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I Executive Summary 

The purpose of the study is to review the current state of mental health service delivery in primary 
care settings in the South Western Area Health Board (SWAHB). The study examines: 

• Types and levels of mental health services provided in general practice 
• Referral patterns to secondary care 
• Needs of GPs, mental health service providers, and service users 
• Service gaps 

In keeping with the paradigm shift towards community and primary care, underlined by most of 
the new policy documents, the SWAHB supports a community care model where the majority of 
people s health needs, including mental health, are provided within primary care. However, in 
order to sustain this preferred model, a comprehensive examination of the current mental health 
service delivery in general practice was required. 

A combination of quantitative and qualitative techniques was employed. The views and 
perspectives of the three involved parties: GPs, mental health service providers (consultant 
psychiatrists and allied mental health professionals) and service users were examined. 

The high response rate by GPs and consultant psychiatrists in the SWAHB - 64% and 77% 
respectively- indicate a strong level of interest in the area of mental health in primary care. 

There is strong agreement among all the surveyed parties that the present system has its 
deficiencies and room for improvement. However, the providers seem to be more satisfied with 
the system than the service users. lt is also evident in the report that there is a need for: 

• Specific mental health skills training among GPs 
• Agreed protocols for detection, assessment, treatment, referral, follow up and 

discharge 
• Improved communication among mental health service providers and general 

practitioners 
• Greater information dissemination among all parties involved 

The study has accomplished its aim of presenting a comprehensive picture of mental health 
delivery in primary care in the SWAHB based on the perceptions of providers and service 
users. 

The recommendations are based on four themes that the study suggested would contribute 
to the desired state as perceived by the participants: 

1. GP Training 
2. Development of protocols 
3. Collaboration among all parties 
4. Information dissemination 

All of the service providers in the study (GPs, consultant psychiatrists, psychologists, social 
workers and occupational therapists) expressed their willingness to work together to 
overcome the barriers in order to enhance patients quality of care. 

These recommendations call for changes in the current system both to support underlying 
policy principles and to enhance efficiencies in the delivery of care. The SWAHB is committed 
to making these recommendations a reality. As a first step, the SWAHB has approved the 
funding for the Second Phase of the Mental Health in Primary Care project. The scope of 
Phase 11 will be to implement the recommended changes. 
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Need to Evaluate 
Mental Health 

System 

11 Proiect Background 

In light of recent developments in the area of mental health core at local, regional, and 
global levels, there is a need to evaluate the delivery of mental health core in Ireland. The 
Inspector of Mental Hospitals Report focuses primarily on the provision of mental health core 
within psychiatric services. However, most Irish people receive their mental health core 
within the primary core setting. The evaluation should lead to a better understanding of the 
current system and promote developments to enhance the effectiveness and efficiency of the 
delivery of mental health service. 

The SWAHB provides health and personal social services to approximately 581 ,000 people 
living in: 

• Dublin South City 
• Dublin West 
• Dublin South West 
• County Kildare and West Wicklow (see Appendix 1) 

Over 360 General Practitioners provide primary health core services to individuals and 
families in those areas. Many individuals visiting GPs experience mental health 
difficulties ranging from mild and transitory distress to severe, enduring and disabling 
mental illness. 

In keeping with the paradigm shift towards community and primary core, underlined 
by most of the new policy documents, the SWAHB supports a community core model 
where the majority of people s health needs, including mental health, will be provided 
within primary core. Moreover, responding to mental health difficulties and disorders 
also requires a continuum of interventions that ore available within both general 
practice and specialised mental health settings. 

In order to sustain this preferred model, it become evident that a comprehensive 
examination of the current mental health service delivery in general practice was 
required. Despite the key role of general practitioners in the provision of mental health 
services in the Irish health core system historically, little is known about the extent and 
types of mental health services provided in primary core. Until now most of the data 
has been derived from research conducted in the UK. This lock of crucial information 
prompted the SWAHB and the Eastern Regional Health Authority (ERHA) to conduct a 
research project to examine: 

• Provision of mental health services in the community 
• Types and levels of mental health services provided in general practice 
• Referral patterns to secondary core 
• Needs of GPs, mental health service providers, and service users 
• Service gaps 

This review was to be followed by on interim report highlighting the findings and 
recommending specific changes to the current mental health system. 

Based on the objectives of the study and the primary role of the GPs in the study, the Irish 
College of General Practitioners (ICGP) joined the SWAHB in eo-sponsoring this research 
project. Subsequently, a steering committee was established to direct the Mental Health in 
Primary Core Project composed of primary core and mental health service providers 
representing: 

• The Irish College of General Practitioners 
• The South Western Area Health Board 
• The Eastern Regional Health Authority 
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Goals of the 
Notional Health 

Strategy 

Recommendations 
of WHO Report 

2001 

Policies that inspired the development of the Mental Health in 
Primary Care Proied: 

• The Notional Health Strategy Quality and Fairness 2001 presents new opportun 
in the area of mental health in keeping with its four goals: 

1. Better health for everyone 
2. Fair access 
3. Responsive and appropriate care delivery 
4 . High performance 

Action 25 of the Strategy states that a new action programme for mental health will 
developed. Three of its key deliverables are: 

• Setting up the Mental Health Commission and implementation of the Mental 
Act 2001 

• Establishing a national policy framework for the modernization of mental health 
• 

serv1ces 
• Promoting positive attitudes to mental health 

• The Primary Care Strategy 2001 Action 10 states that there will be greater integ · 
between primary and secondary care. local arrangements for referral, care pnthawntvsl 
shared care, access to diagnostic services, and discharge between primary care 
secondary care should be in place. This National Strategy plays an important role · 
promoting the involvement of primary care in the identification and treatment 
psychiatric conditions in general health. 

• WHO Report 2001 recommends that countries should include the integration of me 
health treatment and services into the general health system, particularly into prim 
care. Its ten recommendations are: 

1. Provide treatment in Primary Care 
2. Make psychotropic drugs available 
3 . Give care in the community 
4 . Educate the publ ic 
5. Involve communities, families and consumers 
6. Establish national policies, programmes and legislation 
7. Develop human resources 
8. Link with other sectors 
9. Monitor community mental health 

10. Support more research 

• The publication of the Public Health Action Framework on Mental Health 2000 by 
European Commission advocates that each member state should integrate mental h 
and its promotion with all public health strategies. 

• Shaping a Healthier Future - A Strategy for Effective Healthcare in 1990s highlighted 
importance of developing services for people with mental illness in appropriate settings. 



SWAHB 
Mental Health 

Mission Statement 

• The publication of the national health policy document Planning for the Future (1984) 
led to a paradigm shift in the provision of mental health services from hospital-based to 
the community. lt recommended that mental health services should be comprehensive; 
integrated with other health services; based in the community; organized in sectors close 
to the people being served. 

In addition to these national and global policies, the SWAHB s dedication to the promotion 
of mental health is evident in its mental health mission statement: 

Through the provision of comprehensive, integrated, coordinated, high-quality 
and patient centred mental health services, the South Western Area Health 
Board aims to achieve the best quality of life for people experiencing mental 
illness. We strive to provide a seamless service to all patients, measured by ease 
of access, appropriateness of care and responsiveness to their needs. 

Proied Summary 

WhGI we already lmow about Mental Health in Primary Care: 
• Majority of mental health services are provided in primary care settings 
• Significant percentage of primary care caseload is categorised as mental health 
• Only a small percentage of patients are referred to mental health specialists 
• There is a communication gap between primary care providers and specialists 

WhGI we would lllce to lcnOV§ about Mental Health in Primary Care: 

• level and types of mental health services provided by GPs 
• Current reality of the service for GPs, mental health community and patients 
• level of awareness among GPs with reference to mental health 
• level of interface between primary care and secondary core providers 
• GPs need for support and training to respond to the spectrum of mental health 

issues in their practices 





Ill Proiect Aims and Obiectives 

The aim of the study is to evaluate the current state of mental health service delivery in 
primary care in the South Western Area Health Board. 

The objectives of the study are to: 

1. Identify the extent of mental health services provided in primary care 
2. Determine the percentage of GP caseload that falls within the category of mental 

disorder 
3. Specify which psychiatric conditions are currently treated in a general practice setting 
4. Assess GPs patterns of referral to mental health services 
5. Gain a better understanding of the views of all parties involved (service users, GPs and 

mental health service providers) on the current state of mental health services 
6. Determine barriers to the provision of optimal mental health care in general practice 
7. Identify training and support needs for GPs to improve the provision of mental health 

• 
serv1ces 

• 





IV Methodology 

A combination of quantitative and qualitative techniques was employed to examine the 
views and perspectives of the three involved parties: 

• GPs 
• Mental health service providers 
• Service users 

A questionnaire was sent to all GPs and another was delivered to consultant psychiatrists in 
the SWAHB. The two questionnaires were followed by three focus group studies. The first 
group included GPs, the second service users and the third psychologists, occupational 
therapists and social workers. 

A. Quantitative Research - Surveys 

A.l. General Practitioners 

The questionnaire instrument was designed based on the project s scope and objectives. lt 
was developed in conjunction with a steering committee comprised of primary care and 
mental health service providers representing the Irish College of General Practitioners, the 
South Western Area Health Board and the Eastern Regional Health Authority. 

An early version of the questionnaire was pre-piloted among GPs at the ICGP. A revised 
version was piloted among GPs who attended a conference on Suicide Prevention held in 
Dublin on September 25th, 2002 sponsored by the SWAHB. 

The final version (see Appendix 2) consisted of 20 questions under three main sections: 

• GP s Patients 
• GP s Local Mental Health Services 
• GP s Practice 

The first two sections aimed to: 

• Assess level and types of mental health conditions treated in primary care 
• Evaluate GPs needs to improve the delivery of mental health in their own practice 
• Determine GPs knowledge and skill level in detecting/ treating/ referring mental 

health conditions 
• Measure GPs attitudes and perceptions of mental health services in the SWAHB 

The thi rd section consisted of: 

• Oemographics of both practice information as well as personal characteristics which 
were used to interpret the results 

The questionnaire was sent to all GPs in the SWAHB. A composite list of targeted GPs was 
created using lists from the SWAHB Primary Care Unit as well as the ICGP database. The list 
of GPs contained both pnvate practitioners as well as GPs registered under the General 
Medical Service (GMS) scheme who practice in the SWAHB. The list of 414 GPs was 
continuously revised for duplications, deaths, retirements, and changes in GPs speciality and 
practice location. lt was later verified that only 362 GPs were active in the SWAHB. 

A questionnaire letter accompanied the survey emphasising confidentiality as well as a 
project summary sheet highlighting the scope and aim of the project. 

The questionnaire was followed by two postal reminders (two weeks apart) including the 
complete original packet. Completed questionnaires were returned freepost to the ICGP. 
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A.2. Consultant Psychiatrists 

The questionnaire instrument was designed to complement the areas covered in the 
questionnaire to ensure comparability of perspectives in the analysis stage. The steeri 
committee which reviewed and approved the tool consisted of several mental heo 
providers: 

• One psychiatrist 
• Two psychologists 
• Several psychiatric nurses 

The questionnaire was then piloted at the ICGP. The final version consisted of nine multip 
choice questions (see Appendix 3). These sections aimed to: 

• Assess psychiatrists views of GPs and their practices in treating/referring 
health patients 

• Measure the psychiatrists attitudes and perceptions towards the delivery of ""'""'"• 
health services in primary core 

The postal survey was sent ou1 to thirty consultant psychiatrists in the SWAHB. A compl 
list of the consultant psychiatrists was obtained from the SWAHB psychiatric services. 

A questionnaire letter accompanied the survey os well os a projed summary 
highlighting the scope and aim of the project. A freepost cord was also provided to preve 
issuing unnecessary reminders. The questionnaire was followed by telephone call 
Completed questionnaires were returned freepost to the ICGP within a period of five weeK~;,f 

B. Qualitative Research - Focus Groups 

B. 1. General Practitioners 

Participants 

Ov r 70% of the surv yed GPs hod indicated that they were interested in taking port in futu 
studi s such os focus groups. How ver, setting up the focus group meetings proved to be 
choll nging as . Sev rol t I phon calls w re mode to interested GPs to request theil'l 
portacipation in o 2-hour focus group m ting. 

FIV GP ~ id ntifi d and I d d to participate. The participants were inner city a 
urbon dodor who hov b n in prodic faro minimum of 1en years. The group consi~tPtJ 
of two wom n ond hr m n. Th majority of the group had mixed practices of both 
ond GMS poti nts; on m mb r had mostly private potien1s and another had mostly 
pohnt . 

roup moer 

qu ion r u d os topic guid s. Probing question~ng t chniqu s 
dt cu ion flow ond lo ncou~og participation by oil m mbers in o 
ir f~ phon 1 Otfrtud and r ltngs, 

d by o GP odm o a focthtotor and a minut -tok r who al o 
da eu ton was cord , and confad ntiolity wos a sur d. Th 

h Id at th ICGP in Dublan. 



8.2. Psychologists/Social Workers/Occupational Therapists 

Participants 

Eight allied mental health service providers (5 women and 3 men) were recruited to take 
port in the focus group from the various SWAHB catchment areas. 

• Two clinical psychologists 
• Four social workers 
• One counsellor with a nursing background 
• One occupational therapist 

They worked in a variety of settings including community clinics, day hospitals, general 
hospitals and psychiatric hospitals. Some hod direct patient core; others were in line 
management. Half of the participants also hod work experience in the UK. 

The focilitotor was a clinical psychologist who has also been on the Menta1 Health in Primary 
Core project s steering committee. The note-taker also assisted in the facilitation . The 
discussion was recorded. The meeting took ploc.e at the ICGP in Dublin. 

8.3. Service Users 

Participants 

Eight individuals (5 women and 3 men) took port in this study. They hod o wide range of 
mental health p~oblems including depression~ anxiety (panic attaCks, and phobias), 
schizophrenia, and bipolar affective disorder. 

These individuals hove been in the mental heolth system from 3 to 1 5 yeors and hove been 
treated in a variety of settings and locations including psychiatric inpatient units, day 
hospitals, psyChiatric outpatient dinics, psychologist/therapist offices and GP surgeries. 

They were recruited through multiple Channels including mental health voluntary agencies, 
SWAHB Day Hospitals and Club Houses, and referrals bom therapists and social workers. 

The main crit rion in their selection was that they hod elq)eri nees in both g n ro1 practice 
as w 11 a community psyChiatric rvices during th cour: of lh ir diogno i ond treatment. 
Th participant ~ sided in the South W stern Areo Heo1th Board cotchm nt or1eo . 

A mol and f mal faahtotor a sisted with th study in ord r to n u ha1 bo h g nd rs in 
th group f 11 comfortobt . On of th focilitators hod o r 20 years of ri ce in both 
the dinacol ond odministrotiv ospeds of m ntot lth. lh econd fac•lctolor hod 23 y ar:s 
of experi nG in public h !th nur ing ond mono "'· A no ·to r Who ol$0 o is 
with t foahtofon wos p nt. 

Open· ded qu 
po apont on 

m 11 too 

1Jon w uled to guid -1 roup. Th focili oto 
dority of ,each qu •on prior -o discu ion. Th discu 

p o ot ICGP in Dublin. 

eh eel with th 
IOn WO fi corded. 
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V. Findings 

A. QUANTITATIVE RESEARCH FINDINGS 

A.l GP Survey Results 

> A total response rote of 64% was achieved (n=231) 8 weeks after sending the first 
mailing. 

> The data is represented under each main heading in figures, tables or charts. 
> Percentages used in the findings refer to valid percentages, which means that 

percentages ore calculated from those who responded to each question rather than 
the whole data set. 

> Differences among respondents with statistical significance of at least p < O.OS were 
noted. 

GP s PATIENTS 

Percentage of Patients with Mental Health Issues 

• Approximately a third reported that between 1 0% and 20% of their coselood hove some 
mental or psychological issues 

• Approximately a quarter stated that fewer than 10% of their patient population hove 
mental health problems 

• A total of 7 6.5% indicated that more than 10% of their patients hove mental health issues 

Percentage 
of GPs 

The Percentage of Patients with 
Psychological/Mental Health Issues 

0-1 ~ 10-20% 20-30'. 30-40% 40-Soe\ >50% 

13 



14 

Percentage of Mental Health Patients Referred to a Mental 
Health Specialist 

e 85% of GPs indicated that they referred fewer than 5% of their patients to m 
health specialists 

Percentage of Patients Referred by GPs 

9% 2% 

GPs 

85% 

0-5 5-10 D 10-2o 20+ 

-

Most Prevalent Mental Health Conditions in Patient Population as 
Ranked by GPs 

• Anxiety disorder (49%) ranked first 
• Depression (24%) ranked second 
• Emotional difficulties (20%) ranked third 
• Other (7%) including eating disorder, psychotic disorder, 

and substance abuse ranked fourth 

Most Prevalent Mental Health Conditions 

60% 

50% 

40% 

30% 

20% 

10% 

0% 
Emotionol Difficulties Depression Anxiety Other 



Main Reasons for Referral 

• Severity of condition (48%) ranked as the main reason for referral 
• Failure to respond to treatment (28%) ranked second 
• Management not available in General Practice (1 0%) ranked third 

Main Reasons for Referral 

• 

Mental Health Conditions Treatable in General Practice, with Adequate 
Support 

• Anxiety disorders (80%) 
• Emotional difficulties (72%) 
• Depression (69%) 
• Eating disorders (38%) 
• Substance abuse (35%) 
• Psychotic disorders (18%) 

Support Services Needed to Treat Conditions Not Currently Managed in 
General Practice 

• The majority of GPs (81 .5%) indicated that they would like to hove access to 
counsellors or psychologist~ 

• Only 5% would like to have support from psychiatrists 
• Others desired access to community psychiatric nurses 

GP s LOCAL MENTAL HEALTH SERVICES 

Contact to Arrange for a Non-Urgent Mental Health Assessment 

• 44.3% of GPs refered to the Mental Health Team 
• 42% refered directly to local psychiatrist 

Non-Urgent Referral to N Q, 
'o 

Mental Health Team 100 44.3 

Psychiatrist 95 42.0 

Hospital 21 9 .3 

Other (Unspecified) 10 4.4 
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Current Waiting Time for a Non-Urgent Referral for Mental Health 
Assessment 

• 31 .8% estimated a waiting time of between four and six weeks 
• 25% believed that it took 6-8 weeks for a non-urgent referral 
• A total of 79.8% estimated a waiting time of at least four weeks 

35% 

30% 

25% 

20% 

15% 

10% 

5% 

0% 

Estimated Waiting Time for Non-Urgent Referral 

0-2 wks 2-4 wks 4-6 wks 6-8 wks 8+ 

Contact For an Urgent Mental Health Assessment 
• 

• 47% of GPs referred their patients to the local psychiatrist in urgent cases 
• 29.5% of GPs referred patients through the local community psychiatric team 

Urgent Referral to N °'o 
Psychiatrist 105 47.0 

Mental Health Team 66 29.5 

Hospital 49 22.0 

Other 4 1.5 

Initial Point of Contact for Child and Adolescent Mental Health Services 

• 56% of GPs stated that they contacted child clinics or family clinics in their area 
• 27% referred directly to psychiatrists 
• 17% referred to hospitals 

Mode of Communication Used When Referring Patients 

• 65.9% of respondents used letters for referrals 
• 23.8% used facsimile as a mode of communication 

Mode of Communication N % 

Letter 147 65.9 

Facsimile 53 23.8 

Telephone 21 9.4 

Other 2 0.9 



GPs Satisfaction Level with the Mental Health Services in Their Area 

• 14.9% regarded them as very good 
• 37.2% judged them to be good 
• 27.9% thought them fair 
• The remainder felt they were poor or very poor 

Satisfaction Rating 

Areas for Improvement in Mental Health Services in Primary Care 

• 53.7% of GPs requested improved access to services 
• 20.8% indicated that they would like to see a reduction in waiting time 
• 15.3% sought improvement in communication 

Area for Improvement 

Communication 

Access to Services 

D Training to GPs 

Reduce Waiting Times 

Other 
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GP s DEMOGRAPHICS 

Practice Characteristics 

Practice type 

• 71% of GPs hove URBAN practices 
e 7% of GPs hove RURAL practices 
e 22% of GPs hove COMBINED practice 

Patient Mix 

• 60.7% of GPs hove both Private and GMS patients 
• 21% of GPs hove mostly Private patients 
• 18.3% of GPs hove mostly GMS patients 

Number of GPs in Practices 

• 46% of practices contained two or three doctors 
• 36% were run by sole practitioners 
• 18% were in practices where there were three or 

more doctors 

Personal Characteristics 

Gender 

• 69% of GPs were mole and 31% were female 

Age group 

• 34% of GPs were between 46 - 55 
• 28% were between 36- 45 
• 20% were between 56 - 65 
• 1 4% were between 26-35 
• 4% were above 66 

7% 

GPs Proct•ce Type 

Patient Mix 

Proctice Size 

GPs Gender 

• Urbon 

• Rvrol 

0 Comb1ned 

[] Pr•WJloe 

·~ 
• GMS 

. , 
• 21o3 

0 >3 

• Mole 

• Female 

GP Age Group 

·•..u 5645 ... 



Postgraduate training in mental health such as counselling and/or 
psychotherapy 

• 68% of GPs indicated that they had no specific training in mental health 
• 32% had training consisting of between three to nine months on the job and/or during 

their hospital rotation 
• Much of the GPs experience and training was received abroad 

I 

Psychiatric Training N % 

Yes 72 32 

No 135 68 

Interest in future studies 

• 71% of GPs indicated that they were interested in future studies in the area of mental health 

Other Results 

e Significantly more female GPs referred patients to psychiatric services 
(Chi-Square= 25.87; p < 0.001) 

e No significant differences were found in referral patterns between 
• urban and rural GPs 
• GPs with psychiatric training and GPs with no psychiatric training 
• GP age groups 
• practice sizes; sole practitioners and group practices 
• GPs with mostly private patients and GPs with mostly GMS patients 
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A.2. Consultant Psychiatrist Survey Results 

> A response rote of 7 7% occurred 4 weeks after s nding out th qu tionnoif'i . 
> The data is represented under each main heading in figur s, tabl s or chart . 
> Percentages used in the findings refer to valid percentages, which m on that 

percentages ore calculated from those who responded to ach qu stion rath r than 
the whole data set. 

Number of Patients Seen Weekly by Consultant Psychiatrists 

• 57% sow over fifty patients per week 
• 43% sow less than fifty patients per week 

Percentage of Patient Population Referred by GPs 

• Over half of the psych1otrists (63%) indicated at least 80% of their patients w re ~At 
to them by GPs 

Percentage of Patients Referred by GPs 

10% 

16% 

63% Psychiatrists 

11% 

D lOSO SOlO 

Most Prevalent Mental Health Conditions Referred by GPs 

• Depression (67%) ranked first 
• Anxiety disorders (19%) ranked second 
• Emotional problems (9%) ranked third 
• Psychotic disorders (5%) ranked fourth 

Most Prevalent Mental Health Conditions Referred by GPs 
80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% 
Emotionol 
Difficulties 

Depreulon 

• 

Anxiety Psychotic 



Mental Health Conditions Currently Referred, that Could be Treated 
Within General Practice if given Adequate Support 

• 7 4% stated that all three conditions 
- depression 
- anxiety 
- emotional problems 

should be treated within primary core 

Percentage of Patients Referred by GPs who Should be Treated Within 
Primary Care 

• 35% of psychiatrists felt that between 40% and 60% of patients should be treated with in 
• pnmory core 

• 30% thought that between 20% and 40% of patients should be treated in primary core 
• A total of 46% of psychiatrists felt that at least 40% of the referred patients should be 

dealt with in primary core 

Percentage of Patients Referred by GPs Who Should 
Be Treated within Primary Core 

11 % 
24% 

35% 30% 

>60')(, l % of potients 

Psychiatrists 

Barriers Perceived when Discharging Patients back to Primary Care 

• 59% ranked provision of free medication as the most common barrier 
• 32% considered patient reluctance, patient expectation, and patient condition (such as 

suicidal risk and dangerousness) as barriers 
• 9% listed lock of referral structure, lack of social support and lack of time and 

experience among GPs as barriers 

• 
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Current Waiting Time for a Non-Urgent Mental Health Assess 
Referral 

• 33% believed that waiting time d id not exceed two weeks 
• 19% believed that both 4-6 weeks and 6-8 weeks were standard 

35% 

30% 

25% 

20% 

15% 

10% 

5% 

0% 

Waiting Time for Non-Urgent Referral 

0-2 wks 2-4 wks 4-6 wks 6-8 wks 8+ 

• 

Satisfaction Level with the Mental Health Services Provided by GPs 

• 59% of psychiatrists thought they were good 
• 23% judged them to be very good 
• 18% felt they were only fair 

Satisfaction Rating 

60% 

50% Very Good 

40% Good 

30% D Fair 

20% Poor 

10% 
Very Poor 

0% 



Areas for Improvement in the Delivery of Mental Health Services in 
Primary Care 

• 35% ranked shored care as the primary area for improvement 
• 29% ranked communication between general practice and secondary care as the second 

area for improvement 
• 23% ranked training for GPs as third 

Areas for Improvement 

1.0% 

23.0% 

Communication 

Access to Services 

0 Training for GPs 

Shored Core 

O ther 

Comparisons between GPs and Consultant Psychiatrists 

e There was a general consensus that both GPs and psychiatrists were satisfied 
with the mental health service: 

• 52% of the GPs indicated that their local mental health service was good or 
very good 

• 82% of the psychiatrists rated the service os either good or very good 

e Both agreed that there was a compelling need to improve communication 
channels between general practice and primary core. Psychiatrists and GPs 
ranked communication second and third respectively os on area for 
improvement. 

e There seemed to be a significant difference in their estimate of waiting time for 
non-urgent mental health assessment/referral: 

• 32% of GPs believed it took 4-6 weeks for referral 
• 33% of psychiatrists believed it took 0-2 weeks 

23 





Management in 
Consultation 

Private Versus 
GMS 

B. Qualitative Research Findings 

8.1. GP Focus Group Results 

The findings of the study were based on a set of questions asked during the interview. The 
discussion focused on: 

• Management of patients in general practice 
• Referral criteria and patterns 
• Barriers encountered 
• Perception and views of the current system 
• Needs and requirements for improving the service 

Statements mode by participants of the focus group ore shown in quotations. 

Management of Patients Mental Health Needs 

The group indicated that patients mental health needs ore managed in the some way os 
any other health needs during consultation. Some of the GPs stated that the majority of 
patients mental health needs ore handled in general practice. 

We manage mental health needs of our patients in the way that we do most of our work 
in general pradice, that is in consultation. 

Mental and psychological health maH'ers are dealt with in thousands every week in 
consultations in GPs surgeries. 

There was on overall implication that a patient s health needs ore managed differently 
depending on the patient s category, private or GMS; 

I think how we treat and how we manage our patients depends on three matters: 

• Whether they hove 01 medical cord 
• Whether they hove access to private psychiatric core if this becomes important 
• Whether they have the finances to provide for themselves other resources lilce 

counselling. 

Patients referral to community psychiatric services was impacted by several factors: 

(1) Severity of condition or failure to respond to medication: 

Only if somebody is very severely depressed and not responding to medication, or 
suicidal. or if you feel you re not getting anywhere with them. But that would be very 
infrequent. Most peopte need counse1/in~ or psychotherapy • clinical psychologists 
rather than psychiatris ts. 

(2) Patients characteristics: 

Frequent ottenders, patients who hove emotional/ psychological issues rather than 
physical problems, ore considered the most difficult group to deol with. GPs stated that 
they occasionally referred ihose individuals in order to get some relief. 

Frequent offenders comprise most of my psychiatric coseload that I look after in the 
community. They olwoys seem to be very dependent on me. 

A lot of them you would hove to describe os somaticisers - people who turn 
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Limited Time a 
Major Barrier 

Skills Deficit a 
Major Barrier 

psychological distress into pain, headache and so on. We hove to be very careful 
they don t hove a genuine physical illness. 

GPs also indicated that clear-cut psychiatric conditions such as depression and n~~•rh. 
disorders were much easier to manage. 

To be honest, reo/ psychiatric conditions ore easy to manage. Someone with dP-r'"lre:!>~ 
is very easy to manage. 

Emotional conditions were the most difficult to deal with. 

Emotional cases who have all sorts of other things going on - family rows - they 
difficult to manage. 

Anxiety, panic attacks, these kinds of patients ore more numerous than you might thi 

(3) Requests by patients and pressure by patients families were also factors in referral. 

Sometimes you re just bullied into referring. 

Barriers and Issues in Treatment of Mental Health 

There was a general agreement among the group that lack of time was a major barrier 
treating mental health issues. 

GPs outlined several factors that contributed to this problem: 

1) Very busy practices and the increasing demands by patients, especially those 
medical cards 

2) Lack of support within the practice; some have solo practices and great difficulty 
recruiting GPs, especially to inner-city practices 

3) No direct access to counselling services that might ease some of the pressure 
• 

I think time is the biggest barrier. We just don t have enough time. 

We re all busy and we con t give them the time they need. 

Everybody wants to talk about his problems. 

It s difficult to get young doctors now, especially into big GMS practices in the ··n,. 
city. 

The group admitted that lack of specific skills in detecting, diagnosing and 
mental health conditions was a major barrier. 

Some of these skills were: 

• Interviewing techniques 
• Counselling skills 
• Cognitive behavioural therapy (CBT) 
• Other psychotherapy skills 

Some of the people just have such chaotic lives and to actually be able to help 
through is just so time-consuming, and the skills to help them ore not something we 
taught in medical school. Some of the skills that would help people with mental 
problems, such as cognitive behavioural therapy and so on, I don t think most GP s 
those skills. 



Direct Access to 

Counselling 

Some of the GPs expressed the view that patients characteristics were also a problem. 
These included: 

• Dual diagnosis problems 
• Substance abuse 
• Social issues such as homelessness 

GPs admitted not knowing how to deal with those patients because their needs did not fall 
within their scope of work. 

In the area I work in, many of the people with mental health problems are also 
homeless. Perhaps forty per cent or more homeless people have mental health 
problems. Having contad with those people is difficult both for them and for us. Many 
of them aren t even registered with a GP and wouldn t necessarily come to one if they 
were. 

There was some dissatisfaction with the current structure of the psychiatric services in 
SWAHB. The sectorization of mental health into catchment areas limited GPs choices in 
referral and treatment. GPs acknowledged that at times they did not know where to refer 
their patients. Moreover, GPs described the current system of referring patients according to 
their address as irrational, confusing and frustrating. GPs admitted advising patients to use 
relatives addresses or previous home addresses to get them referred to the appropriate 
facility. 

The most important part of psychiatric history is address. 

You have to get them to give fraudulent addresses, which is ridiculous. They have to 
fictitiously go back to live with their parents or something. 

The Grand Canal separates Tallaght from St. James Hospital. The perverse thing is 
people can see St. James from their front window but are banned from visiting it. 

One GP expressed his frustration by claiming that it is best if you ore homeless without an 

address. 

Maybe all patients should iust say they re homeless. 

Another structural issue that exists in the ERHA including the SWAHB catchment areas was 
the provision of free medication in community psychiatric clinics. Patients tend to go to the 
psychiatric public clinics to get their free medication, whereas if they go to their GPs they 
have to pay out-of-pocket for their own medication unless they are GMS members. This 
issue impacts upon patients continuity of care and reduces the willingness of chronic 
patients to be discharged back to primary care. 

Essential Needs and Requirements for the Provision of Better Service 
in the Community 

There was a widespread interest in having direct access to counselling services. However, 
there were multiple suggestions within the group on how to channel these services. Some 
recommended having a clinical psycholog1st onsite while others saw the benefit of having a 
practice-based nurse with counselling skills. The group agreed that this would only be 
feasible if the health board pays for these services. One GP stated that these services did 
not have to be pradice-based and could be area-bosed and occessed through direct 

referrals. 

At the moment I m referring to a psychiatrist, not because I particularly want the 
psychiatrist to see them, but because psychiatrists are the only gatekeepers in this area. 
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Enhanced 
Communication 
with Secondary 

Core 

There was a general consensus that training among GPs was crucial to enhance 
provision of mental health care. GP training courses on counselling, brief int.:•rv•Clnt, 
cognitive behavioural therapy and problem solving skills were considered helpful to 
Owing to time constraints, they recommended that they would benefit from concise, 
training courses. 

A course on cognitive stuff, short, sharp, very focused. 

Better information dissemination was also crucial for the provision of better service. 
expressed interest in finding out more about voluntary agencies in their area. They 
desired access to leaflets on self-help and support services for their patients. 
Information on the various psychiatric services within the SWAHB was also requA~tl 
Colour-coded maps of catchment areas coupled with a comprehensive listing of all 
psychiatric facilities would be helpful when referring patients. 

There was widespread support among GPs for the improvement of channels of 
communication between general practice and psychiatric services. 

• They suggested improving the correspondence/communication process with 
psychiatric services by recommending a minimum of one letter per six months, or I 
prompted by changes in medication or dosage. 

• GPs proposed the standardization of the correspondence between the two services s 
as referrals, follow-up letters, and discharge plans. 

• Some of the GPs agreed that a shared care or an integration model with psychiatry 
would be beneficial to all parties involved. 

I have hod people offend the psychiatric services for twenty years and hove only 
leffer from 1985 in the chart. 

Because all we want to know is diagnosis and what treatment they re on. 

GPs Desired State 

GPs would like: 

• More freedom in referring patients 
• Direct access to clinical psychologists and community psychiatric nurses 
• Better communication with psychiatrists and establishment of links with 

the Mental Health Team 
• D_evelopment of protocols and procedures for referrals, follow up and 

dtscharge plans 

• More information on the SWAHB catchment areas and psychiatric services 
• Better information on voluntary agencies and support groups 



The Worried Well 
Versus .Severe 

Cases 

Best to Refer Via 
Loco/ Mental 
Health Team 

Discharge 
Protocols Needed 

8.2. Psychologists/Social Workers/Occupational Therapists Focus Group 

The findings of the study were based on a set of questions used to guide the group during 
the interview. The discussion focused on: 

• Perception and views of the current system 
• Barriers and issues in the mental health system 
• Needs and requirements for improving the service 

Statements made by the participants are shown in quotations. 

Management of Mental Health in the Community 

There was a general agreement among the group that certain patient profiles, the worried 
well , should continue to be treated within primary care, while patients with more severe 
mental difficulties should be seen in secondary care. 

I don t use terms like the worried well , but patients like that can take up a lot of GP s 
time. If the GP refers clients for counselling who do NOT have severe enduring mental 
health problem, then our severe enduring schizophrenic and bipolar affected disorder 
clients - who need our services to stay out of hospital - might miss out. 

The group supported the current referral structure for GMS patients. They admitted that they 
are not equipped to receive direct referrals from GPs. Moreover, some believed that direct 
referrals by GPs might lead to confusion. Thus, they recommended that it is best to refer 
patients via the current referral model, the local Mental Health Team. 

lt s easiest to refer to a psychiatric service because at least that has a psychiatrist who 
makes all those decisions that we re talking about, counselling, therapy, and social 
work. So they have a vague sense that they really shouldn t be sending a person to 
psychiatry, and they ;ust wish that there was some other alternative. 

When asked about preparations needed to discharge patients from psychiatric services back 
to primary care, there was a strong support among the group that needs-led assessment of 
patients was on important aspect in patient s discharge. Moreover, the discharge plan 
should be prepared from the onset of the referral. This plan should include a comprehensive 
assessment that is prepared jointly by the GP and the multidisciplinary Mental Health Team. 
The patient and the patient s family should be involved in the process. 

We need to do a lot of education and we need to revamp how we are working. We 
need comprehensive assessment in terms of the multidisciplinary approach and it must 
be needs-led. 

Development of discharge protocols between Psychiatry and GPs was seen as a crucial step. 
There should be agreed acceptance of patients between GPs and local Mental Health 
Teams. Correspondence/ letters between providers should be a common practice. 

1 think registrars and dodors need to have a protocol for relationship with the GPs. 
There should be a meeting, whether it s every three months or four months, to discuss 
the quality of discharge letters and other information, and to ensure all of this is audited 
so that the GP is getting the right information. Also, those clients who attend both are 
getting extra value from a GP and then they re getting medication from outpatients. In 
my experience this can be very confusing. 
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Patient 
Information 

Provision 

Psychosocial 
Approach Preferred 

Shortage of Time 

Lack of 
Comn1un ication 

and Cooperation 

Referral Criteria 
Needed 

In preparing patients for their discharge from psychiatric services, they. should be ~ive~ a 
of information about other support groups and voluntary agenc1es that ex1st 1n 

community. 

We need to give the patient a lot of information about other support services that are 
there in the community, apart from the GP, that might assist them if o problem arises. 
need to try to ensure that, their discharge plan is prepared jointly, that we are 
collaboratively with patients and that they get a copy of some discharge plan. 

Barriers and Issues in Treatment of Mental Health 

There was a general consensus that the biological/pharmacological view of mental health 
poses a barrier to the treatment of mental health. The importance of the psychosocial 
approach to treatment of mental health is often undervalued. Accordingly, the definition of 
the mental health concept by the medical world is very limited. 

One major barrier that people in social work might experience is the notion that mental 
health is o more limited concept to people in medicine. Social work and psychology 
have o wider and more encompassing concept of what mental health involves. lt is a 
barrier to encounter o view that is very biological or pharmacological and perhaps is 
less appreciative of psycho-social factors which play a very important part in whether 
on individual is well or ill. 

The group felt that their contribution os allied mental health professionals is unappreciated. 
There was also a general sense of lack of clarity of the parameters of mental health services 
including what constitutes the core business of those in the allied mental health professions. 

There is a kind of a debate going on about our core business, particularly in the 
community mental health service and the Mental Health Teams. There s some 
uncertainty about it. 

There was agreement that lack of time was a major issue in the delivery of mental health 
services. Many blamed time pressure for their failure to take direct referrals from GPs. Staff 
shortage and under-representation of the allied mental health service providers on the 
multidisciplinary teams also contributed to this problem. 

The non-medical professions are very under-represented in the multidisciplinary 
teams . the workload is too big . one therapist or one social worker for a sector of 
forty thousand population its not realistic. 

There was a widespread belief that lack of communication and cooperation among the 
medical providers and allied mental health service providers was a main barrier in the 
delivery of core. Lack of formal links between them and GPs was also 0 significant barrier. 

The concept of mental health between different professions often means that you hove 
groupings among the professionals. 

There was a wi~espread belief that patients sense of prejudice, stigma and fear prevented 
them from seekmg help from the psychiatric services. 

Many considered the a~sence of referral criteria among GPs as 0 hindrance to their practice. 
Some suggested the Importance of refining the process of need assessment and case 
management among GPs. They admitted that, due to lack of standardization of the various 
mental health disciplines and approaches, it is best if GPs continue to go through the present 
refer~ol channel, the local ~ent~l Health Team, for any counselling referrals. This would 
ollev1ote the level of uncertomty 1n referrals to psychology services. 



GPs Need More 
Skills and 

Information 

Multidisciplinary 
Approach Needed 

with beHer 
Communication 

I think each counselling service has o responsibility to inform the GP that we re here, 
that we re o resource within the community. 

Essential Needs and Requirements for the Provision of Better Service 
in the Community 

The group pointed out the need to address the shortage of resources in the SWAHB including 
the lock of human resources with o range of skill-mix. They would like to see the SWAHB 
invest in additional resources within the community in terms of facilities such os day centres 
and day hospitals, and in human resources such os skilled professionals who can provide 
particular interventions. 

The group stressed the importance of GPs education on types of counselling services 
available in their community mental health services in order for the GPs to make appropriate 
counselling referrals. The group recommended training on basic counselling skills and 
problem-solving skills among GPs and frontline staff in GP practices. Moreover, there was 
support of the necessity to improve detection and screening skills among GPs. 

The first thing the GP needs to know is whether there s o counselling service because 
often that s questionable. I think the GP needs to know what s available and what isn t 
available and what should be ovoiloble perhaps. 

lt is important to know that the person is qualified and is affiliated to o reputable 
organization. With regard to discipline approach, you don t always know what 
approach is best. 

The group proposed o multidisciplinary approach among the Mental Health Teams with 
input from both the medical staff as well as the allied mental health service providers. This 
would improve the channels of communication within the Mental Health Team. Moreover, 
they recommended improving the channels of communication between general practice and 
psychology services. 

One essential thing, I think, is that team working happens in the multi-disciplinary 
teams. Reo/ team working needs to happen where there is recognition of the different 
roles that each professional ploys and o real understanding of that and o reo/ respect 
for each other. 

The group encouraged links with the voluntary agencies in the community in an effort to 
empower patients. 

Mental Health Service Providers Desired State 

Mental health service providers would like: 

• Increased training for GPs 
• Shared care model approach 
• Enhanced communication with GPs 
• Better links with voluntary agencies 
• Additional facilities and human resourses 
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GPs Not Qualified 

GPs Not Detecting 
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8.3. Service Users Focus Group Results 

The findings of the study were based on topic questions asked during the interview. 
discussion focused on: 

• Perception and views of the current system 
• Barriers and issues in the mental health system 
• Needs and requirements for improving the service 

Statements mode by the participants ore shown in quotations. 

Patients Experience with their General Practitioners 

Most patients found it difficult to discuss their emotions with their GP for the fol•o~r•r 
reasons: 

1) They did not feel comfortable discussing their mental health needs. Some stated that they 
did not feel any empathy or understanding from their GP. 

I don t bring up my mental health problems at all with my GP, I was only down with him 
about three weeks ago and I never even mentioned 

They don t try to even understand. 

2) They felt pressured for time during consultation. 

lt s easy to talk to my doctor but she only has fifteen minutes. 

3) Some felt that their GPs were not qualified since their training was not in psychiatry. Thus 
they only discussed physical problems and not mental health concerns. 

They re not qualified os psychiatrists so you feel you re getting nowhere. 

Well I d probably go to my GP now if there was something physically wrong with me. 

GPs ore not trained for psychiatric illness but just for general practice. You don t know 
who to be going to. 

When asked about their GP s ability to pick up on emotional/mental health issues during 
their consultation, some responded that their GP was not able to detect their mental health 
condition. One service user in the group who had suffered from schizophrenia for years 
stated that his GP was not able to detect his condition and that he was not appropriately 
diagnosed until he wos referred to the psychiatric services. 

I was never out sick and then leading up to my breakdown, 1 felt like the GP should have 
recogni~ed something because o/1 of a sudden am going to my GP every second week. 
I mean If he could, he should hove spotted something 1 thought, someone should have 
spotted something. 

lt s very hard to talk about, but I thought he should hove been more trained than me. 
I m going to him for help and I think if 1 d hove gotten that bit of help before the final 
breakdown. I thought there could hove been more done, you know. 

So~e attri~uted the .lock of their GP s detection skills to the presumption that GPs are not 
tratned to ltsten or ptck up on emotional problems. 



Need for 
Improved Facilities 

Well/ have a GP but I mean they just prescribe, they re not listening to what I m saying 
that I m not well myself and they re just writing out the tablets and I take the tablets and 
I m not well. 

You have to tell them how you re feeling and it doesn t kind of register with them 
because they re not trained as say, the psychiatrist, I don t know. 

When asked if the gender of their GP mode a difference in their opening up and discussing 
emotional issues, their answer was no. 

Patients Experience with the Mental Health Service Providers 

Some of the service users indicated that they hod to press to get referred to the psychiatric 
• servtces. 

its not like you con go up to a psychiatrists door and say Doctor I want to see you 
today . its like you have to make an appointment to have a nervous breakdown. 

One participant claimed that it took six weeks to see a psychiatrist after being referred by 
their GP. 

The GP to the psychiatrist, about six weeks. 

Patients pointed out that they were aware of the stigma against mental health patients 
among the public. They claimed that this stigma is increased by the segregation of 
psychiatric clinics from primary care clinics, psychiatric hospitals and general hospitals. 
Patients felt that they should have a choice over the referral clinic. They complained that the 
current system promotes stigma. 

lt would be good to have a choice in what clinic you con go to, you know. I live across 
the road from the clinic and anybody that you work with, everybody that you 
communicate with in the community, they re all looking at you going into this clinic. 

I think getting rid of all those menta/ institutions is one good step, putting them into the 
genera/ hospitals, so that you re not isolated. 

Some also stated that they hod no choice about the psychiatrist to whom they were referred. 

If you happen to get on we//, that s great, but if you don t, we// that s unfortunate but 
you re stuck 

The group discussed the current structure of the mental health services. The service users 
described the poor conditions of the psychiatric clinics, the unfriendly atmosphere, the long 
waiting times, short consultations and constant changes in providers. 

The first three minutes of five minutes consisted of being asked the same questions that 
you were asked the previous visits. 

Do you fee/ like committing suicide, blah, blah, blah 

There s your prescription, oH you go 

If you get the five minutes, its a luxury. 

1 remember my very first visit to that clinic like it was only yesterday, and talking about 
committing suicide, I felt like committing suicide when I come out of the place 
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Lock of Continuity 
of Core 

When asked about comparing their waiting time for a psychiatric visit to any other mArh 

specialty visit, the service users admitted that when it comes to waiting time to see .a 
its bad everywhere. The service users highly recommended the honounng of 

appointment system. 

Many group members perceived their mental health service provider to have a 
attitude, which prevented them from discussing their mental health needs. They also felt 
could not complain about the bad service they received as they hod a sense of fear. 

You see, when you re suffering from depression or panic aHacks or both you bec:on 
very dependent on the psychiatrist. 

I never raise a disappointment; I always had the fear of annoying them or 
discommoding them. 

When they were asked about services provided by the allied mental health service providers, 
some of the group members praised their counsellors. They listened to them and gave them 
ample time to ta lk about their problems. 

My counsellor would listen and respond to me when it was necessary, rather than me 
listening to her telling me what s wrong with me. I felt that was a big factor in me geHing 
to where I am. 

When asked to compare their experience in general practice to that in psychiatric services, 
the group felt there was no interface between GPs and community psychiatric care. They 
stated that they were not treated in an integrated manner. Some GPs never asked about 
their mental health status during subsequent consultations after their referral to the 
psychiatric services. 

lt would suit me if my GP asked; How s your head? 

I found at the beginning my GP did ask about my menta/ health state. 1 found then as 
soon os he passed me over to the psychiatrist he didn t wont to know about my 
emotional state. He wonted to know about my health, my physical health all right, but 
nothing about my emotional or mental health. 

They cla~med that conti~ui~ of care was lacking, as no sign of follow up existed between the 
two serv1ces. Commun1cat1on between primary and secondary care seemed to be poor, 

lt s six months since I ve seen my psychiatrist and 1 m waiting on her to send a leHer to 
my GP and he hasn t received it yet. 

When as~ed about their experiences with the voluntary agencies and support groups in the 
commumty, only a few seemed to ~e familiar with them. Some of the participants claim~ 
tha! they never saw any leaflets or mformotion on voluntary agencies and support groups 1" 
the1r GP s surgery. 
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Needs and Requirements to Improve Services in the Community 

There was general support among the group for more patient choice in treatment. Many 
preferred counselling or therapy to medication. Some had a sense of helplessness as they 
did not have much input into their own care. 

Some of the group recommended an interdisciplinary approach as a way to bridge the 
communication gap between GPs and mental health service providers. One service user 
had first hand experience with this approach. 

Our team meets once a week, which I think is a brilliant. They all meet on a Friday and 
and discuss their patients so that everyone knows where everyone is. 

There was widespread support amohg the group for provision of training of GPs on 
detecting/assessing mental illness. They stated that mental health awareness must be 
improved among GPs. The majority of the group also requested more time with their GP. 
One service user found a partial solution for increasing the consultation time with his GP. 

I know that pharmaceutical reps have to do their job but is it possible they could maybe 
do it out of hours instead of on patient time? 

Some of the participants praised the Day Hospitals in the SWAHB. They found them to be 
very beneficial. However, some asked for improvement in the patients activities. They asked 
to include more stimulating activities. 

You re just sitting around all day, not doing anything, playing cards .... . playing cards 
was supposed to cure you .... playing bingo. 

Service Users Desired State 

Service Users would like: 

• More time with their GP and mental health professional 
• More say in their treatment 
• Choice over where to be referred 
• More training for their GPs in the area of mental health 
• Additional rehabilitation facilities 
• Improved psychiatric clinics/facilities 
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VI Discussion and Recommendations 

A. Study Limitations 

lt wo d tfficult to ll cruit individuals to participate in the focus group studies. Only five GPs 
oo port an I focus g~oup, including men and women in both private and GMS pradices. 

1h GPs J d d th ms lv s to be port of the study os a result of special interest in mental 
h alth, Which might hov biased the study. However their responses were compared to the 
findmgs in th qu stionnoire, and seemed to be consistent with the overall results. 

thng GPs from rural areas was particularly difficult, due to their small numb rs and 
r~ mat locahon in th SWAHB. liming of the study during the summer holiday made it even 
moll difficult to conduct. lihus no rural GP focus group took place. However, this should 
not affect th tudy, os th questionnaire did not indicate any significant difference between 
urban and rural GPs in t rms of referral patterns and pradices. 

11 was also diff,cult to recruit consultant psychiatrists to take port in the focus groups. This 
may hove b n due to the timing of the study coinciding with the summer holidays or the 
providers demanding schedule. However, the questionnaire sent to them provided 
adequate information about their views of the present mental health system. 

The service users were selected via different channels. lt should be taken into consideration 
that people who are willing to be part of a study, without any financial incentives and on 
their own time, must hove strong feelings and bioses about the issues compared to those of 
the general public. In spite of this, many of their views and experiences were reinforced by 
the providers in the study. 

B. Discussion 

The study has accomplished its goal of presenting a comprehensive picture of mental health 
delivery in primary core in the SWAHB. In general , one con conclude that many of the 
findings ore consistent with previous studies conducted outside the Republic. 

The discussion is based on the three key players: 

• GPs 
• Mental health service providers 
• Service Users 

Their views and perceptions of the current reality, their aspirations and vision, as presented 
in the questionnaires and focus groups, form the basis for discussion. 

Management of Mental Health in the Community 

The high response rate by GPs and consultant psychiatrists in the SWAHB - 64% and 77% 
respectively - indicates a strong level of interest in the area of mental health in primary core. 
Moreover, over half of GPs (52%) seem to be satisfied with the current system rating the 
mental health service in their area os good or very good. 

The GPs mental health caseload, treatment of certain psychiatric conditions and referral 
patterns seemed consistent with previous literature (Gosk and Croft 2000; Goldberg and 
Huxley 1992; Goldberg 1991; Orleans et al. 1985). The small percentage (5%) of referral 
to psychiatric services was consistent with normative UK data stating that fewer than 1 0% of 
the patients ore usually referred to mental health specialists (WHO 2001; Gask and Croft 

2000). 

37 



38 

In the study, the most prevalent conditions treated in primary core were: 

• Anxiety 
• Depression 
• Emotional difficulties 

Other studies hod showed that anxiety and depression ore the most common 
conditions in primary core (WHO 2001 ; Cope et al. 2000; Geller 1999; Tyrer et al. 

1993; Orleans et al. 1985). 

When the main reasons for referring patients were examined in the questionnaire, 

• Severity of condition 
• Failure to respond 
• Management not available in general practice 

were ranked os the top three . An Irish study supports some of these findings (Moguire 
et ol 1995). In the focus group, GPs reported that in addition to severity of the 
condition, they referred patients due to lock of expertise or skills, and in response to 
requests by patient and family. 

GPs seemed fami liar with the referral process in the SWAHB, where 44.3% of them 
reported that they referred patients via the Mental Health Team. Around 42% referred 
directly to psychiatrists who tend to be port of the Mental Health Team. Only 13.7% 
indicated that they refer patients to hospitals or other facilities for non-urgent 
assessment. 

GPs seemed to be comfortable in managing their patients mental health needs. 
However, GPs stated that they were more comfortable treating straightforward 
mental health cases. Difficulties were faced in treating complex cases with uncertain 
diagnosis and complex cases with social issues. GPs acknowledged that treating 
mental health cases involved a range of specialised skills (e.g. CBT) and often 
required more time than was available for the consultation. They also highlighted the 
need for counselling services to be available to assist with mental health issues 
especially with the complex cases. 

The most common mode of communication between primary core and secondary core 
providers was letter format . This is consistent with previous studies where the majority 
of providers send a referral letter (Tonielion et al. 2000). 

The demogrophics of GPs surveyed seemed to be consistent with notional 
demogrophics, more than a third (36%) of G Ps are sole practit ioners (Deloitte and 
Touche 2001 ). The percentage is lower than that reported in the ICGP notional survey 
study which found more than half (5 1%) of GPs operated os sole practitioners (ICGP 
1997). This indicates a shift towards group practices among GPs. 

When it come to gender, 69% of GPs were male and 31% female . This is consistent 
with 1997 ICGP notional survey indicating 70% mole GPs and 30% female GPs. As 
evident in the questionnaire, the GP s practice characteristics did not seem to ploy 0 

role in determining treatment and referral behaviour. However, GP s gender showed 
variation in referral where female GPs referred more than mole GPs. 

Overall psychiatri~ts .perception of GPs treatment of mental health was positive. Over 
80% of the psyc~1o~rasts ranked mental health services provided by G Ps os good or 
very goo~ . They md1coted that the majority of their referrals (80%) come directly from 
GPs. Th1s underscores the understanding of the GPs of the referral process in the 
SWAHB. 



However, almost half of the psychiatrists (46%) felt that over 40% of all mental health 
conditions referred to them could be treated within primary care. The majority of the 
psychiatrists (7 4%) stated that depression, anxiety and emotional problems should be 
treated within general practice. 

There also seemed to be an unwritten rule between the GPs and the mental health service 
providers: 

• GPs should deal with the less severe mental health conditions (mild depression, anxiety 
disorders, and emotional problems). 

• Psychiatrists should treat the more severe conditions. 

However, when it came to the allied mental health professionals, the boundaries did not seem 
as clear. There was a consensus that the core of their business was not clear and even their 
role as professionals was not well defined, especially to the medical professions. GPs also 
admitted their lack of understanding of the role of the various allied mental health professions. 

The service users perceived the provision of mental health services in the SWAHB os inadequate. 
They pointed out a number of inadequacies, shortages and obstacles in the current system. 
Some of these deficiencies and barriers were also presented by the providers themselves. These 
included: 

• Lack of communication between providers, and between providers and service users 
• Current structure of the referral system to psychiatric services 
• Absence of continuity of care 
• Insufficient time given to patients by providers 
• Deficiency of training among GPs 

Moreover, the service users indicated their preference in seeking mental health providers for 
their mental health needs and general practitioners for their physical needs. Their overall 
experience with the allied mental health providers was positive. Counsellors seem to give them 
what psychiatrists and GPs cannot - time to talk about their problems and needs. 

C. Recommendations 

The recommendations are based on four themes that evolved during the different 
components of the study that would contribute to the desired state as perceived by the 
participants. These are: 

• GP Training 
• Development of Protocols 
• Collaboration among all Parties 
• lnfomation Dissemination 

GP Training 

lt was clear from all parties involved in the study that mental health training is lacking 
among GPs. The objective of the training should be to provide appropriate skills and 
techniques needed for the assessment, detection, treatment and referral of mental health 

conditions. 

Mental health awareness and training, needed for the treatment and management of mental 
health, begins in medical school. However, a large percentage of GPs (68%) did not seem 
to have any mental health training during their postgraduate training. Despite this, the 
majority of the mental health conditions (over 95%) are being treated within primary care. 
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For the practising GPs training needs, the ICGP should examine what local and regional 
sources of training and support are available to primary care professionals. The training 
resources can include both courses on specific skills, such as counselling skills, interviewing 
techniques, and cognitive techniques, or skills-based training packages such as videos and 
CD-ROM. 

Based on this review, an information chart should be developed of all training resources 
for GPs. The SWAHB will work in conjunction with the ICGP in facilitating the training of 
GPs on those skills. The ICGP can also incorporate mental health skills-based training in its 
existing modules. 

Moreover, based on the complexity and variety of skills needed in the assessment and 
treatment of mental health, a mental health educational programme with different 
modules covering skills and knowledge base is needed in general practice. In designing this 
educational programme, it is crucial to look at relevant training programmes and modules 
created in other countries, especially in the UK (due to the similarity in the delivery of mental 
health services in primary care) and consequently tailor them to the needs of the Irish health 
care system. 

CME credits should be offered to all of the GPs who take part in the training. Other 
channels of GP training might include accredited short courses on specific mental health 
skills or psychiatric conditions, distance-learning modules, training packages such as 
audiotapes, videos, and CD-ROM. 

WHO suggests the development of specific primary mental health skills within the practice 
such as: 

• Structured problem solving 
• Motivational interviewing 
• Cognitive skills 
• Teaching controlled breathing 
• Teaching relaxation skills 
• Managing self-harm behaviours and many others 

Funding might be an issue in the design and implementation of these educational 
programs and l~arning techniques. lt should be noted that due to population changes, 
the SWAHB rece1ves the lowest per capita funding for mental health services in Ireland. 
!he ICGP together with the Health Board should look at ways of funding these courses 
m order .t~ encourage GPs attendance and involvement in these programs. Some of 
these trammg resources are developed by voluntary agencies in the community. lt would 
m~k~ financial sense to collaborate with these agencies in developing some of these 
trammg programs. 

Development of Protocols and Pathways of Care 

There is an urgent need for protocols for: 

• Detection 
• Assessment 
• Treatment 
• Referral 
• Interface between primary care and secondary care 
• Discharge 
• Communication with the patient 



The study showed that GPs depended on their own judgement os to whether to treat or refer 
a patient. However, there seemed to be on unwritten protocol in that GPs refer the more 
serious cases to secondary core such os: 

• Severe depression 
• Schizophrenia 

GPs and mental health service providers should be involved in developing appropriate 
protocols for the delivery of mental health in the community. This would ensure that these 
protocols ore relevant and acceptable to both parties. 

Protocols should be disease specific i.e. a protocol for anxiety disorder would differ from a 
protocol for schizophrenia (Bruce 2001 ). Examining and adopting some of the UK 
psychiatric protocols should be considered by the SWAHB os on interim measure, prior to 
the production of protocols tailored to the Irish mental health core system. The research 
evidence sugggests that protocols and guidelines ore more likely to be effective if they ore 
locally developed and owned (Gosk and Croft 2000). 

Collaboration among GPs and Mental Health Providers 

Cooperation between primary and secondary core was highly recommended by all of the 
participants in the study. There was a strong support that the quality of patient core would 
only improve with collaboration among all involved parties from the onset of core. There 
was no agreement on what shape or form th is shared care would take. However, both 
providers and patients agreed that a shared care model could achieve the following: 

• Improve communication channels between all parties 
• Improve the quality of services 
• Ensure continuity of core and coordination of core 
• Alleviate any mistrust between the GPs and the mental health service providers 

There are various collaboration models, which differ in the level of direct patient contact 
(Gask and Croft 2000; Gasket al. 1997): 

1 . Attaching mental health professionals to the primary care team by employing 
counsellors, community psychiatric nurses, psychologists in the practice 

2. Relocated outpatient clinics in psychiatry (also known os Shifted outpatient clinics in the 
UK) whereby mental health professionals relocate their practice to a primary core setting 
and informal discussions take place between psychiatrists and GPs about patients 

3 . Triage system where referrals are screened by a community psychiatric nurse 
4. Consultation-liaison scheme where there is regular face-to-face contact between the 

psychiatrist and GP, and cases ore discussed before referral 
5. Link workers where a liaison, such as a community psychiatric nurse is assigned to liaise 

with practices to set communication channels and practice-based education 

Shared care is not a new concept to psychiatric services in Ireland (Phelan 1995; Carey et 
al. 1994). In Cavan/ Monaghan s mental health service, there is a successful 
multidisciplinary shared core approach. The emphasis is on the centrality of patient s needs 
and rights, which includes the involvement of GPs and the various Mental Health Team 
members. Shared care is now commonly used with other chronic disease management 
programmes in Ireland, such os diabetes. 

GPs should meet with mental health service providers in the SWAHB to discuss what 
collaboration model would be most feasible and of benefit to all of the stakeholders. Their 
selection criteria should consider the demography and epidemiology of the population in 
the SWAHB, available resources and expertise in the region, and the guiding principles of 
the Notional Health Strategy and Primary Care Strategy. 
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VII Appendices 

Appendix 1: Map of South Western Area Health Board 
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Appendix 2 : GP Questionnaire 

YOUR PATIENTS 

Please estimate the percentage of your patients that have psychological or mental health issues I % I 
Approximate the percentage of your patients referred to a mental health specialist I % I 
Please rank in numerical order the most prevalent mental health conditions in your patient population 
(Number 1 being the most common condition): 

Anxiety 
Disorders 

Psychotic 
Disorders 

D 

D 

Depression 

Substance 
Abuse 

D 

D 

Eating 
Disorders 

Other 
Specify: 

D Emotional 
Difficulties 

Please rank the main reasons for referral (Number 1 being the most common reason): 

D 

Advice on treatment D Requested by patient and/or family 

Failure to respond to treatment D Severity of Condition 

Management not available in general practice D Share burden of Care 

D 
D 
D 

Which mental health condition(s), if any, that you currently refer for, do you feel could be treated within your practice if given 
adequate support? (Please tick as appropriate) 

Anxiety 
Disorders 

Psychotic 
Disorders 

D 

D 

Depression 

Substance 
Abuse 

D 

D 

Eating 
Disorders 

Other 
Specify: 

D Emotional 
Difficulties D 

Based on the previous question, please specify what type of support services, if any, would you need to treat these mental 
health condition (s) in your practice? 

YOUR LOCAL MENTAL HEALTH SERVICES 

Who do you usually contact to arrange for a non-urgent mental health assessment? 

Local Mental Health Team D Local Psychiatrist D Local Hospital D 
Other, Specify: -------------

What is the current waiting time for a non-urgent referral for mental health assessment? 

0-2 weeks D 2-4 weeks 4 -6 weeks D 6-8 weeks D over 8 weeks D 
Who do you contact for an urgent mental health assessment? 

Local Mental Health Team [DJ Local Psychiatrist [(]] Local Hospital (0] 
Other, Specify:-------------'---------



Indicate your initial point of contad for child and adolescent mental health services: ------------------------
What mode of communication do you use when referring patients? 

Facsimile D Letter D Telephone D Other, Specify: ---------------------

How do you rote your sotisfodion level with the mental health services in your area? 

Very Good D Good D Fair D Poor D Very Poor D 
If you were to improve one area in the delivery of mental health services in primary core, this would be: 

Improve communication with 

mental health providers 

Provide mental health training 

to GPs within the prodice 

D 

D 

Improve access to mental 

services/facilities 

Reduce waiting times to 

for psychiatric core 

D 

D 
Other Please specify: --------------------------------

YOUR PRACTICE 

Is your prodice: Urban D Rural D Combined Urban-Rural 

Mostly Private D Mixed (Private/GM$) D Mostly GMS 

Including yourself, how many GPs ore in the pradice? Your gender is: Mole 

Indicate in which age group you belong: 

26-35 0 36-45 0 46-55 0 56-65 0 

D 
D 
D Female D 

66 Plus D 
Hove you hod any postgraduate training in mental health such os counselling, or psychotherapy? 

NoD Yes D If yes, please specify: --------------------------

FOLLOW-UP STUDY: This survey will be followed by other studies to assess the area of mental health in primary care. We would 

appreciate your future participation. If you are interested in taking port in future studies such os focus groups or would like to 

get the results of this study, please provide your contod information. 

Name: ___________________________ _ 

Prodice Address: __ -..,-____________ _ 

___________ Tel. : _______ _ 

Best time(s) to coli: ____ am/ pm 

Please return completed questionnaire by Monday 23rd 

December 2002 in the freepost envelope provided to 

The ICGP. 4-5 Lincoln Place, Dublin 2 - Thank you! 
I 
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Appendix 3: Consultant Psychiatrists Questionnaire 

1. Please estimate the number of patients that you see per week:j L-__ ____, 

2. What percentage of your patient population are referred to you by GPs? I % I 
3. Please rank in numerical order the most prevalent mental health conditions that are referred to you by 

GPs: (Number 1 being the most common condition) 

Anxiety 
Disorders 

Psychotic 
Disorders 

D 

D 

Depression 

Substance 
Abuse 

D 

D 

Eating 
Disorders 

Other 
Specify: 

D Emotional 
Difficulties D 

4. Which mental health condition(sL if any, that are currently referred to you, do you feel could be treated 
within general practice if given adequate support? (Please tick as appropriate) 

Anxiety 
Disorders 

Psychotic 
Disorders 

D 

D 

Depression 

Substance 
Abuse 

D 

D 

Eating 
Disorders 

Other 
Specify: 

D Emotional 
Difficulties D 

5. What percentage of patients referred to you by GPs, do you feel should be ideally treated 
within primary care? ____ _ 

6 . What barrier(s), if any, do you perceive when discharging patients back to primary care? 

7. What is the current waiting time for a non-urgent mental health assessment referral? 

0-2 weeks D 2-4 weeks D 4-6 weeks D 6-8 weeks D over 8 weeks D 
8. How do you rate your satisfaction level with the mental health services provided by GPs in your area? 

Very Good 0 Good 0 Fair 0 Poor 0 Very Poor D 
9. Please rank areas in the delivery of mental health services in primary care that you would like to see some 

improvement: (Number 1 being the most common condition) 

Improve communication between 
primary and secondary care 

Provide training to GPs 
in the area of mental health 

Other Specify: --------

D Improve access to mental 
services/faci lities D 

D Shared care between GPs 
and mental health providers D 

Comments: ---------------------------------------~~--------------
Name: ___________________________________ __ 

Practice/Hospital Address: ----:---------------....,----

Thank you 
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