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ABSTRACT

• The development of evidence-based (“collaborative care”) 
mental health services in primary care for young people with 
anxiety, depression and alcohol or other substance misuse is 
a major challenge.

• Data from two clinical audits of selected Australian general 
practices (1998–1999 and 2000–2002) were analysed to 
explore actual experiences of care among people aged 16–25 
years.

• Syndromal (1998–1999: 31.0% [n = 1849/5957]; 2000–2002: 
37.8% [n = 148/392]) and subsyndromal (1998–1999: 27.4% 
[n = 1635/5957]; 2000–2002: 29.1% [114/392]) mental disorders 
are very common among young people presenting to general 
practitioners. However, a mental health diagnosis (1998–1999: 
42.6% [n = 740/1736]; 2000–2002: 52.0% [n = 77/148]) or 
provision of formal treatment (1998–1999: 36.1% 
[n = 600/1661]; 2000–2002: 51.7% [n = 74/143]) occurs in 
only about half of the patients with syndromal conditions.

• While some active treatment was received by 19.4% (1998–
1999 [n = 1018/5236]) and 35.9% (2000–2002 [n = 133/370]) of 
the young people, respectively, the most commonly reported 
interventions were non-pharmacological alone (1998–1999: 
13.1% [n = 687/5236]; 2000–2002: 22.4% [n = 83/370]) or non-
pharmacological and pharmacological combinations (1998–
1999: 4.1% [n = 214/5236]; 2000–2002: 10.3% [n = 38/370]). 
Only rarely is pharmacological treatment alone provided 
(1998–1999: 2.2% [n = 117/5236]; 2000–2002: 3.2% 
[n = 12/370]).

• New systems of primary care for young people need to be 
based on proven collaborative care models and encourage 
presentations for care, increase detection rates, and promote 
access to information and effective e-health services. 
Improved access to specific psychological treatments should 
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remain a priority.
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depressive disorders report 5–15-year delays before they receive
care.2 This is despite the growing evidence that there is great
potential for achieving better functional outcomes during the
earlier phases of illness.3,4 Additionally, development of early
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when treating young people, as well as the persistence of quite
divergent models of current practice.7,8

Possible types of services cover a wide range, including: novel e-
health forms, which are typically clinician-independent (eg,
MoodGym: http://moodgym.anu.edu.au);9,10 more conventional
telephony-based contacts;11,12 targeted youth health services
(although these often employ only minor or covert mental health
components); and conventional general practice-based services.
However, only some of the latter have specific youth-appropriate
service links or provide the style of psychological services most
appropriate to the earliest phases of common anxiety or depressive
disorders.13,14

Here, we focus on data reflecting young people’s experiences of
primary care in Australia over the past decade. We also consider
the likely effectiveness of enhanced general practice-based service
models (“collaborative” or “stepped” care) for young people.

Methods

Data presented here were obtained from two distinct nationwide
general practice clinical audits conducted during 1998–1999 and
2000–2002.

SPHERE national audit sample 1998–1999
General practice clinical audit data were obtained during the
conduct of “SPHERE: a national depression project”.13-15 In total,
46 515 patients attending 386 general practitioners completed the
34-item SPHERE questionnaire and provided information on
actual experiences of care. The detailed methods, survey instru-
ments, recruitment processes, and participation rates have been
described previously.16 We focus on new analyses of data collected
from participants aged between 18 and 25 years (n = 5957).

SPHERE national audit sample 2000–2002
A similar audit of general practices was conducted during 2000
and 2002. Information was collected from a total of 2735 partici-
pants and 30 general practices. Data from participants aged
between 16 and 25 years (n = 394) are reported here. This second
audit included doctors recruited through the Compass Strategy, a

project aiming to increase access to services among people aged
12–25 years by targeting behavioural difficulties and first episodes
of psychosis or mood disorder.17 Additionally, doctors were
recruited though Divisions of General Practice participating in
other mental health service enhancement programs.

Measures
The 12-item SPHERE questionnaire is a screening tool for
common mental disorders, comprising two scales related to
somatic distress and psychological distress.16 Participants were
scored as asymptomatic, subsyndromal (a case on only one scale
of the SPHERE-12), or syndromal (a case on both SPHERE-12
scales). People who meet the threshold for being syndromal are
highly likely to have lifetime diagnoses of formal mental disor-
er 7 • 1 October 2007 S47
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ders and to be experiencing significant levels of current disabil-
ity.16 Participants also reported whether they had received a
formal mental health diagnosis from their doctor, any treatments
used, and whether they had been referred to other services for
treatment.

Results

SPHERE national audit sample 1998–1999
Of those young people who consulted a GP for any reason, 31.0%
(n = 1849/5957) had discrete (syndromal) mental disorders and a
further 27.4% (n = 1635/5957) had subsyndromal disturbances.
However, of all young people presenting, only 24.1% (n = 1340/
5549) received a formal diagnosis and 19.4% (n = 1018/5236)
were provided with an active medical or psychological treatment.
Among those with the more severe or clearly syndromal condi-
tions, only 42.6% (n = 740/1736) received a diagnosis and 36.1%
(n = 600/1661) formal treatment (Box 1A and Box 2). When GPs
did provide active treatments for young people, they were much
more likely to provide non-pharmacological treatment alone
(13.1% [n = 687/5236]), or in combination with antidepressant
therapy (4.1% [n = 214/5236]), than medications without concur-
rent psychological interventions (2.2% [n = 117/5236]). With
regard to co-treatment with other health professionals, only a
minority of participants (4.7% [n = 281/5957]) reported being
referred to another mental health service (Box 3). Among young
people with self-reported syndromal conditions, 90.4% (n = 1671/
1849) were not referred to another service.

SPHERE national audit sample 2000–2002
Similar results were observed in the later phase of the national
audit. Of all young people who consulted a GP, 37.8% (n = 148/
392) had discrete (syndromal) mental disorders and a further
29.1% (n = 114/392) had subsyndromal disturbances. Of all young
people presenting, 35.9% (n = 141/392) received a formal diagno-
sis and 35.9% (n = 133/370) were provided with an active medical
or psychological treatment. Among those with syndromal condi-
tions, 52.0% (n = 77/148) received a diagnosis and 51.7% (n = 74/
143) formal treatment (Box 1B and Box 2). As with the first audit,
when GPs did provide active treatments they commonly provided
non-pharmacological treatment alone (22.4% [n = 83/370]), or in
combination with antidepressant therapy (10.3% [n = 38/370]),
rather than medications alone (3.2% [n = 12/370]). With regard to
co-treatment with other health professionals, only 58 participants
(14.8% [n = 58/392]) reported referral to another mental health
service (Box 3). Among people with self-reported syndromal
conditions, 80.4% (n = 119/148) were not referred to another
service.

Evidence-based elements of enhanced care
Primary care models of mental health services for adults have
undergone considerable development in recent years. The empha-
sis has moved from notions of simply increasing detection rates,18

or making better use of GPs’ time, to the provision of integrated
medical and psychological care to reduce long-term morbidity.19

This has led to the development of formal collaborative care
systems where primary care medical services are linked proactively
with timely specialist psychology and psychiatry services. Such
integrated service systems have established superior efficacy to
standard primary care models against both short- and longer-term
health outcome measures.8,19,20 In such systems, a high priority is
also placed on tracking of individual outcomes through the use of
telephony-based or relevant recall systems. By contrast with much
earlier general practice-based research, these models provide real
hope that better outcomes can be achieved through the timely
provision of cost-effective services.

The development and evaluation of such models has focused
largely on adults with well established anxiety or depressive
disorders. We cannot simply assume that such systems will prove
effective for younger people with subsyndromal or less specific
forms of anxiety or depression, or for those in the earlier phases of
illness (ie, with less chronic or relapsing conditions). They may
also not be effective in younger people in whom such disorders are

2 Treatments received by young people from general practitioners for mental disorders by symptom severity*

GP’s treatment

SPHERE national audit sample 1998–1999
(n = 5236)

SPHERE national audit sample 2000–2002 
(n = 370)

Self-report Self-report

No disorder Subsyndromal Syndromal No disorder Subsyndromal Syndromal 

No treatment/no specific treatment 1989 (92.4%) 1168 (82.2%) 1061 (63.9%) 98 (81.7%) 70 (65.4%) 69 (48.3%)

Non-pharmacological 136 (6.3%) 193 (13.6%) 358 (21.6%) 19 (15.8%) 27 (25.2%) 37 (25.9%)

Antidepressants 11 (0.5%) 20 (1.4%) 86 (5.2%) 1 (0.8%) 6 (5.6%) 5 (3.5%)

Antidepressants and non-pharmacological 17 (0.8%) 41 (2.9%) 156 (9.4%) 2 (1.7%) 4 (3.7%) 32 (22.4%)

Total 2153 (100.0%) 1422 (100.0%) 1661 (100.0%) 120 (100.0%) 107 (100.0%) 143 (100.0%)

* Includes antidepressants, mood stabilisers, sedatives. ◆

1 Agreement between general practitioner’s diagnosis 
and patient self-report for somatic and psychological 
disturbance

GP’s diagnosis

Self-report

No disorder Subsyndromal Syndromal

A: SPHERE national audit sample 1998–1999 (n = 5549)

No disorder 2043 (36.8%) 1170 (21.1%) 996 (17.9%)

Disorder 256 (4.6%) 344 (6.2%) 740 (13.3%)

B: SPHERE national audit sample 2000–2002 (n = 392)

No disorder 107 (27.3%) 73 (18.6%) 71 (18.1%)

Disorder 23 (5.9%) 41 (10.5%) 77 (19.6%)
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frequently complicated by alcohol or other substance misuse.
Consequently, we suggest that it is necessary to delineate the
individual components of these models that are likely to be
relevant to young people with early phases of disabling anxiety or
depressive disorders. Each of these elements could then be
provided in integrated or well supported forms of enhanced
primary care (Box 4). The actual effects of providing any or all of
these components to young people will then require further
systematic evaluation.

Discussion

Clinical audit data from the management of young people in
Australian general practice over the past decade provide us with
the basis for promoting the development of better quality services.
While the data have limitations related to the periods of collection,
as well as the fundamental nature of cross-sectional audits, they
demonstrate the size and scope of the reforms that are likely to be
necessary. Major service adjustments and related changes in
professional priorities are required to lift identification and inter-
vention rates to acceptable levels. Use of pharmacological thera-
pies alone, or in combination with psychological approaches, does
not appear to be excessive. Increased access of young people to
psychological therapies should remain a high priority, particularly
as a first-line therapy for those in the early stages of illness. It is not
yet apparent, however, that recent Medicare enhancements for
psychological services will actually increase access for young
people.8

Even in the later SPHERE data set (with GPs recruited through
the Compass Strategy who were strongly committed to improving
young people’s access to services), young people with disabling
disorders (and those at high risk of progression to illness) were still
receiving relatively low levels of care. In our view, this reflects a
lack of a systematic approach to identifying and providing appro-
priate and evidence-based interventions rather than any individual
doctor-based failure. New programs should aim to incorporate a
wide range of population and practice-based strategies that pro-
mote early identification and key elements of the collaborative care
model (Box 4).

Community surveys indicate that young people are already very
aware of the high prevalence of mental disorders (eg, depression),
frequently recognise these disorders in themselves or in family
members, and are familiar with the potential benefits of the major
interventions available.17,27 What is clearly missing is a willingness

to use professional services.29 A strong trend is to rely on peer,
family and other non-professional support. In our view, this
reflects two factors, namely the community’s broader lack of
experience with the potential benefits of professional services, as
well as the more general disconnection between younger people
and medical services. By contrast, older people who visited GPs for
general medical services were more likely to use the same practi-
tioners for their mental health needs14 and receive better mental
health care.13,14

Unfortunately, the data reported here indicate that detection and
treatment of common mental disorders, even in those who do
actually decide to seek general medical care, remain the exception
rather than the rule. Additionally, there was surprisingly little
evidence of medical practitioners making use of other highly
skilled practitioners or providing integrated, effective care for
which there is a clear evidence-base.8,19 However, as these data
were collected before the more recent incentives for more inte-
grated styles of general practice,8,37 it is possible that some
improvements will now occur.

Some have argued that one-off comparisons of patient self-
report and concurrent rates of diagnosis or treatment by doctors
are poor indicators of the overall quality of mental health care in
general practice.40,41 However, this view assumes that most
patients with mental disorders will be in contact with the practice
on multiple occasions. Unfortunately, general practice utilisation
data in Australia indicate that young people are infrequent attend-
ees and are also less likely than middle-aged or older people to
seek mental health assistance from their doctor.8,27 Therefore, in
young people, the cross-sectional method is more representative of
the genuine “missed opportunity” rate than other longitudinal
strategies. Additionally, some other particular sociodemographic,
educational and geographical factors (eg, being male, having a
lower income, living a greater distance from a general practice)
have strong effects on reducing the frequency of attendance by
certain at-risk groups.7,26

Another common criticism is that more severe cases are detected
and treated and that high under-recognition rates are largely
limited to brief or non-disabling disorders.41,42 However, as the
SPHERE diagnostic system utilises three levels of case-determina-
tion (and is, therefore, quasi-dimensional) and is non-specific
rather than specific in nature (ie, does not distinguish anxiety from
depression or other narrow clinical categories), we can examine
the relationship to severity. The data presented here clearly
indicate that, even among young people with more severe disor-
ders, identification and treatment rates are unacceptably low. We
suggest that our quasi-dimensional approach is particularly impor-
tant when considering the non-specific diagnostic status of young
people, and that it actually promotes the use of safe and simple
information or web-based psychological strategies for early inter-
vention in those with less severe forms of illness or those in the
earlier phases of their illness. Thus, it is consistent with an illness-
stage model, where earlier phases of illness are identified but
treated with the least harmful interventions available.3 While it
may be reasonable to limit medical therapies to those with well
established or chronically disabling disorders, not providing any
informational or psychological interventions to young people at
high risk, those with emerging disorders, or those in the early
phases of illness, risks both lost opportunity and, potentially, great
harm.4,43

3 Referrals of young persons by general practitioners to 
other mental health services*

Referral to:

SPHERE national audit 

1998–1999 
(n = 5957)

2000–2002 
(n = 394)

Psychiatrist 93 (1.6%) 12 (3.1%)

Psychologist/social worker 62 (1.0%) 11 (2.8%)

Community mental health service 33 (0.6%) —

Hospital/emergency services 15 (0.3%) 4 (1.2%)

Drug and/or alcohol services — 9 (2.3%)

Other 92 (1.5%) 29 (7.4%)

* Categories are not mutually exclusive. ◆
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While community awareness initiatives17,32,33 are important for
increasing general community knowledge about mental disorders
and their treatments, as well as shaping more positive atti-
tudes,27,29 it is clear that what is now needed is increased access to
active treatments, and particularly psychological, informational,
behavioural, e-health and other non-pharmacological options to
match the stage of illness.3 What is also needed is reporting of
actual experiences of care, including the fact that most services
provided in the past by GPs were largely non-pharmacological and
that we can now expect the absolute number and proportion of
these services to grow in the future.

Importantly, such notions of enhanced primary care are now
possible in Australia as a result of major recent changes in the
national finance mechanisms available to GPs, allied health profes-
sionals and psychiatrists. Further, the development of communities
of youth services within the framework of the National Youth Mental

Health Foundation (headspace) provides considerable opportunity
for systematic research and evaluation of new systems of care.

The challenges involved in developing new youth-appropriate
primary care services are numerous, but include:
• increasing young people’s access to such services, by meeting
the challenges of cost, distribution, stigma, privacy, and linking to
other relevant medical, alcohol and drug services;
• providing the style of services that young people most seek, by
attending to the issues of youth preferences for first use of
counselling rather than medication-based interventions;
• focusing workforce training and development largely on early-
intervention models and the provision of brief but concurrent
alcohol and drug interventions; and
• providing evidence-based psychological and medical services
(despite young people’s strong preferences for non-professional
and non-evidence-based lifestyle and social adjustments).

4 Evidence-based elements of enhanced primary care for young people with common mental health problems

Element of care Identified problems Possible solutions 

Use of primary care health 
services by young people 
for early phases of mental 
health problems

• Under-utilisation relative to community 
prevalence21,22 and despite evidence of benefits of 
cost-effective treatments23,24

• Financial, geographical and professional barriers to 
use of services by young people with mental 
disorders5,7,14,23,25,26

• Personal, peer and family attitudinal barriers to use of 
professional rather than non-professional and self-
help strategies by young people17,27

• Few reports of benefits of using services relative to 
frequent reports of adverse events5,25

• Targeted critiques of the roles of doctors and the use 
of medical therapies for psychological disorders28 

• Increased community awareness of mental health 
problems and the availability of effective 
treatments17,29,30 (data reported here)

• Development of youth-specific engagement 
strategies17,31

• Removal of health service, insurance and other 
structural barriers to primary care use5,25,32,33

• Promotion of pathways to clinical care through relevant 
e-health and other informational devices9,10

• Localised campaigns to promote use of relevant mental 
health services31

Increased detection of 
common mental health 
problems in young people 
presenting to primary care

• Low detection rates in young people in general 
practice settings (data reported here)

• Systems of primary care management and 
organisation that are not suited to the detection of 
mental health problems7

• Lack of expectation of mental health problems in 
young people attending primary medical care14

• Use of appropriate mental health screening tools in 
primary care18

• Increased willingness to report symptoms by young 
people17,31 (data reported here)

• Changes to practice environments to promote 
enhanced care26,17,34,35

• Support for relevant mental health training linked to 
relevant forms of practice reform35

• Promotion of relevant self-diagnosis tools via e-health 
and other strategies9,32

Provision of informational 
strategies to youth with 
common mental health 
problems

• Lack of awareness of the benefits of engagement 
with evidence-based self-help and professional 
strategies as compared with complementary or non-
professional strategies (data reported here)

• Provision of access to specific e-health strategies9,28,32

• Broad community strategies that provide evidence of 
benefits of care17,29

Provision of any evidence-
based intervention for 
common mental disorders

• Fewer evidence-based treatments given to young 
people has been associated with less reduction in 
suicide rates than seen in older people36 

• Increased provision of all evidence-based treatments to 
those young people who present for care36

Provision of specific 
psychological and 
counselling services in 
primary care settings

• Lack of provision of skilled psychological and 
counselling services in primary care13,25

• Difficulties accessing services due to financial, 
geographical and other practice-based factors7,25

• Development of integrated collaborative care models19

• Financial support for provision of psychological and 
counselling services5,34,37,38

• Training programs for GPs and other health 
professionals to increase the provision of non-
pharmacological forms of care35 

Long-term provision of 
effective care

• Poor adherence to medical or psychological therapy • Youth-appropriate strategies including SMS (short 
message service) reminders,39 or peer-mediated 
counselling online ◆
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Major resource, structural and professional challenges may
continue to impede the movement towards the rapid development
of such new systems.8,34,38 Our previous audit of primary care
practice showed that those GPs who saw a large number of
patients per day and worked in solo practitioner-style environ-
ments delivered the poorest quality mental health care.7,13,14 Even
though a range of other mechanisms (such as group-based psycho-
logical therapies and new Medicare Benefits Schedule (MBS) item
numbers for integrated psychiatrist–GP care) were supported
under previous primary care-based mental health reforms,37 they
were not widely used. At the top of community concerns has been
the lack of access to affordable psychological services.6 By support-
ing new MBS items for GPs, psychologists and other allied health
professionals who provide these services (either to individual
patients or in groups), one of the major structural barriers to
improved quality of practice has been removed. The challenge now
is whether the relevant health professionals, with the support of
their representative professional bodies, actually begin to restruc-
ture practice to deliver evidence-based collaborative care and,
thereby, actually meet community expectations and public health
needs.8
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