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INTRODUCTION 

 

The East Glasgow Primary Care Mental Health Team is comprised of clinicians from 

a variety of backgrounds. Currently, the service is staffed by Clinical Psychologists, a 

Counselling Psychologist, Mental Health Practitioners, Counsellors, and Self-Help 

Support Workers. These clinicians offer a range of interventions to people suffering 

from mild-to-moderate mental health issues. Last year the team received 1,395 

referrals – the majority of these were people suffering from depression, anxiety, 

stress, and adjustment disorders. 

 

All of the interventions offered by the service are evidence-based. Further, the service 

makes regular use of standardised evaluation tools so that we can audit clinical 

effectiveness, compare our treatments to those offered elsewhere, and further establish 

the local evidence-base for all interventions offered. 

 

The purpose of this document is to briefly outline the most frequently offered 

interventions together with data illustrating the evidence-base for clinical 

effectiveness. 

 

Before reviewing the data below it is worth noting that the National Institute for 

Health and Clinical Excellence have issued clinical guidelines regarding, amongst 

others, the treatment of anxiety and depression – conditions frequently seen in 

primary care services.  

 

With regard to anxiety the guidelines state “A range of effective interventions is 

available to treat anxiety disorders, including medication, psychological therapies and 

self-help” (NICE Clinical Guideline 22, amended, April 2007, Page 2). The 

guidelines proceed to say that Cognitive Behavioural Therapy should be used based 

on the evidence gained from randomized control trials, controlled studies, and expert 

committee reports. 

 

In relation to depression the guidelines state “In both mild and moderate depression, 

psychological treatment specifically focused on depression (such as problem-solving 

therapy, brief CBT and counseling) of 6 to 8 sessions over 10 to 12 weeks should be 

considered” (NICE Clinical Guideline 23, amended, April 2007, page 4). The 

guidelines proceed to say that psychological intervention should be considered based 

on evidence from conducted clinical studies and expert committee reports. 

 

The East Glasgow Primary Care Mental Health Team operates in accordance with 

these guidelines. 

 

The stepped care model suggests that patients will respond differently to varying 

types and intensities of psychosocial intervention and therefore it is sensible to 

provide a range of interventions perhaps ranging from self-help to longer-term 

individual treatments. The model has been described as a means of maximising the 

efficiency of resource allocation. This model, as applied in East Glasgow is illustrated 

overleaf in Figure 1. 
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Figure 1. Illustration of the Stepped Care Model 
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The remainder of this report will provide brief summaries of the evidence bases for 

the interventions offered. Cognitive – Behavioural Therapy, Counselling, Supported 

Self-Help Interventions, and Living Life To The Full classes will be considered in 

turn.  

 

Standardised outcome measures are regularly used in clinical practice and research 

and two of the most commonly used will be referred to in the following pages. The 

PHQ – 9 is a freely available self- report questionnaire with proven reliability which 

patients suffering from depression complete – it provides a measure of the severity of 

depression that these people are experiencing. The CORE Outcome Measure is also a 

self-report questionnaire – it provides a comprehensive measure of peoples 

functioning in a number of domains including symptoms of illness, risk and more 

general level of functioning. 
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Cognitive Behavioural Therapy (CBT) 

 

Cognitive Behavioural Therapy forms the basis for many of the individual and group 

treatments offered by the East Glasgow Primary Care Mental Health Team. 

 

Overview: Cognitive-Behavioural Therapy (CBT) has been proven both clinically 

and by numerous research studies to be an effective form of treatment for many 

psychological conditions. These include anxiety disorders such as panic disorder, 

shyness and social anxiety, phobias, Obsessive Compulsive Disorder, generalized 

anxiety, Post Traumatic Stress Disorder, depression, low self-esteem, substance 

abuse, and relationship problems. CBT may be viewed as a form of "emotional 

education" in that the therapist or practitioner serves as a teacher, tutor and coach to 

provide information about emotional functioning. CBT combines two effective forms 

of treatment: Cognitive therapy and Behaviour therapy.  

 

Cognitive therapy: Cognitive therapy focuses on identifying, challenging and 

modifying the individual’s negative anxiety-provoking cognitions (thoughts). These 

thinking patterns cause the symptoms of anxiety, depression and low self-esteem, and 

contribute to behavioural problems such as overeating and substance abuse. It is 

difficult for an individual to identify their own irrational and negative thought 

patterns, and more difficult to change them even if identified. Therefore, it often 

requires the assistance of a CBT-trained practitioner to help identify and modify these 

thinking patterns. When someone is feeling negatively, it is often because they are 

thinking negatively. These negative thoughts are often out of line with reality in that 

they are more negative than realistic.  

 

 

 

Behavioural therapy: Here the treatment focuses on modifying behaviour to aid in 

modifying underlying thoughts, beliefs and thinking patterns. This process helps to 

lessen the connection between situations and reactions to those situations, and reduces 

the intensity of those automatic reactions. This is an active and collaborative therapy. 

It is a collaboration between the therapist and patient as they devise behavioural 

strategies and work together in their implementation. The behavioural treatment or 

testing of assumptions, involves desensitization and exposure techniques. 

Desensitization procedures involve the use of imagining and rehearsing the successful 

management of a frightening situation while in a relaxed state which helps to facilitate 

more successful management of the stressful situation in real life.  

 

 

Benefits of CBT: One of the most prominent benefits of CBT is the strong 

maintenance of treatment progress. In other words, the benefits of CBT are long-

lasting, unlike medication that is often of benefit only as long as it is used. CBT helps 

people "unlearn" their fears and avoidant behaviours, and new learning occurs: the 

learning of relative safety in relation to the original feared situation. There is also 

strong evidence that exposure techniques in CBT are more effective when the 

therapist also helps the individual recognize their safety behaviours. These are 

behaviours the individual with anxiety engages consciously and unconsciously to help 
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them avoid their imagined catastrophic fate when confronted with their feared 

situation.  

 

The psychological literature is replete with research studies that have examined the 

treatment efficacy of Cognitive Behaviour Therapy (CBT) for a range of emotional 

disorders, notably those of depression and anxiety. Indeed it is the most evidence-

based form of psychotherapy that is available in the NHS. In recent years, a number 

of government agencies have argued that CBT should be the therapy of choice for 

mental health professionals – and particularly for those working in the time-limited 

and pressured circumstances of primary care services (Department of Health, 2001, 

NHS Executive, 1996). This position is supported by evidence that CBT may be the 

most effective of all therapies (Roth & Fonaghy, 1996), that it is well founded in 

clinical outcome research and in the findings of cognitive science and, finally, that 

CBT offers a collaborative and inevitably empowering way of helping people in 

distress (Beck, 1995; Fennell, 1997).   

 

There have been a large number of studies that have considered the outcome of 

individual CBT for persons with depression that have clearly demonstrated positive 

results (Beck, Hollon, Young, Bedrosian & Budenz, 1985; Blackburn, Bishop, Glen, 

Whalley, & Christie, 1981; Elkin et al., 1989; Murphy, Simons, Wetzel, & Lustman, 

1984; and Teasdale, Fennell, Hibbert, & Amies, 1984). The same results have been 

found in meta-analyses (Dobson, 1989; Free & Oei, 1989; Miller & Berman, 1983; 

Oei & Free, 1995; and Robinson, Berman, & Neimeyer, 1990). There have also been 

studies reporting outcome for psychoeducational group treatments of depression 

(Brown & Lewinsohn, 1984; Shaffer, Shapiro, Sank, & Coghlan, 1981; Shapiro, 

Sank, Shaffer, & Donovan, 1982). The above studies, amongst many others, have 

been consistent in their finding that CBT is a highly effective form of therapy and a 

viable alternative to pharmacotherapy in the management of depression. Dobson 

(1989), for example, concluded that CBT was more effective than behaviour therapy 

alone, other psychotherapies, and pharmacotherapy for treating depression. In respect 

of longer-term gains, there is evidence that CBT is better than maintenance 

pharmacotherapy in preventing a relapse of depression (Scott, 1996).  

 

There is also compelling evidence that CBT is an effective therapy for the full range 

of anxiety disorders. There is a wealth of data suggesting that CBT is an effective 

treatment for panic disorder (Clark, 1986; Clark & Ehlers, 1993; Clark et al., 1994; 

Clark et al., 1999), social anxiety (Clark & Wells, 1995; Wells & Clark, 1997), 

generalised anxiety disorder (Chambless et al., 1996; Lindsay, Gamsu, McLaughlin, 

Hood, and Espie, 1987; Butler et al., 1991; Borkovec & Costello, 1993; Durham et 

al., 1994; Fisher & Durham, 1999), hypochondriasis/health anxiety (Salkovskis, 

1989; Warwick et al., 1996), obessive compulsive disorder (Salkovskis, 1996; 

Freeston et al., 1997; van Oppen et al., 1995), and posttraumatic stress disorder 

(Ehlers & Clark, 2000; Ehlers, Clark, Hackmann, McManus, & Fennell, 2005). Again 

many of these studies suggest that CBT can be just as effective, if not more so, than 

pharmacotherapy in treating anxiety disorders, with treatment gains often being 

maintained.   

 

CBT vs Medication: Many studies have demonstrated the superiority of CBT over 

medication alone in the treatment of anxiety disorders. As a result of a systematic 

review of the evidence base in 2006 Butler et al. cited a Randomised Control Trial by 
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Gloaguen et al. (1998) which compared cognitive behavioural therapy versus usual 

care (antidepressant drugs) in people who had largely responded to antidepressant 

drugs but had some residual depressive symptoms.  It found that fewer people 

relapsed with continued CBT than with antidepressant drugs after 2 years (40 people; 

relapse: 25% with CBT v 80% with clinical management). A 6-year follow-up study 

of these people compared the effects of cognitive therapy versus clinical management 

(20 people randomly assigned to each treatment arm) after successful treatment with 

antidepressant drugs. It found that cognitive therapy significantly decreased the rate of 

relapse after discontinuation of antidepressant drugs compared with clinical 

management (8/20 [40%] with cognitive therapy v 18/20 [90%] with clinical 

management.  
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Person Centered Counselling 
Person-centered counseling has a long and well established history as an intervention 

for those suffering distress and psychological dysfunction and has also been used in 

many settings to facilitate personal development. Rather than focusing directly on 

patterns of thinking it emphasizes the person’s own experience and the exploration of 

this in a nonjudgemental relationship where trust has been established. Of note also is 

the wide variety of conditions where counselling has been shown to be of benefit. 

 

In the East Glasgow Primary Care Mental Health Team person-centered counselling 

is carefully monitored using the CORE form. The data presented below was gathered 

throughout 2002, 2003, and 2004. This data was captured from patients seen 

throughout East Glasgow. 
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As can be seen in the graph and table 73.20% of people who engaged with person 

centered counseling showed an improvement as a result. Also of interest is that this 

figure does not vary significantly across the three years showing the reliability of the 

impact of this form of intervention. There are many international studies 

demonstrating the effectivness of, and patient satisfaction with person-centered 

counselling (see, for example, Garfield and Bergin ed. Lambert, 2003 ). 



 9 

 

 

Self-Help Support Workers 

 

Evidence for efficacy of self-help 

 

NICE guidelines advocate use of self-help in the treatment of anxiety and depression.  

 

Since October 2004 the START project has overseen the training and introduction of 

Self-help Support Workers within five Primary Care Mental Health Teams 

(PCMHT’s) in the Greater Glasgow area. The role of the Self-Help Support Workers 

has been to deliver ‘Overcoming Depression: A Five Areas Approach’- a series of 

self-help workbooks and a CD-Rom for patients with mild to moderate depression and 

support them in their use of these materials. Patients referred to the Primary Care 

Mental Health Teams are routinely considered for the offer of CBT self-help if they 

score up to 15 on the Patient Health Questionnaire 9 (PHQ-9) – and up to 22 with the 

teams consent. 

 

The content of self-help materials can build upon sessions with the supported self-

help worker and can be used to consolidate and reinforce learning. 

Self-help materials aim to improve patient knowledge and skills in self-management.  

 

There is a wealth of evidence demonstrating that self-help can be effective (Williams, 

2001). Overall self-help appears to be most effective for skills-deficit training (e.g. 

assertiveness training) and the treatment of anxiety and depression. Some studies have 

found that additional therapist input has an improved effect on patient outcome 

compared with what is obtained by self-help treatments alone e.g. anxiety treatment 

(Marrs, 1995). If use of materials is not supported by a practitioner drop-out from 

using the materials can be high. 

 

Known self-help benefits are as follows: It is (i) popular (large self-help sections in 

many bookshops) and acceptable to patients, (ii) cost effective, (iii) can help to avoid 

the stigma of traditional psychotherapy, (iv) patients take responsibility for self-

management, working in their own time and at their own pace. This might empower 

them and promote collaboration. It may also enhance their sense of control over their 

illness, (v) patients can return to the materials whenever the need arises. They can 

therefore renew or update their treatment as often as they wish, and at no extra cost, 

(iv) materials can also help the person identify early warning signs of relapse and to 

prepare a plan of action to deal with them. 

 

The “Overcoming Depression and Low Mood” and “ Overcoming Anxiety” courses 

have been developed to meet these criteria for effective patient material. They consist 

of workbooks aiming to offer evidence-based CBT treatment for depression and 

anxiety in an accessible, jargon-free form. The reading age of the materials is 11 – 14 

years (most aged 11 – 12 years). The workbooks were developed to overcome the 

problem of  a shortage of therapists trained to deliver CBT and other forms of 

psychological treatment to those who might benefit. They therefore provide much of 

the structure, information and teaching of key skills involved in CBT. It is a user-

friendly model of CBT with the “Five Areas” model developed by Dr Chris Williams 

and colleagues to help people to make sense of their symptoms. Treatment involves 
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reading workbooks and working on problems between sessions and this requires a 

degree of concentration and motivation. 

 

There is a single entry workbook that helps the patient self-assess current problems 

(situation, relationship and practical problems, altered thinking, mood, physical 

symptoms and behaviour). This then helps the patient and their self-help worker to 

decide which of the other workbooks to use. The final workbook teaches effective 

strategies for relapse prevention. The materials provide clear targets for change and 

aim to help improve: 

 

- extreme/ unhelpful thinking 

- poor problem solving/ lack of assertiveness skills 

- problems of reduced activity 

- unhelpful behaviours (e.g excessive drinking) 

- problems such as poor sleep/ insomnia 

- the patient’s ability to take medication (if prescribed) 

 

The most recent evidence for the efficacy of Self-Help Support Workers is provided 

by Williams, Morrison, Wilson, Whitfield, Walker, McMahon and Wallace who 

conducted a major research project investigating effectiveness which they reported on 

in June 2007. 

 

They evaluated a Self-Help CBT package supported over 3-4 brief sessions by a 

psychology graduate. This compared the SH-CBT package ‘Overcoming 

Depression: A Five Areas Approach’  with treatment as usual. Use of the self-help 

workbooks was supported by a psychology graduate during three to four 40 minute 

appointments. 

The results showed that Supported SH-CBT is substantially more effective and no 

more expensive than treatment as usual. 

The Key results showed significant gains at 4 months in terms of depression (BDI-II), 

social functioning (CORE), as well as CORE total score, functioning, risk, problems 

and well-being. The treatment was highly acceptable to participants and practitioners. 

Importantly there were gains across many key outcome measures rather than in just 

one or two areas. Significant gains were observed in mental health literacy and well-

being as well as in the social function measured on the CORE. At 12 months, the 

benefits of self-help over TAU were maintained. 

 

 The results provide strong evidence that the SH-CBT package is effective. The 

results are similar to those seen in studies of antidepressants in primary care where a 

recent systematic review has suggested 56% to 60% of people responding well to 

active treatment at short duration (6-8 weeks). 

 

Self-help Treatment Delivery - Clinical Outcomes – Data From the START 

Project. (Williams et al., 2006) 

PHQ-9  

Number of patients in each category of depression severity at Baseline and 

Discharge 
The Patient Health Questionnaire 9 (PHQ-9) is a concise, reliable, valid and freely 

available depressive symptom measure used at assessment to identify patients who 

may be suitable for self-help. 
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Use of this scale showed that people have shown a change in PHQ 9 category from 

baseline to discharge. There were less people presenting with moderate to severe 

depression after treatment, suggesting that they have moved to the category of mild to 

moderate depression. This is a positive shift in overall depression severity as a result 

of completing treatment using the Overcoming Depression materials. The chart below 

displays this pattern in graphical form. 
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The graph above displays the available data (n=101). When PHQ 9 scores are 

compared from baseline to discharge, there have been significant improvements in 

symptomatology. 

 

Clinical Outcomes in Routine Evaluation Outcome Measure (CORE-OM) 
The CORE consists of 34 items and has four sub domains - Risk, Functioning, 

Problems/Symptoms and Wellbeing. It is used as a routine outcome measure with all 

patients at baseline, discharge and 4 month follow-up.  Data for the CORE has been 

analysed in two ways 

 

The total mean CORE score for all sites at baseline was 1.88, falling to 1.14 at 

discharge representing a mean difference of 0.74 (improvement) over the course of 

treatment. In terms of mean scores on each of the domains of the CORE, almost all of 

the changes from baseline to discharge were statistically significant and in a positive 

direction.  The domains with the greatest improvements in mean values for baseline to 

follow up emerged from wellbeing, symptoms and functioning  

Work and Social Adjustment Scale 

There were also significant outcomes on The Work and Social Adjustment Scale 

(WASAS). The WASAS consists of  the following questions: 

 

1) Because of the way I feel, I find it difficult to work 

2) Because of the way I feel, I find managing my home difficult 

3) Because of the way I feel, I find it difficult to be with others 

4) Because of the way I feel, I find it difficult to do things on my own 

5) Because of the way I feel, I have difficulty maintaining close relationships 
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Each is answered with a number between 1 and 8, 8 being extreme difficulty. 

 

Significant improvements have occurred in three of the five individual items in the 

WASAS. Improvements were observed in the areas of “working” and “doing things 

independently”. The areas in which patients experienced significant improvements 

were in the areas of “managing household duties”, “socialising” and “relationships”.  
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‘Living Life to the Full’ College Course 

NB The following data were gathered by the START project and these data have 

been kindly supplied by Dr. Chris Williams and colleagues. 

 

Introduction 

Problems such as anxiety and depression affect most people directly (themselves) or 

indirectly (through family members and friends who face such challenges). This new 

course is aimed at anyone who is interested in building key life skills that will help 

them to understand the causes and impact of depression and anxiety. 

 

The focus of the course is to teach key skills that can be used to help tackle problems 

that are commonly encountered in life. These include: 

 

• Learning how to deal with practical problems 

• Rebalancing relationships by becoming more assertive 

• Learning how to overcome problems of reduced activity 

• How to improve sleep quality 

• How to begin to notice and then change extreme and unhelpful negative thoughts. 

 

These are the sorts of skills we all need in life, and they can be used by those 

attending or shared with others. The course is particularly useful for anyone who 

wishes to find out more about common emotional difficulties such as anxiety and 

depression and how to respond to help change things for the better. 

 

The course is based on the Cognitive Behaviour Therapy (CBT) approach which has 

been shown to be an effective way of teaching such life skills.The course focuses on 

teaching people skills in self-help – including how to use self-help workbooks. Many 

people like to use self-help approaches – as is seen by large self-help sections in many 

bookshops and large community-based surveys. In the training course we are using a 

series of 10 CBT self-help workbooks from the Overcoming Depression: Five Areas 

Approach book (Williams, 2001). All the self-help materials are designed to be 

jargon-free and have a reading age of between 11-14. 

 

Each course session offers familiarisation with 1-2 workbooks – and the person is 

encouraged to read these, by themselves or with others between sessions. 

 

Evaluation of those who attend the Living Life to the Full course at a 

Community College 
 

The assessment therefore has focused on: 

• Mental health literacy (examining knowledge, understanding and attitudes 

towards depression/anxiety and their treatment) 

• Self-perceived life skills in the areas covered by the course 

• The acceptability of the course – using the TARS (Training Acceptability 

Rating Scale) questionnaire 
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The assessments are at the beginning and end of the course and are based on the 

questionnaires used at baseline and follow-up on START. Satisfaction with each 

session was also recorded using the Course Acceptability Evaluation.  

 

Learning outcomes 
As with any training course, the main objectives of Living Life to the Full are to teach 

new skills and to enhance knowledge.  These were evaluated using questionnaires 

completed at the beginning of the course, and on course completion.  Attendees were 

also asked to complete short evaluations after each session. 

 

The main areas that the evaluation focused on were: 

• Self perceived knowledge and skills in the causes of depression, and in its 

treatment. 

• Self perceived knowledge and skills relating to topics covered by the 

course (measured before and after individual course sessions). 

• The general acceptability of/satisfaction with the course. 

 

Self Perceived Knowledge and Skill Gains 

Course attendees were asked eight questions, designed to measure their self assessed 

levels of knowledge and skills in self-management regarding anxiety and depression 

at registration and course completion.  The attendees were required to rate their 

abilities on these eight items on a Likert scale of 1-7 (very poor-excellent).  Group 

means were then calculated.   

 

The results were very encouraging.  Analysis indicated that there were strong 

significant increases between scores taken at registration and then at course 

completion for virtually all of the items.  

 

There was a strong significant increase in overall knowledge.There was also a strong 

significant increase in overall skill. 

 

Self Perceived Knowledge and Skill Gains over Individual Sessions 

As well as evaluating course attendees knowledge and skill gains before and after 

attending the Living Life to the Full course, self perceived knowledge and skill was 

also evaluated before and after each individual session.  Attendees were once again 

required to rate themselves on a Likert scale of 1-7 (very poor-excellent) on between 

2 and 6 questions pertinent to each individual session. 

 

As demonstrated in the chart below, there were increases in self perceived knowledge 

after each individual session, apart from session 8: Staying well and revision, which 

demonstrated no change (as perhaps is appropriate for a revision session where no 

new learning is covered).  
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Similarly, the increases in skills reported after each individual session are illustrated 

below 
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Course Acceptability 

The attendees acceptability of the course was evaluated after each individual session, 

using questions designed to measure attitudes towards course content and delivery: 

• The session was helpful (content) 

• I would recommend this session to a friend (content) 

• I expect to use what I have learned in this session in my own life (content) 

• The teachers related to the class effectively (delivery) 

• The teachers were motivating (delivery) 

 

Attendees responded on a scale of 1-5 (strongly agree-strongly disagree, however this 

scale was reversed for the purpose of analysis).   

 

As can be seen from the following bar graph, attendees consistently rated both the 

content and the delivery of the course as being upwards of 80%, indicating a very 

high acceptability for both these dimensions. 
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Usefulness of Course 

At the final session of the course, attendees were asked to rate how useful the course 

was to them on a Likert scale of 1-7 (not at all useful- extremely useful).  The 

response indicates that attendees found the course to be very useful (mean percentage 

= 84.3%).  A huge proportion of attendees (94%) responded that they would 

recommend the course to a friend. 

 

Course attendees were also asked a number of qualitative style questions in the post 

course evaluation.  These were used to identify specific aspects of the course that 

people found helpful or unhelpful 

 

Direct Quotes 

In general, the statements regarding the course given by Attendees tended to be very 

positive: 

• “Understanding how negative feelings can do so much damage” 

• “5 Areas Model was a ‘wow’ moment-everything fell into place” 

• “The rules of assertion have been a complete revolution in my life!” 

 

The negative statements made by attendees tended to focus on environmental aspects 

of the course, e.g. timekeeping, rather than the actual content of the course: 

• “Being rushed through the material” 

• “Time of day” 

• “ Late starts [due to] lack of continuity of student attendance” 

 

At the post course evaluation, attendees were also asked what impact the course had 

on them and their life.  Again, the majority of responses tended to be very positive: 

• “Developed good coping skills in managing my thinking and feelings” 

• “Helped me to slow down a bit and take control of my life again” 

• “It won’t cure me but can help overcome when I am feeling down” 

 

Finally, attendees attending the course were asked what they would say if someone 

asked them if they would recommend the course: 
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• “Absolutely, very useful.   It should be mandatory in schools” 

• “If you’re feeling that you need new life strategies for coping with stress, 

anxiety or depression – try this course!” 

• “Anyone can benefit in some way that is individual to them.  It’s a course 

that can definitely be put into practice for ones own personal 

development” 

 

Conclusions and Summary 

In general the evaluation of the Living Life to the Full course was found to be very 

encouraging.  These early results indicate that the course has had a strong impact on 

mental health literacy, measured in terms of knowledge and skills about the 

management of depression and anxiety.   

 

Course attendees reported their satisfaction with the delivery and content of Living 

Life to the Full as being very high, with satisfaction of each session reported as being 

over 80%.  Satisfaction with the course was also reflected in the many positive 

comments attendees made regarding the course.  Also, the fact that 95% of course 

attendees that completed a post course evaluation stated that they would recommend 

the course to others, indicates that they found the Living Life to the Full course to be 

beneficial to themselves and felt that it would also be helpful to others. 

 

 

 

GENERAL SUMMARY 

The context of working in a primary care mental heath service in east Glasgow using 

a stepped care model of service delivery was briefly described. Good practice 

guidelines pertaining to the treatment of anxiety and depression in such a context was 

briefly noted. A range of treatments offered by East Glasgow Primary Care Mental 

Health Team were then briefly summarised together with attendant data providing an 

evidence base for the effectiveness of these treatments. The primary care team would 

wish to point out that the data quoted here, both that gathered locally in East Glasgow 

and data included from other national and international research studies and clinical 

audits, is necessarily brief given the purpose of the current document. More 

exhaustive data can certainly be made available if the readers of this document were 

to deem sight of such data useful. 

 

 


