F, et al. 
Global, regional, and national incidence, prevalence, and years lived with 
disability for 328 diseases and injuries for 195 countries, 1990-2016: 
A systematic analysis for the Global Burden of Disease Study 2016. 
Lancet. 2017;390(10100):1211-59. https://doi.org/10.1016/S0140-
6736(17)32154-2
3. World Health Organization. World health statistics 2019: monitoring 
health for the SDGs, sustainable development goals. Geneva: WHO, 2019.

https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=BE33BA2F057D73AEDA89B6F2A2141D12?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=BE33BA2F057D73AEDA89B6F2A2141D12?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=BE33BA2F057D73AEDA89B6F2A2141D12?sequence=1
https://doi.org/10.1016/S0140-6736(17)32154-2
https://doi.org/10.1016/S0140-6736(17)32154-2


279salud pública de méxico / vol. 63, no. 2, marzo-abril de 2021

Collaborative mental health care in Mexico Ensayo

4. Chesney E, Goodwin GM, Fazel S. Risks of all-cause and suicide mortal-
ity in mental disorders: A meta-review. World Psychiatry. 2014;13(2):153-
60. https://doi.org/10.1002/wps.20128
5. Berenzon S, Lara MA, Robles R, Medina-Mora ME. Depresión: estado 
del conocimiento y la necesidad de políticas públicas y planes de acción 
en México. Salud Publica Mex. 2013;55(1):74-80. https://doi.org/10.1590/
S0036-36342013000100011
6. Ramos-Lira L. Why talk about gender and mental health? Salud Ment. 
2014;37(4):275-81. Available from: http://www.scielo.org.mx/pdf/sm/v37n4/
v37n4a1.pdf
7. Gómez-Dantés H, Fullman N, Lamadrid-Figueroa H, Cahuana-Hurtado 
L, Darney B, Avila-Burgos L, et al. Dissonant health transition in the 
states of Mexico, 1990-2013: a systematic analysis for the Global Burden 
of Disease Study 2013. Lancet. 2016;388(10058):2386-402. https://doi.
org/10.1016/S0140-6736(16)31773-1
8. Instituto Nacional de Estadística y Geografía. Estadísticas a propósito 
del Día Mundial para la Prevención del Suicido (10 de septiembre). 
Comunicado de prensa 455/19. INEGI: México, 2019 [cited February 19 
2020]. Available from: https://www.inegi.org.mx/contenidos/saladeprensa/
aproposito/2019/suicidios2019_Nal.pdf
9. Borges G, Aguilar-Gaxiola S, Andrade L, Benjet C, Cia A, Kessler RC, et 
al. Twelve-month mental health service use in six countries of the Ameri-
cas: A regional report from the World Mental Health Surveys. Epidemiol 
Psychiatr Sci. 2020;29:e53. https://doi.org/10.1017/S2045796019000477
10. Borges G, Benjet C, Orozco R, Medina-Mora ME. The growth of 
suicide ideation, plan and attempt among young adults in the Mexico City 
metropolitan area. Epidemiol Psychiatr Sci. 2017;26(6):635-43. https://doi.
org/10.1017/S2045796016000603
11. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The 
Lancet Commission on global mental health and sustainable develop-
ment. Lancet. 2018;392(10157):1553-98. https://doi.org/10.1016/S0140-
6736(18)31612-X
12. Reilly S, Planner C, Gask L, Hann M, Knowles S, Druss B, et al. Collab-
orative care approaches for people with severe mental illness. Cochrane 
Database Syst Rev. 2013;(11):1-51. https://doi.org/10.1002/14651858.
CD009531
13. Urquieta-Salomón JE, Villarreal HJ. Evolution of health coverage in 
Mexico: Evidence of progress and challenges in the Mexican health system. 
Health Policy Plan. 2016;31(1):28-36. https://doi.org/10.1093/heapol/czv015
14. Durán-Arenas L, Salinas-Escudero G, Granados-García V, Martínez-
Valverde S. La transformación del sistema de salud con base en la 
atención primaria. Gac Med Mex. 2012;148(6):552-7 [cited February 
19 2020]. Available from: https://www.anmm.org.mx/GMM/2012/n6/
GMM_148_2012_6_552-557.pdf
15. Heinze G, Bernard-Fuentes N, Carmona-Huerta J, Chapa G del C, 
Guízar-Sánchez DP. Physicians specializing in psychiatry of Mexico: An 
update 2018. Salud Ment. 2019;42(1):13-23. https://doi.org/10.17711/
SM.0185-3325.2019.003
16. World Health Organization. Informe sobre el sistema de salud 
mental en México. México: Secretaría de Salud de México, Organización 
Panamericana de la Salud, Organización Mundial de la Salud, 2011 [cited 
February 19 2020]. Available from: https://www.who.int/mental_health/
who_aims_country_reports/who_aims_report_mexico_es.pdf?ua=1
17. Heinze-Martin G, Olmedo-Canchola VH, Bazán-Miranda G, Bernard-
Fuentes NA, Guízar-Sánchez DP. Los médicos especialistas en México. Gac 
Med Mex. 2018;154:342-51. https://doi.org/10.24875/GMM.18003770
18. Berenzon-Gorn S, Saavedra-Solano N, Medina-Mora ME, Aparicio-
Basaurí V, Galván-Reyes J. Evaluación del sistema de salud mental en 
México: ¿Hacia dónde encaminar la atención? Rev Panam Salud Publica/
Pan Am J Public Heal. 2013;33(4):252-8. https://doi.org/10.1590/S1020-
49892013000400003
19. Snyder D, Ballard E, Stanley I, Ludi E, Kohn-Goodbout J, Pao M, et al. 
Patient opinions about screening for suicide risk in the adult medical 

inpatient unit. Physiol Behav. 2017;44(3):364-72. https://doi.org/10.1007/
s11414-016-9498-7
20. Bruffaerts R, Demyttenaere K, Hwang I, Chiu WT, Sampson N, Kessler 
RC, et al. Treatment of suicidal people around the world. Br J Psychiatry. 
2011;199(1):64-70. https://doi.org/10.1192/bjp.bp.110.084129
21. Luoma JB, Martin CE, Pearson JL. Contact with mental health and 
primary care providers before suicide: A review of the evidence. Am J 
Psychiatry. 2002;159(6):909-16. https://doi.org/10.1176/appi.ajp.159.6.909
22. Ahmedani BK, Westphal J, Autio K, Elsiss F, Peterson EL, Beck A, et al. 
Variation in patterns of health care before suicide: A population case-con-
trol study. Prev Med (Baltim). 2019;127:105796. https://doi.org/10.1016/j.
ypmed.2019.105796
23. Younes N, Melchior M, Turbelin C, Blanchon T, Hanslik T, Chan Chee 
C. Attempted and completed suicide in primary care: Not what we 
expected? J Affect Disord. 2015;170:150-4. https://doi.org/10.1016/j.
jad.2014.08.037
24. Falanga R. Co-presence of a family doctor and psychologist in the man-
agement of patients with psychosocial and somatic symptom disorders. 
Med Sci Pulse. 2019;13(3):1-7. https://doi.org/10.5604/01.3001.0013.6016
25. Jiménez-Sola E, Martínez-Alés G, Román-Mazuecos E, Sánchez-
Castro P, de Dios-Perrino C, Rodríguez-Vega B, et al. Implementation of 
a suicide risk prevention program in the Autonomous Community of 
Madrid. The ARSUIC experience. Actas Esp Psiquiatr. 2019;47(5):229-35 
[cited February 19 2020]. Available from: https://www.actaspsiquiatria.es/
repositorio/21/122/ENG/21-122-ENG-229-35-825889.pdf
26. Esponda GM, Hartman S, Qureshi O, Sadler E, Cohen A, Kakuma R. 
Barriers and facilitators of mental health programmes in primary care 
in low-income and middle-income countries. The Lancet Psychiatry. 
2020;7(1):78-92. https://doi.org/10.1016/S2215-0366(19)30125-7
27. Babatunde GB, van Rensburg AJ, Bhana A, Petersen I. Barriers and 
Facilitators to child and adolescent mental health services in low-and-
middle-income countries: A scoping review. Glob Soc Welf. 2021;8:29-46. 
https://doi.org/10.1007/s40609-019-00158-z
28. Davaasambuu S, Phillip H, Ravindran A, Szatmari P. A scoping review of 
evidence-based interventions for adolescents with depression and suicide 
related behaviors in low and middle income countries. Community Ment 
Health J. 2019;55(6):954-72. https://doi.org/10.1007/s10597-019-00420-w
29. Patel V, Belkin GS, Chockalingam A, Cooper J, Saxena S, Unützer J. 
Grand challenges: Integrating mental health services into priority health 
care platforms. PLoS Med. 2013;10(5):e1001448. https://doi.org/10.1371/
journal.pmed.1001448
30. Mann JJ, Haas A, Mehlum L, Phillips M. Suicide prevention strate-
gies 2016. JAMA. 2005;294(16):2064-74. https://doi.org/10.1001/
jama.294.16.2064
31. Rihmer Z, Belsõ N, Kiss K. Strategies for suicide prevention. Curr 
Opin Psychiatry. 2002;15(1):83-7. http://lefnet.hu/resources/userfiles/file/
Rihmer/CurrOpinPsychiat-2002.pdf
32. Rutz W. Preventing suicide and premature death by education and 
treatment. J Affect Disord. 2001;62(1-2):123-9. https://doi.org/10.1016/
s0165-0327(00)00356-6
33. Robles R, Lopez-Garcia P, Miret M, Cabello M, Cisneros E, Rizo A, et 
al. WHO-mhGAP Training in Mexico: Increasing knowledge and readiness 
for the identification and management of depression and suicide risk in 
primary care. Arch Med Res. 2019;50(8):558-66. https://doi.org/10.1016/j.
arcmed.2019.12.008
34. Bower P, Gilbody S. Managing common mental health disorders in pri-
mary care: conceptual models and evidence base. Br Med J. 2005;330:839-
42. https://doi.org/10.1136/bmj.330.7495.839
35. Gunn J, Diggens J, Hegarty K, Blashki G. A systematic review of com-
plex system interventions designed to increase recovery from depres-
sion in primary care. BMC Health Serv Res. 2006;6(88):1-11. https://doi.
org/10.1186/1472-6963-6-88

https://doi.org/10.1002/wps.20128
https://doi.org/10.1590/S0036-36342013000100011
https://doi.org/10.1590/S0036-36342013000100011
http://www.scielo.org.mx/pdf/sm/v37n4/v37n4a1.pdf
http://www.scielo.org.mx/pdf/sm/v37n4/v37n4a1.pdf
https://doi.org/10.1016/S0140-6736(16)31773-1
https://doi.org/10.1016/S0140-6736(16)31773-1
https://www.inegi.org.mx/contenidos/saladeprensa/aproposito/2019/suicidios2019_Nal.pdf
https://www.inegi.org.mx/contenidos/saladeprensa/aproposito/2019/suicidios2019_Nal.pdf
https://doi.org/10.1017/S2045796019000477
https://doi.org/10.1017/S2045796016000603
https://doi.org/10.1017/S2045796016000603
https://doi.org/10.1016/S0140-6736(18)31612-X
https://doi.org/10.1016/S0140-6736(18)31612-X
https://doi.org/10.1002/14651858.CD009531
https://doi.org/10.1002/14651858.CD009531
https://doi.org/10.1093/heapol/czv015
https://www.anmm.org.mx/GMM/2012/n6/GMM_148_2012_6_552-557.pdf
https://www.anmm.org.mx/GMM/2012/n6/GMM_148_2012_6_552-557.pdf
https://doi.org/10.17711/SM.0185-3325.2019.003
https://doi.org/10.17711/SM.0185-3325.2019.003
https://www.who.int/mental_health/who_aims_country_reports/who_aims_report_mexico_es.pdf?ua=1
https://www.who.int/mental_health/who_aims_country_reports/who_aims_report_mexico_es.pdf?ua=1
https://doi.org/10.24875/GMM.18003770
https://doi.org/10.1590/S1020-49892013000400003
https://doi.org/10.1590/S1020-49892013000400003
https://doi.org/10.1007/s11414-016-9498-7
https://doi.org/10.1007/s11414-016-9498-7
https://doi.org/10.1192/bjp.bp.110.084129
https://doi.org/10.1176/appi.ajp.159.6.909
https://doi.org/10.1016/j.ypmed.2019.105796
https://doi.org/10.1016/j.ypmed.2019.105796
https://doi.org/10.1016/j.jad.2014.08.037
https://doi.org/10.1016/j.jad.2014.08.037
https://doi.org/10.5604/01.3001.0013.6016
https://www.actaspsiquiatria.es/repositorio/21/122/ENG/21-122-ENG-229-35-825889.pdf
https://www.actaspsiquiatria.es/repositorio/21/122/ENG/21-122-ENG-229-35-825889.pdf
https://doi.org/10.1016/S2215-0366(19)30125-7
https://doi.org/10.1007/s40609-019-00158-z
https://doi.org/10.1007/s10597-019-00420-w
https://doi.org/10.1371/journal.pmed.1001448
https://doi.org/10.1371/journal.pmed.1001448
https://doi.org/10.1001/jama.294.16.2064
https://doi.org/10.1001/jama.294.16.2064
http://lefnet.hu/resources/userfiles/file/Rihmer/CurrOpinPsychiat-2002.pdf
http://lefnet.hu/resources/userfiles/file/Rihmer/CurrOpinPsychiat-2002.pdf
https://doi.org/10.1016/s0165-0327(00)00356-6
https://doi.org/10.1016/s0165-0327(00)00356-6
https://doi.org/10.1016/j.arcmed.2019.12.008
https://doi.org/10.1016/j.arcmed.2019.12.008
https://doi.org/10.1136/bmj.330.7495.839
https://doi.org/10.1186/1472-6963-6-88
https://doi.org/10.1186/1472-6963-6-88


Ensayo

280 salud pública de méxico / vol. 63, no. 2, marzo-abril de 2021

Durand-Arias S y col.

36. Overbeck G, Kousgaard MB, Davidsen AS. The work and challenges of 
care managers in the implementation of collaborative care: A qualita-
tive study. J Psychiatr Ment Health Nurs. 2018;25(3):167-75. https://doi.
org/10.1111/jpm.12449
37. Wittink MN, Levandowski BA, Funderburk JS, Chelenza M, Wood JR, 
Pigeon WR. Team-based suicide prevention: lessons learned from early 
adopters of collaborative care. J Interprof Care. 2019;34(3):400-406. 
https://doi.org/10.1080/13561820.2019.1697213
38. Reeves S, Lewin S, Espin S, Zwarenstein M. Interprofessional 
teamwork in health and social care. Interprofessional Teamwork for 
Health and Social Care. Oxford: Blackwell Publishing, 2010. https://doi.
org/10.1002/9781444325027.FMATTER
39. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collab-
orative care for depression and anxiety. Cochrane Libr. 2012;(10):1-280. 
https://doi.org/10.1002/14651858.CD006525.pub2
40. Chew-Graham CA, Lovell K, Roberts C, Baldwin R, Morley M, Burns 
A, et al. A randomized controlled trial test the feasibility of a collaborative 
care model for the management of depression in older people. Br J Gen 
Pract. 2007;57(538):364-70. Available from: https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC2047010/pdf/bjpg57-364.pdf
41. Gilbody S, Bower P, Fletcher J, Richards D, Sutton AJ. Collaborative 
care for depression: A cumulative meta-analysis and review of longer-term 
outcomes. Arch Intern Med. 2006;166:2314-21. https://doi.org/10.1001/
archinte.166.21.2314
42. Richards DA, Hill JJ, Gask L, Lovell K, Chew-Graham C, Bower P, 
et al. Clinical effectiveness of collaborative care for depression in UK 
primary care (CADET): Cluster randomized controlled trial. BMJ. 
2013;347(7922):1-10. https://doi.org/10.1136/bmj.f4913
43. Gensichen J, Beyer M, Muth C, Gerlach FM, Von Korff M, Ormel J. 
Case management to improve major depression in primary health care: A 
systematic review. Psychol Med. 2006;36(1):7-14. https://doi.org/10.1017/
S0033291705005568
44. Von Korff M, Goldberg D. Improving outcomes in depression: The 
whole process of care needs to be enhanced. Br Med J. 2001;323:948-9. 
https://doi.org/10.1136/bmj.323.7319.948
45. Gilbody S, Whitty P, Grimshaw J, Thomas R. Educational and organiza-
tional interventions to improve the management of depression in primary 
care: A systematic review. J Am Med Assoc. 2003;289(23):3145-51. https://
doi.org/10.1001/jama.289.23.3145

46. Unützer J, Katon W, Williams JW, Callahan CM, Harpole L, Hunkeler 
EM, et al. Improving primary care for depression in late life: The design of 
a multicenter randomized trial. Med Care. 2001;39(8):785-99. https://doi.
org/10.1001/jama.288.22.2836
47. Unützer J, Katon W, Callahan CM, Williams JW, Hunkeler E, Harpole 
L, et al. Collaborative care management of late-life depression in the 
primary care setting: A randomized controlled trial. J Am Med Assoc. 
2002;288(22):2836-45. https://doi.org/10.1097/00005650-200108000-
00005
48. Diamond P. A new direction in depression treatment in Min-
nesota. Psychiatr Serv. 2010;61(10):1042-4. https://doi.org/10.1176/
ps.2010.61.10.1042
49. Dueweke AR, Bridges AJ. Suicide interventions in primary care: A selec-
tive review of the evidence. Fam Syst Heal. 2018;36(3):289-302. https://
doi.org/10.1037/fsh0000349
50. Alexopoulos G, Reynolds III C, Bruces M, Katz I, Raue P, Mulsant B, 
et al. Reducing suicidal ideation and depression in older primary care 
patients: 24-month outcomes of the PROSPECT study. Am J Psychiatry. 
2009;166(8):882-90. https://doi.org/10.1176/appi.ajp.2009.08121779
51. Bruce ML, Ten Have TR, Reynolds CF, Katz II, Schulberg HC, Mulsant 
BH, et al. Reducing suicidal ideation and depressive symptoms in de-
pressed older primary care patients: A randomized controlled trial. J Am 
Med Assoc. 2004;291(9):1081-91. https://doi.org/10.1001/jama.291.9.1081
52. Bruce ML, Pearson JL. Designing an intervention to prevent suicide: 
PROSPECT (Prevention of Suicide in Primary Care Elderly: Collabora-
tive Trial). Dialogues Clin Neurosci. 1999;1(2):100-12 [cited February 
19 2020]. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3181574/pdf/DialoguesClinNeurosci-1-100.pdf
53. Jobes DA. The collaborative assessment and management of suicidality 
(CAMS): An evolving evidence-based clinical approach to suicidal risk. 
Suicide Life-Threatening Behav. 2012;42(6):640-53. https://doi.org/10.1111/
j.1943-278X.2012.00119.x
54. Saavedra-Solano N, Berenzon-Gorn S, Galván-Reyes J. Salud mental 
y atención primaria en México. Posibilidades y retos. Aten Primaria. 
2016;48(4):258-64. https://doi.org/10.1016/j.aprim.2015.05.005
55. Shannonhouse L, Zeligman M, Scherma H, Luke M, Schweiger W, 
McDonald CP, et al. Mental health facilitator service implementation in 
Mexico: a community mental health strategy. J Couns Leadersh Advocacy. 
2019;6(2):114-28. https://doi.org/10.1080/2326716X.2019.1637303

https://doi.org/10.1111/jpm.12449
https://doi.org/10.1111/jpm.12449
https://doi.org/10.1080/13561820.2019.1697213
https://doi.org/10.1002/9781444325027.FMATTER
https://doi.org/10.1002/9781444325027.FMATTER
https://doi.org/10.1002/14651858.CD006525.pub2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2047010/pdf/bjpg57-364.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2047010/pdf/bjpg57-364.pdf
https://doi.org/10.1001/archinte.166.21.2314
https://doi.org/10.1001/archinte.166.21.2314
https://doi.org/10.1136/bmj.f4913
https://doi.org/10.1017/S0033291705005568
https://doi.org/10.1017/S0033291705005568
https://doi.org/10.1136/bmj.323.7319.948
https://doi.org/10.1001/jama.289.23.3145
https://doi.org/10.1001/jama.289.23.3145
https://doi.org/10.1001/jama.288.22.2836
https://doi.org/10.1001/jama.288.22.2836
https://doi.org/10.1097/00005650-200108000-00005
https://doi.org/10.1097/00005650-200108000-00005
https://doi.org/10.1176/ps.2010.61.10.1042
https://doi.org/10.1176/ps.2010.61.10.1042
https://doi.org/10.1037/fsh0000349
https://doi.org/10.1037/fsh0000349
https://doi.org/10.1176/appi.ajp.2009.08121779
https://doi.org/10.1001/jama.291.9.1081
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3181574/pdf/DialoguesClinNeurosci-1-100.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3181574/pdf/DialoguesClinNeurosci-1-100.pdf
https://doi.org/10.1111/j.1943-278X.2012.00119.x
https://doi.org/10.1111/j.1943-278X.2012.00119.x
https://doi.org/10.1016/j.aprim.2015.05.005
https://doi.org/10.1080/2326716X.2019.1637303

