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Abstract
Background: The World Health Organization (WHO) has called for integration of mental
health into primary care for a decade. In Western countries, around 15-25% of patients with
common mental disorders including mood and anxiety disorders seek help from primary care
physicians (PCPs). The rate is only about 5% in China.
Aims: This article reviews the Chinese findings on the barriers to primary care for common
mental disorders, and how they compared with Western findings.
Methods: A narrative literature review was conducted, focusing on literature published from
mid-1990s in English or Chinese. Patient, PCP and health system factors were reviewed.
Results: Although Chinese and Western findings show similar themes of barriers, the Chinese
have stronger barriers in most aspects, including under-recognition of the need for treatment,
stigma on mental illness, somatization, worries about taking psychiatric drugs, uncertainties in
the role, competency and legitimacy of PCPs in mental health care, and short consultation time.
Conclusions: Current policies in China emphasize enhancement of mental health facilities and
workforce in the community. Our review suggests that patients’ intention to seek help and PCPs’
competency in mental health are other fundamental factors to be addressed.
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Introduction
The need to increase awareness of mental health problems in primary care settings originated
from Western countries in 1960s. One major reason was that some psychiatrists, especially
David Goldberg and his colleagues in the UK, recognized the potential advantages of primary
care physicians (PCPs) in managing patients with mental health conditions compared with
psychiatrists. These included first-hand knowledge of the patients’ personal and family
background, provision of continuing care, and frequent contacts with patients presenting
psychosomatic symptoms (Blackwell & Goldberg, 1968). On the other side of the world,
George Engel, an American psychiatrist, suggested a revolutionary biopsychosocial model
which challenged the conventional biomedical model in clinical care (Engel, 1977). Moreover,
the psychiatrists had developed psychiatric screening questionnaires for primary care settings
(D. P. Goldberg & Blackwell, 1970; Johnstone & Goldberg, 1976). They began to investigate
the diagnostic accuracy of the PCPs and propose the need for training (D. P. Goldberg, Steele,
Smith, & Spivey, 1980). Subsequent studies showed that over half of primary care attenders
with mental health problems were not recognized (Freeling, Rao, Paykel, Sireling, & Burton,
1985; A. T. Tylee, Freeling, & Kerry, 1993). These led to further research on mental health care
in primary care settings.

The international study conducted by the World Health Organization (WHO) in primary care
settings across 15 cities reported that the overall prevalence of current mental disorders was
24%. The most common mental disorders were depression (10.4%) and generalized anxiety
disorders (7.9%) (Sartorius, Ustün, & World Health Organization, 1995). In 2008, the WHO
called for integration of mental health into primary care (World Health Organization, 2008).
Western studies found that only around one third of adult patients with a common mental
disorder including mood and anxiety disorders had sought professional help. The 12-month
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help-seeking rates reported in the UK, US and Australia were 39%, 29% and 35% respectively
(McManus S, 2009; Pratt & Brody, 2008; Slade, Johnston, Oakley Browne, Andrews, &
Whiteford, 2009). Various Western studies showed that among patients who had sought help,
over half of them consulted PCPs (Kovess-Masfety et al., 2007; McManus S, 2009; Thompson,
Hunt, & Issakidis, 2004). Compared with Western findings, the help-seeking rates were lower
amongst Chinese. A large-scale study in four provinces of China reported that the 1-month
prevalence of mood disorders was 6.1%. The overall help seeking rate and the specific rate for
PCPs were 8% and 5% respectively (Phillips et al., 2009).

This narrative literature review paper aims to discuss Chinese findings on the barriers to
primary care for common mental disorders, and how they compared with Western findings. An
extensive literature search was performed on PubMed and MEDLINE using different
combination of the following terms: primary care, general practice/family medicine/family
practice, mental health, common mental disorder, depression, anxiety, psychological distress,
help-seeking, management, treatment and stigma. The terms Chinese and China were added to
specify Chinese studies. Besides, local journals in Chinese were reviewed. Forward and
backward searches of reference lists were made to further identify articles. We focus on
literature published from mid-1990s because they are more relevant to the current context of
mental health care and help-seeking characteristics.

Chinese trends in mental health research and policy development
Most of the help-seeking studies on common mental disorders came from Western countries,
despite a few on Chinese immigrants (J. A. Chen, Hung, Parkin, Fava, & Yeung, 2015; Ho,
Hunt, & Li, 2008; Kung, 2004; Parker, Chan, Tully, & Eisenbruch, 2005). European countries
(especially the UK), the US, Canada and Australia are the major sources of relevant Western
4

findings. Studies in China tended to focus on psychosis in specialist psychiatric settings (Boey,
1998; Tang, Sevigny, Mao, Jiang, & Cai, 2007; W. Zhang et al., 2013). The review by Liu et
al. (2011) highlighted that national mental health service reform had started in China since
2004. In that year, mental health was officially included into the public health program. The
Chinese government included both specialist care and primary care services in the mental
health reform program which focused on the management of psychosis. Common mental
disorders have been called neurotic disorders (Ni et al., 2014). Depression has also been
classified as a chronic disease. In 2006, the Chinese Government published guidelines
emphasizing community based management of chronic diseases including depression of the
elderly patients (S. Chen, Conwell, He, Lu, & Wu, 2015). In 2015, the Government published
the 2015-2020 National Mental Health Work Plan which stated the importance of prevention
and treatment of depression and anxiety disorders (Xiong & Phillips, 2016).

There have been many local studies on the prevalence and clinical factors of common mental
disorders in China, especially on the elderly patients. However, there is a relatively small
number of help-seeking and health service studies in primary care settings, which were
conducted in major urban cities including Beijing (Juan Chen, 2012; Du et al., 2011), Shanghai
(D. F. Wong, Xuesong, Poon, & Lam, 2012; D. F. K. Wong & Li, 2014; Wu et al., 2007; Zhou,
Huang, Jin, Guo, & Chen, 2012), Hangzhou (S. Chen, Conwell, et al., 2015), Shenzhen (Deng
et al., 2014) and Hong Kong (Chin, Chan, Lam, Lam, & Wan, 2015; Chin et al., 2014; Lam,
Lam, Lam, & Ku, 2013; Lam & Sun, 2014; Sun, Lam, Lam, & Lo, 2015b; Sun et al., 2016).
The findings from these major cities as well as other cities are highlighted in this paper. Some
studies on Chinese immigrants in Western countries are also included.

Regarding terminology, the term “mental health problem” is commonly used by medical
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professionals. In primary care studies, it mainly refers to common mental disorders (D.
Rickwood, Thomas, & Bradford, 2012). On the other hand, the term “psychological
problem/distress” is often used in patient studies. These terms are used in this paper to preserve
the original contexts of the studies on PCPs or patients. The barriers to mental health care
including patient, PCP and health system factors are discussed below. For comparison purpose,
under each theme, we describe the international or Western findings first, followed by specific
Chinese studies.

Patient factors
Under-recognition of the need for treatment
A systematic review on international data (Prins, Verhaak, Bensing, & van der Meer, 2008)
concluded that between 49% and 84% of the patients with depression or anxiety perceived a
need for treatment. The latest WHO World Mental Health Survey found that on average 57%
respondents with major depressive disorders in 21 countries recognized the need of treatment.
The rate was only 39% in Beijing/Shanghai, China (Thornicroft et al., 2017). Inadequate mental
health literacy is one factor for under-recognition of the need for treatment. A comparative
study found that the Shanghai Chinese had lower mental health literacy than the Chinese in
Australia and Hong Kong (D. F. Wong, et al., 2012). Another important factor is the preference
for self-coping to professional treatment. When self-coping did not work,

the distressed

would then consider professional help (Doblyte & Jimenez-Mejias, 2017). Un-guided selfcoping strategies could be ineffective, delay treatment or even counterproductive. Reported in
both Western and Chinese studies, patients used various coping strategies, such as avoidance,
withdrawal, minimizing the problem, suppressing the symptoms, wishing the condition to go
away, and resignation to fate (Del Valle, Belloch, & Carrio, 2017; Kung, 2004). Some of these
strategies might be in opposite to the approaches used in cognitive behavioral therapy (CBT),
6

which emphasizes correcting biased thoughts based on evidence, exposure to situations and
symptoms, and behavioral changes in a structured approach (Arch & Craske, 2009). A study in
Jiangyin analyzed the initial help-seeking behaviors of distressed patients attending a
community psychology clinic. It revealed that 8% of patients had self medicated for their
distress by buying drugs/health care products over-the-counter, or having self (mental) training,
and 6% used lay religious practice (Shen, Qian, Du, & Feng, 2006). A study in Hong Kong
found that 13% of the primary care patients with distress experience used informal sources of
help only, such as family members/friends, exercise and religious support. Besides, 52% had
not sought any formal or informal help (Sun et al., 2017).

Stigma on mental illness
Around 15 - 30% of patients in Western studies regarded stigma or embarrassment as a barrier
to seeking professional help (Bushnell et al., 2005; Meltzer et al., 2003). To avoid social stigma,
patients often preferred self-coping strategies (Doblyte & Jimenez-Mejias, 2017; Debra
Rickwood, Deane, Wilson, & Ciarrochi, 2005). Higher stigmatizing attitudes were associated
with lower rates of help-seeking (Evans-Lacko, Brohan, Mojtabai, & Thornicroft, 2012). The
degree of stigma was affected by cultural factors. Comparative studies showed that Chinese
had higher stigma towards mental illnesses than the Westerners (Furnham & Chan, 2004; Yang
et al., 2007). The stigma might be increased by the serious concern about shame and loss of
“face” in Chinese culture, which could also be projected to the patients’ family (Kung, 2004).
Yang et al. (2013) argues that stereotypes of dangerousness and unpredictability towards mental
health patients challenge Chinese cultural norms of restrained and moderate behavior. However,
different from psychotic disorders, depression and anxiety disorders are often seen by the
Chinese as common problems encountered in life (Kolstad & Gjesvik, 2014; Lam & Sun, 2014).
The viewpoints from Kung (2004) may be more relevant to conditions of common mental
7

disorders. She points out that Chinese see the causes as having bad thoughts and personality
weakness. Besides, psychological treatments require examination of thoughts and feelings
associated with distress, which Chinese tend to avoid.

Psychosomatic presentations
It is well known that many patients present with psychosomatic symptoms only (Cape &
McCulloch, 1999; A. Tylee, Freeling, Kerry, & Burns, 1995), such as headache, dizziness,
fatigue/weakness, palpitations and sleep problems (Matalon, Kotliroff, Blumberg, Yaphe, &
Kitai, 2011). Patients may not link their symptoms to psychological causes (Murray, Toussaint,
Althaus, & Lowe, 2016). Besides, somatization is considered as a way for some patients to
avoid expression of mental health problems which are subject to social stigma (Murray, et al.,
2016; Simon, VonKorff, Piccinelli, Fullerton, & Ormel, 1999). Some patients may be treated
as having functional, non-specific, or medically unexplained symptoms without a formal
diagnosis of mental disorder (Matalon, et al., 2011). Unnecessary somatic treatments may be
prescribed (Walters, Tylee, Fisher, & Goldberg, 2007). An international study conducted in 14
countries found that 45% to 95% (overall 69%) of depressed patients presented only somatic
symptoms to their PCP. A high somatization rate of 87% was reported in Shanghai, China
(Simon, et al., 1999). Parker, Gladstone, and Chee (2001) argue that Chinese often express
depression in somatic terms like “heartache” (means sadness) and “fatigue” (means
emotionally hurt or despair). The Chinese might understand the emotional meanings of these
terms. However, research studies found that the issue was not just about usage of terms. In
Hong Kong, the PCPs reported that many patients did not realize the psychological causes of
their somatic symptoms, especially at the early stage of consultations (Sun, Lam, Lam, & Lo,
2015a; Sun, et al., 2015b). The study in Jiangyin found that 35% of the patients of a community
psychology clinic had initially consulted specialists in neurology, cardiology, gastroenterology,
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pulmonology and emergency medicine, and 10% had initially consulted PCPs (Shen, et al.,
2006). A study in Shanghai found that the top ten reasons for distressed patients to consult
PCPs were: weakness (9.4%), sleep disorder (9.0%), abdominal pain (5.6%), chest distress
(4.7%), dizziness (4.3%), chest pain (3.8%), headache (3.4%), anxiety (3.0%), depression
(3.0%) and cough (2.6%) (Zhou, Huang, Jin, et al., 2012).

Patients’ uncertainties in the role of PCPs in mental health care
Related to somatic presentations, Western studies found that many patients believed PCPs dealt
with physical illnesses only and suspected their ability in managing psychological problems
(Bushnell, et al., 2005; Murray, et al., 2016; Peters et al., 2009). Some patients also felt their
PCPs were not interested in discussing psychological problems (Cape & McCulloch, 1999).
Patients might simplify their problems and focus on their somatic complaint (Peters, et al.,
2009). In an Australian survey, 34% of the patients perceived that PCPs were not the right
persons to be consulted for psychological problems (Bushnell, et al., 2005). A much higher rate
was reported in Hong Kong that 64% of the Chinese patients did not expect PCPs to manage
psychological problems (Sun, et al., 2016).

Worries about taking psychiatric drugs
Antidepressants are the most commonly prescribed medications for depression and anxiety
disorders (Bandelow et al., 2015; Coupland et al., 2011). Benzodiazepines are sometimes
prescribed to patients for temporary relief of symptoms (Sjostedt, Ohlsson, Li, & Sundquist,
2017). Systematic review and meta-analysis studies concluded that patients usually preferred
psychotherapy to medication (76% vs. 49%) (Angermeyer, van der Auwera, Carta, &
Schomerus, 2017; Prins, et al., 2008). Both general public and diagnosed patients expressed in
qualitative studies that drugs relieved the distress symptoms rather than solving the problem,
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and they might become addicted to the drugs (Kadam, Croft, McLeod, & Hutchinson, 2001;
Priest, Vize, Roberts, Roberts, & Tylee, 1996). Besides, some patients assumed that PCPs were
unable to give “talking” therapy. They thought antidepressant prescription was the most likely
outcome which they wanted to avoid (Biddle, Donovan, Gunnell, & Sharp, 2006). A
comparative study found that the Chinese schizophrenic patients had lower acceptance towards
psychiatric medications than the American patients (Mohamed, Rosenheck, He, & Yuping,
2014). The worries about medications generalize to conditions of common mental disorders.
The study in Hong Kong found that worries about side effects of psychiatric drugs (80%) and
drug dependency (75%) were rated as the top barriers by the Chinese primary care attenders
(Sun, et al., 2016).

PCP factors
Difficulty in recognizing and handling patients with somatic presentations
Western studies showed that PCPs’ recognition of mental health problems was significantly
lower among somatic presenters (Bridges & Goldberg, 1985; Hickie et al., 2001; Weich, Lewis,
Donmall, & Mann, 1995). Somatic presentations increase diagnostic difficulty as they are often
incomplete, implicit and without psychosocial cues provided (Murray, et al., 2016). Another
problem is that patients may feel intrusive to be asked about psychosocial issues if they do not
realize the relation with their physical problems (Peters, et al., 2009). A qualitative study found
that some patients with unexplained somatic complaints felt dissatisfied when the PCP
concluded that they had depression (Gask, Rogers, Oliver, May, & Roland, 2003). The
difficulty appears to be stronger in a Chinese context. In Hong Kong, the PCPs highlighted in
qualitative interviews about patients’ expectation for an explanation in physical terms and
patients’ reluctance to discuss psychological problems. In the survey, 72% of the PCPs
perceived the difficulty in managing their patients’ reluctance to accept the diagnosis of mental
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health problems (Sun, et al., 2015b). Similarly, a study in Shanghai found that two-thirds of the
PCPs perceived patients’ reluctance to accept the diagnosis of depression. Besides, over half
of them thought that they should treat physical problems ahead of depression (Wu, et al., 2007).

Competency in mental health care
Mitchell, Vaze, and Rao (2009) conducted a meta-analysis of studies which assessed the
accuracy of diagnoses of depression by PCPs. This study found that only 47.3% of depression
cases were correctly identified. An Australian survey found that PCPs without mental health
training were more likely to perceive incomplete knowledge about depression as a management
barrier (Richards, Ryan, McCabe, Groom, & Hickie, 2004). Indeed, many PCPs had little or
no formal mental health training in medical schools (Lam et al., 2011). Even in the UK, less
than half of PCPs have received mental health training (England, Nash, & Hawthorne, 2017).
PCPs were also found to be less confident about using psychotherapy than medication for the
treatment (Oakley Browne, Lee, & Prabhu, 2007). A study in Ireland reported that only one
third of PCPs had received postgraduate training in psychotherapy (Copty & Whitford, 2005).
The overall percentage of trained PCPs is unknown in China where training programs tended
to be on management of psychosis (Liu, et al., 2011). A study in Hangzhou reported that 17%
of the PCPs had received short period of mental health training (S.-l. Chen et al., 2010). A study
in Shanghai found that 71% of the PCPs without mental health training answered wrongly for
all five questions about geriatric depression, compared to 30% of those with a specific training
intervention (Wu, et al., 2007). A study in Beijing found that only 18%, 13% and 30% of the
PCPs correctly selected the symptoms, screening methods and therapeutic principles of
depression respectively. Only 30-40% of the PCPs recognized the followings as common
symptoms of depression: loss in appetite or significant weight loss (31%), psychomotor
agitation or retardation (38%), poor concentration (38%), and fatigue or loss of energy (39%)
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(Du, et al., 2011). Another Beijing study found that 70% of elderly patients with delayed
treatment for depression in psychiatric hospitals reported inability of PCPs to identify
depression as the reason, which ranked second among all reasons (Lyu, Li, Han, Cheng, & An,
2015).

Attitudes towards mental health care
Some PCPs have limited interest and motivation to manage mental health problems (GarciaCampayo, Sanz-Carrillo, Yoldi-Elcid, Lopez-Aylon, & Monton, 1998; Oopik, Aluoja, Kalda,
& Maaroos, 2006). Mental health care may be seen as only one of a number of priorities
(McDermott et al., 2012). There have been debates between psychiatrists and PCPs about the
definitions of cases with depression or anxiety (caseness) in primary care settings (Earnshaw,
2000; D. Goldberg, 2000; Middleton & Shaw, 2000). In practice, PCPs may not treat cases
which they consider as being “subthreshold” or mild conditions. Many do not stick to the
diagnostic criteria used by psychiatrists and researchers (McDermott, et al., 2012; Mental &
General Practice Investigation Research, 2004). Apart from a lack of proactive attitude in
management, some PCPs may hold negative views towards mental health patients. Western
studies showed that, similar to the general public, some health professionals including PCPs
held stigmatizing opinions on mental health patients (Caldwell & Jorm, 2001; Lawrie et al.,
1998; Reavley, Mackinnon, Morgan, & Jorm, 2014). Despite this, they had better attitudes
towards non-psychotic disorders. In Hong Kong, 72% of the PCP survey respondents expressed
their willingness to manage depression, compared to 40% for schizophrenia. (Lam, et al., 2013).
Nonetheless, lacking of skills could lower the willingness. The Hangzhou study found that
most

PCPs

were

uncomfortable

in

managing

depression

and

they

preferred

psychiatrists/psychologists to handle it (S.-l. Chen, et al., 2010). The Shanghai study found that
59% of the PCPs without mental health training would refer depression cases to psychiatrists,
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compared to 32% of those with training (Wu, et al., 2007).

Health system factors
Law and policies
Western countries generally allow PCPs to diagnose common mental disorders. The situation
is the same in Hong Kong. However, under the mental health law for Mainland China issued
in 2013, only physicians with psychiatric qualifications can diagnose mental disorders (Y. Li
et al., 2015; Phillips et al., 2013). Thus most PCPs can only recognize patients with potential
mental health problems and refer them to psychiatrists for a formal diagnosis. Afterwards the
PCPs may follow-up and manage the diagnosed patients. Under this policy, the legitimacy of
most PCPs in mental health care depends on the psychiatrists.

Accessibility and affordability of services
The WHO Mental Health Survey found that the treatment rate showed a downward gradient
across high to low income countries (Thornicroft, et al., 2017). Unequal access to mental health
services was also observed within countries. Australians living in areas of lower socioeconomic
status were found to have poorer access to mental health care sources including PCPs
(Meadows, Enticott, Inder, Russell, & Gurr, 2015). Similarly, the study by Juan Chen (2012)
in Beijing reported that patients with lower socioeconomic status were less likely to utilize
mental health services. However, the barriers regarding accessibility (22%) and affordability
(27%) of services were considered less important by the patients. Instead, refusal to recognize
the need of treatment (66%) was the major barrier (Juan Chen, 2012). In most cities of China,
costs of antidepressants including selective serotonin reuptake inhibitors (SSRIs) have been
partially covered by national health insurance (Tao, Wang, & Cui, 2015). The reimbursement
rate varies by region (Liang, Mays, & Hwang, 2017), and the national reimbursement rate for
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all types of medical expenditure (including physical and mental) was 26.4% in 2011 (Y. Zhang,
Tang, Zhang, Zhang, & Zhang, 2015). On the other hand, Hong Kong, being a special
administrative region, runs a different system where 71% of the primary care attenders
perceived treatment cost of psychological distress as a barrier (Sun, et al., 2016). The fee
charged by private PCPs in Hong Kong can be tripled for consultations specially arranged for
treating mental health problems to compensate for the extra time cost.

Consultation time constraints
A review study by Hutton and Gunn (2007) showed that consultations with a recorded
diagnosis of mental health problem were longer than other consultations. Some PCPs expressed
that short consultation time limited their chance to care for mental health problems. Treating
these problems might lengthen the consultations and lead to increased waiting time of other
patients. PCPs working in private sector might need to subsidize these longer consultations if
there is no extra charge (MaGPIe Research Group, 2005). There are opinions that fee-forservice systems tend to favor short consultations and procedural practice rather than long
mental health consultations (McDermott, et al., 2012). In Hong Kong, consultation time
constraints was perceived by 85% of PCP survey respondents as a barrier to mental health care
(Sun, et al., 2015b). This is due to the fact that the usual consultation time in primary care
clinics of Hong Kong is only around 5-8 minutes (Yu et al., 2015), compared to an average of
9.4 minutes reported in the UK, 10.2 minutes in the Netherlands, 14.6 minutes in Australia, and
17.5 minutes in the US (Hutton & Gunn, 2007). Studies in Beijing also reported a short average
consultation time in general practice, ranging from 3 to 8 minutes (Jin et al., 2015; Peng, Su,
& He, 2012). Time constraints (50%) ranked middle among different barriers to mental health
care perceived by PCPs in Beijing. Other barriers regarding limited knowledge in
diagnosis/management (84%) and consultations dominated by physical complaints (62%)
14

ranked higher (Du, et al., 2011).

Implications to mental health care in urban China
Western and Chinese findings show similarity in the barriers encountered by the patients and
PCPs. However, the Chinese have stronger barriers in most aspects, including underrecognition of the need for treatment, stigma on mental illness, somatization, worries about
taking psychiatric drugs, uncertainties in the role, competency and legitimacy of PCPs in
mental health care, and short consultation time. In this section, we discuss the possible
strategies and interventions to overcome the barriers. As China has a huge population of 1.4
billion, a 6.1% prevalence of mood disorder (Phillips, et al., 2009) means 85 million patients.
Despite low help seeking rates, depression and anxiety disorders/state still ranked 5th (3.4%)
and 7th (3.0%) respectively among all diagnoses in a general practice study of Shanghai (Zhou,
Huang, Chen, Guo, & Jin, 2012). Our discussion focuses on policy implications to major urban
cities of China, which take a piloting and leading role in mental health reform (Ji et al., 2008).

Patient factors
While policies in China emphasize enhancement of mental health services in hospital and
primary care settings (Liang, et al., 2017), one fundamental problem is the patients’ low
intention to seek help, which should be the first barrier to be tackled. Public education to
promote mental health literacy may reduce under-recognition of the need for treatment and
stigma on mental illness (Yap, Reavley, & Jorm, 2012). In a Chinese context, public education
programs should target worries about taking psychiatric drugs (Sun, et al., 2016) apart from
mental health literacy (D. F. Wong, et al., 2012). A significant proportion of the public would
still prefer self-coping to professional treatment for mild to moderate distress. Proper selfcoping skills may be delivered by websites using evidence-based materials developed by
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mental health professionals (Andrews, Cuijpers, Craske, McEvoy, & Titov, 2010; Rosso et al.,
2017). Apart from providing self-help materials, the websites can also be the connection points
to access professional services from PCPs and mental health professionals. The Beyondblue
and Headspace websites in Australia are well established examples. A recent survey in Beijing
found that nearly 20% of residents had searched for mental health information online. Younger
age and higher socioeconomic status were significant predictors (J. Chen & Zhu, 2016). For
the majority of patients who have less health literacy, the formal health care system remains
the entry point to mental health care. Public education should enhance the image of PCPs as a
source of mental health care and referral (Sun, et al., 2016).

PCP and health system factors
Lack of workforce for mental health care is commonly acknowledged as a barrier in China (K.
Li, Sun, Zhang, & Kolstad, 2014; Liang, et al., 2017) although there is limited data available
for comparison with Western figures. We see the competency of PCPs in mental health care is
another critical factor as shown in this review. Indeed, the workforce for mental health care
would multiply if a significant proportion of PCPs possess the skills, which can be enhanced
by training (Walters, et al., 2007). Successful experiences have been reported in Hong Kong
(Lam, et al., 2011), Shanghai (Wu, et al., 2007), Hangzhou (C. Chen et al., 2004) and Shanxi
(Jia & Wang, 2015). Training programs should target recognition and management of common
mental disorders, especially for the skills in handling psychosomatic complaints, which are the
top reasons for consultation (Zhou, Huang, Jin, et al., 2012). Besides, trainings can improve
motivation in providing mental health care in daily practice as well as attitudes towards mental
health patients (Lam, et al., 2011; Lam, Lam, Lam, & Sun, 2015). Moreover, trainings can
justify the legitimacy of PCPs in mental health care in Mainland China. Relevant trainings can
be provided by psychiatrists, psychologists and experienced PCPs. To deal with consultation
16

time constraints, the PCPs can arrange follow-up consultations to focus on the patients’ mental
health problems and this will also allow the patients be better prepared for discussing their
problems (Sun, et al., 2015a). Further, collaboration with other health professionals such as
clinical psychologists, social workers, nurses and occupational therapists can provide longer
sessions of counselling and psychosocial support to the distressed patients. A clusterrandomized trial in 16 primary care clinics of Hangzhou city showed positive outcomes of
collaborative care to elderly patients with depression (S. Chen, Conwell, et al., 2015). The
program involved trained PCPs, primary care nurses as care managers, and psychiatrists for
expertise support. Service coverage among the population is likely to be limited at the
beginning stage. A recent survey in Guangdong still reported a shortage of mental health
workforce, of which only 28% were for community settings (Y. Li, et al., 2015). Despite this,
we believe service development can build on successful experiences and the coverage can
expand gradually to a larger proportion of the population of China. The number of PCPs trained
in mental health care as well as other mental health staff would increase significantly when
relevant national policies are implemented. Manpower and skills should complement each
other to maximize the effect.
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