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Managing common mental health disorders in primary
care: conceptual models and evidence base
Peter Bower, Simon Gilbody

The use of conceptual models can help to bridge the gap between research findings and policy
development, illustrated here by the complex area of primary care mental health services

The trend is towards greater use of research evidence
(especially systematic reviews) in the development of
health policy. However, systematic reviews have
traditionally been designed for clinical decision
making, and linking such evidence to the broader per-
spectives and goals of policy makers is complex.1 In
such cases, conceptual models are often useful. Models
are abstract representations of complex areas—
“inventions of the human mind to place facts, events
and theories in an orderly manner.”2 We will attempt to
illustrate the way in which such models can assist in the
application of evidence from systematic reviews to
policy, using the example of mental health care in pri-
mary care.

Models of primary care mental health
Mental health problems are an important source of
burden worldwide, and a key recommendation of the
World Health Organization is that treatment should
be based in primary care.3 Mental health care in
primary care has been defined as “the provision of
basic preventive and curative mental health care at
the first point of contact of entry into the health care
system.”4

The structure of mental health care in primary care
is generally understood in terms of the “pathways to
care” model.5 Accessing mental health care involves
passing through five levels and three filters between
the community and specialist care (fig 1). This model
highlights the importance of the primary care
clinician, whose ability to detect disorder in presenting
patients (filter 2) and propensity to refer (filter 3)
represent key barriers to care. The model also
highlights the decreasing proportion of the total
population who access higher levels.

A wide range of mental health problems present in
primary care, and the table shows a useful typology.6 A
distinction is often made between “severe and long
term mental health disorders” (type 1 in the table) and
“common mental health disorders” (types 2-4).
Although primary care has an important role to play
in the management of more severe disorders,
common disorders are generally viewed as the main
remit of primary care and are the current focus. As
can be seen in the table, each type may be amenable to

different treatments (such as general support, drug
treatment, and psychological therapy), and these
different treatments are available at different levels of
the pathways to care model. For example, drug
treatment is available at level 3, whereas more
complex psychological therapies are generally
restricted to level 4.

Goals of mental health care in primary
care
Given these models of service structure and burden,
what are primary care mental health services supposed
to achieve? The first two aims are the focus of conven-
tional systematic reviews:
x Effectiveness—services should improve health and
wellbeing
x Efficiency—limited resources should be distributed
to maximise health gains to society.

Other aims are also important, however, and are
highlighted by the pathways to care model but less
often dealt with explicitly in systematic reviews:
x Access—service provision should meet the need for
services in the community

A summary of the reviews included and extra references are
on bmj.com

Level 1: General population

Filter 1: Illness behaviour

Level 2: Psychiatric disorder in primary care

Filter 2: Recognition by primary care clinician

Level 3: Conspicuous psychiatric morbidity

Filter 3: Referral to specialist care

Levels 4 and 5: Specialist care

Fig 1 Pathways to care model
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x Equity—resources should be distributed according
to need.

Models of quality improvement in
primary care mental health
Policy makers are faced with a huge number of dispa-
rate interventions intended to improve quality. To
reduce this complexity, we describe four “models,”
which represent qualitatively different ways of improv-
ing quality.7–9 These are abstractions designed to
capture key dimensions of the models rather than the
complex and idiosyncratic ways in which they might be
implemented in clinical contexts.

Training primary care staff—This involves the
provision of knowledge and skills concerning mental
health care to primary care clinicians.4 It might involve
improving prescribing or providing skills in psycho-
logical therapy. Training can involve widespread
dissemination of information and guidelines or more
intensive practice based education seminars.

Consultation-liaison—This is a variant of the training
model but involves mental health specialists entering
into an ongoing educational relationship with primary
care clinicians, to support them in caring for individual
patients.7 Referral to specialist care is needed in a small
proportion of cases.

Collaborative care—Collaborative care can involve
aspects of both training and consultation-liaison but
also includes the addition of new quasi-specialist staff
(so called case managers) who work with patients and
liaise with primary care clinicians and specialists in
order to improve quality of care.8 Often based on the
principles of chronic disease management, this model
may also involve screening, education of patients,
changes in practice routines, and developments in
information technology.10

Replacement/referral—In this model the primary
responsibility for the management of the presenting
problem is passed to the specialist for the duration of
treatment. This model is most often associated with
psychological therapy.

In the United Kingdom, quality improvement
activities in the past decade have focused on two of

these models. “Top down” policy drivers have focused
on the training model, reflected in the “Defeat Depres-
sion” campaign. “Bottom up” quality improvement
driven by practitioners has generally focused on
increasing use of the replacement/referral model (for
example, the rise of counselling and other psychologi-
cal therapy services).

These models can be ordered along a key
dimension relating to the importance of the primary
care clinician in the management of mental health
problems and the degree to which the model focuses
on improving their skills and confidence (fig 2). The
primary care clinician has the greatest involvement in
the training model, and that involvement decreases in
the consultation-liaison, collaborative care, and
replacement/referral models.

The degree of involvement of the primary care
clinician provides a link between quality improvement
models, the pathways to care model, and goals such as
access and equity. Assuming equivalent effectiveness,
models that put greater focus on increasing the
abilities of primary care clinicians have the greatest
potential impact on access and equity. This is because
these models can most readily influence filter 2 and
treatment at level 3, which can potentially influence
the largest numbers of patients (that is, all patients
with common mental health problems presenting in
primary care). In contrast, models that require consid-
erable specialist involvement at the level of the
individual patient (such as collaborative care and
replacement/referral) can affect the smaller propor-
tion of patients who pass filter 3.

Integrating conceptual models with the
evidence base
To examine the relation between conceptual models
and the evidence base, we did a meta-review—that is, a
review of all available reviews of the evidence. This
approach has already been used in two previous
reviews of UK mental health,11 12 and although not as
comprehensive as a primary systematic review, it
provides a useful overview of the evidence.

We used the Database of Abstracts of Reviews of
Effects and the Cochrane Database of Systematic
Reviews as the primary source of reviews. We also
searched Medline, Embase, CINAHL, and PsycINFO
for recently published reviews not included in the pri-
mary sources at the time of the search, as well as
searching our personal reference lists. The electronic
search strategy is available from the authors. The
included reviews are presented on bmj.com together

Typology of mental health disorders in primary care6

Type Description Example disorders Current care

1 Severe mental disorders, unlikely to remit
spontaneously, associated with major disability

Schizophrenia, organic disorders, bipolar disorder Involves both primary and secondary care

2 Well defined disorders, associated with disability,
for which there are effective pharmacological and

psychological treatments. Disorders may remit, but
relapse is common

Anxious depression, pure depression, generalised
anxiety, panic disorder, obsessive-compulsive

disorder

Can usually be managed entirely within primary
care

3 Disorders in which drugs have a more limited role,
but for which psychological therapies are available

Phobias, somatised presentations of distress,
eating disorder, chronic fatigue

Rarely treated within primary care; only a small
proportion of cases are treated by specialist

services

4 Disorders that tend to resolve spontaneously Bereavement, adjustment disorder Supportive help, rather than a specific mental
health skill, is needed

Training primary
care staff

Replacement/
referral

Consultation-
liaison

Increasing involvement
of primary care clinician

Increasing involvement of
mental health specialist 

Collaborative
care

Fig 2 Models of mental health care in primary care

Education and debate

840 BMJ VOLUME 330 9 APRIL 2005 bmj.com



with a simple summary of the results and an
assessment of quality made using standardised
criteria.13 The results are described below.

Training
We identified two high quality reviews on training. One
review reported that most types of training (such as
passive dissemination of guidelines and short term
courses) were ineffective in improving outcome in
patients.w1 w2 The other review examined the effects of
more intensive training in psychosocial interventions
for general practitioners and found more consistent
evidence of benefit.w3

Consultation-liaison
We identified two reviews of consultation-liaison. Lim-
ited and inconsistent evidence existed to show that
consultation-liaison can affect the behaviour of
primary care clinicians,w4 w5 but there was no clear
evidence that such benefits could be generalised to the
wider practice population.w4 w5 Another lower quality
review identified two studies, both of which failed to
show any benefit on outcome in patients.w6

Collaborative care
We identified five reviews of collaborative care.w1 w2 w7-w10

Although the exact definition of the intervention
varied, all five reviews reported relatively consistent
evidence of clinical effectiveness. One high quality
review reported standardised effect sizes,w8 which
suggested that collaborative care showed small to
medium effects on health status, patient satisfaction,
and compliance according to conventional criteria.
Limited information was available on cost effective-
ness, but one review reported that collaborative care
was generally more effective and more costly.w8 No
consistent pattern of effectiveness existed with respect
to methodological quality.

Replacement/referral
We identified eight reviews of replacement/referral,
which were of variable quality.w4 w6 w11-w18 The reviews
involved several different psychological therapies pro-
vided by a range of professionals. Most of the reviews
reported that replacement/referral models were
generally clinically effective, at least in the short term,
with effects potentially moderated by the type of
therapy and patients. The effect size reported in two
reviews was small to medium in magnitude.w11 w12 w16 We
found no consistent pattern of effectiveness with
respect to methodological quality.

Conclusions
What are the overall implications of the meta-review
for policy makers? Clearly, insufficient evidence
exists to provide a definitive answer as to the clinical
effectiveness and cost effectiveness of individual
models and their impact on access and equity or to
provide a rigorous comparison between models. All
the reviews reported problems with the quality of
the included studies, and the amount of evidence
available for some models (such as consultation-
liaison) is limited. Continuing evaluation of these
models and new ways of providing them (for example,
primary care mental health workers) is essential. The
meta-review does, however, have an important

function in challenging assumptions about quality
improvement in primary care mental health services
and in highlighting key issues for the future.

It was nearly 40 years ago that Shepherd argued
that “administrative and medical logic alike therefore
suggest that the cardinal requirement for improvement
of the mental health services in this country is not a
large expansion and proliferation of psychiatric
agencies, but rather a strengthening of the family doc-
tor in his therapeutic role.”14 The advantages of the
training model in terms of access and equity have been
described earlier, and Shepherd’s statement remains
true in principle. However, although some evidence
exists for the effectiveness of training interventions,
overall the impact is inconsistent. The difference in the
results of the two reviews of training suggests that the
training model may be limited by the paradox that
training that is feasible within current educational
structures (such as guidelines and short training
courses) is not effective, whereas more intensive train-
ing is effective but may not be feasible.15 The role of
training models cannot be dismissed, however. Educa-
tional interventions might need to be delivered in the
context of other effective mechanisms, such as
financial incentives.16

The reviews of collaborative care and
replacement/referral models were in agreement that
such models are generally effective in improving
outcomes, but their limitations must be considered.
Collaborative care interventions often involve drug
treatment, have generally been tested on patients
with more severe disorders, and focus on patients
at risk of relapse and recurrence. They may therefore
be relevant for only a proportion of patients and
may be less relevant for patients who have problems
of type 3 and type 4. Equally, both collaborative care
and replacement/referral models rely on mental
health specialists (fig 2), which means that limitations

Summary points

Applying evidence from systematic reviews to
policy and service development is important, but
several practical barriers exist

Barriers include the gap between the narrow
focus of research studies and the broader
perspectives of policy makers

Conceptual models are abstract representations
of complex issues; they can simplify issues and
more clearly highlight the relation between
particular research studies and the broader
context

This paper shows the application of conceptual
models concerning service structure, burden, and
quality improvement in the context of mental
health care in primary care

The application of conceptual models may help
bridge the gap between the results of research
and the needs of policy makers
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in the workforce may further limit their impact on
access and equity goals. The current interest in self
help and stepped care is one way of achieving the
effectiveness of the replacement/referral model with-
out limiting access,17 and similar interest exists in the
use of non-mental health staff (such as practice
nurses) as case managers in collaborative care models.
However, the degree to which these improvements in
access are achievable without loss of effectiveness is
unclear.

In conclusion, conceptual models can assist in
the interpretation of evidence in a policy context.
Future research may seek to formally link systematic
review evidence with conceptual models through
decision analytic modelling,18 which may provide a
more solid bridge between the evidence and the policy
context.
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An interesting patient

I could hear him coughing as I walked down the
hallway to his bedroom. As I entered, I was struck by
how imposing the room was, light and with a huge bay
window facing across the busy street to the park on the
other side. My 83 year old patient sat cross legged and
bolt upright in the middle of his large double bed. As I
walked towards him, I could see his chest heaving and
hear his wheeze. We discussed how he was feeling, and
I examined him, adjusted his drugs, said I would be
back to see him in a few days, closed my bag, and
turned to go.

“Ach, doctor,” he said, “don’t go yet. I have dis
terrible kopfschmerzen.”

I had to think back to my grammar school German
as I returned to the bedside. He had lived in Britain for
50 years, but his English was still peppered with
German expressions. The headaches were a new
complaint, which he had not mentioned to me before.
I found out that he had a long history of headaches
over many years. I gave him a prescription and left.

On my return some days later, he was delighted to
see me and was much brighter and agilely jumped off
his bed to greet me. His asthma was obviously
improved, and I asked after his headaches.

“Wunderbar, doctor, wunderbar,” he said smiling.
I told him that I thought that he had tension

headaches and that I had given him some mild
tranquillisers. He fixed me with his bright blue eyes,
nodded agreement, and said, “Ya, you, I think, are right.

Mein business partner told me the same 50 years ago
when he was giving me the psychotherapy.”

He obviously caught my look of amazement at his
reply. “When I first came to London in 1930 I went to
a reception at the Austrian embassy and met a man
who thought he could trust me, and he set me up in
business. Whenever he was in London, we would meet
and go over the accounts, and then he would give me
an hour of psychotherapy.”

“Your business partner gave you psychotherapy?” I
said incredulously.

“Yes, my business partner was Sigmund Freud,” he
said, watching with glee the amazement on my face as
this information sunk in.

“Well,” I said, “there must be very few contemporary
physicians who have had the opportunity to compare
diagnoses with the master, and I take it as a
compliment that he and I agree.”

Stuart Ungar general practitioner, London

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My
most unfortunate mistake, or any other piece conveying
instruction, pathos, or humour. Please submit the
article on http://submit.bmj.com Permission is needed
from the patient or a relative if an identifiable patient is
referred to. We also welcome contributions for
“Endpieces,” consisting of quotations of up to 80 words
(but most are considerably shorter) from any source,
ancient or modern, which have appealed to the reader.
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