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Primary care mental health workers: models
of working and evidence of effectiveness
Peter Bower

Introduction

THE importance of mental health problems in primary
care is reflected in the number of mental health profes-

sionals in this setting.1 The recent NHS Plan2 proposed a fur-
ther addition, the primary care mental health worker
(PCMHW). 

‘One thousand new graduate primary care mental health
workers, trained in brief therapy techniques of proven
effectiveness, will be employed to help GPs [general
practitioners] manage and treat common mental health
problems in all age groups, including children.’2

The optimal way of organising services to manage mental
health problems is controversial.3-5 Previous developments
in primary care, such as the proliferation of counsellors and
other psychological therapists,1,6 have tended to involve ad
hoc and unsystematic changes in response to perceived
need in primary care, and have only been weakly informed
by evidence,4 partly because high-quality evidence was
often unavailable. However, the available theoretical and
experimental literature on ways of organising effective ser-
vices in primary care is growing, and it is important that
future developments utilise this evidence where appropriate. 

This paper deals with the following questions: which types
of patients and problems present in primary care, and which
would be appropriate for PCMHWs to work with? How will
PCMHWs work — as autonomous mental health profession-
als (similar to psychological therapists, such as counsellors
and psychologists), or as part of a wider system of care in
primary care (so-called ‘collaborative care’ models)? Will
PCMHWs deliver clinical interventions, such as psychologi-
cal therapies, or will they have a role in the general organi-
sation and management of care? When will PCMHWs inter-
vene in the course of a mental health problem, i.e. will they
be employed to prevent problems (primary prevention), to
shorten the severity and duration of acute disorder (sec-
ondary prevention), or to limit recurrence and relapse (ter-
tiary prevention)? Finally, the paper provides a review of the
available evidence concerning the effectiveness of different
treatments and models of working in primary care. 

Types of problems in primary mental health
care
The role of PCMHWs will reflect the types of patients they
are expected to manage. According to the NHS Plan,
PCMHWs will be employed to ‘help GPs manage and treat
common mental health problems’. This reflects the frequent
distinction between ‘severe and long-term mental health
problems’; for example, schizophrenia, and ‘common’ prob-
lems; for example, anxiety and depression. 
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SUMMARY
The NHS Plan proposed the creation of a new role in primary care
to assist with the management of common mental health prob-
lems: the primary care mental health worker (PCMHW).
However, it is not clear how PCMHWs should be employed to be
most effective. Current literature concerning different models of
mental health care is reviewed. This suggests that four key
dimensions are of relevance: the types of patients that PCMHWs
will manage; the degree to which PCMHWs will work
autonomously, or as part of a system of care; at what stage in
patients’ illness trajectory they will intervene; and whether the
role of PCMHWs will be related to clinical interventions, or
whether they will have a wider, non-clinical role in the organi-
sation and monitoring of care. Finally, published data concern-
ing relevant interventions are presented. Experimental studies
reporting the empirical outcomes associated with these models
are reviewed in relation to four different outcomes: clinical effec-
tiveness, cost effectiveness, patient satisfaction, and access to
care. The data suggest that problem-solving therapy, group psy-
cho-education, self-help, and some models of ‘collaborative care’
may be highly relevant to PCMHWs. Each model provides differ-
ent advantages and disadvantages in terms of the four dimen-
sions of outcome.
Keywords: mental health services; primary care mental health
workers; NHS Plan; organisational models.



A more complex typology defined four subgroups by the
type of problem, its prevalence, and the availability of effec-
tive treatments (Table 1).7 The NHS Plan suggests roles in
relation to Group 2 (prevalent, well-defined, ‘common’ dis-
orders for which there are effective pharmacological and
psychological treatments) and Group 4 (prevalent disorders
that resolve spontaneously). Both of these groups are a sig-
nificant burden on primary care services, and PCMHW
involvement would involve augmenting skills already pre-
sent in primary care. Interventions in Group 2 might require
training in specific, evidence-based psychological therapies,
while Group 4 might require simpler, supportive interven-
tions.

However, disorders in Group 3, although prevalent and
amenable to psychological therapy, are rarely treated in pri-
mary care or by specialist teams. Involvement with this
group would mean introducing new skills into primary care.
However, the complexity of problems in Group 3 might
require extensive therapeutic skills, which may not be entire-
ly appropriate for PCMHWs. Although the NHS Plan did not
originally envisage PCMHWs working with patients in Group
1 (low prevalence, severe disorders), there is the possibility
of a role working collaboratively with other clinicians.

Models of mental health care in primary care
Replacement and collaborative care models
Previous work has distinguished two models of working for
mental health professionals in primary care.8,9 In the replace-
ment model, the GP refers the patient to the mental health
professional, who assumes responsibility for providing a dis-
tinct treatment. This is the usual model for psychological
therapists in primary care. In contrast, in the collaborative
care model, the GP retains primary responsibility for care,
but the mental health professional works as part of a pack-
age of care, liasing with both patient and GP to increase the
overall effectiveness of care.10-12

The difference between these two models is not always
strict, as there is likely to be a level of collaboration between
primary care professionals in a replacement model.
However, the key distinction is that, in a collaborative care
model, the collaboration is planned and standardised and is
part of a system of care, rather than occurring on an ad hoc
basis.

Developments in replacement models
Providing psychological therapies in primary care has
involved a number of important developments of relevance
to PCMHWs. 

Simplifying psychological therapies. Traditional psychologi-
cal therapy is too staff-intensive to meet the current demand
for care, which has led to interest in more efficient approach-
es. Problem-solving is a brief treatment specifically devel-
oped for primary care,13,14 while interpersonal counselling15

is an abbreviated version of formal interpersonal therapy.16

Alternatively, there have been attempts to distil the key
‘ingredients’ from therapies, so that they could be taught as
specific skills rather than complete treatments.17,18

Self-help. Research has indicated that effective psychother-
apeutic techniques can be imparted to patients using written
materials (so-called ‘bibliotherapy’) or computers, leading to
the development of ‘self-help’ approaches with limited pro-
fessional involvement. Such forms of delivery do not seem
to be associated with marked reductions in effective-
ness.19,20 Three types of self-help can be distinguished: as
an adjunct to traditional therapy; facilitated self-help, in
which the therapist assists by explaining the materials and
enhancing motivation;21 and pure self-help, in which self-
help is provided with little additional instruction.

Group treatment and psycho-education. An alternative to
abbreviated treatments is the development of group
approaches.22 An additional modification is the development
of psycho-education. Unlike traditional psychological thera-
py, psycho-education involves a didactic approach, using
the model of ‘therapist as teacher’. The teaching format
makes it appropriate for large group administration, and it
may be more acceptable to patients in the context of pre-
vention, where patients do not consider themselves as
being ill.

Developments in collaborative care models
There is concern that replacement models are inefficient in
comparison with improving the skills of the GP, who is still
the initial contact for most patients with mental health prob-
lems. Collaborative care models are based on the assump-
tion that improvements in GP management will have a
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Table 1. TypologY of problems in primary care.7

Group Description Examples of disorders Care

1 Severe mental disorders unlikely to Schizophrenia, Involves both primary 
remit spontaneously organic disorders and secondary care  

2 Well-defined disorders, for which there Anxious depression, Can usually be managed
are effective pharmacological and psychological pure depression, panic disorder entirely within primary care
treatments. Even when these disorders remit, 
they are likely to relapse once more 

3 Disorders for which drugs have a more Somatised presentations Rarely treated within primary care, 
limited role, but for which psychological of distress, eating disorder and only a small proportion of cases 
therapies are available are treated by community mental 

health teams  

4 Disorders that resolve spontaneously Bereavement, adjustment disorder Supportive help only is required



greater impact on the overall quality of care for practice pop-
ulations, but that the GP needs support and assistance with
management and that this is best provided through a struc-
tured system of care. 

The traditional collaborative care model was ‘consultation-
liaison’, a long-term process of mutual learning, dependent
on the expertise of a psychiatrist.3,23 However, recent stud-
ies24,25 have involved a wider range of professionals; for
example, nurses, psychologists, and non-clinical ‘care man-
agers’. Long-term mutual learning has been replaced by
standardised interventions, such as feedback of information
on treatment adherence.26,27 These newer interventions do
not require the expertise of a psychiatrist, and are therefore
of greater relevance to PCMHWs. A recent trial used care
managers, who were experienced in telephone assessment
but who had no specific mental health experience, to assess
medication adherence, side effects, and outcomes, and to
provide feedback to the GP.24 The managers were super-
vised by a psychiatrist. 

Timing of PCMHW interventions
Another issue concerns the point at which PCMHWs might
intervene in the development of a mental health problem.
Three different types of intervention have been defined.28,29

Primary prevention aims to prevent problems and includes
health education and promotion. Secondary prevention
seeks to shorten the severity and duration of acute disorder
and to limit subsequent impairment — this involves early
diagnosis and prompt, appropriate treatment. Tertiary pre-
vention involves limiting disability and the reduction of recur-
rence or relapse.

The relevance of this issue is illustrated by changes in the
focus of research in the management of major depression in
primary care. Much early research was concerned with the
recognition and management of acute depressive problems.
However, the prognosis of many acute disorders is relative-
ly good, and specialist interventions are often no more effec-
tive than usual primary care.30 Focusing resources on
patients at high risk for chronicity or additional episodes, i.e.
tertiary prevention, may be more effective than secondary
prevention. 

The increasing emphasis on relapse and recurrence has
led to the view that depression should be managed similar-
ly to other chronic diseases.31 Effective chronic disease
management involves a number of key components, includ-
ing the use of guidelines and protocols, practice reorgani-
sation, patient education, expert systems, and computer
support.27 Some of these aspects; for example, organising
follow-ups, monitoring progress, and patient education, are
relevant to PCMHWs, as they do not require extensive clini-
cal skills or experience and may be relatively easily taught.32

The earlier typology (Table 1) is based on a priori identifi-
cation of types of patients who benefit from different types of
intervention. An alternative approach (‘stepped care’) puts
less emphasis on predicting patient response, but initially
provides simple, low-intensity treatments, monitoring
progress and adapting management if initial treatment is
unsuccessful.20,33 PCMHWs might have a number of roles in
stepped care. They might provide simple ‘first-line’ treat-
ments; for example, self-help, or they might be used at other

points in the stepped care hierarchy, providing collaborative
care interventions to patients who have not responded to
previous interventions. They might also take on an entirely
non-clinical role, monitoring the outcomes of patients to
assist the decision making of other clinicians.

Adoption of these complex ‘system’ approaches requires
that the deployment of PCMHWs is more than the addition
of a new professional.34 Instead, they will require integration;
both horizontally, i.e. within primary care, and vertically, i.e.
between primary and secondary care. For example, in the
United States, an integrated system of care for late-life
depression (Project IMPACT) involves a depression clinical
specialist who works with both primary care clinicians to
provide feedback about the care of patients, and a special-
ist liaison psychiatrist, who provides clinical supervision and
support.35

Categorising potential roles for PCMHWs
Table 2 shows the interventions that are of relevance to each
stage of prevention, subdivided into replacement and col-
laborative care models. 

Primary prevention in a replacement model might involve
self-help or psycho-education with patients without current
mental health problems, or training parents in the prevention
of child behaviour problems.36 Such efforts could be univer-
sal, i.e. aimed at the entire patient population, or targeted
towards those at high risk.37,38 As collaborative care inter-
ventions are targeted at patients with identified mental
health problems, they are not generally used in primary pre-
vention.

Secondary prevention within a replacement model
involves psychological therapy or self-help. Collaborative
care models might involve feedback of screening informa-
tion or more formal approaches to developing the skills of
primary care staff (mental health facilitation) to encourage
prompt detection and treatment. Additionally, it might
involve PCMHWs facilitating referrals to other groups, such
as the voluntary sector, or providing psychological therapy
as part of a wider package of care; for example, cognitive
behavioural therapy (CBT) as an adjunct to medication.
Other collaborative care models focused on acute manage-
ment have aimed to assist with medication adherence and
monitoring of outcome in patients who have been newly pre-
scribed antidepressants. 

Finally, in terms of tertiary prevention, replacement models
might involve the PCMHW monitoring outcome in patients
who have received psychological therapy from other mental
health professionals. Such monitoring might be linked to
specific relapse prevention interventions; for example,
‘booster’ sessions of treatment. Collaborative care models
might again involve interventions designed to improve
adherence to antidepressant medication, or monitoring of
outcome and feedback to primary care clinicians, but with
patients who fail to respond to initial primary care treatment
or are at risk of relapse. Both could be used in a chronic dis-
ease management programme.

Outcomes and effectiveness
There are two other key questions concerning PCMHWs:
what are these workers supposed to achieve in terms of out-
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comes? And what is the current evidence concerning the
effectiveness of different models in achieving these out-
comes? 

Key dimensions of outcome 
Most intervention trials have been concerned with the clini-
cal effectiveness of interventions. Analyses of cost effective-
ness are increasingly prevalent. In addition, interest in
‘patient-centred medicine’39 has highlighted acceptability
and patient satisfaction with care. 

A recent definition of quality of care40 suggested a fourth
dimension. Quality is conceptualised as two distinct dimen-
sions: the ease with which patients can get to care (access),
and how good the care is when they receive it (effective-
ness). The recent National Service Framework in mental
health41 also identified access as a key issue through
Standards 2 and 3. 

Evidence concerning models of working
The following summary of the evidence was not based on a
new systematic review, but was derived from previous sys-
tematic reviews conducted at the National Primary Care
Research and Development Centre (NPCRDC) and else-
where.8,9,42-46

Because of the breadth of the literature involved, few
methodological details can be presented. However, informa-
tion on key methodological criteria — i.e. quality of ran-
domisation, sample size, statistical analysis — was extract-
ed by the author and used to judge the overall internal valid-
ity of the studies. 

The effectiveness of different models of adult
mental health care
Each model will be described in terms of clinical and cost-
effectiveness and patient satisfaction. Access issues will be
considered separately.

Primary prevention, replacement models
There were no trials concerning health education for prima-
ry prevention. A group psycho-education course, targeting

patients without current major mental health problems, was
associated with a reduction in some measures of depressive
symptoms, although the study was underpowered to exam-
ine differences in the incidence of major depression — the
gold standard test for primary prevention.47,48

Secondary prevention, replacement models
One trial indicated that a simple befriending intervention was
superior to a wait-list control with chronically depressed
women recruited through primary care.49,50 A meta-analysis
of four trials indicated that counselling is modestly clinically
effective in the short term, but no better than usual care in
the long term,45 results confirmed by another recent trial.51,52

Other trials suggested that counselling was as effective as
antidepressants from a GP,53,54 although it may be no more
effective than usual care for chronic depression.55 Patient
satisfaction with counselling treatments is generally high.
Counselling requires full professional training, although lim-
ited training in non-directive techniques provided to health
visitors was more effective than usual care in the treatment
of postnatal depression.56,57

Problem solving has been demonstrated to be as effective
as medication and more effective than placebo and usual
GP care,14,58-62 although studies have often involved patients
with major depression and the results may not generalise to
other patients.13 Data on cost-effectiveness is very limited.13

Additional studies of group problem solving63 and telephone
treatments64 have shown some positive results, although the
quality of the evaluations is limited. Patient satisfaction with
problem-solving treatment is generally high. 

Cognitive behavioural therapy in primary care is modestly
more clinically effective than usual care, but there is little evi-
dence of long-term benefit.22,51,52,65-70 Costs may not be
markedly greater than usual care.51,52 Patient satisfaction
with CBT is generally high. As with counselling, CBT
requires extensive training. However, one trial evaluated
‘CBT counselling’, which was designed to be delivered by
non-specialists; for example, psychologists with no clinical
training,71 and found it to be useful in postnatal depression. 

There is evidence from one United States trial that inter-
personal therapy is as effective as medication and more
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Table 2. Potential roles of the PCMHW.

Type Primary Secondary Tertiary

Replacement Health education and Befriending49 and other supportive work Outcome monitoring
models mental health promotion36,97

Group psycho-education47 Counselling, cognitive behavioural therapy, Relapse prevention ‘booster
interpersonal therapy, problem solving sessions’ of all types of
or other psychological therapy98 psychological therapy99

Self-help and facilitated self-help43

Group psycho-education62

Collaborative None identified Feedback of screening information81 and Outcome monitoring
care models other educational interventions to improve Antidepressant adherence,

detection and management82 counselling, and other interventions
Consultation-liaison and other interventions designed to reduce relapse32,90,91

designed to improve acute management10-12 Consultation-liaison and other
Referral co-ordination83 interventions designed to improve
Psychological therapy provided as a chronic management93,101

component of wider care98,100 Complex chronic disease
management approaches24,92



930 British Journal of General Practice, November 2002

P Bower

effective than usual care in depression,16 although also more
costly than usual care.72 Although interpersonal therapy
requires extensive training, there is evidence from a non-ran-
domised trial that the brief version (interpersonal coun-
selling) taught to nurse practitioners is also more effective
than usual care.15

Generally, evidence from a number of trials suggests that
group psycho-education in secondary prevention is more
clinically effective than waiting-list, no-intervention or usual
GP care,73-78 and as effective as individual problem solv-
ing.62 However, only one trial reported long-term outcomes
and it found no additional benefit over usual care.62 The
quality of the studies was generally not high. Data on cost-
effectiveness is awaited from one trial.62 However, each
treatment is of similar length to traditional therapy but
involves many more patients, so may reduce direct treat-
ment costs. One study reported that group psycho-educa-
tion was less acceptable than individual treatment, but
patients receiving psycho-education had to travel to treat-
ment, whereas those receiving individual treatment often
received it at home.62

There is preliminary evidence from a meta-analysis of
eight trials that self-help is superior to usual care in the man-
agement of anxiety and depression, although the quality of
some studies was low and there was no data on cost effec-
tiveness.43 The impact of facilitation is unclear.21 Although a
number of computerised packages have been developed
and evaluated,79,80 there are no published controlled trials in
primary care populations. 

Secondary prevention, collaborative care
A meta-analysis of nine trials indicated that feedback of
mental health screening data on unselected patients was
ineffective in improving GP diagnosis, but feedback of infor-
mation on patients scoring over some clinical threshold did
influence recognition.81 However, there was no evidence of
effects on GP management or patient outcome. A single trial
has indicated that practice-level facilitation (based on audit,
education, and feedback) may have an impact on GP recog-
nition of mental disorder,82 but not management behaviour
or patient outcome. The intervention was based on a gener-
ic facilitator without pre-existing mental health skills, but the
applicability of this model to PCMHWs remains unclear. 

One trial demonstrated that individuals facilitating referrals
between primary care and the voluntary sector improved
some aspects of patient functioning, with some attendant
increase in costs.83

The original consultation-liaison studies from the United
States examined secondary prevention and indicated that
these models were more clinically effective and cost effec-
tive in patients with major depression (but not minor depres-
sion), and led to higher patient satisfaction,10-12 although the
effects did not endure.84 However, these studies involved
psychiatrists and are therefore not obviously applicable to
PCMHWs, similar to the United Kingdom (UK) studies of a
community mental health team in primary care85-88 or com-
munity nurse intervention with the elderly.89

However, further studies of the collaborative care
approach may be more relevant. Three UK studies trained
practice nurses to support GP provision of antidepressants

through screening and patient follow-up, although there was
little effect on medication adherence or outcome.90,91

However, a trial of a more intensive counselling approach
did impact on adherence, although this did not translate into
clinical benefit.32

Two studies have examined the use of ‘co-ordinators’ or
‘care managers’, who were involved in the organisation of
care rather than clinical interventions.24,25 Both interventions
were more clinically effective than usual care, although both
increased costs. A third study using primary care nurses
providing adherence counselling, feedback to the GP, and
simple counselling and behavioural techniques, found no
impact on medication adherence but a significant improve-
ment in outcome.92

Two studies were more specific to tertiary prevention. The
first targeted non-responders to antidepressant therapy as
part of a stepped-care approach.93 Although a psychiatrist
was used, some aspects of the intervention; for example,
monitoring adherence to antidepressants, might be of rele-
vance to PCMHWs. The intervention was associated with
higher quality of antidepressant prescribing, patient satis-
faction, and better clinical outcomes. The second study was
of a depression relapse prevention programme run by
‘depression specialists’. The intervention was associated
with greater adequacy of antidepressant use and superior
clinical outcomes, although there was no impact on
relapse.94

Collaborative care interventions are often based on
improving antidepressant prescribing. Antidepressants are
unpopular with patients, compared with psychological ther-
apies.95 However, these negative attitudes might be over-
come by these interventions; for example, dealing with mis-
conceptions about addiction, providing psychological sup-
port as well as medication, and patient satisfaction may not
necessarily be compromised.

Access issues
Group treatments and self-help provide significant advan-
tages over individual treatments in terms of efficiency of pro-
vision and improving access to care. All talking therapies
may be limited by the lack of therapists working in lan-
guages other than English. It is not known whether self-help
materials are available in languages other than English, or
whether such approaches would be acceptable to other eth-
nic groups. However, if appropriate, such materials would
provide a highly accessible resource once the necessary
translation and modification has been conducted. Written
materials are restricted to patients who can read, but self-
help can potentially be provided via telephone96 or comput-
er audio systems.80

Interventions designed to improve detection; for example,
feedback of screening data, will improve access to treat-
ment to the degree that resources are available to deal with
detected patients. Similarly, referral facilitation has the
potential to increase access to the degree that relevant vol-
untary organisations are available. Facilitators could direct
patients from underserved groups; for example, ethnic
minorities, towards relevant organisations. Other collabora-
tive care approaches have little impact on access to care but
are focused on improving the quality of care once patients
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have been recognised and management initiated. 

Child and adolescent mental health
The NHS Plan explicitly states that PCMHWs will be involved
with disorders in children. However, a recent review of this
area46 found very limited high-quality evidence concerning
relevant interventions in primary care. Specific training in
such interventions may be inappropriate without further pri-
mary research. 

Discussion
This paper examines the potential roles of PCMHWs in terms
of four key dimensions: types of problems, models of work-
ing, specific types of intervention, and the timing of inter-
ventions. These distinctions may not always apply rigidly to
the complexity of mental health provision in primary care,
where secondary and tertiary prevention may be difficult to
distinguish, or where particular models of working may
defeat the simple ‘replacement/collaborative care’ distinc-
tion. However, these dimensions may have value in encour-
aging a systematic approach to the employment of
PCMHWs and the achievement of defined goals in mental
health care. 

There are a number of other issues that will impact on
PCMHWs, such as the previous experience of staff
employed as PCMHWs and their planned training. The cur-
rent configuration of local services will also be a factor, as
will the priorities of particular primary care groups or trusts.
The applicability of more complex chronic disease manage-
ment models may be dependent on the availability of addi-
tional resources; for example, information technology sys-
tems. 

Given the relatively limited training and experience of
PCMHWs, it is likely that effective support and supervision
will be required, but it is not clear whether this will be pro-
vided from primary or secondary care, or from which pro-
fessional group. PCMHWs will be joining a primary care
environment that includes a number of other professional
groups with a vested interest in mental health issues, and it
is necessary to ensure that they are deployed in such a way
as to avoid role conflicts and professional boundary dis-
putes. 

Summary of the evidence review
It should be noted that many interventions demonstrate mod-
est, short-term effects that may not be highly cost effective.
Whether this reflects the types of patients treated and the nat-
ural history of their conditions, or the ineffectiveness of the
interventions, is unclear. The relative importance of such
short-term benefits will likely differ between patients, primary
care staff, and service managers and commissioners. 

Although there are no direct comparisons, there is indirect
evidence that problem-solving treatment is as effective
as other psychological therapies, without the extensive train-
ing requirements. However, 1000 PCMHWs providing
individual therapy would be unlikely to extend access to
care significantly.

The quality of the evidence concerning group psycho-
education is more limited. However, the findings from one

high-quality UK study provide evidence that such approach-
es are broadly as effective as individual problem solving.62

The training requirements are relatively modest, and the
group format and didactic approach could potentially
increase access to effective mental health care. Although the
quality of studies of self-help is not high, they do provide
preliminary evidence that the provision of these materials
may be a clinically effective method that could increase
access. However, it is unclear exactly how PCMHWs might
be involved in their use. 

There is limited evidence that PCMHWs employed as
referral facilitators would be clinically effective. However,
this model might reduce social exclusion through the devel-
opment of local resources and social networks, thus meet-
ing the aims of Standard 1 of the National Service
Framework. 

In terms of collaborative care models, feedback of screen-
ing information would only be useful if increasing recogni-
tion and access to care were to be prioritised. Only one of
four UK studies found that nurse adherence counselling
improved antidepressant adherence. United States collabo-
rative care models suggest that integrating PCMHWs into
primary care management of depression would be worth-
while, but that successful programmes require a system for
monitoring patient outcome and medication adherence and
linking this information effectively with the GP. The difference
in impact between UK and US collaborative care models
may reflect differences in the studies, the professionals, or
the organisation of care and infrastructure. 

Limitations of the review
Although based on systematic reviews, the current review
conducted no primary searching and may therefore have
missed studies of relevance. Methodological drawbacks in
the included studies may weaken confidence in the conclu-
sions, and there are problems with the external validity of
randomised controlled trials, as patients, practices, and
therapists may not be representative. Finally, much of the
evidence is not directly applicable to PCMHWs, as the stud-
ies have been based on other professional groups and their
relevance must be inferred to a degree. There is an obvious
need for further controlled research or service evaluations of
this innovative role. 

Finally, the current review takes no account of the difficul-
ties of implementing particular models of care in local con-
texts. The current mix of staff, infrastructure, GP attitudes to
mental health care, patient preferences, and other factors
may make particular models more or less applicable or
acceptable. It is possible that training PCMHWs in a number
of the simple models identified might be the best solution, to
ensure that they can work flexibly and according to local
needs. 
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