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Sir,

To facilitate improved management of mental health
presentations in primary care (and more appropriate onward
referral practices), this study profiled general practitioners’
(n=34) perceptions of what they needed from secondary care
mental health services. Their views were elicited through a (23-
item) self-completed questionnaire. There was a relatively low
return rate of 62%. While respondents indicated a reasonable
level of confidence in their ability to manage mental health
presentations, they indicated a desire for increased access to,
and improved liaison with, specialist services. They also
indicated a desire for further clinical training and the
development of (consensually agreed) referral guidelines. 

INTRODUCTION 
A Vision for Change1 indicates that approximately 35% of
primary care service users have a mental health component
to their presentation. The document states that it is the
responsibility of GPs to detect and diagnose such
presentations and to either provide treatment or refer onto a
(secondary) mental health service. Of those who do present,
90% to 95% are dealt with in primary care without referral.2

However, research3 has debated the effectiveness of the
management of (common) mental health presentations in
Irish general practice settings. Successive Mental Health
Commission Annual Reports15 suggest that there may be an
over-reliance in primary care on medication therapy. Indeed,
the Structure of General Practice in Ireland study4 found
that the number and complexity of mental health
presentations are putting considerable pressure on GP
surgeries that may, in turn, predispose to too-readily
reaching for the prescription pad. 

Training
Many Irish GPs do not have the knowledge or skills to deal
with common primary care mental health presentations,
with only 32% of GPs having postgraduate training in
psychological therapies.3

Communication and referral guidelines
GPs want better information about specialist mental health
services.5 Not knowing when to refer and to whom, and the
lack of feedback once referred, may predispose to GP

disengagement and reduced referrals to these services.6,7

Referral guidelines, complete with agreed eligibility
criteria (e.g. diagnosis, comorbidity, chronicity, previous
hospital admission and secondary service contact,
associated functional impairment, previous deliberate self-
harm and immediate safety) could facilitate appropriate GP
referral.8 Regarding referral pathway, while some GPs may
want to refer to consultant psychiatrists, the majority may
want to refer directly to team members (e.g. clinical
psychologists).5

Increased access 
Understandably, GPs dislike long waiting times from referral
to initial appointment.9 A Vision for Change indicates that
GPs want increased access to professionals with the skills
needed to deal with the majority of mental health problems
encountered in primary care. 

RESEARCH OBJECTIVES 
This study’s overall goal was to understand GPs’ secondary
care (mental health) service provision needs in a particular
HSE Local Health Office Area. 

METHODOLOGY 
GPs (n=55) who serviced a small (population: 58,000) HSE
Local Health Office Area where there were three
community mental health teams (CMHTs) and a small
mental health inpatient unit were asked to participate in
this study. Their views were elicited through a 23-item
(self-completed) questionnaire that was designed by
reference to six previous published reports and surveys. It
included both closed and open questions that were both
quantitative and qualitative in nature. Each GP was also
sent a copy of the research proposal and a stamped
addressed envelope. Upon no initial return of
questionnaires, a follow-up letter and a second copy of the
questionnaire were sent after two weeks. 

RESULTS 
The result response rate of 62% (n=34) is slightly below the
accepted 70% level required for a valid sample. One
respondent returned an uncompleted form, stating that they
had retired. Another telephoned stating that they were too
busy to complete the questionnaire. 
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Quantitative
Knowledge and understanding
Most respondents (89%) reported having either “excellent”
(n=5) or “average” (n=25) knowledge of (secondary care)
mental health services. Most (89%) also reported that they
would like “a lot more” (n= 3), “some more” (n=21) or “a
little more” (n=6) information about the service. Regarding
further training about mental health presentations, 76% of
respondents indicated that they would like “a lot more” (n=5),
“some more” (n=7) or “a little more” (n=14). The majority of
respondents (79%) reported being “reasonably confident” in
their own ability to manage mental health presentations. 

Links with mental health team members
Nearly two-thirds of respondents (65%) wanted regular
consultation visits from a team member with fewer wanting
assessment (59%) or treatment (47%) visits. Nearly all
respondents (97%) wanted mental health services to “share
the burden of care” of service users with mental health
presentations either “a great deal” (n=17) or “moderately”
(n=16). The majority of respondents (79%) wanted more
contact with team members once referred.

Communication 
Over half of the respondents (56%) rated oral
communication as either “adequate” (n=13) or “poor” (n=6).
Fewer respondents (35%) rated written communication as
“average” or “poor”.

Mental health emergencies
In mental health emergencies requiring admission, 71% of
respondents preferred to contact a mental health team
member who would make same-day assessment and arrange
appropriate care. Some respondents (12%) also wanted a
second option of arranging the same themselves.

Referrals 
Just over one-third of respondents (35%) reported making
(on average) less than two referrals per month, while 41%
referred between two to five service users per month. Only
one respondent reported making in excess of 10 referrals per
month. 

Over two-thirds of respondents (68%) indicated the ease
of referral as either “good” (n=21) or “excellent” (n=2).
Over half of the respondents considered the referral
procedures for routine (59%) and urgent (53%) referrals to
be either “good” or “excellent”. 

Half of the respondents reported having no preference
between “direct access to individual team members” and
“referral to a single team member”. Twice as many
respondents (24%) restricted referrals due to excessively
long waiting times than because of a lack of confidence in the
services (12%). Nearly three-quarters of respondents (74%)
were happy to allow the services decide how to allocate
referrals within the team and 82% welcomed the (potential)
development of (mutually agreed) referral policy guidelines. 

Qualitative 
Respondents were asked to comment on a number of areas
(as per headings below). They were also asked for
suggestions as to how these areas could be improved.

Better support
To facilitate treating service users in primary care settings,
respondents suggested various improvements regarding
access to and communication with mental health services
(e.g. shorter waiting times, same-day assessments). 

Improved communication
Respondents suggested an increased amount of progress
reports and feedback regarding service users referred. They
also indicated that they would like short, summarised
letters, the earlier receipt of such letters, and more
telephone contact. 

Improved referral procedure
One-third of respondents expressed dissatisfaction with
long waiting times. They wanted direct access to
psychologists, counsellors and ongoing liaison once a
referral was made. 

Key elements and suggestions for improved secondary care
service provision 
Twenty-five respondents highlighted how the availability of
services, in addition to direct and easy access to these
services, was a key service provision element and would
improve relationships. Suggestions for improved access
included: easily understood and clear referral pathways, the
development of local clinics and community-based services,
and the allocation of a mental health services team member
to the primary care team.

Thirty-five per cent of respondents highlighted the
importance of community-based follow-up facilities for
service users. Regular communication with GPs, service users
and community services was also highlighted as a priority. 

DISCUSSION 
Comparison with previous literature 
Shared care and training
Despite a less-than-optimal response rate (e.g. 62%), half of
the respondent GPs in this study were happy to “share the
burden of care” either “moderately” or a “little” with
(secondary care) mental health services. Hence, at least
some Irish GPs are open to the principle of “shared care”
regarding the management of mental health presentations.
This finding contrasts with those of a UK study where GPs
regarded their role as limited to physical care and
prescribing.10 That 79% of respondents were “reasonably
confident” in their own ability to manage mental health
presentations also contrasts with research indicating that
GPs in the UK were insecure regarding same.7

The finding that 76% of respondents indicated a desire for
more mental health training has been recognised with the
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roll-out of the Mental Health in Primary Care project for
GPs, which works with the Irish College of General
Practitioners to develop training resources for GPs. There is
also the Mental Health in Primary Care resource pack
(launched in 2007) and the GP-specific online (mental
health) training programme. Developing the skill base of
GPs to manage minor to moderate presentations11 will result
in improved clinical care for those whose (often chronic)
mental health presentations could be better detected or
managed in primary care. Doing so would also reduce the
number of inappropriate referrals that typically add to long
(secondary care) waiting lists.

The HSE interim report12 states that the ability of the GPs
themselves to treat an individual in the primary care setting,
as opposed to referring on to a mental health service, is
“dependent on training in mental illness”. Despite this, in
the current study, 76% of respondents made fewer than five
referrals to secondary care services per month. 

Communication
While many GPs considered ease of referral (68%) and
referral procedures (56%) to be either “good” or “excellent”,
the reluctance of half of the respondent GPs to make
referrals may have been a consequence of previous poor
communication. As found elsewhere,9 they indicated a
desire for close contact once a referral was made including
(timely) progress reports, (clear) hand-written
prescriptions, and proper discharge letters and follow-up. 

Oral and written communication was rated respectively as
“adequate” or “poor” by over half and over one-third of
respondents. As with previous research,6,9,10,13 almost 70%
profiled good communication as a key element of an
effective mental health service. Suggestions regarding same
included: more consistent telephone consultations, (earlier)
receipt of written communications and attendance at case
conferences. In addition, as per previous research,5,7,9 89%
wanted more information about the mental health services. 

Referral guidelines
Development of a referral policy complete with (mutually
agreed) eligibility criteria can facilitate more appropriate
referral behaviour. Most respondent GPs (82%) indicated a
desire for same. To ensure that mental health services
focused primarily on severe and enduring mental health
presentations, all concerned could formulate a composite
index of presentation “severity”. Granting higher weightings
for more discriminating factors, this index could include
dimensions such as diagnosis, comorbidity, chronicity,
previous hospital admission and secondary service contact,
associated functional impairment, previous deliberate self-
harm and immediate safety.8

Access
As indicated elsewhere,7,9,14,15,16 respondents also expressed
dissatisfaction with long waiting times and, in this study,
almost one-quarter had restricted their referrals as a result.

Respondents also wanted increased (secondary care) staffing
to facilitate same-day assessment and advice. A number of
respondents also wanted direct access to psychologists,
counsellors and specialist psychological interventions (e.g.
cognitive behavioural therapy). 

Service implications 
Table 1 details action points that may provide a useful
operational map for (secondary care) mental health teams
regarding working with GPs. 
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Table 1. Operational suggestions.

1. Provide information or more intensive practice-based
education and treatment seminars on the identification of
(moderate) mental health presentations.

2. Develop agreed referral guidelines so that GPs are able to
effectively share with secondary services the care burden
of mental health presentations.

3. Accompany these guidelines with an information hand-
out on secondary care services, their team members and
what they do.

4. Appoint at least one (secondary care) team member to a
broader liaison role, as envisaged by the
consultation/liaison model of shared care.12 This staff
member would enter into an ongoing educational
relationship with primary care clinicians to facilitate their
having direct and ongoing access if a presentation
requires more specialised input.

5. Promptly acknowledge GP (routine) referral letters,
provide short and focused progress/summary/follow-up
letters, and attend case conferences. 

6. In the case of emergency referrals, make available at
least one mental health team member for same-day
assessment and arrangement of appropriate care. A
telephone service would facilitate rapid intervention for
out-of-hours emergencies.

7. Develop community-based services, such as adolescent,
behaviour management and bibliotherapy services to
facilitate those on waiting lists.


