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Abstract 

Background In the state of Victoria, Australia, the 111-day lockdown due to the COVID-19 pandemic exacerbated 
the population’s prevailing state of poor mental health. Of the 87% of Australians who visit their GP annually, 71% 
of health problems they discussed related to psychological issues. This review had two objectives: (1) To describe 
models of mental health integrated care within primary care settings that demonstrated improved mental health 
outcomes that were transferable to Australian settings, and (2) To outline the factors that contributed to the effective 
implementation of these models into routine practice.

Methods A scoping review was undertaken to synthesise the evidence in order to inform practice, policymaking, 
and research. Data were obtained from PubMed, CINAHL and APA PsycINFO.

Results Key elements of effective mental health integrated care models in primary care are: Co-location of mental 
health and substance abuse services in the primary care setting, presence of licensed mental health clinicians, a case 
management approach to patient care, ongoing depression monitoring for up to 24 months and other miscellaneous 
elements. Key factors that contributed to the effective implementation of mental health integrated care in routine 
practice are the willingness to accept and promote system change, integrated physical and mental clinical records, 
the presence of a care manager, adequate staff training, a healthy organisational culture, regular supervision and sup-
port, a standardised workflow plan and care pathways that included clear role boundaries and the use of outcome 
measures. The need to develop sustainable funding mechanisms has also been emphasized.

Conclusion Integrated mental health care models typically have a co-located mental health clinician who works 
closely with the GP and the rest of the primary care team. Implementing mental health integrated care models 
in Australia requires a ‘whole of system’ change. Lessons learned from the Mental Health Nurse Incentive Program 
could form the foundation on which this model is implemented in Australia.
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Background
Mental disorders are among the most important pub-
lic health problems in Australia. According to the Pro-
ductivity Commission [1], over 23% of the population 
(5.9M) are at risk of developing a mental health problem. 
Persons with mental disorders also have a high rate of 
comorbidity, including psychological, social and physical 
problems [2]. In most developed countries, the first point 
of contact for individuals seeking healthcare is the gen-
eral practitioner [GP].

More than 87% of the Australian population visit their 
GP every year [3]. The Royal Australian College of Gen-
eral Practitioners reports that 71% of the health prob-
lems discussed with GPs relate to psychological issues 
[4]. GPs also report that they are concerned about suc-
cessfully managing patients’ mental health problems into 
the future [4]. Considering the burden of mental health 
problems encountered by GPs and the need to also man-
age co-morbidities in patients, an integrated approach to 
treatment is required. This approach needs collaboration 
between different health care specialists, health and com-
munity workers and agencies [5].

In the state of Victoria, Australia, mental health ser-
vices have been reported to be fragmented and not fit for 
purpose thereby leaving a large group of individuals with 
an unmet need for services [6]. The COVID-19 pandemic 
exacerbated the poor state of mental health in the popu-
lation when the state went into a 111-day lockdown [7]. 
The Royal Commission into Victoria’s Mental Health Sys-
tem recommended that the system needed to be adaptive 
so that it ‘can identify and test new ideas, gather evidence 
about what works, and translate this into effective treat-
ment, care and support’ [6]. The Commission envisaged 
that collaboration and communication occur between 
services within and beyond the mental health system and 
that continuing research, evaluation and innovation be 
used to respond to community needs [6]. As a response 
to the recommendations of the Royal Commission and 
the importance of general practitioners in primary men-
tal health care, it is worth exploring mental health service 
models that involve general practitioners.

Collaborative care [CC]
Over two decades ago, Michael Von Korff and David 
Goldberg argued that efforts to improve primary care 
of depression needed to focus on low cost case manage-
ment dovetailed with accessible working relationships 
between the primary care doctor, the case manager and 
a mental health specialist [8]. The concept of multidis-
ciplinary teams in primary care came to be referred to 
as a collaborative care model [CCM] and typically con-
sisted of a multi-professional approach to patient care, 
a structured management plan, pharmacological and 

non-pharmacological interventions, scheduled patient 
follow-ups and enhanced inter-professional communica-
tion [9]. A systematic review in 2012 showed that CCMs 
could improve mental and physical outcomes for indi-
viduals with mental disorders and they provide a robust 
clinical and policy framework for care integration [10]. 
There have since been increased calls for this evidence to 
be translated into practice [11, 12].

The evidence for effective models of care for substance 
use disorders continues to be developed. For instance, 
the Washington State Hub and Spoke Model that incor-
porates primary care and substance use treatment 
programs, as well as outreach and referral has shown 
promise [13]. However, a systematic review of the effec-
tiveness of models of care for the management of Alcohol 
Use Disorder in primary health care settings found that 
outcomes were mixed and that further research on the 
types and components of models was necessary [14].

Care coordination is a related recovery-oriented ser-
vice delivery model that has been found to be effective 
in reducing unmet needs for persons with severe mental 
health problems [15]. It is built on the evidence that per-
sons with severe and complex mental illness have multi-
ple and complex needs related to accommodation, food, 
physical health problems, transport, childcare, etc. [16, 
17]. It involves working with individuals to first identify 
and prioritize their needs, then liaising with multiple ser-
vice providers to develop a care plan, and finally facili-
tating the provision of services according to that plan to 
meet clients’ needs [15]. This model considers the con-
sumer as a whole including their culture, their family and 
carers as well as the community in which they live [18]. 
As a consumer-driven and co-designed model, it is meant 
to empower consumers and their carers in obtaining the 
best available care. National guidelines on coordinated 
care for persons with severe and complex mental illness 
have been published by the Australian government [18].

Integrated care
Integrated care is different from CC. While CC refers 
to multiple professions working closely together in the 
delivery of care, in integrated care, the different profes-
sions are subsumed into a single organisational frame-
work . Therefore, collaboration is a precondition for 
integration but collaboration does not require integra-
tion [19]. The literature on Integrated care for persons 
with mental illness is fast gaining traction [20]. Accord-
ing to a position paper by the American College of Phy-
sicians most integrated care models in the primary care 
setting fall into two major categories: the Collaborative 
Care Model (CCM), originally developed for the treat-
ment of depression in primary care, and the Screening, 
Brief Intervention, Referral to Treatment (SBIRT) model 
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for alcohol and substance use disorders (ASUD) [21]. 
Most other integrated models build on these two models. 
While the evidence on the effectiveness of the CCM has 
been demonstrated, effectiveness studies of the SBIRT 
have been less encouraging [22].

General practice in Australia
In Australia, general practices have traditionally been 
smaller, private, single or two GP practices that provide 
comprehensive and continuing medical care. However, 
of late, they have started to become more corporatized 
[23]. The latest available data shows that there are 8147 
general practices in Australia [24]. Nationally, the average 
number of full-time GPs is 117.7 per 100,000 population 
[25], the majority of whom work in group practices (82%) 
[26]. Currently, a majority (91%) of practices have prac-
tice nurses, 57% have allied health professionals and 23% 
have other specialists [26].

Females tend to see their GP more often than males, 
and older people visit their GP more regularly than 
younger people [26]. Patients speak highly of their GPs 
with 90% and over reporting that their GP always or 
often spends enough time with them and always or often 
shows respect, and listens carefully [26].

Primary health care and integrated care are a beneficial 
match. Valentijn et al. argue that by virtue of being con-
tinuous, comprehensive, and coordinated, primary health 
care is inherently integrated [27]. However, despite the 
known potential of these models of care, integrating 
mental (used interchangeably with behavioural) health 
care within the primary care setting has been fraught 
with challenges at the patient, provider and system level 
[28, 29]. Kates et al. argue that the different models them-
selves are not as important as the principles that under-
pin integrated care, and these principles can be translated 
to different settings [12].

This review focused on integrated care models that can 
feasibly be implemented in the Australian primary care 
setting, although the findings might have implications 
for other developed countries with similar primary care 
structures. The findings of this review can be used to sup-
port a consultative, evidence-based approach to commis-
sioning, program design and implementation of primary 
mental health integrated care models.

Method
A scoping review was undertaken since it is a method of 
evidence synthesis used to ‘map the literature on a par-
ticular topic or research area and provides an opportu-
nity to identify key concepts, gaps in the research, and 
types and sources of evidence to inform practice, poli-
cymaking, and research’ [30]. The Joanna Briggs Insti-
tute [JBI] methodological framework for scoping reviews 

was adopted [31, 32]. JBI is an international organisation 
that promotes and supports evidence-based decisions to 
improve health and health service delivery.

Aims of the review
The aims of this review were twofold:

1. To describe the models of integrated care including 
care coordination within a primary care setting that 
have demonstrated evidence of a positive effect on 
improving: mental health and wellbeing, substance 
abuse.

2. To identify factors contributing to the effective 
implementation of integrated care models within pri-
mary care that are relevant to the Australian setting.

Inclusion criteria
The inclusion criteria have been categorised under the 
three headings of participants, concept and context as 
per the JBI guidelines [31, 32].

Participants
Participants in included studies were persons with men-
tal health problems, typically common mental disorders 
such as depression and anxiety. No restrictions were 
placed on age or gender of participants since the focus 
was to identify effective models of integrated care in the 
primary care setting.

Concept
The main concept of this scoping review relates to models 
of integrated mental health care including care coordina-
tion models that have shown benefit in improving mental 
health and wellbeing and substance abuse. With a view 
to trialling such models, commissioning agencies are also 
interested in identifying the factors contributing to their 
effective implementation such as funding and infrastruc-
ture, service access and intake, workforce, technology, 
research, evaluation and performance monitoring, lived 
experience engagement, governance; and partnerships.

Context
The context of this review includes primary care set-
tings in developed countries that are comparable to the 
Australian setting. Dates for the search were customised 
from 1st January 2000 to 7th June 2023 since some of the 
early publications of collaborative care were after year 
2000 [8]. Language was restricted to English for conveni-
ence. Inclusion and exclusion criteria are given in Table 1.
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Search strategy
The search strategy was organised around the three con-
cepts of Primary health care, Integrated care models/care 
coordination and Mental disorders. MeSH terms and 
keywords were chosen and piloted in PubMed. Articles 
identified through this process were assessed to further 
refine the search strategy. Search terms and keywords 
within each concept were combined using the Boolean 
operator ‘OR’ and across components using ‘AND’. The 
master search was designed and finalised in PubMed. The 
searches were then converted and executed in CINAHL 
and APA PsycINFO databases as described in Box 1.

Study selection
All references were imported to Covidence for screening 
and study selection. Duplicates were then removed.

Title and abstract screening
Following discussions on screening protocols, title and 
abstract screening was performed independently by two 
reviewers [AI and EM] and conflicts were resolved fol-
lowing discussion.

Full‑text screening
Full text screening was also undertaken independently 
by two reviewers. The lead author reviewed the excluded 
papers a second time. We excluded reports from Veter-
an’s Affairs settings in the USA because they are typically 
large clinics with multiple professionals working under 

a single roof, whereas Australia has smaller practices 
with one or more GPs assisted by one or two nurses and 
administrative staff.

Data extraction
Reports were forwarded for data extraction following full 
text reviews. Only those that reported on effective men-
tal health integrated care models in primary care settings 
or factors that contributed to their effectiveness were 
included.

Box 1: Search terms for databases

PubMed search
(("Primary Health Care"[Mesh] OR "Family 

Practice"[Mesh] OR "Primary Care Nursing"[Mesh]) 
AND ("Delivery of Health Care, Integrated"[Mesh] 
OR "Models, Organizational*" OR "Patient-Cen-
tered Care"[Mesh] OR "Care coordination"[tw])) 
AND ("Mental Disorders"[Mesh] OR "Mental 
Health Services"[Mesh] OR "Substance-Related 
Disorders"[Mesh])

Filters: Clinical Trial, Meta-Analysis, Randomized 
Controlled Trial, Review, Systematic Review, Humans, 
English

CINAHL complete search
(“Primary health care” OR “primary care”) AND 

“Integrated care models” AND “Mental Disorders”

PsycInfo search
(("Primary Health Care" or "Family Practice" or 

"Primary Care Nursing") and ("Integrated care" or 
"Integrated care models" or "Patient-Centered Care" 
or "Care coordination") and ("Mental Disorders" or 
"Mental Health Services" or "Substance-Related Dis-
orders")).mp. [mp = title, abstract, heading word, table 
of contents, key concepts, original title, tests & meas-
ures, mesh word]

Data collation and synthesis
Studies identified in the review were divided into two 
groups. Experimental studies (RCTs) and systematic 
reviews of experimental studies that reported on effec-
tive mental health integrated care models in primary 
care settings were included in Group 1. Group 2 included 
reviews of characteristics of organisations that have 
achieved mental health integrated care mechanisms in 
primary care, facilitators and barriers for implementing 

Table 1 Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

Primary Health Care Autism

Family Practice Dementia

Primary Care Nursing Alzheimer’s

Integrated care Foetal health

Integrated care models HIV/AIDS

Patient-Centered Care Cancer

Care coordination Hepatitis

Mental Disorders Motivational interviewing

Mental Health Services Gambling disorder

Substance-Related Disorders Domestic violence

Children Trauma care

Adults Contraception

Elderly Low- and Middle-Income Countries

Developed countries Cognitive Impairment

Prisons and Justice system

Suicide as the primary focus

Veteran’s Affairs
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this integration as well as recent advances on how to 
establish such models in routine care. Findings from 
group 1 and group 2 studies were then extracted sepa-
rately into tables and synthesised as follows.

1. Elements of mental health integrated care models in 
primary care settings that have shown improvement 
in patient outcomes

2. Key factors that contribute to the effective imple-
mentation of such models that are relevant to the 
Australian primary care setting.

Results
One thousand three hundred and eighty-seven studies 
were identified in the search. Twelve papers were selected 
for the review. They included 2 randomised controlled 
trials, 2 cluster randomised controlled trails, one system-
atic review of randomised controlled trials, 2 systematic 
reviews, one systematic review of interviews with service 
providers, 2 integrative reviews, one narrative review 
and one site specific analysis. Six studies were based in 
the USA, 2 in the UK and one each in Australia, Nether-
lands, Germany and China. The report from China was 
included because it reviewed models from around the 

Fig. 1 PRISMA chart [Covidence] showing selection of studies for the scoping review



Page 6 of 16Isaacs and Mitchell  International Journal of Mental Health Systems            (2024) 18:5 

world rather than from low- and middle-income coun-
tries. Figure 1 shows the PRISMA flowchart for selection 
of reports for this review.

Elements of mental health integrated care models 
in primary care (Group 1)
Six studies described mental health integrated care mod-
els in primary care settings that showed improvement in 
patient outcomes [33–38]. Characteristics of each model 
studied and their reported outcomes are given in Table 2. 
Outcomes reported by these studies primarily include 
better engagement of patients with mental health and 
substance abuse services [33, 34] and better clinical and 
functional outcomes [35, 36]. Key elements of effective 
mental health integrated care models in primary care are 
given below.

Co-location: Mental health and substance abuse 
services were co-located in the primary care setting 
(including assessment, care planning, counselling, case 
management, psychotherapy, and pharmacological treat-
ment), with no distinction in terms of signage or clinic 
names [33–35].

Licensed mental health clinicians: Mental health and 
substance abuse services were provided by licensed men-
tal health/substance abuse providers (including social 
workers, psychologists, psychiatric nurses, psychiatrists, 
and master’s-level counsellors) [33, 34] although in one 
study, trained health care assistants (HCA) provided case 
management [36]. In addition to having a licensed mental 
health practitioner on site, some models had visiting or 
liaison psychiatrists particularly when patients presented 
with complex conditions [35, 37, 38].

Case management: A case management approach 
where proactive support was provided for the patient 
by the entire practice team was evident. This required 
communication between mental health and substance 
abuse clinician and primary care provider about the clini-
cal evaluation and treatment plan [33, 34] or between 
the case manager and general practitioner [36]. It also 
required regular cross appointments [33, 34].

Ongoing depression monitoring: Patients were typi-
cally monitored every 2 weeks during the acute phase of 
treatment and then monthly for 1 year after stabilization 
of depression as per the Agency for Health Care Policy 
and Research guidelines for the treatment of depression 
in primary care [35]. In the study by Gensichen, and col-
leagues [36] HCAs contacted their patients by telephone 
twice a week in the first month and then once a month 
for the following 11  months. They monitored depres-
sion symptoms and adherence to medication by using 
the Depression Monitoring List. In other studies, patients 
received proactive depression treatment in primary care 

for 12 months and were followed up for 12 or 24 months 
[38].

Miscellaneous: There were other elements that were 
part of individual studies such as patient education in the 
form of video and written information [35], encourage-
ment to take part in self-management activities, such as 
medication adherence and pleasant or social activities 
[36], adopting a standard treatment intervention such as 
the Problem Solving Treatment [37] or the use of a web-
based patient tracking system with stepwise algorithm to 
monitor medication adherence and patient progress [37].

Factors that contributed to the effective implementation 
of mental health integrated care in primary care settings 
(Group 2)
Six reports explored factors that contributed to the 
effectiveness of mental health integrated care models in 
primary care settings [22, 39–43]. Characteristics and 
findings of each study are given in Table  3. Key factors 
that contributed to the effective implementation of men-
tal health integrated care are described below.

Willingness to accept and promote system change
General practices need to be willing to accept and pro-
mote system change [41, 44]. It is important for GPs to 
recognize the benefits of the model [36, 41] and have 
shared values with staff [42]. This is possible when there 
are individuals with deep institutional vision such as 
influential supporters of general practices (e.g. politi-
cal and other leaders) [40]. Such individuals can serve as 
champions to encourage GPs to refer their patients with 
depression to the care manager [41, 45] or facilitate inte-
gration and address any confusion, thus benefiting the 
organization [40, 43, 46]. Higher-level agencies can also 
provide practices with strong support for system change 
[40].

Presence of a care manager
Having a care manager on site and who is easily acces-
sible was significantly correlated with activating patients 
into the program [41, 45].

Adequate training
Adequate staff training, specifically in mental health, is 
crucial for caring for patients with mental illnesses [42, 
43]. Cross-training between the primary care and the 
behavioural staff was found to be beneficial in preparing 
staff and increasing empathy towards patients [43, 46].

Standardised workflow plan and care pathways
Clinics that developed a protocol for mental health 
screening and followed a standardized work flow plan, 
including a plan for transitioning between different care 
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groups, managed to better engage in the care of men-
tally ill patients [22, 41, 43, 47]. In addition, clear role 
boundaries where the mental health clinician was not 
perceived as taking over the patient’s depression care (e.g. 
GP decided when to change the dosage or type of medi-
cation) [41, 48], scheduled follow-up appointments for 
continuing engagement [41, 44] and the use of outcome 
measures such as the Patient Health Questionnaire-9 
were found to enable the implementation of mental 
health integrated care. The PHQ-9 is a validated and 
widely used screening tool for depression in primary care 
[49]. It is the most accepted outcome measure by GPs, 
which gives them confidence in their ability to provide 
high quality depression care [41, 50].

Consolidated physical and mental clinical records
Integrated electronic health records showed potential to 
expand patient care beyond the traditional primary care 
setting by integrating medical and mental health infor-
mation streams with telehealth, social services, etc. [22].

The ability to share electronic medical records was also 
found to contribute to effectiveness of the model [41, 42, 
47].

Healthy organisational culture
A good relationship between the medical and the men-
tal health care providers is vital to promote collabora-
tion between the disciplines. This often took the form of 
‘interdisciplinary huddles’ or daily catch-ups to discuss 
new patients and issues from the previous day [43]. Effec-
tive communication between service providers which 
was either written, verbal, formal or informal contributed 
to the healthy environment and smooth running of the 
model of care [42]. Similarly, organisational culture was 
enhanced when staff had the ability to step outside of 
their prescribed roles and work creatively [42] but at the 
same time had role clarity and accountability [42].

Regular supervision and support
Regular and ongoing supervision and support is consid-
ered to maintain morale and motivation [41, 51]. Support 
and supervision could be in the form of regular site visits 
and addressing implementation challenges [41, 52]. How-
ever, this required a good relationship between the lead-
ership and the clinicians and staff [43].

Discussion
This review sought to first describe the models of inte-
grated care within a primary care setting that have dem-
onstrated evidence of a positive effect on improving 
mental health and wellbeing, and substance abuse chal-
lenges and second to identify the factors contributing to 
their effective implementation. Integrated care models 

typically have a co-located mental health clinician who 
works closely with the GP and the rest of the primary 
care team. Factors that enabled these models to be trans-
lated to routine care included, a willingness to accept and 
promote system change, consolidated physical and men-
tal health records and regular supervision and support.

A scoping review similar to ours was published after 
our review was completed. The findings of which were 
broadly similar to ours and included themes related to 
funding, health practitioner workforce/training, and 
relationships with initiatives, organizations, and com-
munities [53].

A key finding of this review was that despite inte-
grated care models showing clear evidence of effec-
tiveness in research settings, there continues to be 
challenges in translating them into routine practice [22, 
54]. The services that have succeeded in doing so had 
the rather unique characteristics of a positive organisa-
tional culture and vision [40]. In Australia, integrating 
mental health care into primary care could work better 
for larger practices where a business case for this model 
might prevail. Primary Health Networks, which are 
agencies that aim to strengthen the primary health care 
system in Australia, are best placed to lead this change 
[55].

In countries such as the UK and Australia, the CC 
model was translated as the Mental Health Nurse Incen-
tive Program [MHNIP], where mental health nurses were 
co-located at general practices to facilitate access to men-
tal health services [56–59].

The model had several promising outcomes such as 
symptom reduction, improved coping and relationships, 
and enhanced community participation [56, 60]. How-
ever, there were challenges with the funding models [61] 
and in some countries, nurse burnout [62] and reten-
tion issues [63]. Nonetheless, this type of model resulted 
in improvements in integration, clinical effectiveness, 
patient-centred care, access and efficiency [63]. Mental 
health nurses continue to be excited about working in 
primary care, have more autonomy and flexibility in their 
role and have more time for health promotion [64].

A case has been made for new payment models to be 
developed that enable implementation of mental health 
integrated care because effectiveness of these models has 
thus far been demonstrated mostly with research funding 
[22]. In Australia, the mainstream mental health system 
is ‘block funded’ by state governments while primary care 
is mostly paid for by the Australian Government through 
fees for service, and medication subsidies [56]. Bringing 
mental health care into the primary health setting will 
therefore require a new funding model.

There are several barriers to seeking help for problems 
related to substance abuse [65]. These include the lack 
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of awareness of the problem, inadequate social support, 
fear of treatment, privacy concerns, and lack of treatment 
availability [65]. In addition to these barriers, stigma 
attached to substance abuse problems and seeking help 
for it is experienced more intensely by disadvantaged 
communities [66]. By encapsulating mental health care 
within the primary care service, integrated care models 
overcome these barriers [40].

There are a few instances where organisations have 
included peer workers in their integrated health care ser-
vice models [67], although how and where they fit into 
the care model is not yet clear and their effectiveness in 
improving mental health outcomes in the primary care 
setting is yet to be proven [68]. Patient-Centered Medical 
Homes (PCMH) are an improved version of general prac-
tices that focus on patient needs rather than just their 
medical issues [69]. However, this model is a work in pro-
gress and has yet to demonstrate effectiveness in manag-
ing persons with mental health challenges [70]. Stepped 
care has been trialled in integrated care settings and has 
shown to be cost effective [71]. However, this interven-
tion is also in the early stages of development.

Conclusions
Integrated mental health care models typically have a co-
located mental health clinician who works closely with 
the GP and the rest of the primary care team. Implement-
ing mental health integrated care models in Australia 
requires a ‘whole of system’ change. Lessons learned 
from the MHNIP could form the foundation on which 
this model is implemented in Australia.
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