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Executive summary
Policy context

Mental disorders are highly prevalent in Australia. The most frequently diagnosed conditions are
anxiety, affective and substance use disorders. Comorbidities are common, both in terms of
concurrent mental health conditions and concurrent physical and mental health conditions. Many
individuals with lived experience of mental iliness also face a range of non-medical issues (e.g.
housing, employment and education needs). Typically, individuals requiring mental health care for
most moderate/mild cases are supported in primary health care (PHC), though specialist care in
secondary and tertiary settings is required for more severe conditions. Given the multifaceted nature
of mental health conditions, support for individuals experiencing such diagnoses also needs to be
multidisciplinary and collaborative. PHC mental health services encompass a range of services,
including counselling, pharmacological treatments, referrals and follow-up care, provided by health
professionals in PHC settings (e.g. general practice) to treat or prevent mental health problems.

Internationally, the focus of health systems is shifting from hospitals towards PHC, and integrated
care is a key priority. While definitions vary, integration typically refers to bringing together people
and organisations that represent different sectors to align relevant practice and policy and to
improve access and quality of health care. At the macro (systems) level, integration involves
coherence across policies and legislation; development of cross-sectoral partnerships, collaborations
and agreements; and joint administrative, planning and funding arrangements.

The potential benefits of integrated mental health care are widespread, including not only improving

the quality of care individuals receive but also reducing costs for health systems. The task, however,

is not simple. Integrating mental health care is complex due to the interaction between different

systems. This report considers the structure of international health systems and highlights the macro

level strategies relevant across four different levels of integration, namely:

e Horizontal integration of mental health care within PHC

e Vertical integration within the mental health system (i.e. between primary, secondary and
tertiary mental health services)

e Vertical integration within the broader health system (i.e. between primary mental health
services and secondary and tertiary physical health services)

e Horizontal and vertical integration with the non-health sector (particularly housing, employment,
education).

Key findings

The structures of mental health systems were compared across Australia, Canada, England, the
Netherlands and New Zealand (NZ). There are similarities across international health systems in
terms of priorities, but there are also infrastructure differences. For example, there are variations in
governments’ levels of responsibility, local service coordination bodies, funding approaches, enrolled
populations, key stakeholders, and responses regarding stigma, social inclusion and recovery.

Consistent evidence in this review highlighted the importance of primary and secondary sector
mental health care services working together. This relates to a stepped care approach which
encourages continuity of care (COC), enabled by efficient referral processes, shared electronic health
records and inter-professional education. Different service providers need to respect each other’s
roles, and work in a complementary way to support people with lived experience of mental illness,
particularly those with more severe conditions.

Improving the integration of mental health services in primary health care at the macro level -1-
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Given the rising prevalence of multimorbidity, addressing comorbid conditions is an increasingly
common challenge for health professionals. Financial incentives have been useful in linking primary
mental and physical health services through programmes such as Better Access to Psychiatrists,
Psychologists and General Practitioners through the Medicare Benefits Schedule, and the Access to
Allied Psychological Services initiatives.

Mental health and wellbeing influences, and is influenced by, a range of non-health and social issues;
thus, well integrated care for those with lived experience of mental illness needs to extend beyond
health boundaries. In particular, housing, education and employment services should be
incorporated in integrated models of care. Initiatives such as the Partners in Recovery programme
seek to address these needs in a collaborative fashion among vulnerable populations.

Integrating mental health care requires consideration of the following factors. If not addressed

adequately these issues can be barriers; yet if considered fully they can enable effective integration:

e Taking into account local context

e Engaging key stakeholders in informal or formal partnerships

e Articulating governance procedures and identifying leaders

e Financing reforms in a sustainable fashion

e Establishing appropriate infrastructure and resources (including considering co-location of
services)

e Accounting for organisational culture

e Encouraging respectful communication

e Providing inter-professional education

e Reducing stigmatisation and discrimination

e Collecting adequate data that assesses quality of care.

In terms of limitations of the review, although information was available about specific macro level
policies for integration, there was limited detail as to how these policies have been operationalised
and the impact they have had. Instead the focus in the literature was primarily on micro level
integrated mental health care. Further, where data were available there were some concerns about
the generalisability of findings. Often quantitative studies focused on specific populations, typically
groups with low-prevalence, severe mental health conditions, yet expressed findings as if they
represented the whole population. Similar patterns were found in the limited cost-effectiveness
research. That is, costs for subpopulations were assumed to parallel costs for broader groups. In
addition, the research that explored multifaceted approaches to addressing integrated mental health
care did not determine whether they were effective only if implemented as a whole, or whether core
elements could be applied in other situations.

Improving the integration of mental health services in primary health care at the macro level -2-
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Policy considerations

Based on the findings of this report, the following factors may be considered for action:

Policy

e Embrace a ‘no wrong door’ approach in which different services are capable of advising
individuals with mental health issues of how to get the support they require.

e Develop waiting time targets for community mental health services (similar to those for
emergency departments).

e Enable support/access for less severe, high-prevalence conditions through the National Disability
Insurance Scheme (NDIS).

Governance

e Involve people with lived experience of mental illness and communities in planning and
implementing integrated care, reflecting the practices in Aboriginal and Torres Strait Islander
communities where Aboriginal Community Controlled Health Services have had considerable
success.

Funding and financing

e Consider incentives to encourage stepped care (e.g. continued support for Better Access and
Access to Allied Psychological Services initiatives as coordinated by primary health networks).

e Offer financial support for pharmacies and emergency services to be engaged in mental health
teams.

e Provide funding and infrastructure for inter-professional education and training workshops.

e Plan and fund strategies to better connect the public and private sectors.

Infrastructure

o Develop technologies which enable effective referrals and shared health records not only across
the PHC sector but that are compatible with secondary and tertiary sector technologies.

e Continue to encourage co-location and funding of wrap-around services which enable joint
planning of care (e.g. co-locating mental health and social services within homeless centres,
employment services, alcohol and drug services, legal services).

e Include PHC in cross-sectoral partnership arrangements with mental health and non-health
services

e Encourage collection of up-to-date data — the most recent national survey was conducted in
2007; given the changes to PHC that occurred as a result of the 2010 National Primary Health
Care Strategy, it would be prudent to re-examine the prevalence and experience of mental
health conditions in Australia.

e Train police and other emergency services to identify individuals with mental health issues and to
develop de-escalation techniques to avoid crises.

Models of care

e Some current models and policies show promise, but they need to be evaluated, with findings
made publicly available.

e Evaluations should incorporate both quantitative and qualitative components, including health
economic analyses, and should evaluate both process and outcomes, including effectiveness and
cost-effectiveness.

e Support more explicit research focusing on cross-sectoral comorbidity as this issue becomes
increasingly important with rising rates of multimorbidity.

Learn from international practices

e Additional policy recommendations include investigating the translation of World Health
Organization (WHO) and Calouste Gulbenkian Foundation (CGF) (2014a) recommendations
around governing principles to an Australian context:

Improving the integration of mental health services in primary health care at the macro level -3-
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o Public health approaches — taking into account life course approaches; increasing
public awareness (e.g. continue to support beyondblue); involving people with lived
experience of mental illness at all levels of planning; developing care pathways for
continuity of care; supporting case management.

o Systems level approaches — ensuring consistency with international practices;
planning for long-term future; designing inter-professional education models and
encouraging stepped care; increasing availability of medications for those who
require them; employing national surveillance agencies to measure key mental
health indicators for quality improvement when assessing general health system
performance.

o Whole-of-government approaches — involving not only end users but also all relevant
organisations in planning, funding and delivering services (i.e. developing and
maintaining relationships with the social sector); coordinating multi-sectoral
leadership for shared goals and shared decision making.

Methods

A rapid review was conducted to explore the effectiveness of macro level strategies to improve
integration of mental health services in PHC. This pragmatic review involved a search and synthesis
of relevant peer reviewed and grey literature, generally restricted to the period from 2009 to 2014.
Although the emphasis was on Australian evidence, international examples were included where
appropriate, predominantly from countries with comparable systems and priorities to Australia (i.e.
Canada, England, NZ, and the Netherlands).

Improving the integration of mental health services in primary health care at the macro level -4-
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Context

Mental disorders were the fourth highest contributors to the burden of disease in Australia in 2010
(13%), behind cancer (16%), musculoskeletal disorders (15%) and cardiovascular disease (14%)
(AIHW, 2014). The economic cost to the health system in 2008-09 was $6.4 billion (8.6% of the total
disease expenditure). However, the burden extends far beyond health system costs alone, imposing
substantial economic and social costs on families and the wider community. Mental disorders are
complex and multifactorial; requiring a collaborative, multi-sectoral, integrated care approach.
Australia has had a national mental health policy — the National Mental Health Strategy — for more
than 20 years. The original policy (Australian Health Ministers, 1992b) recognised that primary health
care (PHC) service providers, particularly general practitioners (GPs), are often the first point of
contact for people with lived experience of mental illness. It argued for greater mainstreaming and
integration of mental health services. Further key policy initiatives relevant to primary mental health
care are listed in Table 5 (Appendix C).

Integrated health care is consistently cited in policy documents as a priority for international health

systems (Oliver-Baxter et al., 2013d). In particular, there is a need for integrated mental health care

as individuals with poor mental health represent a vulnerable population group who are at risk of
falling through the gaps in services (Commonwealth of Australia, 2009). At the same time, there has
been a global shift away from acute care as the centre of the health system, to a much greater focus
on the role and impact of PHC (Standing Council on Health, 2013b). Thus, in order to provide more
effective and efficient mental health care, it is important to improve integration between the
primary, secondary and tertiary sectors, and across mental, physical, and social services.

PHC in Australia is currently provided by a complex mix of agencies, which includes State and

Territory government-managed community health services, publicly and privately funded providers,

and government and non-government agencies. The PHC sector operates at a number of levels in the

context of Australia’s system of government and the broader health system (for more details, see

Oliver-Baxter et al., 2013a). Broadly these levels can be grouped into three categories (Australian

Medicare Local Alliance, 2012):

e Macro (system) level governments and agencies are responsible for national and/or State level
policy, funding strategy and enabling infrastructure. In addition to the Commonwealth, State and
Territory Governments, examples include the National Mental Health Commission, the Royal
Australian and New Zealand College of Psychiatrists, and the National Aboriginal Community
Controlled Health Organisation. Many social services organisations, which play a role in the lives
of those with mental illness, also operate at the systems level (e.g. Centrelink).

e Meso (middle) level agencies are positioned between the macro and micro levels, often have a
regional role and may act as commissioning, linking, enabling agencies for the local and regional
PHC sector, such as PHC organisations (including Medicare Locals or the proposed new Primary
Health Networks, and Local Hospital Networks).

e Micro (practice) level includes agencies and individuals who provide direct PHC to people with
lived experience of mental illness such as general practice, community health services, private
nursing or allied health providers; and social services providers (e.g. employment services).

Integration of PHC and mental health services is influenced by a range of issues at the macro level of
systems and policies, which may impact on delivery of integrated care at the micro level of health
care services. These include infrastructure, financing, governance, partnerships and collaborations
across organisations and sectors. This report reviews macro level factors influencing the integration
of PHC mental health services with secondary and tertiary mental health services; PHC physical
health services; secondary and tertiary physical health services; and non-health services.

Improving the integration of mental health services in primary health care at the macro level -5-
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Background
Mental health

Mental disorders are common, and mental health is a key social and public health issue.
Furthermore, the costs of mental health are high and are likely to be underestimated. These costs
relate not only to public funding systems and treatment costs, but also to specific costs related to
lost productivity, disability, justice and educational systems, and caregiving (Commonwealth of
Australia, 2009, Mental Health Commission of Canada, 2012).

It is widely accepted that multiple factors contribute to poor mental health, including biological,

psychological, and environmental factors. Although most research has focused on biological factors,

there is strong evidence of social determinants of mental disorders, including economic adversity and

social inequity (Allen et al., 2014). According to the World Health Organization and Calouste

Gulbenkian Foundation (WHO and CGF, 2014b, p 8):

¢ Mental health and many common mental disorders are shaped to a great extent by the social,
economic, and physical environments in which people live.

e Social inequalities are associated with increased risk of many common mental disorders.

As many of these factors are external to an individual’s sphere of control, they need to be addressed
at a systems (macro) level. According to Fisher and Baum (2010), higher rates of mental health
problems are associated with social conditions including low income, inadequate housing, lack of
education, unemployment, insecure employment, high-demand or low-control work, child
neglect/abuse, gendered violence, unsafe neighbourhood conditions, and social isolation. Given this
complexity, there is a strong need for a multifaceted approach acting across a range of health and
non-health sectors to meet the needs of those with poor mental health.

Prevalence of mental disorders in Australia

There are relatively good sources of information about the prevalence of mental disorders in
Australia. In particular, several rigorous national studies have been conducted in recent decades.
The 2007 National Survey of Mental Health and Wellbeing (NSMHW), which investigated the
prevalence of common mental disorders in the Australian population (Slade et al., 2009a), found that
one in five Australians aged 16-85 years had a mental disorder at some time during 2007 (12-month
prevalence)1. The most common conditions were anxiety disorders (14.4%), followed by affective
disorders (6.2%) and substance use disorders (5.1%) (Slade et al., 2009a). Of those with a disorder,
nearly half (46.3%) had mild, one-third (33.2%) had moderate, and one-fifth (20.5%) had severe
disorders.

Lifetime prevalence is higher, because many people recover from mental disorders, particularly
depression and anxiety disorders. In many cases, symptoms resolve naturally or with minimal
intervention (Lee et al., 2012, Sareen et al., 2013, Whiteford et al., 2013). The UK National Institute
for Health and Clinical Excellence (NICE) (2009) guidelines for treatment of depression in primary and
secondary health care settings recommended active monitoring (often referred to as 'watchful
waiting') or low-intensity psychosocial interventions for many patients with mild depression (pp 19-
20). Whiteford et al. (2013) endorsed watchful waiting on the basis of evidence from wait-list
controlled trials and observational cohort studies. For more severe and persistent cases, NICE
recommends more intensive interventions, such as cognitive-behavioural therapy and/or
antidepressants (pp 22-23), usually for several months (pp 28-29). Untreated mental illness can be
problematic, leading to social problems (e.g. job loss, relationship breakdown, loss of reputation) and

! This survey data report needs updating as there have been many changes in mental health care since the time of collection.
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suicide, as can treated mental illness in some cases (Lourey et al., 2012, Lourey et al., 2013, Chesney
et al., 2014).

A smaller proportion of people have severe and persistent disorders that profoundly affect their lives
(Lee et al., 2012) and necessitate long-term, more intensive treatment involving specialists, often
including some episodes of hospitalisation. According to the Fourth National Mental Health Plan
(Commonwealth of Australia, 2009), approximately three per cent of Australian adults have severe
mental disorders; and many such people also have comorbid physical disorders (e.g. cardiovascular
disease and/or diabetes).

A useful distinction has been made in Australia between high-prevalence (common) and low-
prevalence mental disorders (Jablensky et al., 1999). The latter tend to be more severe and chronic,
and therefore impose a substantial burden despite being much less common. High-prevalence
disorders include anxiety disorders, affective (mood) disorders (e.g. depression), and alcohol and
other drug (AOD) problems (the three conditions included in the NSMHW); whereas low-prevalence,
but generally more serious, disorders include schizophrenia and related disorders, bipolar disorder,
depression with psychotic features, delusional disorders, and acute transient psychotic disorders
(Jablensky et al., 1999). Most of those with low-prevalence disorders experience “profound and
widespread disability, decreased quality of life, persistent and distressing symptoms, and frequent
side-effects of medication” (Jablensky et al., 1999, p xii, Jablensky et al., 2000). The 2010 Survey of
High Impact Psychosis (SHIP) estimated that nearly 64,000 people (4.5 people per 1,000) aged 18-64
years had a psychotic illness and were in contact with specialised public mental health services in the
previous year (Morgan et al., 2011). Other mental disorders that are generally not considered to be
in either category include eating disorders and personality disorders.

Comorbidity

Comorbidity (co-occurrence) of disorders is common, both with other mental disorders and with
physical disorders, which can complicate management. The 2007 NSMHW reported that 25.4 per
cent of people with a mental disorder had more than one mental disorder (Slade et al., 2009b); and
more than half (54%) of those with multiple mental disorders had severe impairment.

Comorbid physical disorders also add significant complexity in terms of care provision. People with
lived experience of common mental disorders (e.g. depression/anxiety/substance use disorders)
were no more likely than the general population to have physical disorders (Slade et al., 2009b).
However, these mental disorders were more common among people with chronic physical
conditions (28.0%) than among people without such conditions (17.6%). Moreover, there is a strong
association between rates of multimorbidity and areas of social deprivation. For example, an analysis
of data from Scotland’s national database of registered practices (2007) reported earlier onset of
multimorbidity including mental health disorders in the most deprived areas of Scotland (Barnett et
al., 2012).

According to the Australian Institute of Health and Welfare (AIHW) (2012), approximately one in nine
Australians aged 16-85 years in 2007 had a mental disorder (most commonly an anxiety disorder)
and a physical disorder at the same time. There was an inverse relationship between comorbidity
and socioeconomic status (SES), with people living in the most disadvantaged areas being 65 per cent
more likely than people in the least disadvantaged areas to have comorbid disorders.

Improving the integration of mental health services in primary health care at the macro level -7-
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For low-prevalence but serious conditions, data from the 2010 SHIP indicated high rates of chronic
diseases, including diabetes, asthma, arthritis and cardiometabolic risk factors (Morgan et al., 2011, p
42):

e 82.1% met at-risk criteria for abdominal obesity

e 28.1% had elevated blood glucose, which is associated with diabetes

e 49.9% met criteria for metabolic syndrome.

Treatment of mental disorders typically involves use of psychiatric drugs, including antipsychotics
and antidepressants, which commonly have adverse effects, both physical and psychological. They
may also increase the risk of chronic diseases including diabetes and cardiovascular disorders (De
Hert et al., 2012). This is particularly the case with atypical (newer) antipsychotics. Despite being at
higher risk for these disorders, people with severe mental illnesses are less likely to be screened and
monitored (De Hert et al., 2012). People with serious mental disorders also commonly have
oral/dental health problems (Kisely et al., 2011).

Disability

In the NSMHW, disability associated with mental illness was explored by examining the extent to
which it interfered with day-to-day activities, household maintenance, work or study, close
relationships and social life (Slade et al., 2009b). The NSMHW reported that people with depressive
episodes and dysthymia had the greatest levels of interference in their lives, particularly their social
lives. On average, individuals with mental disorders reported that they had been unable to conduct
their usual activities for four out of the last 30 days, compared with 1.4 days in those without a
diagnosed mental disorder; and this rate increased to an average of six days for people with affective
disorders.

Schizophrenia and bipolar disorder are among the top 20 causes of years of life lived with disability
(Vos et al., 2012). The 2010 SHIP data reinforced that psychosis is associated with both substantial
and persistent disability; almost a quarter of people were assessed as significantly or
extremely/totally disabled, meaning that they were unable to function independently (Morgan et al.,
2011). Further, 63 per cent reported dysfunction in overall socialising.

Mortality

Mental disorders are associated with increased risk of premature death, including suicide (Doessel et
al., 2010); and, like mental disorders, suicide rates tend to be higher in times of economic crisis
(Reeves et al., 2014). However, more people with severe mental disorders die prematurely from
causes other than suicide (Lawrence et al., 2013, Tidemalm et al., 2008) and the relationship
between mental disorders and mortality is partly mediated by social factors (Lazzarino et al., 2013).

Furthermore, the methodology used to determine mortality in mental health studies may be
problematic. Many studies tend to overestimate mortality (Chesney et al., 2014), particularly if they
focus on inpatient samples (Crump et al., 2013). Some highly cited statistics are based on samples of
people with severe chronic disorders but are inappropriately generalised to the broader population
of people with mental disorders, including high-prevalence disorders (Hickie et al., 2014, Lawrence et
al., 2013). For example, Lee et al. (2010) reported that “death rates for people with any mental
illness are 2.5 times higher than for the general population” [italics added] (p 16). However, these
data were based on research on individuals with serious mental disorders who were registered on
the Mental Health Information System (MHIS) (Coghlan et al., 2001). As the MHIS only tracks people
with lived experience of mental illness who have had contact with mental health services (not GPs or
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private practice specialists), or been a psychiatric inpatient in Western Australia, the findings only
illustrate that the death rate is higher among those people in contact with mental health services.

Treatment

Although many people with mental disorders recover naturally or with minimal intervention (Lee et
al., 2012, Sareen et al., 2013, Whiteford et al., 2013), this is not the case for all people with serious
mental disorders, which are often chronic and debilitating.

In Australia, most mental health care is provided in PHC, primarily by GPs (AIHW, 2013b). Treatment
by GPs is appropriate for many people with mild or moderate disorders; and 78 per cent of people
who sought help for depression contacted a GP (Slade et al., 2009a). In 2011-12, 12.1 per cent of GP
consultations were for mental health-related problems (AIHW, 2013a), most commonly anxiety,
depression and sleep disorders.

GPs are most likely to prescribe, supply, or recommend medications for mental health problems,
most commonly antidepressants, anxiolytics, hypnotics, and sedatives. However, they also provide
psychological counselling, advice, and other treatments (AIHW, 2013a); and refer to other health
professionals, particularly psychologists and psychiatrists (AIHW, 2010). Often there is poor
communication and collaboration between these mental health care providers (Craven and Bland,
2006, Fletcher et al., 2014, Gask, 2005). In addition, many people with serious mental illness have
comorbid physical disorders (e.g. cardiovascular disease and/or diabetes), their care and treatment is
poorly integrated, and frequently they have multiple complex needs related to non-health issues
such as housing, vocational support and legal issues.
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Integration and integrated care

There is a range of definitions available for integration and integrated care; some focus on the
organisation of services across different sectors while others focus on interactions among providers
within a sector. However, the underlying principle is that integration refers to bringing together
individuals and organisations representing different sectors/fields to align practices and policies and
to enhance access to quality health care (Oliver-Baxter et al., 2013a). For a detailed discussion on
integration, see previous reports produced by PHCRIS (Oliver-Baxter et al., 2013b, Oliver-Baxter et
al., 201343, Oliver-Baxter et al., 2013c, Oliver-Baxter et al., 2013d, Raven et al., 2014).

Briefly, the term integration is often used synonymously with cooperation, collaboration and
coordination. However, these concepts differ. Konrad (1996) described a continuum of intensity of
integration. At the simplest, least formal end of the scale lies information sharing and
communication, which involves systems that “operate autonomously in a parallel fashion” (p 9). At
each step, collaborative strategies gain intensity and increase the formality of their arrangements,
with integration at the other end of the continuum. Table 6 and Table 7 (Appendix D) provide detail
on Konrad’s different levels of intensity of integration.

For the purposes of this report, macro or systems-level integration relates to “purpose-built, top-
level down coordination of services under designated cross-sectoral programs” (Flatau et al., 2010, p
7). Specifically, this includes integration across systems and organisations and may include:
coherence of policies and legislation; cross-sectoral partnerships and agreements; and joint
administrative, planning and funding arrangements. Various forms of integration are required for
mental health care: vertical integration in which primary and secondary mental and physical health
services are connected; and horizontal integration where the PHC sector acts in collaboration with
the social care and community sectors.

Although multidisciplinary teams are commonly proposed in PHC and this frequently entails a sense
of collaboration, it is only since the National Primary Health Care Strategy was introduced that the
policy focus has been on integration (Commonwealth of Australia, 2010).

In relation to mental health specifically, integration issues include:

e Horizontal integration within PHC (i.e. between physical and mental health services)

e Vertical integration within the mental health system (i.e. between primary, secondary and
tertiary mental health services)

e Vertical integration within the broader health system (i.e. between primary mental health
services and secondary and tertiary physical health services)

e Horizontal and vertical integration with the non-health sector (particularly housing, employment,
education).
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Aim and research questions

The main aim of this rapid review (from here on referred to as a Policy Issue Review) is to identify
and evaluate the effectiveness of macro level strategies to improve integration of mental health
services in PHC.

The Policy Issue Review addresses the following research questions:

e How do different countries structure their mental health systems (focusing on mental health care
delivered in PHC settings)?

e What macro level factors influence integration of PHC mental health services with secondary and
tertiary mental health services (including hospitals and community-based services)?

e What macro level factors influence integration of PHC mental health services with PHC physical
health services?

e What macro level factors influence integration of PHC mental health services with secondary and
tertiary physical health services?

e What macro level factors influence integration of PHC mental health services with (non-health)
support services such as housing, AOD services and vocational services?

This Policy Issue Review focuses on factors influencing integration of PHC mental health services
(with secondary/tertiary mental health services, PHC/secondary/tertiary physical health services, and
social/welfare support services), including infrastructure (e.g. co-location), governance and
partnerships in the Australian setting. Relevant information from international settings (England, NZ,
Canada and the Netherlands) will be included where relevant. Although additional factors, such as
workforce issues, funding models and economic analyses may also influence integration across these
sectors, they are out of scope for the current review; and the search strategy thus does not include
these terms.

Improving the integration of mental health services in primary health care at the macro level -11-



Primary Health Care Research & Information Service

PHCRIS er
Methods

This Policy Issue Review follows a 'rapid review' format. Rapid reviews are short literature reviews
that focus on research evidence, with a view to facilitating evidence-based policy development
(Grant and Booth, 2009). Due to the limited timeframe for this review (8 weeks), searches and critical
appraisal of the literature were pragmatic rather than systematic. In order to obtain the most
relevant material quickly, search terms varied across different databases. Consequently, replication
of this review may result in a different literature base.

A selection of relevant academic databases was searched: PubMed, the Cochrane Library, the
Informit databases, and Google Scholar. Search terms are detailed in Appendix A.

In order to obtain evidence from the most recent examples of integration efforts, literature searches
were generally restricted to the period from 2009 to 2014. Earlier publications were included where
there were relevant key reports/articles or a scarcity of more recent information. A snowballing
technique was also used to identify additional relevant literature from reference lists of papers
identified through database searches. Although the emphasis was on Australian literature,
international literature was included, where appropriate, focusing predominantly on countries with
comparable systems and priorities to Australia, specifically Canada, NZ, the Netherlands, and
England. Only English language sources were included. Searches were restricted to adult populations;
childhood disorders were not included, nor was dementia, because it is not within the ambit of
national mental health policy (Australian Health Ministers, 2003).

The specified disorders were the high-prevalence disorders (i.e. anxiety, affective, and substance use
disorders) included in the 2007 NSMHW (Slade et al., 2009b) and the lower prevalence (psychotic)
disorders included in the 2010 SHIP (Morgan et al., 2011).

Limitations of the review

The literature search was challenged by lack of specificity. Searches for 'integration' and similar terms
(e.g. 'collaboration’, 'multidisciplinary’, and 'inter-professional') located large numbers of sources
that mentioned those terms but often did not provide any relevant information. The lack of
consensus in definitions of integration and heterogeneity among models presented a challenge. For
example, terms such as 'collaborative' often refer to components of integration, such as
communication and liaison between GPs and medical specialists, rather than multidimensional
concepts, such as teamwork that includes other health and welfare service providers.

The literature related to integration and integrated care is plagued with inconsistent use of terms
and a high degree of heterogeneity in the use of models and mechanisms (Whiteford et al., 2014); a
range of synonyms or methods of operationalising integration have been applied throughout the
literature (Oliver-Baxter et al., 2013a). For example, one of the challenges in the literature is when
the term integration is used to explain basic working relationships between parties such as the police
and social services (Forti et al., 2014); it is necessary to consider the extent to which key
stakeholders’ practices are fully integrated and under which circumstances the practices are merely
‘coordinated’ (Konrad, 1996).

Similarly, an additional limitation relates to the inconsistencies in definitions of PHC that occur in the
literature. When exploring mental health services, sources may refer to examples such as community
mental health, mental health services provided by allied health professionals, physician services,
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psychology services, or mental health services generally. In other cases these variations are
subsumed under a more comprehensive definition of PHC mental health services. As searches were
restricted to ‘primary health care’ and synonyms, it is possible that material on some of these
services which do not refer to themselves as PHC, may have been missed.

Additionally, there were relationships explored in this review for which appropriate search terms
were challenging to define. For example, research alluded to integration across primary mental and
secondary and tertiary physical care sectors but rarely mentioned these specific terms.

There is a blurring between macro, meso and micro levels throughout both the available literature
and the synthesis in this review. This is partly due to definitional differences, but also because many
policies, organisations and stakeholders operate across multiple levels of integration. For example,
organisations that deliver services directly to clients operate at the micro level; however, several
examples have been included in this report as macro level policies refer to their establishment, or
they represent integrated partnerships or other arrangements.

While a number of policy documents described the need for integration, in some cases it was difficult
to be explicit about the relationship between these policies and practice; and difficult to articulate
the differences the policies have made in terms of outcomes. In these situations it was necessary to
instead focus on whether policies have provided a more enabling environment which allows
integration to occur.

The ability to present an exhaustive review was limited by the short time period and availability of
evidence. For example, there was a lack of evaluation of a number of key policies and programmes;
and this report has focused on those that have been evaluated where possible.
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Findings

The findings from this review have been organised into the following sections:

e Integration in mental health: this section describes the rationale for integrating mental health
care with other sectors that impact on a person’s health and wellbeing

e Mental health systems: this section provides a brief overview of Australian and some
international health systems and how they approach integration with mental health

e Integration of PHC mental health services with secondary and tertiary mental health services:
this section examines vertical integration between different levels of the mental health system

e Integration of PHC mental health services with PHC physical health services: this section
examines horizontal integration between mental health services and PHC services

e Integration of PHC mental health services with secondary and tertiary physical health services:
this section examines vertical integration between mental health and hospitals

e Integration of PHC mental health services with non-health services: this section describes the
different factors that impact on mental health and examines both vertical and horizontal
integration with non-health sectors

e Barriers and facilitators: this section summarises the main barriers and facilitators to macro level
integration that have been identified in the literature.

As stated in the limitations, the terms ‘primary health care’, ‘primary care’ or ‘general practice’ are
not always explicitly stated in the literature, yet at times it is evident that PHC plays a role in
integration with mental health.

Although policy documents consistently recognise the need to develop and sustain an integrated,
cross-sectoral approach that incorporates social, physical and mental health needs, there is little
available information on the extent to which this has occurred (Lourey et al., 2012), or the impact
this has had more broadly. For the most part, the available literature on macro level integration is
purely descriptive, outlining the intention of particular policies, strategies and expected outcomes,
but providing little detail on how the different sectors or organisations should work together, or how
to evaluate the effectiveness of this approach. Evaluations of macro level policies and initiatives are
scarce; and results of evaluations have been provided, where possible.

Integration in mental health

Mental health issues are often complex and multifactorial, thus requiring multifaceted support.
Internationally, integrated care is emerging as a priority in mental health care, with a shift away from
institutionalisation towards community-based care services. The National Mental Health Commission
(Lourey et al., 2012) emphasised the need for “co-ordinated and integrated support for people with
severe and persistent mental illness and complex care needs, who need stable homes and support to
keep well, avoid homelessness, and break the hospital cycle” (p 63). In developing their mental
health outcomes strategy, No Health Without Mental Health, the English Department of Health
noted how “the Government can achieve more in partnership with others than it can alone... services
can achieve more through integrated, pathway working than they can from working in isolation from
one another” (HM Government, 2011, p 11). It has been suggested that integrated care also benefits
families and carers who are recipients of services; and enables more effective and efficient use of a
nation’s services (Commonwealth of Australia, 2009).

Although PHC is fundamental for mental health care, it needs to be complemented by other levels of
care, as illustrated in the WHO Service Organization Pyramid for an Optimal Mix of Services for
Mental Health (Figure 1), which proposes the integration of mental health services with general
health care (WHO, 2009). The key point illustrated in this pyramid is the relationship between the
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frequency of need and costs across different levels of care. For example, informal community care
and self-care services are highest in terms of quantity and frequency, but lowest in cost; whereas
more formal specialist psychiatric services are lower in quantity and frequency, but much higher in
costs. To reduce costs, optimal care is provided through less formal services where possible. An
additional dimension depicting the need for social care services is missing from this pyramid.

In a recent review (WHO and CGF, 2014a), three macro level governing principles for integrating the
response to mental disorders were developed (Table 1), reflecting public health, systems and whole-
of-government approaches. The actions included in Table 1 illustrate the complexity of the mental
health area.
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Table 1

Principles and actions for integrating the response to mental disorders

Overarching approach

Key principles or functions

Practical steps that can be taken

Public health approach

Life course approach

(Re)design policies and plans to address
the health and social needs of people at all
stage of life, including infancy, childhood,
adolescence, adulthood and old age.

Healthy living/behaviours

Promote mental and physical health and
wellbeing through public awareness
campaigns and targeted programmes.

Pers