
1

Perspective

April 2017; Vol. 27(2):e2721712
doi: http://dx.doi.org/10.17061/phrp2721712

www.phrp.com.au

Abstract
A component of Australia’s recent national reform agenda for mental health 
services is the directive to the Primary Health Networks to develop and 
implement stepped-care models of service delivery. The current guidance 
proposes that interventions are aligned to mild, moderate and severe illness 
categories. Other models in operation are tied to single disorders, such as 
depression. Both approaches have a number of limitations when applied to 
real-world, complex clinical practice, especially in primary care.

This article outlines some limitations of these models and argues for the 
development of a transdiagnostic model, based on developments in our work 
in primary care youth services, which can be generalised to adult populations. 
Such models aim to ensure that consumers receive the right intensity of care 
at the right time. The adjunct use of technology within services could also 
improve service accessibility and outcomes monitoring, and help to improve 
the efficiency of resource allocation based on consumer need.

Introduction
The Australian Government’s mental health reform agenda is guided by the 
recommendations of the National Mental Health Commission National Review 
of Mental Health Programmes and Services.1 The government recently called 
on each of Australia’s 31 Primary Health Networks (PHNs) to develop and 
implement a ‘stepped-care approach’ to mental health service delivery. The 
recommendation to PHNs is to stratify help seekers into different ‘needs 
groups’ along the continuum of at-risk, mild, moderate and severe illness 
categories, and to match intervention intensity with these needs.2 In primary 
care, general practitioners, in particular, will need to assign individuals to 
these broad categories without clear criteria of what exactly constitutes, 
for instance, a moderate versus a severe illness. This will result in wide 
variability of categorisation, both within and between PHNs, and ultimately 
disparate interventions recommended for those with the same sets of issues. 
Alternatively, other stepped-care models that focus on people with common 
single disorders, such as anxiety or depression, risk excluding people who 
have more complex needs. Our growing scientific understanding of the 
complex nature of mental ill health suggests that models that are either 
nonspecific or narrow are likely to result in the perpetuation of inadequate 
care provision for many consumers.
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Key points
• Current stepped-care models do not cater 

well for comorbidity or complexity in real-
world clinical practice

• New transdiagnostic models are required 
to ensure that an adequate intensity of 
care is provided to those in need at the 
time they need it

• Technologically integrated models will 
free up service resources, and provide 
opportunities for comprehensive 
standardised assessment, 
shared treatment planning and 
outcomes monitoring
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Stepped care in mental health
The common objective of various stepped-care models 
is to rationalise the use of scarce resources, such as 
expensive psychological therapies delivered by trained 
and experienced clinicians for common disorders, 
typically anxiety and depression.3 Stepped-care models 
aim to offer low-intensity treatments as an early ‘step’, 
and then more intensive interventions if a person fails to 
benefit from the interventions listed as part of that step, 
purportedly to improve service access and efficiency.4,5 
Under these models, low-intensity treatments involve 
minimal financial and time costs to the consumer4, 
clinicians and services. 

The overall efficiency objectives are worthy and should 
be maintained; however, some other aspects of these 
models pose challenges: 
1. Waiting list therapy. Because a number of consumers 

improve over time without treatment, many models 
advocate ‘watchful waiting’ as a first step. This 
results in treatment delays for many people who 
are experiencing significant distress or functional 
impairment.6 It is well established that most people 
living with a mental disorder have already delayed 
access to professional support, in some cases for 
many years.7 It would be difficult to imagine a cancer 
service directing consumers with established illness to 
a watchful waiting step. 

2. The problem of comorbidity. Individuals rarely present 
to services with neatly packaged single disorders, 
on which most stepped-care models are based. It 
has been well established that comorbidity is the rule 
rather than the exception.8 Forcing individuals with 
comorbidities into stepped-care approaches that 
focus on single disorders ignores the complexity of 
their needs, arguably resulting in undertreatment. 

3. Whether only those with full-threshold disorders 
have a need for intervention. The boundary between 
‘normality’ and disorder is poorly defined9, and many 
have argued that these boundaries currently exclude 
large numbers of people who are functionally impaired 
or distressed from accessing care because they 
narrowly miss out on meeting arbitrary full-threshold 
diagnostic criteria. The distress and functional 
impairment caused by subthreshold disorders 
(which meet most, but not all, features to qualify for a 
diagnosis under the Diagnostic and statistical manual 
of mental disorders or the International Statistical 
Classification of Diseases and Related Health 
Problems) are roughly equivalent to those associated 
with full-threshold disorders10 and therefore require 
intervention. 

4. The nonstatic nature of mental disorders. Severe 
mental disorders do not develop spontaneously. 
The more common experience is a long history of 
impairing and distressing symptoms many years 
before the establishment of a ‘diagnosable’ severe 
disorder. Many disorders are sequentially comorbid, 

and recurrent or chronic, and exist on a continuum.11 
Disorders tend to develop over a period of time when 
complex interactions occur between individual risk 
factors, across and between biological, psychological 
and social domains.12 There is also accumulating 
evidence that mental disorders can progress to more 
severe states over time, whether as a worsening 
of the current syndrome or as a progression to a 
different and more severe illness class.13 The earliest 
observable expressions of severe psychopathology 
are often a mix of nonspecific anxiety and depressive 
symptoms, which gradually develop into more distinct 
syndromes.12 

Stage-based stepped care
New models of mental health service delivery need 
to be responsive to these complexities. Such models 
need to cope with comorbidity, impairment resulting 
from subthreshold disorders and the potential trajectory 
of disorders, and, most importantly, be able to match 
intervention intensity to the severity of concerns. Clinical 
staging is a framework that copes with these issues 
and can be used alongside the traditional diagnostic 
system to guide better treatment decisions.12,14,15 Staging 
models define where an individual sits on a continuum, 
from an at-risk but asymptomatic state (stage 0) through 
to a persistent, chronic and unremitting disorder state 
(stage 4).15 This framework is readily applied to people 
who present for healthcare, and clearly differentiates 
those who are typically younger and in early phases 
(stages 1a ‘help seeking’ or 1b ‘attenuated syndromes’) 
from those who are typically older and have reached 
a higher threshold for disorder (stage 2 and above; 
Figure 1). The model has support from recent studies in 
young people demonstrating its clinical and service-level 
utility.14,16,17

Examples from youth services 
incorporating clinical staging
The vast majority of mental disorders have their onset 
by adolescence and early adulthood.18 Disorder-based 
stepped-care models have limited usefulness in these 
populations, primarily because of the high rates of 
subthreshold disorders in young people.10 Our preliminary 
longitudinal work using this clinical staging system in 
primary care settings has indicated that approximately 
20% of those rated as stage 1b at initial assessment 
progress to a later stage, and typically do so within 
12 months.14 When examining the service engagement, 
treatments provided and clinical outcomes, we found that 
these were strongly associated with clinical stage, such 
that those at stage 1b made more clinical appointments, 
received more intensive intervention, and had poorer 
clinical outcomes over the same period than those at 
stage 1a.16,17 We have since developed a transdiagnostic 
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stage-based model of care for use in primary-level youth 
mental health services19, which can be readily applied 
to adults.

Key features of a transdiagnostic 
staging model
The proposed key features of a transdiagnostic stage-
based stepped-care approach are outlined below. 

Assessment and staging
Thorough initial broad and holistic screening is followed 
by a more targeted mental health assessment for those 
who respond positively to key screening questions. We 
previously outlined the key features of the assessment 
process under a staging model specific to centre-based 
services.19 The primary purpose of assessment is to 
match level of need with treatment intensity across six 
functional domains: mental health and clinical stage; 
education, training and employment status; risk of injury, 
self-harm and suicide; use of alcohol and other drugs; 
quality of physical health; and quality of family and social 
relationships. Additionally, assessing a person’s strengths 
and personal or external resources aids in personalised 
treatment planning. The allocation of a clinical stage is 
based on published criteria14, ideally in consultation with 
professional peers or supported by technology.

Treatment intensity
The intensity of the intervention should match the level of 
need at the outset as determined by stage, considering 
the risk-to-benefit ratio of the proposed intervention. 
Early-stage treatments carry less risk, and are less time 
intensive for the consumer and the clinician than later-
stage treatments (Figure 1). The spectrum of services 

matched against need (from lowest to highest intensity) 
comprises online psychoeducation, self-managed online 
interventions, clinician-supported online interventions, 
group-based psychological interventions, brief face-to-
face psychological therapy, longer-term psychological 
therapy, case management, and first- and second-
line medication (Figure 1). Early-stage psychological 
interventions should be transdiagnostic.20 Intensity can be 
defined in terms of financial cost (both service level and 
consumer), consumer requirements to physically attend, 
the required frequency of attendance, the number of 
professionals involved, the length of the episode of care 
and the prescription of psychotropic medication. 

Intervening in other risk factors
Parallel intervention should be provided for co-existing 
risk factors that are linked to poor outcome and worsening 
mental health, such as unemployment, alcohol and other 
drug use, poor physical health and social disconnection. 
At times, it is appropriate for these domains to be the 
primary focus of intervention.

Assertive monitoring of outcomes
Proactively monitoring treatment outcomes is critical, and 
consumers would ideally have direct and transparent 
access to their own data to allow shared treatment 
planning with clinicians. Treatment progress and 
outcomes in care should be measured routinely and 
systematically, ideally supported by efficient digital 
technologies. A brief reassessment of the stage, other 
functional domain changes and psychometrics helps 
determine the intervention step: whether a person no 
longer requires intense treatment, requires an increase in 
treatment intensity within a stage, or requires a step up 
in treatment intensity because they have transitioned to a 
higher stage.

Figure 1 Recommended interventions by clinical stage
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Providing the required services at 
scale: technologically integrated 
service organisation
Most primary care services use technology such as 
electronic medical records, booking systems, SMS 
reminders and information exchange between providers. 
Technology will and should continue to evolve to better 
meet the needs of consumers, while at the same time 
improving service efficiency and effectiveness. Online 
standardised and comprehensive assessment of 
consumer need could overcome the barriers of opening 
hours and location of services. With more efficient 
assessment processes, clinicians can spend more time 
delivering interventions.6 The information obtained from 
these comprehensive assessments can then be used 
by consumers in partnership with their clinicians to 
guide a range of interventions matched to their needs. 
The effectiveness of these interventions would be 
monitored by these technologies in real time, and such 
routine outcome monitoring would assist consumers and 
clinicians to determine whether intervention intensity 
should step up or down. These data would also be of 
use to service providers when reporting on service-
level outcomes. 

Reform of the mental health system to provide 
interventions based on severity and need across the 
life span will require clinical models that are specific, 
flexible and inclusive. Substantial service restructuring, 
improving the technology already used in services, and 
providing consumers with their own health information to 
track progress will fundamentally reform the way in which 
services are delivered to better meet need. 
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