Mosler et al. BMC Primary Care (2023) 24:175 BMC P ri ma ry Ca re
https://doi.org/10.1186/s12875-023-02129-y

o ®
Structured communication methods it

for mental health consultations in primary care:
a scoping review

Franziska Mosler', Katy Packer?, Lauren Jerome' and Victoria Bird'

Abstract

Background Majority of people with mental health problems attend primary care for support. Interventions

that structure consultations have been found effective for physical health conditions and secondary mental health
care. The aim of the review is to identify what tools or interventions exist to structure communication in primary
care for appointments related to mental health problems and examine existing evidence for effectiveness for mental
health and quality of life outcomes.

Methods Quantitative and qualitative studies were eligible for inclusion if staff was based in a primary care setting
and the intervention involved bi-directional communication with adult patients. Six databases were searched (MED-
LINE, Web of Knowledge, EMBASE, PsycINFO, The Cochrane Library, CINAHL) with no time restriction. Search terms
combined four concepts with key words such as “structured” and “interaction”and “mental illness”"and “primary care”.
Reference lists of eligible studies were searched.

Results After removing duplicates, 3578 records were found and underwent further screening. A total of 16

records were included, representing eight different interventions from five countries. The majority were delivered

by primary care doctors and focused on patients experiencing psychological distress. Similarities across interven-
tions'service delivery were that most were created for a broad patient population, used self-report assessments

at the start and actions or plans as the end point, and employed group settings and didactic methods for training
staff in the intervention. Booster and follow-up trainings were not offered in any of the interventions, and supervision
was only part of the process for one. The evidence for effectiveness for mental health and quality of life outcomes
was mixed with three out of five RCTs finding a positive effect.

Conclusions Although the idea of structuring communication for mental health consultations has been

around since the 1980s, relatively few interventions have attempted to structure the conversations within the consul-
tation, rather than modifying pre-visit events. As the evidence-base showed feasibility and acceptability for a number
of interventions, there is scope for those interventions to be developed further and tested more rigorously.
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Background

Structured communication tools are one way that health
*Correspondence: care providers have been attempting to improve patient-
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Physical healthcare settings have used structured
communication tools as a way of ensuring high qual-
ity care [2]. For example, in the context of palliative
care, to shift conversations away from clinician-led dis-
cussions of treatment options towards care planning
around patients’ goals and values [3] or to improve sat-
isfaction with care and create realistic expectations in
relatives with a critically ill family member [4].

Mental health care is predominantly delivered by
primary care providers [5]. Structured agendas have
previously been identified as an added benefit of a psy-
chological intervention by GPs [6]. Research into struc-
tured communication in primary care has focused on
pre-consultation tools that can be broadly categorised
into “question prompt lists” that include some form of
systematic lifestyle or mental health assessment and a
further patient-centred, issue prioritisation step [7-10].
Results have shown feasibility and acceptability for
such approaches and some promise for better identifi-
cation of mental health issues but no immediate impact
on patient outcomes.

While in secondary mental health care interventions
that structure the care coordination meetings them-
selves have been found effective [11], it is less clear
what research has been conducted to structure consul-
tations around mental health concerns between patient
and clinician in primary care settings. We therefore
conducted a scoping review with the aim to create an
overview of what interventions or tools exist in the lit-
erature, what is known about their effectiveness, and
how they are described in terms of intervention content
and delivery.

This review therefore aimed to answer the following
questions;

I. What structured communication tools are used in
primary care for mental health consultations and
what are common features or components in terms
of intervention content and delivery?

II. What is the evidence of effectiveness for mental
health and quality of life outcomes?

Methods

A scoping review methodology with mixed studies inclu-
sion was conducted. The research question on evidence
of effectiveness only considered quantitative outcome
data.

The Joanna Briggs Institute (JBI) and Preferred Report-
ing Items for Systematic Reviews and Meta-analyses
extension for scoping review (PRISMA-ScR) guidelines
were followed [12, 13].
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Search methods

A three-step search strategy as recommended by JBI
guidelines [13] was followed. In the first step an initial
limited search of MEDLINE and Web of Knowledge data-
bases was carried out to analyse text words and index
terms of relevant papers. In the second step the following
databases were searched with all previously identified key-
words and index terms: MEDLINE, Web of Knowledge,
EMBASE, PsycINFO, The Cochrane Library, CINAHL
May 2021. Search terms combined four concepts with key
words such as “structured” AND “interaction” AND “men-
tal illness” AND “primary care” (see Additional file 1). In
the third step, references of eligible studies and appropri-
ate reviews were searched for additional citations.

Study selection

All identified citations were collated and uploaded into
EndNote X8.2 [14] and duplicates removed. Titles were
screened by the first author (FM) to identify possible
articles for full text retrieval and a second reviewer
(KP) assessed 10% of the citations independently.

Abstracts and full texts were read and chosen for
inclusion by FM with 25% of papers assessed indepen-
dently by second reviewer KP. Any discrepancies or dis-
agreements were resolved by discussion and consensus,
and when in doubt, the final decision was made in con-
sultation with a third reviewer VB. Reasons for exclu-
sion at the full text stage were recorded.

The inclusion criteria were published and unpub-
lished full texts of empirical quantitative and qualita-
tive studies, published in any language using the Latin
alphabet. For interventions to be included, patient par-
ticipants had to be aged 18 years and over and attend
primary care with a mental health problem. Staff had to
be located in primary care services but did not need to
be registered health care professionals. Data on effec-
tiveness was only included from peer-reviewed publica-
tions & doctoral theses.

The intervention or tool of interest had to either have
the explicit aim to structure communication or follow
concrete steps, e.g. decision aids, action planning, agenda
setting etc. Communication had to be bi-directional
between patient and staff participants, this could either
be face-to-face or remote. The content of the consultation
had to be mental health focused. Records were excluded if
the interventions were described as self-help programmes,
online chats, group approaches, or psychotherapy.

Data extraction
Data extraction was performed primarily by FM, with
second reviewer (KP) extracting one article for both
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extraction tables — study characteristics and service
delivery.

Extraction included information such as author(s),
year of publication, country, clinical setting, study
design/methods, aims, patient and staff participant
numbers & inclusion criteria such as mental health
conditions and professional groups, intervention and
control group descriptions, outcomes and measures,
follow up times, primary/secondary and qualitative
findings.

All quantitative outcomes were of interest; however,
only mental health and quality of life measures would be
looked at in terms of effectiveness for research question
two.

For intervention content and delivery, data extracted
included whether there was integration into electronic
patient records, availability as an app, other materi-
als provided, whether GPs deliver the intervention or
other professionals, target patient population, underly-
ing theoretical orientation, delivery in-person or remote,
length of consultations, planned follow ups provided,
use of a self-assessments to inform consultations, use of
templates to guide conversation, planned repeated ses-
sions, setting of actions, training, and opportunity for
supervision.

If a feature from Table 2 wasn’t explicitly mentioned
in the article or additional materials provided by the
authors, it was rated as not present. Authors were con-
tacted to request missing or additional data.

Quality assessment

Separate tools for assessing the quality of quantitative
and qualitative research designs were chosen. Quality
assessment for quantitative designs was done using the
checklist developed by the Effective Public Health Prac-
tice Project [15]. It has established validity and reliabil-
ity [16] and has been judged to be suitable for reviews
of effectiveness [17]. The qualitative study was assessed
using the Critical Appraisal Skills Programme checklist
for qualitative research [18] which has been used widely
in health research evidence synthesis [19].

Any mixed method papers would also be assessed using
one of the two tools as the criteria of success at integra-
tion of methods is of no concern to the scoping review.
KP independently assessed one article for each checklist
(14%).

Data analysis

For research question I (RQI) and RQ II, studies were
summarised and tabulated in terms of their characteris-
tics and outcomes. Additionally, each intervention was
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charted according to intervention content and service
delivery features.

Results

The search strategy found 3,841 records through data-
bases and ten through hand-searches. A total of 273
records were removed as duplicates, and a further 2,946
records were excluded at the title screening stage for
not meeting the inclusion criteria. The full texts of the
remaining 632 articles were examined and a total of 16
included. They represented 14 unique studies and eight
distinct interventions. One study was reported in three
articles [20-22]. The PRISMA-ScR flow diagram (Fig. 1)
shows the article selection process in detail. All full-texts
were available thus no authors were contacted for access,
but three authors were contacted to request missing or
additional data [21, 23, 24] with one responding [23].

RQ I—What structured communication tools are

used in primary care for mental health consultations

and what are common features or components in terms

of intervention content and delivery?

The search found eight interventions. The articles were
published between 1989 and 2021, half of them within
the last decade. Interventions were developed in the USA
(n=4), New Zealand (n=1), UK (n=1), Spain (n=1),
and Hong Kong (n=1). The characteristics of the studies
are summarised in Table 1 and the interventions briefly
described below

1. predictD Intervention. The intervention is the
extension of the predictD tool that was developed to
accurately predict the occurrence of major depres-
sion at twelve months, using data entered by patients
regarding twelve risk factors (e.g. sex, age, childhood
physical abuse, health-related quality of life) [25].

As part of the intervention, primary care physi-
cians attended training workshops on depression
and how the predictD intervention applies to clinical
case examples. Physicians offered three sessions to
patients who scored at moderate to high risk on the
predictD tool during which they provided a tailored
bio-psycho-social intervention. Physicians are given
a seven-item list of recommendations to activate and
empower patients during those consultations. Addi-
tionally, patients are offered a booklet about prevent-
ing depression.

2. Feedback/Feedback + counselling. Before attending
their consultation, patients would fill in the General
Health Questionnaire (GHQ) and a questionnaire
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Records identified from:
Databases (n = 3,841)
CINAHL (n = 272)
Cochrane (n = 357)
Embase (n = 930)

PubMed (n = 808)

Web of Science (n = 1,337)
Psycinfo (n = 137)
Hand-searches (n = 10)

Identification

[

———| (n=273)

— I

Records screened

(n=3578)
I

Full-text articles assessed for
eligibility
(n=632)

————> Not mental health (n = 27)

Screening

[

v

J

Full-text articles included in
review
(n=16)

Included

—

Fig. 1 PRISMA-ScR flow diagram

about their current life stress, how well they had been
coping with it and how much they felt the physician
could help and what specific types of things they
could do to help. The primary care physicians in the
“feedback” intervention group were provided with
patients’ GHQ score and an explanation of the prob-
ability of them having a mental health disorder.
Physicians in the “counselling protocol” group
were, additionally to the feedback, provided with a
protocol which first listed questions to evaluate the
stressful situation further and elucidate strategies
patients use to cope in the past and present. Second,
the protocol listed counselling interventions for the
physician to choose, e.g. problem solving, restructur-
ing patient attitudes, and effective coping strategies.
3. Self-Efficacy Enhancing Interviewing Techniques
(SEE IT). The intervention aims at teaching resi-
dents and primary care physicians interviewing
techniques that would enhance patients’ self-efficacy
in achieving health behaviour changes. SEE-IT con-
sists of nine discreet components that are presented
to the physicians as a process flow chart, ie. the
conversations start at “1. Solicit all of the patient’s
concerns up front” and ends in “9. Negotiate when
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Duplicate records removed

Records excluded
(n =2,946)

Reports excluded:

No tool (n=172)
Protocol (n = 44)

Not primary care (n = 29)
Not study (n = 148)
<18yearsold (n =7)

Not relevant (n = 8)

Not clinician-patient
communication (n = 161)
Diagnostic tool (n = 21)

and how patient will follow-up with you on behav-
iour change progress” Components 4, 5, and 7 have
answer options which either skip components or
move the conversation back to previous components.
For example, “5. Assess confidence to take this step
[towards the behaviour change goal]” can either be
answered as “high” skipping ahead to component “8.
Check for understanding of behaviour change plan”
or “low” moving back to component “2. Negotiate
behaviour change goal to focus on”.

4. Problem-Solving Treatment in Primary Care (PST-
PC). This is a brief, three session intervention target-
ing elderly patients with undiagnosed psychological
problems. They are asked to complete the Hospital
Anxiety and Depression Scale (HADS) prior to the
consultation.

Family medicine trainees have a proforma to
complete HADS scores and symptoms, circle what
they thought is the main psychological diagnosis,
and record somatic symptoms and problems in liv-
ing. Then the form would prompt them to “Ask the
patient to identify their main problem” and rate it on
a ten-point scale from very mild to extremely severe.
Following this there was a six-step “solution plan”
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starting with “ask patient to think of possible solu-
tions” and ending with “patient is to work on first
step of their preferred solution and report progress to
you”. The forms for the two follow-up sessions started
by asking patients to rate the severity of their main
problem again and answer two additional questions
on what they have done to solve their problems since
the last session and whether it was effective, before
returning to the previous six-step plan. The authors
reported that the sessions had three core tasks to
achieve: “establishment of a positive therapeutic
relationship, developing a shared understanding of
the problem, and promoting change in behaviour,
thoughts, and emotions” (p.971 [26]).

5. Ultra-Brief Intervention (UBI). The authors
describe this intervention as “guided, cognitive
behavioural therapy-based self-management, with
a focus on problem solving and behaviour change”
(p.232 [27]). Patients were identified as having sub-
threshold psychological distress by completing the
Kessler-10 questionnaire. They were offered three
sessions which were structured by a series of ques-
tions asked by the clinician in order to a) clarify the
problem b) identify coping strategies c) create writ-
ten plan of action d) and build motivation to carry
out actions. Patients were given actions plans printed
out as prescriptions and after the in-person sessions
there would be one follow-up phone call or email.

6. Shared Decision Making. This intervention intro-
duced shared decision making into medication ther-
apy management consultations between pharmacists
and patients prescribed at least three medications. A
conversation template with nine distinct steps was
integrated into the electronic patient record. The
template prompts started with eliciting patient con-
cerns, preferences, values and goals, then move on to
pharmacist assessment, patient and pharmacist iden-
tified solutions, a decision, communication of the
plan, and lastly a follow-up. The initial step of patient
reported concerns had pre-set options in a drop-
down menu such as “medication cost” or “side effect’,
as did the eighth step of “communication of plan’, e.g.
“patient will take recommendation to provider” or
“no action”.

7. Reattribution. This was a structured cognitive
approach for patients with diagnosed mental health
disorders who presented with somatic symptoms in
primary care during routine appointments. The two
studies included in the review used a three- step
model of reattribution which also contains sev-
eral suggested sub-components. First step “feeling
understood” GPs would gain an understanding of
patient’s complaint by taking a comprehensive his-
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tory, responding to mood cues, exploring health
beliefs and carrying out a physical examination. Sec-
ond step “broaden the agenda” GP would reframe
physical complaint by summarising physical find-
ings, acknowledge reality of complaint (e.g. pain),
and reminding patient of other symptoms and life
events. Lastly “Making the link”: GP would make the
link between patient distress and physical complaint
by explaining anxiety and depression, demonstrating
the link practically, in terms of life events, or mak-
ing explicit what is happening in the here and now or
projecting onto a family member. A decade later, fur-
ther refinement of the intervention led to the addi-
tion of a fourth step called “negotiating treatment”
into the model [28].

8. Peer Coaching. Veteran peer coaches would have
up to four phone calls with veterans who screened
positive for at least one mental health disorder but
were not currently in treatment. Coaches would fol-
low a motivational interviewing structure, after ini-
tial sharing of results of the mental health question-
naires. The target behaviour change was initiation
of mental health treatment or, if that was achieved,
treatment retention. Additional coaching language
phrases around personal values and goals were also
included.

The majority of interventions was not integrated into
electronic patient records (5/8). In terms of additional
materials, two interventions provided patient book-
lets [21, 38] focusing on psychoeducation and self-help
strategies.

Six interventions were specifically developed for the
use by primary care physicians, whereas Montag Schafer
et al. [24] focused on pharmacists and Seal et al. [37] on
veteran peer coaches.

Half of the interventions worked on the basis of diag-
nosed mental health conditions, whereas the other half
focused on psychological distress. The only intervention
restricted to a particular mental health diagnosis was
the predictD intervention by Bellon and colleagues [21]
that targeted risk of major depression instead of existing
cases. Two interventions were designed for specific sec-
tions of the population — veterans [37] and people aged
60 years or over [26].

The terms “motivational interviewing” and “problem-
solving” appear most frequently to describe the underly-
ing therapeutic approach of the structured interventions.
The bio-psycho-social model and cognitive behavioural
therapy each appear twice.

All but one intervention had been developed to be used
during in-person meetings. The feedback/+ counselling
intervention [29] took the least amount of consultation
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time with less than 5 min reported. Shared decision
making in medication therapy management [24] had the
longest consultation time lasting from 30 up to 60 min.
Half of the interventions had a repeated sessions design,
mostly three [21, 23, 26] but peer coaching allowing up to
four [37].

Six interventions made use of a self-report assessment
as the starting point for the consultation. Out of those
six, four made use of a mental health screener. The ultra-
brief intervention (UBI) had the Kessler-10 as starting
point [23, 27, 30, 35] and the peer coaching interven-
tions screened for five target mental health disorders
ahead of the appointment [37]. The feedback/+ coun-
selling intervention used the GHQ as well as a patient
assessment of their level of stress and any help they
require with it [29]. The problem-solving treatment in
primary care (PST-PC) involved the HADS as well as
patients being asked to identify their main problem and
rate its severity on a 10-point scale. Beyond those, the
predictD intervention asked participants to complete a
whole range of questions about their past and current
life as well as a health-related quality of life measure
(SE-12) [25]. Whereas the shared decision-making tool
prompts clinicians to ask for the presence of frequently
reported medication concerns [24].

The format of completing a patient self-reported
assessment as part of the intervention consultation with
the clinician was in the minority [24, 26]. Actions, goals,
or plans were agreed or made as part of five interventions
(23, 24, 26, 32, 37] and seemed implied but not explicitly
mentioned for two [21, 29].

Training, supervision & fidelity

All interventions provided in-person training but only
five gave details on the length of sessions. The SEE-IT
intervention [32, 34] had the shortest reported time with
three 20 min sessions, and the predictD intervention the
longest with 15 h of training. Training was carried out by
a range of different professional groups with psycholo-
gists being the most prevalent [23, 26, 29, 37].

Most authors described didactic teaching methods
such as presentations, manuals, and reading materials.
Three interventions additionally employed application-
oriented experiences through simulated patients, role
plays, and case discussions [21, 23, 33]. Group settings
were most frequently used to train, with only two studies
describing one-to-one instructions [29, 32, 33].

None of the interventions offered booster/top-up
training.

Peer coaching [37] was the only intervention offering
supervision.

Five intervention studies had no fidelity or adher-
ence checks as part of their study design. For the two
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interventions which did check for fidelity, the peer
coaches showed “fair fidelity” to MI techniques [37] and
GPs achieved the objectives of problem-solving treat-
ment in more than 83% of sessions [26]. The SEE IT [32]
and reattribution [31] interventions had separate studies
to specifically investigate whether clinicians applied the
skills they were previously trained in.

The eight interventions are described regarding the
presence of features related to service delivery in Table 2.

RQ IIl. What is the evidence of effectiveness for mental
health and quality of life outcomes?

The majority of studies used quantitative methods
(n=10), one was qualitative only, and three mixed meth-
ods. In terms of study design, seven of the 14 studies
were randomised controlled trials, a further six quasi-
experimental studies, and one collaborative qualitative
research. Five studies focused on patient outcomes, three
on clinician outcomes, five reported on both perspec-
tives, and two presented cost-effectiveness analyses.

Overall, five studies had no relevant mental health or
quality of life outcome measures: three of them investi-
gated methods to teach their respective structured com-
munication tools, in this case SEE-IT and reattribution,
and Montag Schafer [24] measured satisfaction with the
new shared decision-making template and the number of
drug related issues identified. Mathieson and others’ [35]
qualitative study focused on reporting the collaborative
process of developing a new intervention between clini-
cians, patients, and researchers.

Four studies had mental health and or quality of life
outcomes but were not randomised controlled trials.
The initial UBI [30], as well as the version adapted to
Maori populations [27], reduced psychological distress
in patients at weeks 2, 6, and 12 post-treatment (with the
reduction at 12 weeks not being statistically significant
in the adapted version). Jerant and others [34] found that
patients, seen after physicians had received training in
the SEE-IT intervention, had improved summary “health
behaviour change mediator” scores compared to a con-
trol group (+0.42, 95% CI 0.07-0.77; p=0.021). Finally,
Morris et al. [36] found that training GPs in reattribu-
tion skills led to fewer of the after-training patient cohort
scoring as psychiatric cases compared to the before-
training (55% vs 68%), though this also did not reach sta-
tistical significance.

Out of the randomised controlled trials, five reported
mental health outcomes and two reported on quality of
life. There were two validated QoL measures (WHO-
QOL-BREF, SF-36) and nine mental health measures
(CIDI; GHQ; PCL-5, PHQ-9, K10, HADS, WHO-
ASSIST, Severity Measure for Panic Disorder; Severity
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Intervention Outcome Time points Intervention n Control n Difference(adjusted Stat. Sign
(Measure) of outcome when available)
measurement
predictD Inter- New cases 18m 739(585t0895) 1663 9.40 (7.89 1663 -2.01(-4.18t00.16) 0.070
vention of depression (%; t0 10.92)
(Bellonetal. 2016 95%Cl)
(21]; Moreno-Peral Ny cases 104(87t0121) 1484  131(114t0148) 1514 -2.7 (-5.1100.3) 0,029
etal. 2021 [20] of anxiety (%;
959%Cl)
Feed- Changes in patient attitude about stress (mean, SE)
pack/+Counsel smountof stress ~ Post consultation  38(0.1°/36  29°/24° 32(0.) 50 0.003
ing 02
(Brody et al. 1990) 0.2 ) b
[29] Control 3.7(0.1)%/3.6(0.2) 3.1(0.1) 0.01
over stress
Seriousness 35(0.1)*/34 32(0.1) ns
of stress 02)P
Problem-solving Change in anxiety 12m (6wks; 3m; -1.17 (-1.84 149 -1.58 (-2.09 150 041 (-0.14to 0.96) 0.146
- Primary Care (95%Cl) 6m) t0-0.51) to -1.07)
(Lametal. Change 113 (03910 1.88) 14 (067 t0 2.13) 001 (:07110074) 0972
2010) [26] in depression
(95%Cl)
Change in quality of life (95%Cl)
Physical function-  12m -232(-4.84,0.21) -1.9(-431,052) -1.52 (-4.08, 1.03) 0.243
ing
Role Physical 2.35(-4.56,9.26) 6.17 (-1.15,13.48) -1.36(-7.90, 5.19) 0.685
Bodily Pain -1.11(-5.7,347) 7.37(29,11.83) -5.21(-9.43,0.99) 0.016
General Health 246 (-1.46,6.38) 235(-1.47,6.18) -1.90 (-5.87,2.07) 0.348
Vitality -2.18 (-6.05,1.69) -0.9 (-4.45,2.65) -2.00(-5.72,1.71) 0.291
Social Function- -1.76 (-6.62,3.09) 267 (-1.76,7.09) -4.21(-8.26,-0.51) 0.043
ing
Role Emotional 3.13(-4.88,11.14) 10.89 (3.97,17.81) -9.95 (-17.5,-2.39) 0.010
Mental Health 0.86 (-2.31,4.03) -04(-3.31,2.51) -0.60 (-3.68, 2.47) 0.701
Physical Compo- -0.54 (2.18,1.09) 0.8 (-0.96,2.56) -1.48(-3.25,0.30) 0.103
nent
Mental Compo- 0.74 (-1.26 1.07 (-0.7 to 2.84) -0.51 (-2.36t0 1.35) 0.592
nent t0 2.74)
Ultra-Brief Inter- Improvement 6m (8wks; 3m) 59(40t07.8) 70 7.6(551t09.6) 69 1.68 (—1.18 to 4.55) 0.255
vention in psychological
(Mathiesonetal.  distress (mean,
2019) [23] 95%Cl)
Improvement 52(35t069) 70(531087) 1.85(-0.62t04.31) 0.149
anxiety& depres-
sion (mean,

95%Cl)
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Table 3 (continued)

Page 13 of 17

Intervention Outcome Time points Intervention n Control n Difference(adjusted Stat. Sign

(Measure) of outcome when available)
measurement

Veteran Peer Mental health symptoms (mean, SD)

Coaches

(Sealetal.2021)  PTSD 16wks 251(184) 137 297(167) 135¢ 003

B37] Depression 9.4 (6.2) 11.1 (65) 001
Anxiety 1.2(0.9) 1.3(0.8) 0.19
Panic disorder 0.6(0.9) 0.7 (0.9) 0.21
Alcohol and illicit substance use (mean, SD)
Tobacco 16wks 8.8(9.5) 9.2(10.0) 0.73
Alcohol 71(7.7) 7.7 (8.6) 0.46
Cannabis[...] 3.1(4.8) 4.6 (6.7) 0.01
Quality oflife (mean, SD)
Physical health 16wks 126 (3.7) 12.0 (3.1) 0.06
Psychological 134(2.8) 12.7 (2.5) 0.004
health
Social relation- 13.3(3.9) 12.1(3.8) 0.003
ships
Environment 144 (2.5) 136 (2.6) 0.004

SE standard error, SD standard deviation

@ Feedback group

b Feedback & counselling protocol group

© Not specified amount of missing data; m — months; wks—weeks

Measure of Generalized Anxiety Disorder). One study
used a non-validated mental health measure to assess
“stress” [29].

Table 3 presents the findings for mental health and
quality of life measures in the RCTs. Three RCTs found
no significant differences between groups [21, 23, 26].
Brody and others reported improvements in patients’
attitude about stress after the feedback/+ counselling
sessions [29]. Seal et al. presented significant improve-
ments in PTSD and depression symptoms, cannabis
use, as well as individual quality of life components for
patients receiving peer coaching [37]. Secondary analy-
sis of predictD RCT data showed significant reduction
in the incidence of anxiety for the intervention group at
18 months [20].

Both Lam et al. [26] and Seal et al. [37] report on sub-
components of quality-of-life scales as well as anxiety
& depression scores. Mathieson et al. [23] provided
additional anxiety & depression data. The former two
included patients with an identified mental health
problem whereas the latter included mild-to-mod-
erate levels of psychological distress. Lam et al. [26]
had the longest follow up period at 52 weeks, whereas

Mathieson et al. [38] reported at 26 weeks and Seal
et al. [37] at 16 weeks.

Quality assessment

Across quantitative studies, Bellon et al. [21] was the
only one to achieve a global rating of “strong’, seven were
rated of “moderate” quality, and five studies as “weak’.
The criteria that achieved the most “strong” ratings was
“withdrawals and drop-outs” (9 studies); i.e. withdrawals
and drop-outs were described in numbers and reasons by
group and follow-up rates were 80% or higher. The most
“weak” ratings (5 studies) were in the “data collection
methods” criteria which requires tools to be valid and
reliable.

The CASP checklist was used to assess the sole quali-
tative study in the review [35]. Out of the nine yes/no
questions, seven quality criteria were rated as met. The
two assessors agreed that neither consideration of ethi-
cal issues nor rigorous data analysis were sufficiently evi-
denced. Individual EPHPP and CASP scores of all studies
are presented in Additional file 2.



Mosler et al. BMC Primary Care (2023) 24:175

Discussion

Summary

The purpose of this review was to identify which struc-
tured communication tools existed for the use of mental
health consultations in primary care and establish what
was known about their intervention features and effec-
tiveness. Eight interventions were identified, with the
majority delivered by primary care doctors and focused
on patients experiencing psychological distress.

In terms of research methods, one of the 14 studies was
qualitative, three used mixed-method designs, and the
rest were quantitative exploratory studies or randomised
controlled trials. The evidence for structured communi-
cation in this context was mixed with three out of five
RCTs finding a positive effect. Quality of studies was
mostly moderate for the quantitative designs and the sin-
gular qualitative study met seven of nine criteria. Quality
of life data was available in two RCTs—one study found
no differences in quality of life and the other reported
significant improvement for unadjusted scores on two
subscales.

Similarities across interventions’ service delivery were
that most were created for a broad patient population,
used self-report assessments at the start and actions or
plans as the end point, and employed group settings and
didactic methods for training staff in the intervention.
Booster and follow-up trainings were not offered in any
of the interventions, and supervision was only part of the
process for one.

Comparison to literature

Features of interventions

As the review showed, a varied amount of features wase
combined to create the individual interventions, many
of them using psychological and behavioural theories
as to propose mechanisms of actions. In the case of the
ultra-brief intervention the intervention was co-created
between clinicians, researchers, and patient partners to
maximise feasibility, acceptability, and effectiveness from
the outset [35]. Interestingly, both a systematic review of
interventions to alter the interaction between patients
and practitioners in physical health conditions [39] and
a more recent scoping review of communication strate-
gies for providing medical information [40] found that
explicit theoretical underpinnings were rare.

Restrictions on time is one of the areas of debate when
addressing mental health problems in primary care con-
sultations. Longer consultations as needed for shared
decision making [24] and multiple session designs such as
the Problem-solving intervention [26] are a barrier to the
acceptability and likelihood of implementation into rou-
tine practice. However, there is some evidence that con-
sultations involving psychological problems in standard
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care have already increased durations [41]. Other argu-
ments for considering those interventions despite higher
time investment comes from research showing that not
addressing psychological concerns leads to higher health
care utilisation [42], missing opportunities to address
emotional concerns comes with longer visits [43], and
issues with moving care onto more specialised mental
health care providers [44].

In this review, six out of the eight interventions were
designed to be delivered by primary care physicians.
This reflects the current situation that GPs are the most
frequently used providers of mental healthcare [45] but
could also be an artefact of the search strategy or the
result of the time lag for research to catch up with the
diversified workforce in primary care. Within primary
care there is a tension between the care recommended
by clinical guidelines and reality of prescription of psy-
chiatric medication or no care at all [46, 47]. Qualita-
tive data from patients and GPs has also pointed to that
when it comes to emotional concerns, the GP-patient
relationship was therapeutic in itself [45]- a phenomenon
structured communication interventions are trying to
formalise and build on to improve outcomes.

A different angle to the limited resource issue is the up
skilling of other professionals such as done with pharma-
cists for the shared decision-making intervention [24]
and drawing in non-professionals for care provisions
such as peer workers such as in the veteran coaching
[37]. In terms of the former, Health Education England
recently published a review of innovative roles within
mental health pharmacy [48], presenting many success-
ful NHS pilot programmes of pharmacists taking more
extensive roles in mental health care. Just as the inter-
vention developed by Montag Schafer & colleagues had
done, they highlight “shared decision-making skills to
support meaningful conversations with patients and car-
ers” as one of the gaps in the current education of phar-
macists (p. 16).

Training & supervision

The heterogeneity in how primary care staff was trained
across interventions in this review was reflected in a
systematic review on training methods to impart skills
relevant to psychological practice [49]. Garzonis and oth-
ers identified 24 studies and categorised methods into
individual, group, and web-based approaches. As was
the case in our interventions, GPs were predominantly
trained in group settings with interactive components
such as discussions and role plays. Length of training was
relatively longer in their studies at 1h to 4 days which is
most likely due to a difference in inclusion criteria for
type of intervention.
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It was not the aim of our review to come to any con-
clusions regarding how well clinicians implemented the
intervention they were trained on and what impact that
had on outcomes. However, only two interventions used
fidelity or adherence checks [26, 37] and this data would
have been potentially useful to clarify the mixed results
for outcomes, as Mathieson and colleagues commented
on themselves regarding the lack of effect of the UBI [23].

A notable difference in the primary care setting was
the lack of follow up training and supervision as would
be common for psychological interventions [50]. One
potential reason could be their conceptualisation closer
to a “tool” or “protocol” rather than psychological ther-
apy. Losing those components would also potentially
improve their acceptability by limiting the time commit-
ment necessary.

Effectiveness

A systematic review in 2004 had concluded that the
way practitioners and patients interact in consultations
could be altered and that interventions whether aimed
at patients, practitioner, or both, could affect health out-
comes [39]—Griffin and colleagues arrived at this con-
clusion employing a wider definition of interventions and
settings compared to this scoping review. They found 35
randomised controlled trials, of which 23 were based in
primary care and the reported patient populations, inter-
vention components and outcomes are similarly hetero-
geneous to the ones in this review.

There was a range of issues assessing the effectiveness
of the structured interventions we included: a lack of
specified primary outcomes and time points, lack of vali-
dated outcome measures used, and inconsistent use of
fidelity/adherence measures. Choosing the right concept
to measure, e.g. focusing on quality of life rather than
psychiatric symptom reduction should also be a consid-
eration. Beyond research design choices, Mathieson and
others [23] described restrictions of local mental health
care which led to their RCT not recruiting to the neces-
sary sample size, a common issue for research of complex
interventions in primary care [51, 52].

Limitation

This scoping review was not registered, however method-
ologists are suggesting the registration of scoping review
protocols in public databases to improve transparency
and unbiased reporting [53].

The search strategy was limited to only English-lan-
guage based databases, despite all Latin-based lan-
guages being included, which could have missed relevant
publications. Grey literature sources were planned to
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be searched but not included in the end due to time
restrictions.

The inclusion of intervention was on the basis of
patient participants having a mental health diagnosis.
This was a proxy for the assumption that the discussions
in the consultations were around mental health. How-
ever, it excluded papers and interventions that focused
on patient populations defined as “frequent attenders”
or those with “medically unexplained symptoms” which
were likely to also address the question above.

Features of intervention content and delivery were not
based on any formal framework but common information
available across articles in order to facilitate the reporting
of studies [40]. Therefore, additional data relevant to clini-
cians and services might not have been captured.

Future research
Based on the limited number of studies identified, there
is scope for the structured communications interventions
to be developed further and tested more rigorously. As a
number of studies investigated feasibility, acceptability, or
required the investigators to reflect on the lack of effect of
their interventions, there have been a host of suggestions
for changes regarding target populations, intervention
delivery and target outcomes, all worth further research.
Although this was a mixed studies review, RQ I did not
focus on primary data collected for evaluation of inter-
ventions, but rather the descriptions of the structured
communication interventions and training approaches
as well as the context in which they were tested. RQ II
was answered using only studies with quantitative data to
establish evidence of effectiveness. This led to quantita-
tive and qualitative data not being explicitly synthesised,
something which would be desirable in a review once
the evidence base has increased. Meta-analyses around
changes in anxiety and depression as well as quality of life
scores with the currently available data would be possible
but potentially premature.

Conclusions

Although the idea of structuring communication for men-
tal health consultations has been around since the 1980s,
relatively few interventions have attempted to structure
the conversations within the consultation, rather than
modifying pre-visit events. The evidence-base showed
feasibility and acceptability for a number of interventions,
but patient outcomes were mixed if not mostly without
any differences. Some of those results were explained by
the authors in terms of challenges of research and imple-
mentation in primary care but there is also the possibility
of ineffective training methods being used and therefore
clinicians not applying the new skills as intended.
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