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SUMMARY 

 

The purpose of this research study was to conduct a study to explore General Practitioners’ 

(GPs) expectations and views of the service provided by the Mental Health Service for Older 

People and identify areas for improvement. The study set out to determine whether or not the 

service provided meets the perceptions and expectations of GPs. Their experiences and views 

are explored regarding this specialist service. The study aimed to highlight the training needs 

of GPs in managing older people with mental health problems. 

 

The launch of the Health Transformation Programme 2007-2010 (HSE, 2006) has 

challenged services to radically change the way managers organise and deliver services. 

People are now living longer, populations are increasing and getting older, expectations and 

demands for services are increasing (Mental Health Commission, 2007).  

 

The new Mental Health Policy document, A Vision for Change (VOC), (DoHC, 2006) 

acknowledges MHSOPs are a recent service development within Ireland when compared to 

the United Kingdom (UK). The main principle for the development of this specialist service 

in Ireland relates to older people’s right to access the most appropriate service to their needs 

(Graham et al., 1988).  

 

The MHSOP was established six years ago in a rural HSE region. It is a fully 

multidisciplinary team and it has the minimum compliment of allied professionals in the 

team, as recommended in the VOC strategy (DoHC, 2006). The service model delivered by 

this team is in keeping with the most widely accepted model for MHSOP (Jolley & Arie, 

1978).  

 

A qualitative exploratory study design was used to investigate this area. The perceptions and 

experiences of six GPs who worked in one of three PCTs in a rural HSE region were 

investigated using semi-structured interviews that lasted on average thirty minutes each. The 

interview transcripts were analysed thematically using King’s (1989) template approach. 

Three main themes emerged from the analysis: expectations of the MHSOP, perceptions and 

experiences of the service delivery and areas for improvement by the service. 

 

The main findings suggest that the MHSOP is perceived positively by the GPs as a valuable 

specialist service to access for support in managing patients’ care. In general, GPs perceive 

that the service improves quality of care to this patient group. The majority of participants 

strongly support the need for the service and others expressed positive views of the 

effectiveness of the service provided. In addition the main findings indicate that closer 

collaboration and communication between both services could be enhanced and further 

developed by introducing referral guidelines.  
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It is envisaged this piece of research will provide a basic understanding of what GPs 

expectations are of a MHSOP. This will provide significant information for other MHSOPs 

who will provide care in conjunction with their Primary Care Team.  

 

Recommendations are identified from the study findings. Several changes need to be made in 

the operational processes and service developments to make the MHSOP more effective. 

Recommendations for future developments to the service are also provided and training 

needs identified by the GPs. 
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CHAPTER ONE 

INTRODUCTION 

 

1.1 Background/Context 

Dedicated mental health services for older people (MHSOP) are a recent development in 

Ireland. The first service established was in 1989 in Dublin and there are still a number of 

catchment areas without this specialised multidisciplinary mental health team nationally 

(DoHC, 2006). The development of the service has been inconsistent throughout the HSE 

region (DoHC, 2006). 

These established MHSOP are expected to meet the growing referral rates and to deliver an 

efficient and effective service to the service user. This expectation is articulated within the 

various strategic documents such as Quality and Fairness Health Strategy (DoHC, 2001a), A 

Vision for Change (DoHC, 2006), The Primary Care Strategy (DoHC, 2001b) and the 

Transformation Programme 2007-2010 Strategy (HSE, 2006). Unfortunately, with the 

current challenges facing services and managers including budget constraints, restrictions on 

recruitment and skills-shortages, it may take some time before other regions develop this 

service.  

The primary purpose for the development of this service within mental health emerged as a 

consequence of Ireland’s demographic pressures and recommendations outlined within 

various strategic planning documents published from the 1960’s.  These strategies include: 

Mental Disorders in Older Irish People (National Council on Ageing & Older People, 1996); 

A Review of the Implementation of the Recommendations of the Years Ahead (National 

Council on Ageing & Older People, 1997); Adding Years to Life,  Life to Years (National 

Council on Ageing & Older People, 1998b); Abuse, Neglect and Mistreatment of Older 

People (National Council on Ageing & Older People, 1998a); An Action Plan for Dementia 

(National Council on Ageing & Older People, 1999); Health and Social Gain for Older 

People (National Council on Ageing & Older People, 2001b); Care and case management 

for older people in Ireland (DoHC, 2001a); Primary Care Strategy (DoHC, 2001a), The 

Quality and Fairness Strategy (DoHC, 2001b) and The Transformation Programme 2007-

2010 (HSE, 2006). The most recent Irish Mental Health Policy document published A Vision 

for Change (DoHC, 2006: 14) identified that a specific service is needed to meet the special 

needs of older people with mental health problems, ensuring a person-centred approach is 

delivered. Older people must be treated with respect and cared for on the basis of equity, 

fairness and accessibility across services. Emerging demographics demonstrate that an 

increasing number of older people access mental health services. 

1.2 Demographics 

It is estimated that there are 429,100 persons aged 65 years and over living in the Republic of 

Ireland, representing 11.2% of the population. It is predicted that this ageing population will 
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rise to 14.1% by the year 2011 (National Council on Ageing and Older people, 2001c). 

According to a study by Keogh and Roche (1996), between 20-25% of older Irish persons 

will suffer a mental disorder at any one time and approximately 5% will suffer from some 

form of dementia.  

The rural HSE region under investigation has one of the largest populations of 65 year olds 

and over in Ireland at 14% in comparison to the national average of 11.4% (Central Statistics 

Office, 2006). The predicted population demographics are expected to rise by 60% for 

people over 85 years within the next 25 years, and the number of over 65‟s will grow by 40% 

during this period (Central Statistics Office, 2006).  

In the context of older adults‟ services, other demographic factors for consideration include:  

Increased mobility of the population: It can no longer be expected that the children and 

other family carers of the older population will be living near enough to their elderly 

relatives to be able to provide frequent care and monitoring.  

Changes in Family Structure:  The already witnessed changes in family structure in 

Ireland, including single parent families, blended families, and changes arising from 

separation and divorce will also impact on the potential pool of future spouse and adult child 

caregivers.     

Increase in proportion of women in paid employment: While there is no evidence to 

suggest that female carers are no longer willing to provide needed care services, it obviously 

becomes much more difficult for them when they are in paid employment. 

Changed expectations of older people: Recent research indicates that the vast majority of 

older people wish to remain living in their own homes, even as their dependency needs may 

increase (DoHC 2006). 

 

As a result of these increasing demographic trends, MHSOP are increasingly likely to come 

in contact with older people for the care and treatment of mental health problems. It is 

apparent that extra provision must be made to care effectively for the older members of our 

society. Internationally, there has been considerable increase in awareness of the mental 

health of older persons, especially in countries experiencing rapid population ageing 

(Graham et al., 1988).  

1.3 Service terms 

Terms commonly used to describe both „psychiatry‟ and „elderly‟ may be considered 

stigmatising and in some instances act as barriers to care (Kelly, Reidy & Swanwick, 2006). 

For the purpose of this study, the researcher will use the term mental health service for older 

people instead of psychiatry of old age, old age psychiatry service, later life psychiatry or 

psychiatry for the elderly which is often found in the literature. The Vision for Change Policy 

(DoHC, 2006) refers to this term and it is a user-friendly name, indicating promotion of a 

mental health service with fewer stigmas attached to it. It is important that people referred by 

their GP to this service are not discouraged by the name of the service or the physical 
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environment within which the team is situated. With the prevalence of dementia increasing 

with age, the demand for a specialised service is recognised (O‟Shea & O‟Reilly, 1999). 

1.4 Recognised Specialism  

In most countries MHSOP is a recognised speciality (World Health Organisation (WHO), 

1998). The most widely accepted model for MHSOP service delivery is that it should be 

multidisciplinary, comprehensive, integrated, accessible, available, responsive, and able to 

liaise with other services and GPs within a defined catchment area (Jolley & Arie, 1978). 

This service model is not based on any formal evaluation but a priori beliefs from the 

experiences of geriatric medicine, common sense, advocacy and available resources in the 

United Kingdom (UK), (Banerjee, 1988). That said, a consensus statement on the 

organisation of care in the MHSOP, jointly produced by the Geriatric Psychiatry Section of 

the World Psychiatric Association and WHO, with the collaboration of the International 

Psychogeriatric Association, supports this type of model (Graham et al., 1988). The MHSOP 

promotes a flexible, accessible and comprehensive service that meets the needs of their 

patients and carers within current resources. 

1.5 Description of a MHSOP in a Rural HSE Region  

This MHSOP is community based covering a large geographical area where 75% of the 

people live in a rural environment and 25% live in an urban environment. This is at odds 

with the national picture where 39% live in rural environment and 61% of the population live 

in urban setting (HSE, 2008). Approximately 18,000 people aged over 65 years live in this 

rural HSE region. The main base for the service is located within a residential housing estate 

approximately one mile from the local acute General Hospital. A consultant in Psychiatry of 

Old Age was appointed in October 2001 to develop a new service for older persons with 

mental health problems in the region. The other professional disciplines were gradually 

recruited to the team during the past six years. The team consists of a Consultant Psychiatrist 

in Old Age, a Senior House Officer (rotated 6 monthly), a Team Co-ordinator, one Clinical 

Nurse Specialist, four Community Mental Health Nurses, one Social Worker, a part-time 

Occupational Therapist, two part-time Senior Psychologists and 1.5 Administration Staff 

(see Appendix 1). 

 

A multidisciplinary team meeting is held one morning per week to discuss new referrals and 

any concerns staff have about patients on their caseloads. A weekly outpatient clinic is 

provided in the main base and other sector areas are covered one other day during the week 

to meet the patients‟ needs. There is no dedicated inpatient Psychiatric Unit for the service 

but the Consultant can borrow beds form fellow Adult Consultants Psychiatrists as needed 

and also through negotiation with the Directors of Nursing in the nine community hospitals. 

The team provides predominently domiciliary home assessments and follow up visits on the 

management and treatment of the patients‟ care needs. A large part of the key worker‟s role 

is also providing information and support to carers. Consultation liaison referrals are 
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received from the local acute hospital. Continuing professional development is encouraged 

within the team and a teaching session is delivered by a team member each month on a 

rotational basis. Clinical placements are available to pre and post registered students from the 

various professions as required. Despite the relative infancy of MHSOP in Ireland, its role 

and function is well defined. 

1.6 Role and Function of MHSOP 

The MHSOP delivers a specialist service to older people at home, in community hospitals, 

private nursing home and liaison consultations in the local acute General Hospital. The main 

referrers to the service are GPs and Consultant Physicians. According to Williams (2000) 

many factors can influence the type of service delivered such as the organisational setting of 

the team, policies, health strategies and the referral pathways of those who refer service users 

to secondary care services. 

The aim of the MHSOP is to provide an integrated, coordinated, comprehensive, accessible 

community based service (Draper, 2000). These key principles are recommended in the 

Vision for Change policy document (DoHC, 2006) which highlights that providers should be 

empowered to deliver care, which is locally based, person centred and values input from the 

service users and family carers. The development of the MHSOP directly impacts on the 

interface between primary and secondary services. 

1.7 Primary and Secondary Interface 

The European Working Party on Quality in Family Practice (EQuiP) worked with over 20 

European Colleges of Primary Care to assess what was needed to improve the quality of care 

at the interface between GPs and specialist services (Kvamme, Olsen & Samuelsson, 2001). 

Focused group discussions were carried out to explore experiences and ideas.  It was evident 

changes were needed in the system of care and in the way that doctors view their roles and 

their performances. All providers of care need to be able to see the care system from the 

patients‟ perspective if they are to help their patients make sense of and benefit from an 

increasingly complex system (Grol et al., 1999). EQuiP identified recommendations on how 

cooperation between GPs and specialist services might be improved. These included 

strategic perspectives and improvement in methods for teaching, training and development 

that would be independent of country and health care system. Kvamme et al. (2001) 

identified ten targets: leadership, initial shared care approaches, task division, mutual 

guidelines, patient perspective, informatics, education, team building, quality monitoring 

systems and cost effectiveness. Kvamme et al. (2001) also suggested working towards these 

targets could provide an effective approach to improving the cooperation between the 

interfaces of care. 

The Primary Care Strategy (DoHC, 2001a) and the Quality and Fairness Strategy (DoHC, 

2001b) highlighted as one of their key objectives the importance of improving the interface 

between primary and secondary care services to increase efficient and effective healthcare.  
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At primary care level when a GP has exhausted all avenues in managing a patient‟s problem 

he/she then refers onto an appropriate secondary service for advice on diagnosis, treatment or 

future management of patients‟ needs. Referral processes need to be clear and patients 

should only be referred when absolutely necessary. However, other factors can influence 

why GPs may refer inappropriately to specialist services. These may include lack of 

experience and knowledge as they require a specialist Consultant to confirm a diagnosis to 

access support services, or for information on medication or pressure from family carers. 

There is limited research addressing what coordinated systems are needed to best support 

GPs in the primary and secondary care referral process (Draper, 2000). 

1.8 Conclusion 

Following an extensive search of the literature, it became evident there was a need to 

investigate whether the MHSOP was meeting the expectations of GPs working in PCTs. It 

was envisaged that practical recommendations of how the service might be improved would 

be highlighted. This in turn would enhance the service provided to the primary user i.e. GPs 

and ultimately impact on a more effective service to the patients and carers. 

The aim of this research study was to explore GPs‟ perceptions of the service provision of a 

MHSOP in a PCT in a rural HSE region. The methodology adopted to address the research 

objectives was semi-structured interviews, using a schedule, to facilitate the collection of 

rich data from a small sample of GPs within the timeframe available. Interviews were 

conducted within the PCTs. 

This report will be presented as follows:  

 Chapter 2 consists of a literature review which critically analyses studies addressing 

various components of the service provided by MHSOP.  

 Chapter 3 describes, clarifies and justifies the methodology used, including specific 

details of the sample selected, the data collection process, analysis undertaken and 

ethical issues considered.  

 Chapter 4 presents the findings and analysis using King‟s (1998) thematic analysis 

approach. The analysis is described in detail, showing examples of the how the 

main themes emerged.  

 Chapter 5 discusses the findings of the study and draws on previous research to 

discuss similarities or differences where appropriate. 

 Chapter 6 will present the outcome of the study along with the limitations of the 

study and recommendations for further research. 
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CHAPTER TWO 

LITERATURE REVIEW 

 

2.1 Introduction 

This literature review considers contemporary literature regarding GPs expectations of a 

MHSOP. The review focuses on evidence that demonstrates the effectiveness of a specialised 

secondary care based multidisciplinary teams to manage mental health problems for people 

aged 65 years and over. Literature pertaining to GPs knowledge and training needs regarding 

managing older adults with mental health problems is appraised. The literature highlighted 

that the needs of older people are different and specific and that community mental health 

teams were challenged to address these specific needs.  

2.2 Evolution of Community Mental Health Teams  

Increasingly people with mental health problems in Ireland are receiving mental health 

services in the community (McCardle et al., 2007). Up until the 1960s the activities of 

psychiatric nursing in Ireland were predominantly hospital based. The introduction of new 

psychotropic medicines, treatment plans and policies all contributed significantly to a move 

of caring for patients in hospitals to community settings (Association of Psychiatric Nurse 

Managers, 2003). As part of this 50 years change process nurses within mental health 

services have been involved in the wide range of innovations and developments that 

transferred the level and extent of service provision from the old institutional model to the 

modern community centred model enjoyed today by service users (McCardle et al., 2007). 

The nature of psychiatric nursing care did not change much until the mid-80s, in comparison 

with the UK, where this happened a decade earlier (McCardle et al., 2007). 

The development of community psychiatric nursing was the first step in the transition from 

institutional care. Planning for the Future (DoHC, 1984) provided the framework for the 

expansion of community adult 

mental health services. This policy provided the much needed momentum for the significant 

shift towards community care (McCardle et al., 2007). It introduced sectorised services into 

catchments areas throughout Ireland. Each sector has its own multidisciplinary team with a 

Consultant Psychiatrist as its clinical leader (Association of Psychiatric Managers, 2003). 

The generic adult community mental health teams dealt with older people with mental health 

problems. However these dedicated teams are only being established within Ireland to meet 

the special needs of older people with mental health problems (DoHC 2006). This new 

service development of mental health services for older people has continued the ethos of 

patient centred service provision. 

The first comprehensive MHSOP was established in London by Arie in 1970 (Graham et al., 

1988). The underpinning principles upon which this service was based included: 
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 Ease of accessibility 

 Flexibility 

 Assessments being made at the patient‟s home 

 Management of the patient in close cooperation with GPs and other interested 

parties. 

This model of service, with its comprehensiveness and strong community focus remains the 

basis for MHSOP provided in Ireland and the UK and in a large number of other countries 

such as Netherlands and Switzerland (Wattis, 1996). The first MHSOP set up in Ireland in 

1989 (DoHC 2006) was a consequence of both the demographic pressure and the need for 

specialised services for older people. This MHSOP operated as a conventional community 

orientated psychiatric service for older people. Other catchment areas in Ireland are 

following in developing this specialist service within mental health, although some areas 

have still to develop it. Similar models in rural Australia and the United States vary 

considerably from Ireland and the United Kingdom (UK). Finch (2004) noted a lack of 

available comparative evaluation in terms of effectiveness and cost of different models of 

care.  The literature review illicited very interesting findings. 

2.3 Literature search strategy  

The literature search reviews the developments of community mental health teams for older 

people and the impact of relevant Irish policy documents that have influenced the 

establishment of this specialised service for older people. Also, the service models that are 

recognised internationally for the delivering of mental health services for older people with 

the various components are reviewed.  

The literature was searched systematically in the databases CINAHL, MEDLINE, Ovid, 

Psychology and Behavioural Sciences Collection, PsycARTICLES, PschINFO, Social 

Science Citation Index, Science Direct and included the period from 1980 to 2008. Key 

search words searched singularly were „mental health‟, „old age psychiatry‟, „old age 

psychiatry services‟. A number of the above terms were further broken down or combined 

together were older people, elderly, general practitioners, perceptions, mental health teams, 

secondary services and primary care to facilitate a collection of existing and available data. 

This was supplemented by a manual search of references from relevant literature.  

Between all the above databases, 144 articles were identified. The following exclusion 

criteria were used:  

 Service delivery by medical, adult and child psychiatry and consultation/liaison 

services. 

 Outreach services to nursing homes and long term care institutional care. 
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 Articles not written in English and not relevant to the research topic. 

The exclusion criteria identified 88 papers that were identified electronically as unsuitable. A 

total of 46 papers were available for the review and policy documents inform the 

development of the service. 

 

2.4 Policy Documents 

The National Health Strategy (2001), Quality and Fairness: A Health System for You has 

been the defining health policy to date that recognised that there was a need to update policy 

in mental health. The four main principles guiding this strategy were equity, people-

centredness, accountability and quality. A commitment was made by the Irish Government to 

prepare a national policy framework to further modernise mental health services. Hence, A 

Vision for Change (2006) was devised, advocating a framework to provide an accessible, 

community-based, specialist services for users to access mental health services. This policy 

document highlights the need for community mental health teams (CMHTs) to ensure 

services are equitable and to evaluate service performance. The importance of delivering a 

quality health services for older people is emphasised throughout the document. 

The Vision for Change policy document (DoHC 2006) outlines the way forward in 

developing a modern mental health service in Ireland. It has a clear focus on services 

supporting and empowering the individual, their family and community with the goal of 

achieving a state of optimum physical, mental and social well-being (DoHC, 2006). This 

care should be delivered in the appropriate setting by multidisciplinary teams using 

evidence-based practice underpinned by choice, dignity and respect (DoHC 2006).  

Furthermore it recognises the need for mental health services to foster strong links with 

existing services in order to provide a comprehensive effective community mental health 

service (DoHC 2006). Many developmental factors are needed to build on this vision, 

requiring detailed discussions and planning supported by commitment from all stakeholders 

to implement the organisational restructuring needed to deliver a quality mental health 

service (Mental Health Commission, 2005). Recent legislation changes support the 

development of person centred quality mental health services for older people. 

2.5 Mental Health Legislation 

The current reform of mental health services in Ireland are underpinned by modern mental 

health legislation – the Mental Health Act (2001) and the modern national mental health 

policy – A Vision for Change (2006). The Mental Health Act (2001) replaced the Mental 

Health Treatment Act 1945. Service users‟ rights needed to be protected, especially for 

detained patients when accessing mental health services. The Mental Health Act (2001) came 

into effect on the 1
st
 November 2006. The MHC was established under the Mental Health 
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Act (2001), as an independent, statutory body to oversee the implementation of the Act, 

incorporating monitoring adherence to the provisions of the Act.  

More recently the Mental Health Commission (MHC) published a Quality Framework for 

Mental Health Services in Ireland with the aim of continuously improving the quality of 

mental health services (MHC, 2007). The framework is equally applicable to all mental 

health services irrespective of where they are being delivered within the community or 

hospital settings. Certainly there is a strategic drive to improve the quality of mental health 

services in Ireland and this is reflected in service models of care.  

2.6 Service Models of Care 

Service models of care have emerged in the literature as key principles for good quality of 

care. These principles as enunciated by WHO (1988) and the World Psychiatric Association 

(WPA) suggest that good quality care for older people with mental health problems should 

be comprehensive, accessible, responsive, individualised, transdisciplinary, accountable and 

systematic (Graham et al., 1988). Care needs should include prevention, early identification, 

comprehensive medical and social assessment including diagnosis, management, continuing 

care, support and review of the individual and carers. It should include information, advice 

and counselling, regular breaks with respite, advocacy, residential care, spiritual and leisure 

needs. Components of a service for older people with mental health problems places the 

patient and their carers at the centre, is flexibly interlocking, overlapping and integrated to 

provide a unified system for continuing care and best possible quality of life (WHO, 1988). 

Structural obstacles such as cumbersome referral systems impede the process of care 

delivery indicating that the service needs restructuring.  

Internationally, there is increasing interest in the psychological problems of older people 

(Arvaniti et al., 2005). The number of older adults with mental disorders is expected to 

increase dramatically in the coming decades (DoHC, 2006). While effective treatments exist 

for many late-life mental health problems, there is a gap between current mental health 

services and the infrastructure necessary to meet impending demographics. Loneliness, lack 

of support and isolation has all been highlighted as risk factors for both depressive illnesses 

(Prince, Harwood, & Blizard, 1997) and delusional disorders (Thorpe, 1997) in older people. 

There is some agreement that depression is the most common mental health problem 

experienced by older people (Banerjee, Sharmash, & Macdonald, 1996; National Council on 

Ageing and Older People, 2001). It is estimated that some 15-20% of older people will suffer 

some form of depressive illness during their declining years (Shaw, 1998:114).  Many 

authors concur that depressive symptoms and disorders are frequent causes of emotional and 

physical suffering, decreasing the quality of life and increasing the risk of death among older 

adults (Berkman et al 1986; Blazer, Hybels & Pieper, 2001; Blazer, 2003).  Keogh and 

Roche (1996) assert that 13.1% of older Irish people living in the community suffered some 

form of depression. Dementia is another group of organic or physically-based mental 

disorders. It is a slowly progressive, generally irreversible loss of intellectual function (Burke 
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& Laramie, 2004). In addition, depression occurs in 20% to 30% of people with dementia 

(Burke & Larmie, 2004). 

2.7 Mental Health Illnesses 

Mental disorders in older people fall broadly into two groups: Organic and Functional. 

Organic illness primarily consists of dementia whilst affective disorders make up the bulk of 

functional conditions. Whilst the HSE has a strong emphasis on developing services for older 

people with dementia and their families, this must not be to the neglect of people with 

functional illness, e.g. 10-11% of community-dwelling elderly have depression of clinical 

significance and this rises to 30-40% of medical in-patients (O‟Shea & O‟Reilly, 1999).  

2.8 Organisation of MHSOP 

In terms of service activity in mental health, older people are an important group. According 

to Philpot and Banerjee (1998) people aged 65 and over make up around a third of all mental 

health activity in admissions, readmissions and community contacts in the UK. However, 

their profile of illness and needs differs from that in younger age groups. The challenges 

presented by dementia and co-morbid physical illness and disability require particular 

professional skills. Services need to be able to deal with the complex mix of social, 

psychological, physical and biological factors found in the elderly mentally ill. The WHO 

consensus statement on psychiatry for the elderly affirmed that assessments should be carried 

out in the patient‟s home (Wertheimer, 1997). Unlike many principles, this appears to be the 

reality in practice, with 9 out of 10 referrals seen at home rather than in out-patient clinics 

(Wattis, Wattis & Arie, 1981). CMHTs specializing in older people are an example of an 

integrated care approach. Palmer (1999) states there have been few studies on the 

effectiveness of these teams and the results are inconclusive and contradictory. One outcome 

suggested that there might be increased admission rates for those people living alone. An 

uncontrolled evaluation study by Hoskin, Coleman and McNeely (2005) evaluated the 

impact a CMHT had on carers and demonstrated that interventions provided by the CMHT 

positively impacted on the levels of carers strain. However, as this study lacked the presence 

of a 

comparative control group that limited the strength of the evidence in relation to the 

effectiveness provided in the study. This study does reinforce the important role carried out 

by practitioners in assessing complex behavioural, psycho-social and environmental changes 

during the assessment process and providing the necessary interventions.  

2.9 Community assessment and treatment services 

Banerjee (2001) identified that MHSOP has developed some of the most comprehensive and 

innovative examples of true multidisciplinary working within mental health services. 

Community teams vary from those consisting only of community mental health nurses 



 

- 12 - 

 

(CMHNs) with other professional input by internal referral, to those including the full-time 

involvement of other multidisciplinary professionals (Wattis, 1984; Rosenvinge, 1994). 

The traditional model of MHSOP service delivery combines assessment either at home 

following a GP request for a consultant domiciliary visit or more rarely in an out-patient 

clinic. Follow-up may then maybe by further consultant home visits, out-patient attendance 

or CMHN follow-up. Reynolds (2003) indicates out-patient assessment and follow-up may 

be particularly problematic in the older age population and many of these reasons are as 

follows.  It can be difficult to assess the person‟s real level of functioning without seeing 

them in their own home as many risks can be assessed within the home environment. Many 

patients may have difficulty or be unwilling to attend out-patient clinics due to a disability, 

level of cognitive impairment or lack of insight. Transporting a person with dementia to 

unfamiliar surroundings can often exacerbate their level of disorientation and behavioural 

disturbance and cause added stress to an already stressed carer. Access to accurate 

information from the patient and their carer(s) is vitally important to provide a 

comprehensive assessment of the patient‟s needs and situation.  

One indication of the reality of community assessment in MHSOP is given by the findings 

that less than 5% of admissions to in-patient beds 

were completed without prior community assessment (Wattis et al., 1981) and two thirds of 

new referrals to MHSOP result in community treatment rather than admission (Wattis, 

1988).  

2.10 Acute in-patient wards 

A unit for the in-patient assessment and treatment of people with functional or organic 

mental disorders who cannot be managed in the community is a central component of all 

MHSOP. In-patient units may be separated into organic and functional wards or they may be 

integrated. There is no evidence to support the effectiveness of either approach (Graham et 

al., 1988). However, there may be difficulties in identifying which form of a disorder an 

individual has on admission, and there is a substantial degree of co-morbidity of organic and 

functional disorder in older people (Graham et al., 1988). Additionally there may be 

particular concerns if the quality of care varies between the two units which may occur if 

there is a perceived difference in attractiveness of working with one group or the other. 

Within the MHSOP under investigation, there is no provision of a dedicated unit for either 

the functional or organic mental disorders. Beds can be borrowed from fellow Adult 

Consultant Psychiatrists when an older person requires hospital admission by the MHSOP‟s 

Consultant Psychiatrist in Old Age.  

The existing acute psychiatric in-patient unit in this rural HSE region is not conducive to 

nursing older adults‟ needs alongside younger adults needs as their needs are quite different. 

An older adults needs are often more complex regarding their physical, psychological and 
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social health. The physical environment of the acute inpatient unit is not homely or suitably 

equipped with disability facilities. The MHSOP try and treat the older person at home or 

within other appropriate community care facilities available as far as possible, such as a 

community care hospital or a private nursing home if funding is available from community 

care services or the family may pay privately.  

2.11 Continuing Care Beds 

The provision of continuing care or long-stay psychiatric places has undergone marked 

changes with the closure of the large psychiatric hospitals. Current psychiatric continuing 

care provision makes up only a tiny and diminishing proportion of all long-term care. 

Continuing care beds are provided in a variety of settings between the community care 

hospitals or in the community, alone or in collaborative ventures between the health service, 

housing associations and the voluntary sectors. HSE psychiatric continuing care is essentially 

provided only to those who cannot be placed elsewhere. This has resulted in only a small 

number of patients occupying beds in HSE psychiatric continuing care beds who by far are 

the most challenging of patients, requiring high levels of skilled psychiatric nursing staff 

(DoHC, 2006). 

2.12 Day Hospitals  

Day hospitals are an important element of community care for older people with mental 

health problems, and their contribution has been acknowledged as far back as the early 1970s 

in the UK (Finch, 2004). Day hospital treatment has an important part to play in the services 

for people with dementia. Its function is different from the local day centres as the activity 

tended to be organised primarily to meet the need for social care. Day hospitals are 

recognised as an alternative to permanent inpatient care and as a means to providing respite 

to carers. An adequate and well-organised transport system was seen as essential (Jolley & 

Arie, 1978). Although many services include high-cost MHSOP day hospitals, there is no 

good evidence to inform whether purchasing a day hospital is a reasonable use of scarce 

resources (Finch, 2004). 

The literature suggests there has been much debate about the effectiveness of day hospitals in 

MHSOP (Fasey, 1994). Hoe, Ashaye and Orrell (2005) suggests the day hospital has become 

the cornerstone in the delivery of mental healthcare for older people. Howard (1994) believes 

the day hospital offers immeasurable benefits from the 

monitoring of patients to providing a seamless pathway of care from community to hospital 

and back again. The debate remains unresolved as to the effectiveness of a day hospital.  

A review of the literature highlighted that some quantitative investigations of the benefits of 

day hospital attendance have indicated positive results, especially in early focused 

interventions for people with behavioural problems associated with dementia (Collier & 

Baldwin, 1999). There have been some quantitative studies which show promising results 
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(Corcoran, Guerandel & Wrigley, 1994; Kitchen et al., 2002). Indeed, Corcoran et al. (1994) 

comments that the quality literature concerning the evaluation of day care requires further 

studies which are reliable and valid to examine the benefits in more detail. 

2.13 Health Promotion  

Mental and physical health promotion needs to be targeted at all ages. Primary care offers a 

great opportunity to promote health with members of the PCT who are well placed to assess 

the effect of the environment of their patient‟s health (Cattan & White, 1998). Older people 

may be faced with difficult life changes such as bereavement, poor health, reduced income, 

loss of work related identity and reduced social opportunities. Strategies for promoting the 

mental health of older people need to address age discrimination, especially in relation to low 

expectations among health and other professionals. Under detection of mental illness in older 

people is widespread, due to the nature of the symptoms and the fact that many older people 

live alone (Northern Health and Social Services Board, 2007). 

 

Promoting mental health is as important in older people as in younger people and 

programmes aimed at increasing exercises, offering social support and opportunities for 

education and social pursuits were found to be valuable. 

 

Cattan (2002) conducted a systematic review of 22 studies examining the effectiveness of 

health promotion interventions to alleviate social isolation and loneliness among older 

people. The review concluded that group activities such as discussion and self-help groups, 

bereavement support and counselling were all effective. 

 

Key elements of suicide prevention include health maintenance and promotion, treatment of 

depression in primary care and screening for suicidal thinking coupled with direct prevention 

efforts. Where suicide is strongly related to untreated depression, specialist services can play 

a vital role in identifying and preventing suicide in older adults. In a long term trial amongst 

older people in Northern Italy, women in particular benefited from twice weekly telephone 

support and needs assessment combined with 24 hour emergency alarm service. The study 

resulted in significantly fewer suicide deaths among users (Tadros & Salib, 2007). Therefore 

health promotion must be central to MHSOP. Yet it is evident from working in the current 

climate that health promotion focuses on treatment although prevention is central to all 

health promotion activities. Thus all professionals must engage in continuing training and 

education in order to meet current demands. 

 

2.14 Training and Education  

 

Copty (2004) conducted a quantitative study in Ireland to determine the specific training 

undertaken by GPs in mental health. In the sample surveyed, 68% indicated they had no 

specific training in mental health. The remaining 32% had training consisting of between 
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three and nine months clinical placement and/or during their hospital rotation. This raises the 

issue of the appropriateness of the mental health training received by GPs. Much of this 

training occurs in specialist MHS, in psychiatric in-patient units and community-based 

mental health services. This type of psychiatric placement means that GPs often do not 

experience the type of mental health and social problems they will experience in primary 

care settings (DoHC, 2004). 

 

Seventy per cent of the GPs surveyed commented they were interested in further training in 

mental health. The lack of training in mental health may have implications for out of hours 

cover especially for example in the use of the Mental Health Act (2001) if it has not been 

frequently used by a GP.  

 

The Progress Report of the National Primary Care Steering Group (DoHC, 2004) made a 

number of recommendations and suggestions concerning training for professional involved 

in primary care such as training in mental health for GP trainees; continuing medical 

education training for GPs; training for mental health professionals on PCTs and training in 

mental health for all members of PCTs. 

 

One of the recommendations made in A Vision for Change (DoHC 2006:7.11) is for the 

education and training needs of GPs in mental health to be reviewed. This is one of the 

objectives of this study which is to identify GPs training needs in this area of mental health. 

Whilst there is a dearth of research exploring the mental health training which GP undertake, 

current strategies recommend that GPs‟ training needs to be reviewed. It is essential that GPs 

are adequately trained to meet patients‟ and carers‟ needs. 

 

2.15 Carers’ Needs/Expectations 

There is adequate empirical evidence to support the view that greater involvement of the 

service user is vital in shaping mental health services. It is only in recent times that providers 

have acknowledged the need to establish formal structures to ensure and sustain the 

involvement of service users in the planning and delivery of care. The Mental Health 

Commission Strategic Plan (DoHC, 2005) suggests that it is vital that we promote and 

provide an efficient, responsive, quality service to our customers using best practice and 

standards. User involvement should be encouraged and supported by local mental health 

services by setting up mechanisms to facilitate and obtain feedback.  

These emerging views highlight that the experiences of the service user and their carers need 

to be examined in order to fully understand their experiences and tailor services to meet the 

individual‟s need (Johansson & Eklund 2003). A study by Molyneux et al. (2005) identified 

a high degree of carer strain in carers of one hundred people referred to a MHSOP. Attree 

(2001) conducted a qualitative study focusing on patients‟ and relatives‟ experiences and 

perspectives of care. The findings indicate that good quality care was characterised as 
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individualised and patient focused whilst care that was routine and unrelated to need was 

experienced as unsatisfactory (Attree, 2001). 

2.16 Organisation of Primary Care in Ireland 

Primary care has been defined in the Primary Care Strategy (DoHC, 2001: 15) as “an 

approach to care that includes a range of services designed to keep people well, from 

promotion of health and screening for disease to assessment, diagnosis, treatment and 

rehabilitation as well as personal social services”. Primary care services are delivered by 

GPs, either working singly or in groups. General practice services are currently provided by 

independent practitioners. General practice in Ireland can be described as primarily a private 

sector activity (Saltman, Rico & Boerma, 2006). Many primary care services have already or 

will be undergoing change in their organisation and delivery in the coming years as 

recommended in the Primary Care Strategy (DoHC, 2001).  

2.17 Policy Context for establishing PCTs 

Currently in this rural HSE region under investigation there are three PCTs that have been 

established which is in keeping with the model proposed in the Primary Care Strategy 

(DoHC, 2001). This group of primary care providers came together to form an 

interdisciplinary team. Four further PCTs will be developed over the next few years in this 

region.  

The Primary Care Strategy (DoHC, 2001) and A Vision for Change Strategy (DoHC, 2006) 

advocate for improved integration between PCTs and specialist services such as the MHSOP. 

Close liaison with both the PCTs and the MHSOP will improve the integration of care.  

A quantitative study by Copty (2004) on mental health in primary care identifies the need for 

increased collaboration between GPs and MHS providers and how best this might be 

organised. The need for improved communication between the parties and the need to ensure 

continuity of care and coordination of care is outlined. It is proposed that a model of shared 

care bests meet the needs of both the PCT and the MHS providers (Copty, 2004).  

2.18 Role of Primary Care in managing mental health problems 

Primary Care is pivotal in meeting older people‟s needs. The majority of older people with 

mental health problems usually present themselves first to their GP (DoHC, 2006). PCTs 

have a key role in preserving and promoting good physical and mental health in older people 

by identifying problems arising from social isolation, unsatisfactory living conditions and 

physical health problems. A Vision for Change (DoHC, 2006) recommended PCTs should 

play a major role in the assessment and screening for mental illness in older people and 

should work in a coordinated and integrated manner with the MHSOP to provide high 

quality care that is home-based as far as possible. Mann (1999) highlights PCT as having a 

central role in the detection and management of depression and dementia in older people 

through increased opportunities for consultation and their long-term knowledge of the 
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patient. However the level of detection by non-specialist professionals was low with GPs 

aware of only half of their depressed patients (Crawford et al., 1998). Coyne and Katz (2001) 

suggest quite often the depression when diagnosed is not treated adequately. The Department 

of Health & Children (2001a) suggests that current provision of mental health education and 

training is inadequate in primary care. However the UK‟s National Service Framework for 

Older People (Department of Health UK, 2001c) strongly recommends that mental health 

workers have the responsibility for providing training and education for primary care staff. 

Mayall et al. (2004) devised and evaluated a training course for primary care professionals 

on how to treat depression. This programme of education was in keeping with national 

policies and the course was nationally accredited. The study purports significant changes in 

participants‟ knowledge and confidence although the sample size was small (n=52). The 

study used a self-selection recruitment process which contributed to the limitations. Also 

there was no factor analysis of the questionnaire that was used to evaluate the training which 

questions the reliability and validity of this measure. Therefore it is important that primary 

care staff receive education both formally and informally in order for appropriate detection 

and treatment to occur. MHSOP should be available to provide advice and provide 

information as needed by primary care staff. 

In the UK GPs were given a more prominent role through the government‟s legislation and 

guidance on community care at the end of the 1980s and 1990. Under their new contract, 

appointments were offered to visit patients aged 75 or over in their home environment, find 

out whether carers and relatives were available and to assess social, physical and mental 

well-being. GPs are under an obligation to refer on patients where there are problems 

needing specialist services, for example to be seen by a geriatrician, and also provide advice 

on local support services available. This framework of legislation provides potential for 

beneficial change especially in treating dementia and depression that are common in the 

older population. These are distressing illnesses for patients. This provided a strong 

argument for training and encouraging GPs to learn how to identify and manage these 

disorders (Jolley & Arie, 1992). Quite often GPs‟ attitudes towards depression have been 

found to impact on their detection and management of depression (Dorwick et al., 2000). 

However this did not create a flood of extra referrals to mental health services for older 

people. GPs often know their older patients very well although there are 

conflicting evaluations of how accurately they estimate mental well-being. Many older 

people with serious psychiatric disorders are not referred from primary to secondary 

resources and this may mean that they are denied the most effective treatments (Finch, 

2004). The need has been identified for specialist services with better resources to achieve 

closer relationships with primary care teams (Jolley & Arie, 1992).  

The National Service Framework (NSF) for Older People (Department of Health UK, 2001; 

Audit Commission, 2002) includes a section on mental health that provides health 

professionals with grounds for optimism as the NSF is evidence based requiring GPs to have 
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a protocol for treating patients with dementia and depression. If properly implemented and 

effectively monitored, this protocol should lead to more consistent identification and 

treatment of older people with these conditions by GPs. 

Over 1000 GPs (55% response rate) responded to a survey which formed part of a study by 

the Audit Commission of Mental Health Services for Older People in 12 areas of England 

and Wales (Audit Commission, 2000). Of these, only around one-half believed that it was 

important to look actively for early signs of dementia and to make an early diagnosis. Many 

of the others do not see the benefit of looking for treatment for an incurable condition even 

though carers could be helped by early advice. In contrast almost nine out of ten believe it 

was important to look for early signs of depression and to make a diagnosis. However, 

research shows that depression was often missed in general practice and usually not treated 

appropriately. The GPs who believe that local mental health services for older people are 

good are more likely to believe in the value of early diagnosis. In subsequent responses of 

8,051 GPs in 73 joint investments plan areas of England, less than two-thirds felt that an 

early diagnosis of dementia was important and the majority were not using assessment 

scales. In most areas fewer than half of GPs said they had received sufficient training to help 

them diagnose and manage dementia (Audit Commission, 2002).  

2.19 Conclusion 

Certainly there exists a body of empirical literature researching the effectiveness the MHSOP 

has on treating older people with mental health problems and supporting their carers/families 

within the community. The majority of studies have either been controlled trials, audits or 

surveys (Draper, 2000) to support the effectiveness of components of the MHSOP than other 

service types. Overall the majority of studies indicated that MHSOP had positive acute 

treatment outcomes, particularly in treating depression.  
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CHAPTER THREE 

METHODOLOGY 

 

3.1 Introduction 

This chapter endeavours to describe, clarify and justify the methodology employed to 

address the research questions, incorporating the philosophical framework, research design, 

instrument used, sample, data collection process and data analysis. Semi-structured 

interviews were conducted from a purposive sample to explore the perceptions of GPs‟ 

working in PCTs of the service provision by the MHSOP. The researcher anticipated that by 

targeting the primary users i.e. GPs of the service, the study would identify if the service was 

effective in meeting GPs‟ expectations.  

3.2 Research Aim and Objectives 

The aim of this research study was to conduct an exploratory study of GPs‟ perceptions of a 

MHSOP. The study specifically aimed to examine the following research objectives: 

 To identify GPs‟ expectations of the mental health service for older people.  

 To explore GPs‟ views of the service provided by mental health service for older 

people. 

 To ascertain GPs‟ level of knowledge of the management of older people with 

mental health problems. 

 To identify the changes that GPs‟ would recommend in the service delivered by the 

team.  

 

3.3 Philosophical Framework  

There are many types of qualitative research traditions that can be employed by a researcher:  

They all differ in their conceptualization of what questions are important to ask to understand 

human experiences (Parahoo, 1997). Ethnography provides a framework for studying the 

culture of a group of people (Polit et al., 2001: 213). In this matter ethnography is distinctive 

from phenomenology with its emphasis upon personal experiences and individual ascription 

of meanings to life (Price, 2004). Ethnography differs from grounded theory which explores 

the mechanisms of social interaction (Annelis, 1996). It is for this reason that the researcher 

employed an ethnography approach in order to explore the perceptions, expectations and 

experiences of GPs of the service provision by the MHSOP. 

A further reason why the researcher adopted this framework was to be able to acquire an 

emic perspective of GPs‟ perceptions, knowledge, expectations and experiences of the 
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MHSOP. The researcher‟s clinical experience in this field, her level of understanding and 

experience of the cultural group under investigation adds extensive weight to the 

methodology.  Ethnographic researchers often have to undertake extensive field work to 

learn about the cultural group under investigation (Polit et al., 2001). 

There is a dearth of current research exploring GPs‟ perceptions of MHSOP. According to 

Price (2004) qualitative research is appropriate when a new topic of study is under studied or 

requires a fresh viewpoint. The researcher was not undertaking an evaluation of the service 

but was interested in understanding how GPs manage this patient group at a primary care 

level and if the MHSOP was providing them with an effective service to manage their 

patients‟ care from their own perspectives. It was therefore necessary to employ ethnography 

interviews in this study as it allowed the researcher to explore GPs‟ experiences without pre-

judging what those experiences were. In this context the self-reporting of participants‟ 

perceptions and expectations of what they need and require from the MHSOP to deliver an 

effective service to their patients and carers can only be viewed as being positive and 

beneficial in an exploratory study of this nature (Price, 2004). 

 

3.4 Research Design 

The research design was influenced both by the research questions and the aim and 

objectives of the study (Cormack, 2000). For the purpose of this study the researcher chose a 

qualitative research design to explore the experiences and perceptions of GPs working within 

a primary care team. Qualitative research provides an opportunity for participants to express 

their views and experiences, providing insight into certain topics of which little is known and 

hence complementing quantitative research (Ryan, Coghlan & Cronin, 2007). In this case the 

researcher was interested in exploring the perceptions and expectations of GPs who have 

accessed and experienced the service provided by the MHSOP. Also qualitative research 

makes no effort to control extraneous variables, thus allowing all aspects of the problem to 

be explored (Field & Morse, 1985) which is an additional reason for using this approach. The 

emphasis is therefore on how people perceive and interpret the world (Polit & Hungler, 

1999). 

 

A qualitative method is associated with the human science paradigm concerned with the 

nature of meaning, the social world from which meaning is derived. When researching 

people‟s perceptions, expectations and views, a qualitative method best lends itself to 

exploring these concepts. It focuses on an individual‟s experiences and provides rich and 

detailed descriptions of unexplored phenomena (Morse, 1989) which are in keeping with the 

aim and objectives of this study. The researcher planned to make explicit the knowledge, 

meanings and perspectives known implicitly by GPs working in PCT which complies with 

Bassett (2004) findings. Qualitative research methods can be used to “provide policy makers 

and practitioners with a sound knowledge of the contexts for implementing new policies and 
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practices” and can be a “powerful tool in identifying such seen but unnoticed aspects of 

settings and interactions” (Fulop et al., 2001: 44).  

Qualitative techniques result in offering the researcher an opportunity to gain rich knowledge 

and an insight into complex issues often in the participants own environment (Holloway & 

Wheeler, 1996). Qualitative studies are not intended for generalisation to the wider 

populations (Polit, Beck & Hungler, 2001) as usually these type of findings are unable to be 

extended to wider GPs populations working in PCTs or private practices with the same 

degree of certainty that quantitative analysis can. This is because the findings of the research 

are not tested to discover whether they are statistically significant or due to chance. They are 

designed to increase the knowledge of the field under investigation (Burns & Grove, 2003). 

However the findings obtained may then be utilised to conduct a quantitative study in a 

larger population.  

3.5 Sampling Method 

In qualitative research, participants are usually recruited to a study because of their exposure 

to or their experience of the phenomenon in question (Ryan, Coghlan & Cronin, 2007). This 

type of sample tends to ensure richness in the data gathered and is known as purposive 

sampling (Fossey et al., 2002). For the purpose of this study, purposive sampling was 

selected to draw a sample of available GPs from the three PCTs in the rural HSE region. 

Participants were selected by non-random methods, which mean not every element of the 

population had an opportunity of being included in the sample. The main criticism of this 

type of sampling is that it increases the possibilities of samples that are not representative, 

although it has been widely used in nursing studies (Burns & Grove, 2003). 

Morse (1989) suggested that purposive samples are appropriate for qualitative studies to 

ensure that participants have appropriate knowledge and will be good informants for a study. 

Purposive sampling 

allows the researcher to purposefully seek those GPs who work in PCTs and who have 

availed of the MHSOP. Patton (2002: 169) highlights “the logic and power of purposeful 

sampling lies in selecting information-rich cases for studying in depth. Information-rich 

cases are those from which one can learn a great deal about the issues of central importance 

to the purpose of the research, thus the term purposeful sampling”. 

According to Fossey et al. (2002) qualitative samples are often small which is in keeping 

with the number of participants for this proposed study. This tends not to be a problem as the 

researcher was not attempting to generalise the findings (Parahoo, 1997). The main 

advantage was data gathered from the GPs built on the information from the previous 

participants and the accumulated data offered a significant depth of information to the 

phenomenon (Ryan et al., 2007).  
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A method of non-random sampling was applied to this study. Purposive sampling is a form 

of non-random sampling and this was chosen as the most beneficial and appropriate 

approach for this study. As Denscombe (2004:15) stated “it is applied to those situations 

where the researcher already knows something about the specific people or events and 

deliberately selects particular ones because they are seen as instances that are likely to 

produce the most valuable data”. This approach allowed the author to select individuals or 

groups that were able to contribute to the research question. It is for this reason that the 

participants selected were not representative of a wider population group. Participants were 

selected by the researcher who met the criteria for inclusion in the study. 

 

The purposive sample consisted of six GPs who worked in one of the three PCTs in a rural 

HSE region. The participants were selected non-randomly from the Department of Health 

and Children’s General Practitioners Census Index. Two further medical practitioners 

participated in the pilot study interviews. The GPs working in the PCTs in this region can 

refer patients to the MHSOP as needed.  

3.5.1 Inclusion and Exclusion Criteria 

The population sometimes referred to as the target population, is the entire set of individuals 

or elements that meet the sampling criteria (Burns & Grove, 1997). The accessible 

population chosen for this study refers to those individuals that conform to the eligibility 

criteria and that are accessible to the researcher as a pool of subjects for the study (Polit & 

Hungler, 1999). 

The ideal population was relatively easy to access through the GPs Index Census. The 

sample population was therefore drawn from a total of eighteen possible subjects who fitted 

the sampling criteria i.e. GPs working in PCTs in this rural HSE region with a minimum of 

two years post qualifying experience. 

The researcher excluded the GPs who worked in private practices in this rural HSE region 

from the sample as they did not work in a PCT setting which was under investigation. A total 

of 101 GPs were excluded as they did not work in PCTs. 

3.6 Gaining Access to the Sample 

Permission for this study was sought from Faculty of Health Sciences Research Ethics 

Committee, Trinity College Dublin who granted approval after the researcher made the 

necessary amendments to the participants‟ information sheet and the consent form as 

recommended by the committee (see Appendix 2). This process did delay the start of this 

exploratory study by one month. The researcher emailed the Director of Research for the 

Irish College of General Practitioners to notify them of the proposed study and to confirm if 

the researcher was required to apply for formal ethics approval to access the GPs. The 

Director of Research advised via email this was not required if an alternative ethics 

committee granted permission. Ethical approval was requested and granted by the Chairman 
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on behalf of the local Acute General Hospital Ethics Committee in this rural HSE region for 

the study (see Appendices 3 & 4). A letter along with a copy of the participants invite letter 

(see Appendix 9), information sheet (see Appendix 6) and consent form (see Appendix 7) 

was emailed to the Acting Director of Nursing for MHS and the PCT Coordinator for the 

region to inform them of the proposed study. The researcher wrote to each of the eighteen 

GPs working in one of the three PCTs, inviting them to participate in an interview (see 

Appendix 9), including an information sheet (see Appendix 6) 

3.7 Data Collection 

3.7.1 Interview Schedule  

The researcher used interviews which is the most common tool used in qualitative research 

for data collection. In-depth semi-structured interviews were conducted in order to collect the 

lived experiences of the participants through their own descriptions and points of views of 

the service provision by the MHSOP and then the interpretation of themes emerging from the 

data (Kvale, 1996).  

An interview schedule was developed to gather the required data and ensure that the 

appropriate topics were covered (see Appendix 10). The interview schedule was devised 

from the research questions and the literature review carried out in Chapter Two. 

On the basis of existing literature, the researcher designed an interview schedule to explore 

the expectations and experiences of GPs towards the service provision by the MHSOP. The 

format of the questions was to test the research questions. The researcher was keen to 

explore with the GPs if the MHSOP was communicating effectively with GPs on patients‟ 

care; the needs of GPs and if their needs were being met in line with their expectations of the 

service. These questions were devised to identify how the service contributed to improving 

links between the primary and secondary services as outlined by the Vision for Change 

Strategy (DoHC, 2006) and the Primary Care Strategy (DoHC, 2001a).  

3.7.2 Critique by a Panel of Experts 

Several points needed to be addressed prior to the pilot study and inviting respondents to take 

part in the study. Critical reviews of the interview schedule were sought in April 2008 from 

four medical experts: two GPs and two Consultant Psychiatrists in Old Age (see Appendix 

5). One of the GPs worked outside the rural HSE region under investigation and the other GP 

was involved in the regional steering group when the PCTs in this region were established 

and is currently the local research facilitator for the GPs‟ training scheme. A locum 

Consultant for Old Age Psychiatry with a wide clinical expertise and who is currently 

working with the Adult Mental Health Services in this rural HSE region provided 

constructive feedback on the interview schedule. The other Consultant in Old Age Psychiatry 

is presently working in the service.  This Consultant was asked to comment on the interview 

schedule due to his wealth of experience and knowledge within this field. The expert panel 
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were asked to critically evaluate the schedule. Parahoo (1997) highlights this will add to 

increasing the credibility and dependability of the tool. 

3.7.3 Pilot Study 

The function of the pilot study was to obtain information for improving the project or for 

assessing its feasibility (Polit & Hungler, 1999). A pilot study should be developed similarly 

to the proposed study using similar subjects, the same setting, same treatment and the same 

data collection and analysis techniques (Burns & Grove, 1997). 

The pilot study for this research was conducted in April 2008. The researcher carried out two 

pilot interviews after writing to the GPs enclosing an explanatory letter (see Appendix 8) 

stating that subjects were participating in a pilot interview as part of piloting the tool for the 

proposed study. 

 While the outcomes of both the expert panel and the pilot study were positive it did 

highlight some problems resulting in the need to make minor amendments to the interview 

schedule as follows: 

 The change in the wording in the prompts section of question 1, 4, and 6, from 

“treat” to “suggest management”; “overseas” to “abroad” and “training needs for 

specific primary care staff”. Also question 8 changed “within” to “with reference”. 

 Interview time should be reduced from 45 minutes to 30 minutes as GPs time 

schedules are busy and they may be more willing to participate if only half an hour. 

 To ensure the invite letter is one page only and keep information as brief as 

possible. 

 To shorten the information sheet and to sign the consent form at the time of 

interview as there is an overlap of the same information in both.  

3.7.4 Interview Process 

An interview was offered to all subjects working within PCTs and who had two years post 

qualifying experience and were therefore familiar with the service provided by the MHSOP. 

The participants were all registered General Practitioners under the General Medical Scheme 

(GMS). The research site is described by Polit and Hungler (1999: 45) as the overall location 

for the research study, i.e. where the data was collected. The sites selected were the 

individual GP‟s offices within their Primary Care Centre. Once agreement from a GP to 

participate in the study was received, the researcher arranged a suitable date and time 

convenient to him/her. Each interview lasted on average half hour as this was taking into 

consideration the participants‟ busy work schedules. This allowed adequate time to discuss 

questions set and not to take up too much of the participants‟ time. 
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An invite letter was posted to each participant (Appendix 9) along with an information leaflet 

(Appendix 6) about the study to the target population i.e. eighteen GPs. Interested 

participants were asked to either phone or email the researcher to arrange an interview or to 

ask any questions. Within the first week three GPs had contacted the researcher to arrange an 

interview date. After 7 days had lapsed, the researcher did a follow up telephone call with the 

practice managers of the three PCTs to enquire if any GPs in the practice were interested in 

taking part in the study.  Another week later a further telephone call was made to the practice 

mangers as some GPs had been on leave. Another three GPs arranged a date and time to take 

part in the study. Due to the small sample size, geographical location and fragmented hours 

of surgery which GPs work, arranging individual interviews convenient to each GP appeared 

to be the most suitable method of collecting the necessary data. Although a study by Hicks 

and Barker (1991) suggested postal questionnaires have shown to be an accurate method of 

obtaining GPs views about the quality of available secondary care, the researcher felt the 

chosen method was more apt for this particular study, as it was exploring GPs perceptions 

and experiences of the delivery of a secondary service. 

Question sequence is a potential source of error. The researcher was aware of the importance 

of sequencing the first question as simple, objective and interesting in an effort to relax and 

reassure the respondent. The sequence should move from topic to topic in a logical manner 

with all questions on one topic being completed before moving to the next (Cormack 2000). 

Open ended questions were asked to allow the participants to construct answers in the way 

that they found meaningful as described by Mishler (1986). Each interview on average was 

thirty minutes and was audio-recorded using a Dictaphone. The researcher transcribed each 

interview verbatim. A copy of each transcript was posted to each GP for their approval. A 

stamped addressed envelope was enclosed, allowing  

10 days for a GP to return if amendments were required before the researcher would 

commence the analysis stage. Data anonymisation procedures were used including the use of 

identity numbers for each participant and the removal of self identifying information from 

the transcripts. All verbatim quotations are referred by a field code which denotes the 

specific interviewee e.g. 12 is the field code on interviewee number 2. 

3.7.5 Data Analysis 

In qualitative research the process by which the data analysis is undertaken is fundamental to 

determining the credibility of the findings (Ryan et al., 2007). For the purpose of this study a 

thematic analysis framework was identified and was used to transform the data into themes 

that emerged as being important to the description of the phenomenon (Polit, Beck & 

Hungler, 2001). In this case it involved the analysis of the GPs‟ perceptions, expectations, 

experiences of the MHSOP and any areas identified for service improvement or GP training 

needs.  
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There were various thematic analysis frameworks suitable to pick from for example Colaizzi 

(1978), Burnard (1996), Miles and Huberman (1994). For this data analysis, the researcher 

chose King‟s (1998) thematic template approach to analysis the transcriptions. King (2007) 

describes template analysis as involving “the development of a coding “template”, which 

summarises themes identified by the researcher as important in a data set and organizes them 

in a meaningful and useful manner. Hierarchical coding is emphasised; that is to say broad 

themes encompass successively narrower, more specific ones”. Use of the template allowed 

the researcher to look at patterns of experiences across participants and also develop a priori 

themes following the pilot interviews. This approach involved seven steps which the 

researcher used to code and theme the data. The steps are discussed in detail in the next 

chapter to assist the reader through the journey of how the researcher sifted through the data 

to arrive at the final themes that emerged (Holloway & Wheeler, 1996) from this process.     

 

3.8 Rigour and Robustness 

Qualitative researchers are just as concerned as quantitative researchers with the quality of 

the data collection techniques used in research studies (Meadows, 2003). A common 

criticism of qualitative research is that it lacks scientific rigour, lacks reproducibility and 

generalilizability and is considered little more than a collection of anecdotes and personal 

impressions (Mays & Pope, 2000). Lincoln and Guba (1985) identified four alternative 

criteria that were more apt for assessing the trustworthiness of qualitative data as the 

conventional criteria, validity and reliability used in quantitative research were inappropriate. 

These are credibility, transferability, dependability and confirmability. 

In writing up this thesis the researcher ensured credibility was maintained by providing an in 

depth description of the methodology and thematic analysis between Chapters Three and 

Four (Polit et al., 2001; Cormack, 2000). Each participant received a copy of his/her 

transcript to view and amend accordingly with sufficient time allocated for participants to 

respond. The researcher‟s supervisor acted as a member checking to verify the analysis 

process conducted and the themes that emerged (Polit et al., 2001). 

Transferability was achieved by the researcher giving a comprehensive description of the 

sampling methods and processes employed and the rationale behind these decisions (Price, 

2004). The methods employed in this study could be transferred to other HSE regions that 

have a MHSOP with similar service provision to GPs in PCTs. 

Dependability of qualitative data refers to the stability of data over time and over conditions 

(Price, 2004). It might be said that dependability is to what reliability is in quantitative 

studies (Polit & Hungler 1997: 306). The research questions set were clear and appropriate 

for the chosen 

 research design which was an exploratory qualitative study. Data was collected from the 

specified group i.e. GPs working in a PCT in a rural HSE region.  
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Finally, confirmability was addressed by the researcher fully describing in detail the methods 

and procedures that the reader will be able to follow the sequence of how the data was 

collected, processed and findings reported (Miles & Huberman, 1994). The researcher feels 

she has documented the strategy employed in meeting the overall aim and objectives of this 

study to the best of her ability (Price, 2004). The researcher would like to acknowledge this 

was a challenging process on the basis she had no previous experience of conducting a 

qualitative study before.  

3.9 Ethical Consideration 

Fundamentally the biomedical ethical principles underpinning healthcare practice remain 

unchanged i.e. respect for autonomy, and the principles of doing no harm, doing good and 

acting justly (Beauchamp & Childress, 1994). The researcher was guided throughout this 

study by the three ethical principles as outlined by LoBiondo and Haber (2002: 267) as 

relevant to the conduct of research involving human subjects: the principles of respect for 

persons, beneficence and justice. 

The right to self determination is based on the ethical principal of respect for persons and 

indicates that humans are capable of controlling their own destiny (Burns & Grove, 2003: 

166). Obtaining informed consent from human subjects is essential for the conduct of ethical 

research (Burns & Grove, 1997: 209). Informing means transmission of essential ideas and 

consent from the researcher to the potential respondent. Consent on the other hand is the 

prospective respondent‟s agreement to participate in the study after assimilation of essential 

information. To protect the participants‟ right to self determination and to uphold participant 

autonomy a cover letter was attached to the information sheet. 

An information sheet was prepared outlining the purpose of the study and what participating 

in the individual interviews entailed (Appendix 6).  An invite letter was sent out to possible 

participants to invite them to take part in the study (Appendix 9). The letter emphasised that 

participation in the study was voluntary and informed the participants that the study was in 

part fulfilment of a Masters programme by the researcher. Participants were asked to sign a 

consent form prior to the interview commencing which stated on it the confidential nature of 

the study at that stage of the research study (Appendix 7). The consent form elicited their 

written consent.  GPs were informed that they were free to withdraw at any stage. It was the 

researcher who imparted the relevant information to the participants and was involved in the 

signing of the consent form. There was no monetary incentive for participation. 

The principle of beneficence is an obligation to do no harm and to maximise possible 

benefits (LoBiondo, 2002: 270). In relation to “no harm” it was not anticipated that 

participants were at risk of physical or psychological harm from the research study. However 

the interviews allowed for the participants to have an opportunity to ventilate any frustrations 

or anger towards the current service delivery by the team. Various potential benefits were 

envisaged as a result of the study;  
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Participants had an opportunity to participate in the research and the satisfaction of knowing 

that the information they provided may benefit themselves, their patients and the service. 

Participants had an opportunity to share their expectations, views and experiences on various 

aspects of the service provided in an anonymous way. Findings will inform and guide areas 

for improvements and future service developments, thus the potential to enhance the 

effectiveness of the service. 

The right to privacy is based on the ethical principal of justice which refers to treating people 

with respect. Based on the right to privacy, the subjects have the right to be assured 

anonymity and the right to assume that all data collected will be kept confidential (Burns & 

Grove, 2003: 172). It will be the researcher who will organise and facilitate the individual 

interviews. The information collected during the individual interviews will remain 

anonymous when transcribed and will be treated confidentially. None of the participants who 

took part in the study will be able to be identified in the final report. Each subject will be 

assigned a code number on completion of their interview protecting the anonymity of 

subjects. The researcher will be the only person who will have access to the data or be able to 

identify the participants who take part in the study.  

The researcher was cognisant of adhering to the principles of the Freedom of Information 

(FOI), (1997) and the amended FOI (2003) and the Data Protection Act (DPA), (1998) and 

the amended DPA (2003), in relation to this study and the information gathered. The FOI and 

DPA both state that all information provided in confidence will be exempt following the 

request for information pertaining to the study. As the participants in this study were assured 

of confidentiality and anonymity, any disclosure of information concerned would constitute a 

breach of confidence. The researcher gave an undertaking that no information shall be 

provided if any of the other participants or other person‟s request access, in writing or 

otherwise. The researcher acknowledged that all participants were asked to complete a 

consent form prior to taking part in an interview. Each participant received a letter 

(Appendix 14) with a copy of their transcript (see Appendix 11 for sample) to check their 

opinions were accurately recorded or if any amendments had to be made. Three of the GPs 

returned their transcripts with minor wording changes.  

The information obtained will remain solely with the HSE and will not be used for any other 

purpose than this study. An assigned identity code was generated for each participant to 

maintain confidentiality and manually applied by the researcher. The data stored on the 

researcher‟s computer was password protected. All the tapes and typed transcripts will be 

stored in a locked filing cabinet in the researcher‟s office for a 

period of five years from the time the study is completed. The information will be destroyed 

safely after the researcher has finished with the data. There were no ethical issues or physical 

health risks to participants taking part in this study. There was no direct material benefit to 

participants for taking part in the study. However the information they provided could form 
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the evidence base for areas for improvements and future developments of the service that 

may be more responsive to their needs and expectations for the benefit of the patients. 

3.10 Methodological Limitations 

There are a number of limitations identified from the methodological approaches chosen for 

this study. The sample size for this ethnography study was small having investigated the 

three PCTs and not the other private practices in the rural HSE region. However while the 

sample served the purpose of the study, it limits the generalisability to other GPs working in 

private practices within this rural HSE region and in other regions of the country. Despite 

this fact the six interviews did provide saturation of findings. The researcher acknowledged 

that other HSE regions do not have the MHSOP available that was explored in this study. 

Furthermore of those regions that do provide the service, they may do so with a different 

focus in the service provided than the one being explored in this rural HSE region. 

 

Due to the nature of the service provided the researcher decided not to explore the 

perceptions of the patients as it may have been too difficult to find a suitable sample and the 

time restraints to complete the study. The findings are limiting in relation to the effectiveness 

of the service on patients‟ care as these are the perceptions and views of the primary user of 

the service and not the impression of the actual patient. 

 

On reflection it would have been interesting to have held two separate focus groups, one with 

family carers and the other with service users who also access the MHSOP such as the 

community hospital staff, social workers and occupational therapists who work under 

community care services. This would have elicited more information and demonstrated a 

wider insight into the perceptions and experiences of other service users. 

 

Also the fact that the researcher was the Team Coordinator for the service may have affected 

the response rate of this specific sample group, as GPs can be a difficult sample to recruit for 

any research studies due to their busy schedules. The participation in this study may be as a 

result of a sense of gratitude to the service. Also the low levels of critical comments made by 

GPs were noteworthy, and it is possible that the participants may have felt more inclined to 

express dissatisfaction to an independent researcher. Despite this there were some negative 

issues raised by the GPs. 

 

3.11 Conclusion 

This chapter discussed the methodology processes and procedures used to investigate the 

aim, objectives and research questions set. The reasons for choosing an ethnography 

qualitative approach for this type of study were discussed. The sampling method was 

discussed, the tool development explored and the data collection methods described. Ethical 

issues were examined and the necessary steps to protect the rights of participants outlined. 
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Chapter Four will present the findings and analysis from this study using King‟s (1998) 

thematic analysis approach. This approach identified the main themes that emerged from the 

data.  
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CHAPTER FOUR 

FINDINGS/ANALYSIS 

 

4.1 Introduction 

This chapter describes the core of the research study outlining the use of interviews to 

determine GPs‟ perceptions of working in a PCT (n=6). The researcher articulates her 

rational for choosing King‟s data analysis tool for this research approach. An explanation of 

the individual steps undertaken during this process is provided with examples of how the 

data were managed resulting in a comprehensive coded and structured dataset for each 

theme.  

4.2 Interview Protocol 

A total of six semi-structured interviews were carried out. The sample comprised five males 

and one female. All of the participating GPs said they had 10 years or more experience in 

general practice in Ireland. One GP had over 30 years of experience, two GPs had twenty to 

twenty four years of experience and three GPs had ten to fifteen years of experience.  Only 

one GP had five years experience working in general practice in the UK but had limited 

experience of accessing a similar service there. All the GPs interviewed had accessed the 

service numerous times since it was set up 6 years ago. 

The interviews were carried out in each GP‟s own consulting room in their Primary Care 

Centre. This provided a safe, non-threatening environment and was fitted with suitable 

furniture. Audio recording equipment was provided by the researcher. The digital 

Dictaphone used was small and non intrusive. A convenient time was arranged to suit the 

participants. Information about the interview was provided to participants in advance. To 

create a relaxed atmosphere and form a rapport with the GPs, a brief discussion about the 

research study took place, allowing time for any questions before asking each participant to 

sign the consent form. The researcher commenced each interview by discussing the GP‟s 

years of experience working in primary care before commencing the interview schedule.   

Four of the six interviews took 30 minutes and the other two approximately 20 minutes. This 

was mainly because the GPs had scheduled the interview during surgery times. It was 

important to keep to the planned 30 minutes appointment. Two interviews lasted only 20 

minutes as these GPs were running behind the appointment time scheduled. The researcher 

did feel under pressure in trying to conduct these two interviews within the 20 minutes and 

complete the interview schedule as there were patients waiting to be seen. The GPs were 

thanked for their participation and informed that a copy of their transcript would be posted 

out to each of them to check if their perceptions and experiences were accurately recorded 

before the analysis stage. The GPs were asked to write any amendments on the transcript and 

return within 10 days in the stamped addressed envelope. Three GPs returned their 

transcripts with a few amendments mostly rewording sentences. 
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The researcher adjusted the ordering and depth of probing of individual questions in order to 

further investigate issues raised, but essentially the questions asked of each participant were 

the same. The GPs were engaged in a conversational style of questioning rather than rigidly 

asking each question. This style was adopted to encourage the GPs to articulate their 

perceptions and experiences of the MHSOP in their own words. The questioning 

predominately comprised of descriptive, structure, views and probing type questions. Each 

interview was transcribed from a tape within 3-5 days following the interview.  



 

- 33 - 

 

4.3 Data Analysis 

In qualitative research the process by which data analysis is undertaken is fundamental to 

determining the credibility of the findings (Ryan et al., 2007: 742). The process of analysing 

data in qualitative research takes many forms, but is essentially a procedure that involves 

interpreting the meaning of people‟s words and actions (Maykut & Morehouse, 2001). Polit 

and Hungler (2001: 382) outline four prototypical styles for analysing qualitative data. They 

include the following:- 

 

1) Quasi – statistical style which begins with a code-book of themes or words and 

that lends itself to basic descriptive statistical analysis. 

 

2) Template analysis style involving the development of an analysis guide used to 

sort data. 

 

3) Editing analysis style involving an interpretation of the data on which a 

categorisation scheme is based. 

 

4) Immersion/crystallization style involving the analyst‟s total immersion in and 

reflection of text materials. 

 

The researcher felt the use of a template was a more fluid and adaptable method of approach 

than the other prototypical styles mentioned above. A template was devised to which the data 

was applied.  The analysis of the resulting data once sorted according to the template was 

interpretative and not statistical. This type of style was justified as this was an ethnographic 

study to explore GPs‟ perceptions of the community MHSOP and the researcher attempted to 

develop a theory about the service under study. Also it is customary that researchers adopt 

this type of style whose research tradition is ethnography (Polit & Hungler, 1999).  

4.3.1 Overview of Analysis 

For the purpose of this study, the data were analysed thematically using King‟s (1998) 

template analysis approach to search for themes that emerged as being important to the 

description of the phenomenon (Daly, Kellehear & Gliksman, 1997). This analysis strategy 

comprised a set of processes that mapped and covered the seven steps prescribed by King 

(1998) for use in qualitative descriptive studies (refer to Chapter 3).  

The qualitative analysis process for this study was carried out manually. Although 

commercial software products were available for qualitative data analysis none were 

employed. The researcher utilized the functions within Microsoft Word to store the transcript 

documentation and devised templates to manage the datasets and assist in the analysis of 

data. This system allowed the researcher the freedom to manipulate easily the large datasets 

and cross check results and the datasets could easily be viewed when required.  
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4.3.2 Maintain Credibility  

The researcher acknowledges the close professional relationship that has been established in 

the immersion with the study participants. Denzin and Lincoln (2003) identify this 

acknowledgement as essential in relation to credibility in research. This is further discussed 

as a limitation of the study in Chapter Five.  

However the researcher concedes that the relationship has resulted in an in depth 

understanding of the culture, language and views of the group under study. Polit et al. (2001) 

highlight that this aspect is essential for building trust and rapport with the participants and is 

more likely that credible data will be produced. As already described in the question design 

and layout for the interview schedule, the researcher was conscious of phrasing questions in 

a neutral way so as to elicit credible truthful answers. The inclusion of the question which 

asked participants to comment on areas for improving the current service delivery further 

emphasized that the researcher was exploring the GPs‟ experiences of availing of the service 

and wished to identify the positive and the negative aspects of the service provided. Similarly 

focusing on the characteristics or aspects of the situation that were relevant to the phenomena 

being studied will result in credible data collection in a naturalistic manner (Bassett, 2004). 

In the context of the study, the issue of bias needs to be addressed in relation to prolonged 

engagement and persistent observation. Polit et al. (2001: 314) suggest peer debriefing 

should be carried out as a technique for establishing credibility in the research process and 

design. The researcher‟s supervisor acted as an external check for the researcher on the 

inquiry process. Several sessions were held to review and explore various aspects of the 

research process and design. This proved very helpful in exploring and testing some research 

questions and identifying ways to pursue the correct research process and design to answer 

these questions. The researcher‟s supervisor carried out member checks, informally and 

formally by providing feedback on the data analysis process. Participants were given the 

opportunity to validate and confirm their transcripts before analysing the data and this 

ensured that the reality of the GPs‟ experiences of the service provision was truthfully 

represented (Koch, 2006). 

4.3.3 King’s Template Technique 

As referred to in section 3.7.5, King‟s (1998) seven steps were used as a framework for the 

data analysis. The researcher conducted the analysis by carefully working through each step, 

developing a coded template that summarised themes identified by the researcher as 

important to the data set. The coding process included two distinct stages. The first stage 

involved developing initial codes which were based on a priori themes from the literature 

review, interview schedule and the researcher‟s experience. The three a priori themes 

identified were included to give a context for the research questions. The second stage 

involved taking these themes back to the raw transcript data and investigating each 

individually, attaching a code to the identified section or devising a new theme if no relevant 
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theme was available. After the initial coding was completed on all the transcripts themes 

were grouped into a smaller number of higher order codes which described broader themes 

in the data.  This resulted in a comprehensive coded dataset for each theme. 

The result was a coding, grouping and analysis strategy which comprised a set of processes 

that mapped and covered the seven steps prescribed by King‟s (1998) for qualitative 

descriptive research. This strategy struck a balance which maintained the richness of the data 

versus manageable dataset sizes thus ensuring the contextual meanings associated with the 

codes were kept separated. The coding processes allowed tentative themes to emerge and be 

identified. The final phase of the analysis contrasted, compared and collapsed datasets to 

identify the final set of themes. This strategy of analysis provided the inexperienced 

researcher with a framework to guide the interpretation of the data. 

The following Table 4.1 provides a summary of the mapping against the steps and the 

following sections provide detailed descriptions of each. 
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Table 4.1: King‟s Thematic Analysis Framework Mapped against the Coding and Analysis 

King’s (1998) 7-step template analysis 

technique  

Coding Steps, Grouping and 

Analysis 

1) Define a priori themes. Developed 

from Literature Review, Interview 

Schedule & Researcher Experience. 

Initial codes based on a priori themes tested 

before coding transcripts to see if suitable 

(Pilot interviews). 

2) Transcribe interviews. Full verbatim 

transcriptions of all interviews. Read 

through thoroughly. 

Immersed in data (Interview) & aided 

understanding of participant‟s accounts. 

3) Initial coding of data. Identified 

sections relevant to research questions. 

Codes attached if relevant to a priori 

themes. If not relevant, new themes 

devised. 

Identification of Relevant Sections  

Coding (Interview)  

4) Produce your template. All transcripts 

coded.  Themes grouped into smaller 

numbers of higher codes which 

described broader themes. 

Identification of important statements 

(Interview) 

5) Develop template by applying to full 

data set. Code all relevant segments. 

Merge groups into broader areas  

Final Themes (Entire Dataset) 

6) Final Template. To assist with 

interpreting and writing up findings. 

Final Themes (Entire Dataset) 

7) Quality Checks and reflexivity. 

Researcher‟s Supervisor confirmed key 

themes & codes. This is called a 

member check. 

Maintain an audit trail of analytical process 

(chapter write up). 

 

 

4.4 Application of King’s Template Analysis  

The coding, grouping and analysis were initially recorded on the transcript documentation, 

then transferred and stored in a template matrix for ease of comparison. These coding and 

analysis strategies were developed against the chosen methodological backdrop of King‟s 

(1998) thematic analysis described in Chapter 3. Each coding, grouping and analysis process 

was carefully mapped against one of the seven steps to ensure the process strategies 

appropriately covered the stated requirements by King (1998). 

 

4.4.1 Define A Priori Themes 

King (1998) advised to develop a priori themes if appropriate to the type of study under 

enquiry to assist in reducing the data quickly and efficiently. The researcher felt it was 
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relevant to establish a priori themes in this analysis as certain aspects of the phenomena 

under investigation in this exploratory study could be focused on. This was achieved by 

reflecting on the literature review, interview schedule and the researcher‟s own experience. 

This step seemed sensible and appropriate. Initial codes were based on a priori themes as 

follows: GPs‟ expectations of the service; their views of the team processes; their 

experiences of team and any training required and areas for service improvements. The first 

five codes were included to give a context for the research questions by gaining an 

understanding of the participants‟ expectations and experiences of the service provided, 

exploring if the GPs required any specific training in mental health and identifying areas for 

service improvement (see Table 4.2). 

Table 4.2: Development of A Priori Themes from Literature Review and Interview 

Schedule. 

INTERVIEW SCHEDULE QUESTIONS A PRIORI THEMES DEVELOPED 

1) Does the mental health service for older 

people currently meet your expectations?   

 

 Expectations and Service Delivery 

2) What is your understanding of the function 

of a mental health service for older people? 

 

 Views of Team Processes 

3) What are your views of the service 

provided by the mental health service for 

older people? 

 

 Experiences of Team 

4) Do you require any further training in the 

management of older people with mental 

health problems? 

 

 Training Requirements 

5) What changes do you feel (if any) could 

improve the current service delivery to your 

patients/carers and your needs? 

 

 Areas for Service Improvement 

 

4.4.2   Transcribe Interviews 

King (1998) highlights that template analysis does not require highly detailed transcription 

used in discourse analysis or conversation analysis but he does suggest full verbatim 

transcription with interjections, overlaps and paralinguistic aspects are necessary. This is to 

help obtain a clear understanding of participant‟s account. The researcher completed full 

verbatim transcriptions of each interview, therefore becoming fully familiar with the wide 

range of data obtained, gaining a detailed overview of the information gathered from 

interviewing the GPs (Ryan et al., 2007). The transcript of a typical interview is available in 

Appendix 11 and Table 4.3 below shows an example of a section of a transcript. Essentially, 

this involved considerable time by the researcher in immersing herself in the data: listening 

to audio-recordings and transcribing them (Polit et al., 2001). 
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Table 4.3: Example of a Section of a Transcript. 

Personal Log Transcript Analytical Log 

 MK: How many years have you 

worked in general practice? 

 

Good relaxing, 

open ended 

question to start 

interview with. 

GP11: 10 years here and 5 years before 

that in [Named Area] beyond my 

ordinary training years as well. 

15 years in total.  

 

Well experienced GP.  

 MK:  In your opinion do you feel the 

service is currently meeting your 

expectations? 

 

Note: This 

question is 

working well and 

should be asked 

in all interviews. 

GP11: Absolutely. My biggest concern 

is if the service becomes so swamped or 

under resourced that it would go 

backwards. I think, I would be very 

demanding to ask the team to take on 

more. It is answering what we need. 

 

Service meeting GPs 

expectations.  

 

Concerned service 

would not maintain 

meeting needs if too 

busy. Would actually 

expect more of service 

if it did. 

 MK: What are your views of the 

service provision currently provided 

by the team? 

 

Note: This 

question is 

working well and 

should be asked 

in all interviews. 

GP11: I am very pleased with it. It‟s 

extremely accessible and managed to 

keep its waiting lists down which are 

very important issues. Certainly the 

feedback from patients, which is most 

important, they find the visits absolutely 

fine. The feedback from families is 

equally so and there is nice eliminate of 

complete straight forward honesty and 

support around diagnosis. All those 

things are good. The community nurse 

eliminate of it is great. The fact that we 

have joint visits with the Consultant and 

the nurse are so wonderful that I‟m 

nearly afraid to mention it in case it 

would disappear. 

Positive feedback on 

service provision – 

access, no waiting 

lists. Patient‟s 

feedback they‟re 

satisfied with home 

visits.  

 

Joint visits with nurse 

& Consultant excellent 

– fear they may cease.            
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4.4.3 Initial coding of data 

This section provides a description of each of the initial coding and grouping processes 

utilised to generate the dataset from which the final three themes were identified. A number 

of coding methods, skills and techniques developed during the analysis testing phase of the 

two pilot transcripts were adapted and carried forward to this step.  

Initial coding was carried out on all the transcripts. This procedure was carried out by hand 

using paper-based transcript documents with a fluorescent marker. Each paper-based 

transcript was read and sections of the text which related to the theme under investigation 

were highlighted with marker. The themes were recorded in the margin of the transcript. A 

code was attached to the a priori themes that had been developed to identify different aspects 

associated with the theme under investigation. A preliminary set of codes were developed to 

identify different aspects associated with the theme under investigation. Initial codes 

included service delivery, referral process, accessibility, initial assessment, follow up, views 

on written reports, patient‟s feedback, communication, multidisciplinary staff, training needs, 

developing protocols, need for advanced specialist posts, knowledge of strategic documents, 

consultant ownership of dedicated dementia units and limited support services. Constant 

comparisons between transcript documents were made and codes were consolidated into 

broader themes.  
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Table 4.4: Example of a Section of Initial Coding of Transcript GP16. 

Broader themes were refined to embrace the entire set of transcripts. 

 

Expectations of 

service. 

 

M:  Does the mental health service for older people 

currently meet your expectations and your patients? 

GP16:  Yes it would, the team is there. 

GP16:   Referrals are responded to reasonably quickly if we 

are particular concerned. 

GP16:   I would like a bit more feedback, not in longer letters 

in fact the opposite shorter letters. 

GP16:   We have clinical meetings ourselves with our own 

PCT which involves the PHN, O/T and S/W that take place 

every Monday. It is quite short focused meeting and that 

would be a forum. 

GP16:   I think that we would welcome attendance 

occasionally… maybe not every Monday but to come and talk 

about problems briefly. 

GP16:  Obviously, there might be somebody who needs a 

longer discussion that might be a particular case conference or 

a longer meeting. 

GP16:  These are sharp and focused clinical meeting that fit in 

with the workload and for most of the members‟ day. It takes 

about 15minutes. 
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4.4.4 Produce template 

The initial template was developed after all preliminary coding was carried out on all 

transcripts in order to keep an open mind to the data and avoid presuppositions (King, 1998). 

Thus any themes and any associated codes were transferred to a template for further 

refinement. Hierarchical codes were identified which described broader themes from the 

data.  An example of a section of the initial template developed is seen in Table 4.5. 
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Table 4.5: Example of a Section of Initial Template Following Preliminary Coding of Transcripts. 

EXPECTATIONS OF 

SERVICE  

Satisfied with 1. Short w/lists 

  2. Accessibility 

  3. Open & honest 

 Dissatisfied with 1. Carers support not sufficient at times. 

  2. Shorter reports needed 

VIEWS OF TEAM 

PROCESSES 

Referral process 1. Confirm Diagnosis 

  2. Management Plan 

  3. Specialist opinion to ease access to support services  

  4. Confident when to use 

 Service criteria 1. GPs use their own clinical judgment 

  2. Not used-Feel competent & confident re clinical judgment 

EXPERIENCES OF TEAM Patient Feedback 1. Home visits valuable 

  2. Satisfied 

  3. Families content 

TRAINING NEEDS Attitude to training in MH issues 1. Updates medication management requested or protocols if possible. 

  2. Time restraints 
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  3. Not necessary 

  4. Training priorities 

 Limited availability of suitable courses  1. None locally 

  2. Time restraints 

AREAS FOR SERVICE 

DEVELOPMENT 

Support services limited 1. Lack of resources i.e. day care, home help, respite etc 

  2. Medical support adequate 

  3. Specialist assessment available 

  4. Insufficient financial support 
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4.4.5    Develop Template 

With the initial template developed, the researcher continued to sift and sort through the data 

by applying the template to each transcript in turn coding all relevant segments. 

Modifications were made as material was identified as being relevant to the research 

questions which the template did not adequately cover. It was clear that categories could be 

merged into broader areas. The codes on views of team processes and experiences of team 

were merged into perceptions and experiences of service delivery. Likewise the referral 

process, service criteria, team response, initial assessment and follow up by team codes were 

merged into a new operational processes code. An example of a section of developing a 

template is seen in Table 4.6 and see Appendix 12 for developing template. 
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Table 4.6: Example of a Section of Developing Template. 

Operational 

Processes 

 

 

 

 

 

 

 

 

Accessibility I have always found the service extremely open to 

referrals.  GP15 

 

I would find [Consultant‟s Name] very approachable. 

If I had an issue to sort out urgently, I have been able 

to ring [Consultant‟s Name] up and [Consultant‟s 

Name] would phone back and gives advice over the 

phone until [Consultant‟s Name] gets to see the person. 

GP14 

Operational 

Processes 

Prompt 

Response 

Generally, we find it‟s a prompt referral service that 

patients are seen promptly. GP15 

 

We get people seen reasonably promptly and 

appropriately.  GP16 

Training 

Needs 

Training 

undertaken 

on Mental 

Health 

Even if you have a background in having done geriatric 

medicine over the years GPs would need to consider 

up-dating their knowledge base. GP10 

 

GP Trainee Registers get the message with their 2 

weeks with [Consultant‟s Name] that‟s extremely 

effective. GP11  

 

Not a whole lot before I did my GP training. I spent 6 

months in psychiatry. GP13 

 

I did 3 months psychiatry as part of my basic training. 

GP14 

 

Six months psychiatry, which is 20yrs or more and it‟s 

done really in the day-to-day learning. GP16 

Training 

Needs 

 

Attitudes 

towards MH 

training 

I did get involved in a mental health certificate, which I 

did last year through the ICGP. It was distance learning 

but it led to about 8 workshops up in [Place Name]. 

GP10 

 

I would appreciate medication updates. GP11  

 

Other people working in the community. Don‟t forget 
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the home helps who are a fantastic resource and I think 

they get landed into complex situations. Same about 

Public Health Nurses bring them in and do training. 

GP11 

 

I am happy enough with what I have at a primary care 

level but it does no harm to have updates on 

management and drug effects. GP13 

 

 

4.4.6    Final template 

Having completed the coding of the initial data using the initial template, the researcher then 

went through each transcript in turn looking for any material that was not encompassed 

within the existing template. Attitudes to mental health and course availability were merged 

under the final codes that looked at training needs. (see Appendix 13 for Final Template). 

4.4.7    Quality checks and reflexivity 

Ryan et al. (2007) outline that qualitative researchers are often criticised for failing to 

address issues of validity and reliability in their studies. King (1998) highlights the reason for 

this is that many qualitative writers are not comfortable applying these concepts as they are 

essentially related to measurement. However various methods are suggested to ensure 

trustworthiness of the study. Crabtree and Miller (1999) maintain rigor in a qualitative study 

can be maintained if the reader compiles an audit trail of the analytical process. The 

researcher addressed this by providing a comprehensive description of the methodology (see 

Chapter 3) and the data analysis as detailed in this chapter.  

Crabtree and Miller (1999) support the notion of participants‟ review as a means of 

improving the rigor of the study. Each participant received a copy of their transcript with a 

stamped addressed envelope asking them to check that their perceptions and experiences had 

been recorded accurately prior to it being included for analysis. Three of the six GPs sent 

back their transcripts with minor changes mostly rephrasing a few points they made. 

Participants were reassured there would be total anonymity when the data would be 

presented. Identity numbers were applied for each participant and any self identifying 

information was removed from the transcripts to add to anonymity procedures. The purpose 

of the research was reinforced to each participant that it was not to judge their management 

abilities of this patient group but how to improve the collaboration between both services. 

Most importantly all participants were reminded that the real benefits to everyone would be 

in identifying the areas of the service that needed to be improved or further developed to 

ensure this patient group is receiving a high quality, effective service.   
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The concern of reflexivity was addressed by acknowledging and fully describing the way the 

researcher and the research process shaped the data collection (Mays & Pope, 2000). Equally 

the researcher was fully aware of her own assumptions about the phenomenon under 

investigation and did not to have let these assumptions influence the research questions or 

the interview schedule. The researcher worked in collaboration with all the participants to 

explore themes of their perceptions of the service provision and any suggestions for 

improvements to the service. 

4.5 Summary 

The following section provides a summary of the final description of themes that emerged 

from using King‟s (1998) thematic analysis framework. 

Below is Table 4.7 showing the themes that emerged from the data analysis: 

Table 4.7: Themes that Emerged from Data Analysis. 

BROAD THEMES 

 

SUB THEMES 

1) Expectations of Service. 

 

1.1 Understanding of MHSOP 

1.2 Knowledge of Strategic Documents  

1.3 Consultant Leadership  

 

2) Perceptions and experiences of 

service delivery. 

 

1.4 Operational processes 

1.5 Multidisciplinary Staff 

1.6 Interface with PCT 

1.7 Patients‟ feedback of MHSOP  

 

3) Areas for future service 

development 

 

1.1 Communication 

1.2 Training Needs 

1.3 Lack of support services 

1.4 Development of specialist posts  

 

 

4.6 Conclusion 

In this chapter the researcher presented the analysis and findings of the study. A detailed 

description has been provided of the analysis utilised to investigate the main themes and sub 

themes that emerged from using King‟s (1998) template approach. The three broad themes 

which were identified in this exploratory investigation were expectations of the service, 

perceptions and experiences of service delivery and areas for future service development, 

will be further discussed in the following chapter. 
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CHAPTER FIVE 

DISCUSSION OF FINDINGS 

 

5.1 Introduction 

In this chapter the findings are discussed with relevance to the main themes that emerged 

from the interviews of this study. These themes will be related to the literature reviewed in 

Chapter Two drawing on previous studies to discuss similarities or differences where 

appropriate. The main issues for discussion include the GPs‟ expectations and their 

perceptions and experiences of the service provided to older patients with mental health 

problems. Also areas for future service development and the perceived training needs 

identified by the GPs warrant discussion.  A detailed discussion will be provided about these 

main themes that emerged, relating these findings to the research objectives set in Chapter 

Three highlighting how these have been achieved. 

5.2 Expectations of MHSOP 

The majority of GPs expectations of the overall service provided by the MHSOP were 

positive. They felt their expectations of such a service were currently being met. As one 

participant summarised, “Yes it does very much so”. (GP10) It was apparent from the study 

findings that the service development has been welcomed by GPs as previously they had to 

manage this patient group themselves with only the assistance of public health nurses. The 

need for closer follow up of patients with dementia and general support to carers is 

highlighted due to the difficulties experienced in the caring role as articulated by one GP as 

being adequate. Likewise Williams (2000) concurs that GPs highlighted a strong need for 

family support by the MHSOP.  

With minimum staffing resources in the team and the geographical spread of the region, 

following interventions on a patient‟s problem, the patient is discharged back to their GP. 

Without this approach caseloads would become unmanageable for staff. If a patient and their 

carer(s) feel they do require longer follow up and this is justified by the key worker involved, 

the team will try and sustain this ongoing supportive input. The MHSOP referral criterion is 

to treat the behavioural and psychological problems caused by the dementia and then 

discharge patients back to the GP. The MHSOP has an open re-referral system in place to 

help carers with ease of access back to the team. One participant reiterated the importance of 

discharged patients re accessing the team.   

5.2.1 Understanding of MHSOP 

Participants had a clear understanding of the purpose and functioning of the service. They 

clearly articulated that they were aware of the criteria for referral to the team. One comment 

made by a GP about the service was that the MHSOP “assists GPs in dealing with what can 

be complex issues in the elderly group”. (GP15) Similarly Orrell, Hardy-Thompson and 
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Bergman (1992) investigated GPs‟ views about a MHSOP that operated a similar service 

model. The GPs reported that it worked effectively. It showed satisfaction correlated with the 

GPs‟ use of the service and the higher users were found to have higher expectations of the 

service. 

 

5.2.2 Knowledge and views of Strategic Documents 

Although there was an awareness of the policy A Vision for Change (DoHC, 2006), the 

majority of GPs did not know about the content and as one GP stated, “I don‟t know much 

about it.” (GP12) and one GP was not aware of it, “No, I am not”. (GP15) The current 

service model provided by the service is in keeping with the policy A Vision for Change 

(DoHC 2006) ethos for the development of a MHSOP and is in keeping with similar 

MHSOP nationally and internationally (WHO 1988). It was interesting to note one GP 

emphasised the service model delivered by the team as “a good service model for other 

secondary services to follow”. (GP11 ) 

5.2.3 Consultant Leadership of Dementia Units 

This was an area that was identified and may require further discussion between the various 

HSE services involved with older people and the GPs. It is recognised as a political issue 

regarding the clinical responsibility for dementia units under community care services and 

GPs having medical responsibility for patients. It was acknowledged that patients who need 

to be admitted to dedicated dementia units require intense care and treatment. These findings 

highlighted that with GPs having busy schedules it was felt the Consultant in Old Age 

Psychiatry should have clinical ownership and responsibility for these units. The medical 

input provided by the Consultant in Old Age Psychiatry was acknowledged as having made a 

great improvement in the care and treatment of patients in the dementia units along with 

providing support to nursing staff. A recommendation would be for a more collaborative 

approach between all parties such as the PCTs, Community Care Services, Public Health 

Nursing, Consultant Physicians and the MHSOP. There is a need to discuss the future 

professional and clinical leadership for such units under the HSE. 

5.3 Perceptions and experience of MHSOP 

The findings in relation to this research question did reflect positive perceptions and 

experiences of the overall service provision by the MHSOP. The operational processes by 

the service are important elements of the service delivery and GPs perceptions were that it 

was an effective service. 

5.3.1 Operational Processes  

Within the study, the GPs felt confident when to refer to the service and felt they were 

referring appropriately from a primary care level. They tended to refer when they queried an 

unusual presentation of memory loss or if a patient did not respond to their first line of 
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treatment for depression. A study by Akbari et al. (2005) concurred that if GPs are well 

supported in the primary care sector in terms of education, referral guidelines and access to 

senior colleagues, patients will be appropriately managed in primary care until the problem 

necessitates referral to secondary specialist services. The literature supports the findings 

from this study where GPs access secondary services they expect a diagnosis, results of any 

investigations and a suggested management plan (Orrell et al., 2000). Overall the GPs were 

satisfied with all of these areas. 

An equally important finding highlighted by three GPs was the need that GPs provide the 

necessary and relevant information on referrals to the MHSOP to increase the efficiency on 

both sides. Participants favoured the ease of access to the service. Even when referred 

outside the criteria, the team was found to be flexible and open to referrals made regarding 

patients under the age of 65 years whom the GP suspected was developing dementia. 

The findings indicate that participants were satisfied with the response rate by the service to 

assess patients. A study by Freeman and Peck (2006) showed that strong co-ordination and 

communication between service providers is essential to improve patient flow through the 

health system. Waiting times and receipt of assessments were reported to be excellent when 

they were received within 2 weeks compared to other secondary services of 4 weeks or more 

in the rural HSE region especially within the acute hospital system. A study by Dening 

(1992) suggests long waiting lists and poor referral processes lead to slow appointments and 

delays in reports which caused dissatisfaction in service users. 

From the findings it was clear that the majority of GPs felt the initial comprehensive 

assessment was extremely valuable with a detailed account of the patient‟s mental, physical 

and social functioning with a diagnosis and suggested management plan. However it was 

also mentioned by one participant that a shorter, less detailed assessment was all that was 

required. The literature suggests that detailed comprehensive assessments are holistic and an 

essential part of assessing an older person‟s needs (WHO, 1998). With this recommendation 

from WHO (1998) it would be unlikely that the MHSOP should condense the initial 

assessments when it is seen internationally as good practice. The structure of the report was 

highlighted as effective with the suggested management plan of 3-5 points and especially 

helpful when a GP is in the middle of a busy surgery. Overall the GPs were satisfied with the 

level of monitoring and review by the team but requested more frequent short review letters 

on patients. 

Participants acknowledged the limitations that travel and reduced staff resources have had on 

the MHSOP. The study highlighted more funding needs be allocated to community 

secondary services to maintain and develop good practices such as experienced by the 

MHSOP.  

 There were recommendations for changes in relation to the operational processes such as 

shorter assessments reports and more frequent concise review letters. This finding verified 
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that GPs prefer to receive frequent letters. They felt they do not receive enough written 

correspondence as often as they would have liked and this is an area that could be improved. 

This finding also verifies that the team‟s current set standard should continue to be met by 

the team of completing three monthly letters to GPs. It was unfortunate that a few GPs did 

not feel this standard had been fulfilled for them. 

5.3.2 Multidisciplinary Staff 

GPs expressed a clear satisfaction in relation to the health professionals that assessed the 

patient and the follow up management plan by the MHSOP. This relates to the GPs desire to 

have the patient‟s needs fully met. EQuiP recommended the importance of information 

sharing and good professional co-operation if the interface between services is to be 

satisfactory from the perspectives of providers and users (Kvamme, Olsen & Samuelson, 

2001).  

It was interesting to note the GPs were aware that the service was multidisciplinary but they 

only made reference to the Consultant Psychiatrist in Old Age, CMHNs and the secretaries‟ 

role throughout the interviews. Participants expressed appreciation of the approachability and 

professionalism of afore mentioned staff. The occupational therapist, social worker and 

psychologists on the team were not identified by the study participants, yet are vital members 

of the team. It has to be acknowledged the occupational therapist works on a part-time basis; 

the social worker covers the whole rural region as does the two part-time psychologists. 

These disciplines could if accessed appropriately assist GPs greatly in their work. This has 

significant implications for the Consultant in Old Age Psychiatry and the CMHNs who were 

clearly mentioned and referenced to several times by various GPs about the significance of 

the work they carry out. 

The GPs described an encouraging relationship with the MHSOP but it was interesting to 

find that it was only with reference to the Consultant, CMHNs and the secretaries. GPs found 

staff approachable, helpful and had received a good response to referrals sent to the team. It 

was remarkable to find a GP enquiring what professionals were on the team. This lack of 

information could impact on GPs not availing of the team efficiently. The MHSOP will need 

to develop and issue an organisation chart to inform GPs of the resources available. This 

issue needs to be addressed by the MHSOP and a recommendation is made in Chapter Six. 

One of the core benefits of the team were the home and joint assessments carried out by the 

team which was highly admired by the majority of participants. This finding supports the 

Audit Commission Report (2000) on one of its recommendations that home assessments by 

various disciplines working with older people with mental health problems have been 

endorsed as a sign of good practice. One participant strongly commended the Consultant for 

providing home visits to this patient group when required by describing it as “wonderful” 

and hoped this element would not be lost if the service became extremely busy. This issue 
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has caused much debate in the NHS over the years as there is a cost incurred for the 

Consultant‟s domiciliary visit which is not in place in Ireland (Finch, 2004). 

Ramsdell et al. (1989) investigated the number of new problems revealed by home 

assessments of 154 patients by a geriatric nurse specialist compared to the initial out-patient 

assessment of the same patient by a general physician. They found that home visits identified 

more problems than those identified in the outpatient assessment such as safety issues, 

problems that could have led to death or significant morbidity. This study provided the much 

needed evidence to justify the increasing enthusiasm for home assessments (Graham et al., 

1988). 

5.3.3 Staff Interface with Primary Care Teams  

The findings from a study by Kvamme et al. (2001) reiterated the importance placed by 

EQuiP on good working relationship across the primary and secondary care interface. GPs 

interviewed in this study confirmed they felt the service was approachable, helpful, flexible 

and extremely accessible. 

A quantitative study by Copty and Whitford (2004) stated that improvements in co-

ordination and communication with mental health services are vital for enhanced service 

delivery by establishing a model of shared care. In this regard the findings of this study are 

very encouraging because they offer some evidence that GPs acknowledge their role as 

gatekeepers to MHSOP. This is in line with one of the primary aims of the various strategies 

(DoHC, 2001a; DoHC, 2001b; DoHC, 2006) that primary and secondary care services work 

in collaboration together. This is in an effort to maximise service delivery to the service user. 

A finding that many of the GPs highlighted throughout the interviews was the value of close 

collaboration and effective communication between both services. Many GPs felt this was 

the key component to the successful interface between PCTs and MHSOP and is a necessity 

from both services to improve this area further. Communication can play a significant role in 

affecting the perceived responsiveness of secondary services and medical personnel to the 

overall service effectiveness and quality. 

A recommendation made by a GP to enhance the collaboration and communication further 

between both services was to invite team members who work in particular areas to attend 

PCT clinical meetings on a regular basis. This GP strongly believed, “more face-to-face 

encounters” are crucial through getting to know staff members in the various services and 

obtaining the relevant information. The Primary Care Strategy (DoHC, 2001a) described this 

type of working as the primary care network which could be adopted by the MHSOP to offer 

input and feedback on patients. 

One participant reiterated the recommendation of developing a referral protocol to include:  
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 “what work up does [Consultant Name] want before people are referred … 

if we had clear guidelines to follow”. (GP 16)  

This recommendation should prevent inappropriate referrals being sent to the team which 

can stretch staff resources with an increasing referral rate over the past couple of years. 

5.3.4 Patients’ feedback 

Although this research was not about exploring patients‟ experience of using the service, 

findings showed that GPs felt that patients are receptive to being referred to the MHSOP. 

However it is unfair to suggest that these findings are the exact perceptions and experiences 

of the patients if asked to comment on the impact the MHSOP has had on their quality of 

care.  

 

Justification in the literature suggests that patients do comment to their GPs about their 

experience with services and this gives validation for the use of GPs perceptions in terms of 

quality of care received by patients following input from services (Choyce and Maitra, 1996). 

 

There was an overall perception that patients and families were generally satisfied with the 

service provided and this is similar to findings reported by Brown, Challis & von Abendorff 

(1996) and Wattis (1980) whose studies showed patients and carers are generally very 

satisfied with the service provided by MHSOP. Only one GP reported feedback from a 

family who expected the service to have been involved for a longer period than it had.  

 

Several GPs provided positive feedback on particular cases where the situation had improved 

since the MHSOP became involved. Two particular GPs reported that they were dealing with 

recurrent crisis situations until the team became involved. The team‟s input resulted in the 

crisis‟ being diminished and these cases are now managed appropriately. 

 

“I got the team involved, two elderly patients… and with the team 

addressing the problems appropriately … the situation is working very well 

and has made a great difference to their lives. Whereas… before the team got 

involved in the care of this couple, there seemed to be a complete crisis 

situation”. (GP10) 

 

This finding suggests GPs are relieved at knowing the MHSOP a specialist service is 

available to provide the necessary skills and expertise in managing quite often complex 

cases in this age group effectively and is in the best interest of the patients and families. If 

the majority of the perceptions and experiences in this study are correct, these findings have 

implications for the HSE and validate the necessity to ensure this service is provided and 

resourced adequately according to A Vision For Change document (DoHC, 2006) in all 

HSE regions nationally, as there are still many regions that have not established this service 
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as identified in Chapter Two for example in Kerry, majority of Cork, Wicklow, Kildare, 

East Galway, Roscommon and North Tipperary. 

 

5.4 Areas for Future Service Development 

5.4.1 Views on Training Needs 

The study showed the majority of GPs felt confident in managing patients‟ needs at primary 

care level and it was only the complex cases they would refer to the MHSOP. It was 

interesting to find half of the GPs did not feel any further mental health training was 

necessary. Conversely Copty (2004) found in his study that GPs expressed a need for 

additional training in areas such as interviewing techniques, counselling skills and specific 

therapies, such as cognitive behaviour therapy. The Audit Commission report (2000) 

highlighted GPs felt inadequately trained to recognise or deal with dementia. The majority 

of GPs had between three to six months mental health training during their hospital rotation. 

Only one GP had specific training in mental health of older people. This finding was similar 

to Copty‟s and Whitford‟s (2004) mixed methods study of GPs in a region in Ireland, where 

they found 68% GPs had no specific training in mental health and 32% had training 

consisting of between three to nine month‟s clinical placement and/or during their hospital 

rotation. However there was much written in the literature to the contrary. There were some 

suggestions by GPs for protocols on medication management for antipsychotics and 

antidepressants but it was also acknowledged this would be an impossible task for the 

Consultant in Old Age Psychiatry to write protocols and to take clinical responsibility. 

 

It was interesting to find one particular GP was extremely enthusiastic about participating in 

the study due to the fact that he had a large over 65s caseload and  genuinely enjoyed this 

area of his work. His own personal view was that he would benefit from an update on 

mental health issues. The majority of other GPs did not feel the need to undertake further 

courses in mental health as they felt experienced and confident in dealing with these 

problems at a primary care level. One GP reiterated the need to educate other allied 

professionals such as the public health nurses and non-professional staff i.e. home helps 

who are an invaluable resource when caring for older people at home and often encounter 

very difficult situations. 

 

Other training needs identified by the GPs were managing mental health legislation, 

behavioural dementia protocols, regular medication updates and medical legal issues which 

were similar findings to a study by Williams (2000). The GPs did acknowledge they have 

severe time constraints to attend training for all areas of their practices. GPs identify their 

training needs through the GP training co-ordinators for this region. With A Vision for 

Change Policy (DoHC, 2006: 68) clearly stating GPs‟ education and training needs should 

be reviewed, it is evident from this study that the GPs have only identified a few topics for 

training updates in this area of practice. This may be because of time constraints and overall 
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they feel confident in treating and managing older people‟s mental health problems, 

contrary to what the literature reports (Copty, 2005; Copty & Whitford 2004; Williams, 

2000; Audit Commission, 2002). 

 

A recommendation from this finding is for further communication with the GP education 

facilitators to inform them of the training needs highlighted from this research study in 

order to generate discussion for meeting GPs‟ identified needs.  

 

The clinical placement offered by the service to GP trainees was recognised as being 

invaluable and feedback was extremely positive. Trainees gained a good insight into the 

needs of patients with mental health problems. Kvamme et al. (2001) highlighted that all 

postgraduate GP training programmes should include time in specialist practice gaining 

training and insight into possible organisational problems at the secondary care interface 

from the perspectives of both patients and providers. This finding confirms the need for the 

MHSOP to continue to offer a two weeks clinical placement to GP trainees. 

 

5.4.2 Lack of Support Services 

The findings recognised the parameters of the constraints that GPs and the MHSOP have to 

work within when patients and families needs are identified. Many of the GPs felt that 

despite availability of specialist services it is the lack of social care resources that is the 

difficulty in maintaining patients‟ safety at home, especially with dementia. Despite the 

various reports and strategies published since the 1980s, deficiencies in services for older 

people with dementia are well documented with little service improvement. O‟Shea and 

O‟Reilly (1999) highlighted that the lack of urgency in increasing support services would 

not be tolerated in any other areas of the health service. Unfortunately the resources are not 

available to meet the demands of this age group as one GP articulated:  

 

“It‟s accessing follow up that‟s the big problem such as support care, 

extra hours, home care packages that‟s the biggest problem”. (GP16) 

 

The study highlighted that within the region there is a lack of small purpose built facilities 

to provide 24 hours care for patients with dementia. Although this finding is not directly 

related to the service provision of the MHSOP, it does impact on the future management 

plan of patients if respite care or long term placements are required.  This is in keeping with 

recommendations in Irish policies and reports published over recent years (O‟Shea & 

O‟Reilly, 1999; Convery, 2001; O‟Shea, 2007). 
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5.4.3 Development of Specialist Posts 

The Primary Care Strategy (DoHC 2001) clearly identified the potential for an ANP in 

PCTs. It was interesting to gain an insight into the GPs understanding of the role of an 

advanced or specialist post if such a post was developed within the MHSOP. It was evident 

from the findings that GPs had some knowledge of specialist posts developed within nursing 

such as clinical nurse specialists and advanced nurse practitioners but they had no awareness 

of other disciplines developing advanced specialist posts. The GPs were indifferent in their 

opinions as to the need for advanced specialised posts within the MHSOP. As one GP 

remarked, “I will work with whomever, either doctor or nurse as long as they do what 

they‟re supposed to”.  

 

The MHSOP is in the process of identifying if there is a need within the region for an ANP 

in dementia who will work collaboratively across acute and community services. The 

development of an advanced post within the MHSOP is consistent with the ongoing 

reorientation of our national health system to a primary healthcare model formally initiated 

by the WHO through Alma Ata Declaration (1978) (cited in Graham et al., 1988). A primary 

focus of an ANP should centre upon educating PCTs on preventative care in terms of health 

screening, case findings and subsequent diagnostic practice (Richardson & Orrell, 2002). 

GPs ability to access an ANP in dementia as well as a Consultant in Old Age Psychiatry 

would only be an added benefit to them and their patients. It would make a significant 

difference not just in treating the illness but also in supporting people to care for themselves 

and their families, improving wellbeing, preventing illness and supporting those with 

complex problems, from a health and social well-being perspective.  

 

Research has highlighted that relationships with other staff groups and role clarity are 

important factors that facilitate the implementation of advanced nursing roles (Jones, 2005). 

The need to involve GPs working in PCTs in the development of an ANP in dementia is a 

crucial part of the consultation process. The researcher has addressed this issue in the 

recommendations section of Chapter Six. 

 

5.5 Conclusion 

From the findings, one can make the assumption that the GPs who access the MHSOP 

require a timely, professional and competent service. Although the findings suggest the 

MHSOP provides a good service overall there are areas that could be improved in order to 

fully meet the GPs expectations. The findings also indicate that participants perceived that 

the service provision by the MHSOP was effective, open and honest. It provides a good 

service model for community MDT working and is currently meeting the needs of the GPs 

which GPs have described as “invaluable”. In a similar aspect it can assumed that most 

patients‟ expectations of service delivery would be very similar to the GPs‟ expectations. 
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CHAPTER SIX 

CONCLUSION 

 

6.1 Overall Contributions to Literature 

There was a limited amount of literature on GPs‟ perceptions of the service provision of 

MHSOP within the Irish context. This exploratory study has identified the key components 

of a MHSOP service with what GPs perceived as being effective in the service delivery and 

what their experience has been from a valued secondary service. This exploration on GPs‟ 

perceptions of a MHSOP service six years after its initial introduction indicates that this 

service is meeting the needs of this patient group and has a positive effect on communication 

links between primary and community secondary services. There was evidence to suggest 

that the MHSOP has reached its overall aim of demonstrating the need for this specialist 

service. 

Perceptions, attitudes and experiences to the MHSOP amongst the local GPs working in a 

primary care setting were very positive. This study has also shown that the service has 

demonstrated many of the key recommendations from the National Mental Health 

Framework, A Vision for Change document (DoHC, 2006) since it was published. It is clear 

the service is providing an effective multidisciplinary community-based service which is 

relevant to the needs of the GPs. 

 

The study has provided some contextual details of the role and function of the MHSOP as 

outlined in the objectives of the study. It also described the challenges associated with 

service improvements. Some of the findings suggest that some of the operational processes 

within the service should be re examined. Examples of operational improvements would be 

shorter reports on patient‟s assessment, more regular written updates on patients with whom 

the service are involved especially if medication changes have been suggested and agreed 

upon by a GP. In order to improve collaboration between the team and GPs, the members 

should attend PCTs clinical meetings.  

Having undertaken this exploratory study at a well established stage of the service‟s 

development, a number of issues have become apparent. There is a wide variation in the role 

and functioning of the MHSOP compared to other adult CMHTs. These included the 

appointment of an experienced Consultant Psychiatrist in Old Age as clinical leader who 

understands the staffing requirements of the service and has a clear vision of how the service 

would function to meet the mental health needs of older people thus ensuring that a 

comprehensive service is delivered. The staff in the team has worked hard to ensure the 

success of the service. This may also be reflected by individual team members who have 

established close collaboration with GPs and earned respect through their professional 

practice and expertise. This MHSOP has provided a successful service model to drive the 

development of other community mental health services in this region as recommended in A 
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Vision for Change (DoHC, 2006). This is in keeping with the MHSOP adopting the widely 

accepted and supported model for best practice (Jolley & Arie1978; Graham et al., 1998). 

 

Effective communication and close collaboration is essential in achieving teamwork 

(Kvamme et al., 2001) and enhances the effectiveness between services. However the 

communication links cannot be the responsibility of one single individual but has to be 

evident from both services.  Optimal care for all patients must be the priority of the whole 

health care team. Close collaboration between primary care and the community services as 

an integrated system will enhance the provision of optimal care. The introduction of the 

MHSOP has been one attempt to bridge this gap. The MHSOP will continue to strive to 

provide a truly integrated service and build on the formalised links with primary care 

(DoHC, 2006). 

 

6.2 Limitations of Study 

The researcher would like to acknowledge that there are a number of limitations to this 

study.  

 As this study was implemented as a component of an academic programme, the scope of the 

research was limited by the time schedule.  As the researcher was also the team co-ordinator 

for the service and familiar to some of the population this may possibly have created bias. 

The study sample was chosen from the only three primary care centres established in this 

rural HSE region which limited the sample size obtained. This resulted in a small sample of 

six participants for this ethnography study. Whilst serving the purpose of this study it limits 

the generalisability to the exploratory findings to other MHSOP.  Despite the small sample 

size saturation of information was obtained. Also it is known from the literature that GPs are 

a difficult population to sample from as they work in the private sector and have very busy 

work schedules. Similarly participants may have utilised this occasion to seek clarification 

on information about the service and offer suggestions for improvements to the service. Also 

the level of critical comments made was noteworthy and it is possible that the participants 

may have felt more inclined to express dissatisfaction to an independent researcher who 

would not in any way jeopardise the service currently being received. 

 

Due to the restricted time constraints the researcher did not explore patients‟ perceptions of 

the MHSOP. The findings are limited in relation to the perceptions and experiences of the 

service on patients‟ care as these are the perceptions and experiences of the primary user of 

the MHSOP and not the impressions of the actual patients. 

 

6.3 Suggestions for further research 

This is the first piece of research carried out to explore GPs‟ working in 
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 PCTs perceptions of the service provision of a MHSOP in Ireland. It has provided very 

interesting and invaluable information which will influence future service development. It is 

recognised that the results of this study are limited to the perspective of six GPs in one small 

sector of this rural HSE region and it is debatable as to whether the results of this study can 

be applied to MHSOP in other areas. Further studies could use the findings of this qualitative 

study as a basis for further research to carry out an evaluation of the service quality to the 

wider population of GPs. 

 

A further recommendation would be to carry out a pre and post test on a pilot region that 

plans to introduce a MHSOP. A measurement tool could be used to establish the expectations 

of the primary user of the service prior to the provision of the service. This would also 

reinforce to senior management why such a service needs to be funded and developed 

throughout Ireland. Following the introduction of the service a post test could be carried out 

using the same tool to establish the perceptions of the service provided and comparisons 

made for conceptual significance. 

 

Although the GPs interviewed did provide rich data, the researcher recommends that it may 

have been of benefit to carry out a focus group of the other professional services that access 

the service, such as the local community hospitals, private nursing homes and other allied 

professionals such as public health nurses as part of the methodology design. The researcher 

would recommend a purposive, non probability, criteria based sample. 

 

6.4 Recommendations for Practice 

This study raised several issues that could be implemented to increase the effectiveness of 

the future development of the service: 

 

 A collaborative approach could be taken by all parties involved such as PCTs, 

community care services, public health nursing, Consultant Physicians and the MHSOP 

to discuss the future professional and clinical leadership for the dedicated dementia units 

under the remit of community care services for older people in this HSE region. 

 A need for the MHSOP to review the team‟s standards on written correspondence such 

as frequency of reports by team members to GPs.  

 The MHSOP should consider developing an organisational chart along with referral 

guidelines for GPs to prevent inappropriate referrals. 

 A need to further build on the interface links already established between PCTs and the 

MHSOP through closer collaboration and communication. The MHSOP to consider 

team members attending PCT clinical meetings once a month. 

 Training needs identified were medical legal issues, medication updates, behavioural 

protocols on dementia and managing mental health legislation. The training needs 

identified from these findings will be forwarded to the GPs training co-ordinators for 

this region. 
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 The findings identified a gap in GPs‟ knowledge in developing further specialist posts 

within this field such as ANPs. The MHSOP should invite a GP and the co-ordinator of 

the PCTs onto the consultation group for the development of an advanced an ANP in 

dementia when this is set up within the next month for the region. 
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APPENDIX TWO 

REQUEST LETTER TO LOCAL ETHICS LETTER 

 

  

MK/MK 

 

 

14th February 2008 

  

Mr X 

Chairman 

Ethics Committee 

[Hospital Name] General Hospital 

[City Name] 

[County Name] 

 

Title of Proposed Study: General Practitioners‟ working in Primary Care Teams perceptions 

of the Community Mental Health Team for Older People service provision in a rural Health 

Service Executive region. 

 

Dear Chairman, 

My name is Margaret Kerlin, a Team Coordinator working with the Mental Health Service 

for Older People. I am based at [Team Address]. I am currently completing my final year of 

an MSc in Health Services Management at Trinity College Dublin (TCD). As part of my 

studies, I am proposing to conduct a research project to investigate General Practitioner‟s 

(GPs) perceptions of the service provision of our service in the county. The proposed 

research sites are in the primary health care centres. 

I am writing to you to request for ethical approval to conduct this research project. The study 

has obtained ethical approval from the Ethics Committee of the Faculty for Health Sciences 

Research, Trinity College Dublin. This Ethics Committee have granted me the permission to 

make application to [Hospital Name] Ethics Committee for ethical approval. All GPs with a 

minimum of 2 years post experience will be invited to participate in this study which 

involves taking part in a structured interview for approximately forty-five minutes. 

Participation is voluntary and participants have the right to withdraw at anytime without 

penalty. The study procedures involve no foreseeable risk or harm to the participants and all 

information provided is confidential. Participant‟s anonymity is guaranteed. 
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Findings from this study will be published as part of a Masters Dissertation. It is also hoped 

that the results obtained will inform and guide future service developments and enhance the 

quality and standards of care delivered to people aged 65 and over who experience mental 

health problems in County [Name]. If you require any further information, please do not 

hesitate to contact me on 087 6182902. 

 

Yours sincerely, 

 

………………….. 

Margaret Kerlin  

MSc Student in Health Services Management 
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APPENDIX THREE 

EXAMPLE OF LETTER SENT TO EXPERT PANEL 

 

MK/MK 

 

 

18th March 2008  

  

 

Dr. X 

Locum Consultant Psychiatrist 

Acute Psychiatric Unit 

[Town Name] 

County [Name] 

 

 

RE: Qualitative Research study on General Practitioners‟ working in Primary Care 

Teams perceptions of the Community Mental Health Service for Older People 

service provision in a rural Health Service Executive region. 

 

Dear Dr. X, 

 

I am planning to undertake the above research study in an effort to improve the 

service provided by the mental health service for older people in [County Name]. 

With the development of primary health care teams locally, I feel it is timely for 

the service to try and engage General Practitioner‟s expectations for this type of 

service provision, in order for our service to plan for future needs of this patient 

group. 

 

I would be grateful if you can critically review the enclosed interview schedule that 

I plan to use for my study. I know you are an experienced Old Age Consultant 

Psychiatrist and I would greatly value your expert opinion and any feedback you 

may have. I have also enclosed the information sheet and consent form for your 

information. 

 

This study is part of a Masters in Health Service Management that I am currently 

undertaking at Trinity College Dublin.  

 

Ethical approval for this study has been sought and granted by the [Name] General 

Hospital Ethics Committee and the Ethics Committee of the Faculty for Health 

Sciences, Trinity College Dublin.  
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I do appreciate you have a busy workload.  I would like to thank you in advance for your time 
and support. 
 
 

Many thanks. 

 

Yours sincerely, 

 

 

………………….. 

Margaret Kerlin 

MSc Student in Health Services Management 
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APPENDIX FOUR 

INFORMATION SHEET 

 

Title of study 

 

General Practitioners‟ working in Primary Care Teams perceptions of the Community 

Mental Health Team for Older People service provision in a rural Health Service Executive 

region. 

 

Introduction  

 

The focus of this research study is on General Practitioners‟ working in primary care teams 

perceptions of the service provided by the community mental health team for older people 

within a region of the Health Service Executive West. With the development of the Primary 

Care Teams locally and nationally, it is a challenging time for service providers of mental 

health services to evaluate the way services are organised and delivered in order to meet the 

future needs of patients with mental health problems. 

 

Procedures 

 

The researcher intends to carry out a qualitative study utilising a semi-structured interview to 

assess GPs expectations of the service provided by the mental health service for older people 

in [County Name]. Each interview will take approximately thirty minutes. There are a total 

of twenty GPs working within the three established primary care teams in this particular 

region of the HSE [Area Name]. The researcher intends to interview six to eight GPs from 

this sample population. The aim of the interviews is to identify areas that could be changed 

to improve the current service delivery by the team and also to identify any education gaps 

that may exist within the GPs‟ practice in managing mental health problems for the older 

person. Should the research participants disclose any unprofessional practice during this 

study, it will be referred to the appropriate manager and investigated as necessary under the 

appropriate HSE Policy 

The Transformation programme 2007-2010 demands that we work together to ensure that 

service users will be able to easily access, as close to home as possible, a broad spectrum of 

care services through their local Primary Care Team. This clearly builds upon the momentum 

for change first introduced in the Primary Care Strategy (2001). The developments of 

Primary Care will be challenging and affect all services including mental health services, not 

only in what services do, but how services do things, how services work together and how 

services all commit to each other. 
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Benefits 

 

There is no direct material benefit for research participants.  However, the study represents 

an opportunity for participants to share their views and experiences that might form the basis 

for improving the interface between primary and secondary services and identify specific 

training needs for General Practitioners in treating older people with mental health problems. 

 

Risks 

 

This is not a clinical study and there are no physical risks associated with participation. 

 

Confidentiality 

 

All data collected will be kept by the researcher in a locked cabinet or a secured computer for 

five years and then destroyed.  Any data stored on the computer will be secure as access to 

the computer will be by password and only the researcher will know the password. Self-

identifying information from interview transcripts will be removed.  General Practitioners 

who participate in the study will be allocated a code number and this number will be used in 

all subsequent stored data records. The document, which details the code number for 

interview participants, will be stored separately from the interview transcripts for five years 

and then destroyed. Your identity will remain confidential. Your name will not be published 

and will not be disclosed to anyone outside the study group.  

 

Compensation 

 

This study is covered by standard institutional indemnity insurance. Nothing in this 

document restricts or curtails your rights. 

 

Voluntary Participation 

 

Your participation in this study is voluntary. If you decide not to participate, or if you 

withdraw, you will not be penalised and will not give up any benefits that you had before 

entering the study. Withdrawal of information provided post interview participation will not 

be possible after the data is codified. 
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Stopping the study 

 

The investigator may withdraw your participation in the study at any time without your 

consent. 

 

 

 

Permission 

 

This study has obtained ethical approval from [Name] General Hospital Ethics Committee 

and the Ethics Committee of the Faculty for Health Sciences Research, Trinity College 

Dublin. 

 

Further Information 

 

You can obtain more information or answers to any questions about this study, your 

participation in this study, and your rights from Ms. Margaret Kerlin who can be contacted 

by phone at 087 6182902 or e-mail to margaret.kerlin@hse.ie. If the researcher learns of 

important new information that might affect your desire to remain in the study, you will be 

informed at once. 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:margaret.kerlin@hse.ie
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APPENDIX FIVE 

INFORMED CONSENT FORM 

 

PROJECT TITLE: 

 

General Practitioners‟ working in Primary Care Teams perceptions of the Community 

Mental Health Team for Older People service provision in a rural Health Service Executive 

region. 

 

PRINCIPAL INVESTIGATOR: 

 

Margaret Kerlin 

 

BACKGROUND: 

 

The focus of this research study is on the General Practitioner‟s working in primary care 

teams‟ perceptions of the service delivered by the community mental health team for older 

people within a region of the Health Service Executive [Area Name]. With the development 

of the Primary Care Teams locally and nationally, it is a challenging time for service 

providers of mental health services to evaluate the way services are organised and delivered 

in order to meet the future needs of patients with mental health problems. The research 

objectives of this study are to identify GPs‟ expectations of the mental health service for 

older people, to explore GPs‟ views of the service provided by mental health service for 

older people, to ascertain GPs‟ level of knowledge of the management of older people with 

mental health problems and to identify the changes that GPs‟ would recommend in the 

service delivered by the team.  

 

This study involves a semi-structured interview with participants by agreeing a date, time 

and place of convenience to them. If participants agree it is anticipated that each interview 

will be audiotaped to facilitate systematic data analysis. Research participants will be given a 

copy of the interview transcript to check that their meanings and experiences have been 

accurately understood. Should the research participants disclose any unprofessional practice 

during this study, it will be referred to the appropriate manager and investigated as necessary 

under the appropriate HSE Policy. 

 

All the information collected during the interviews will be treated confidentially and kept in 

a locked cabinet. The data collected with remain solely with the researcher and will not be 

used for any other purpose than this study. No General Practitioner will be identified in the 

final report.  
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DECLARATION: 

 

I have read, or had read to me, the information leaflet for this project and I understand the 

contents.  I have had the opportunity to ask questions and all my questions have been 

answered to my satisfaction.  I freely and voluntarily agree to be part of this research study, 

though without prejudice to my legal and ethical rights.  I understand that I may withdraw 

from the study at any time and I have received a copy of this agreement. 

 

 

PARTICIPANT‟S NAME: ………………………………...... 

CONTACT DETAILS:    ………………………………............ 

PARTICIPANT‟S SIGNATURE: …………………………. 

DATE:  …………… 

 

 

 

Statement of investigator’s responsibility:  I have explained the nature of this research 

study, the procedures to be undertaken and any risks that may be involved.  I have offered to 

answer any questions and fully answered such questions.  I believe that the participant 

understands my explanation and has freely given informed consent. 

 

INVESTIGATOR‟S SIGNATURE:   ……………………….....          

DATE:   .....................  
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APPENDIX SIX 

PILOT PARTICIPANTS INVITE LETTER 

 

MK/MK 

 

 

6
th

 April 2008  

 

 

Dr. X 

Health Centre 

[Town Name] 

County [Name] 

 

 

Re: Qualitative Research Study - General Practitioners‟ working in Primary Care Teams 

perceptions, of the Community Mental Health Team for Older People service provision in a 

rural Health Service Executive region. 

 

Dear Dr. X, 

 

Further to my telephone conversation with you today, I would like to thank you for agreeing 

to take part in my pilot study to test my proposed interview schedule which I plan to use for 

collecting the data for the above study. I would appreciate at the end of the pilot interview 

that you would provide me with critical feedback regards the interview schedule in terms of 

the question design and the question schedule. I will amend accordingly. 

 

I hope this study will assist to improve the service delivery that our team currently provide to 

General Practitioners in [County Name] especially with the ongoing development of Primary 

Care Teams locally and nationally. 

 

I have received ethical approval from the local ethics committee in [Name] General Hospital 

and the Ethics Committee of the Faculty for Health Science Research, Trinity College 

Dublin. 

 

I have enclosed an information leaflet for your information that I plan to post out to 

participants with an invite letter. I also have a consent form that I will discuss with you on 

the day of the interview. 
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I would like to take this opportunity to thank you most sincerely for agreeing to pilot my tool 

especially with you busy workload. I will greatly value your expert opinion and any 

suggestions you have in relation to the proposed interview schedule  

 

Yours sincerely, 

 

 

……………….. 

Margaret Kerlin 

MSc Student in Health Services Management 
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APPENDIX SEVEN 

PARTICIPANTS INVITE LETTER 

 

MK/MK 

 

18th April 2008 

 

Dr. X 

Health Centre 

Town [Name] 

County [Name] 

 

 

RE: Qualitative Research study on General Practitioners‟ working in Primary Care Teams 

perceptions of the Community Mental Health Service for Older People service provision in a 

rural Health Service Executive region. 

 

Dear Dr. X, 

 

I am planning to undertake the above research study in an effort to improve the 

service provided by the mental health service for older people in [County Name]. I 

act as the Co-ordinator for the team and the service was set up approximately 6 

years ago in the county. With the development of primary health care teams 

locally, I feel it is timely for the service to try and engage General Practitioner‟s 

expectations for this type of service provision, in order for our service to plan for 

future needs of this patient group. 

 

This study is part of a Masters in Health Service Management that I am currently 

undertaking at Trinity College Dublin.  

 

I would be grateful if you could take a few minutes to read this letter and the 

enclosed information leaflet which sets out the aim, objectives and benefits of the 

study. If after reading the enclosed information leaflet, you are happy to 

participate, I would like to invite you to participate in a semi-structured interview. 

 

Participation in this study is completely voluntary and all data obtained will be 

treated confidentially. Your identity will remain anonymous when the findings are 

reported on. Ethical approval for this study has been sought and granted by the 

[Name] General Hospital Ethics Committee and the Ethics Committee of the 

Faculty for Health Sciences, Trinity College Dublin.  
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If you are interested in participating in this study or if you have any questions, 

please do not hesitate to contact me at 087 6182902 or email me at 

Margaret.Kerlin@hse.ie. 

 

Many thanks for your time. 

 

Yours sincerely, 

 

………………….. 

Margaret Kerlin 

MSc Student in Health Services Management 

 

mailto:Margaret.Kerlin@hse.ie
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APPENDIX EIGHT 

INTERVIEW SCHEDULE 

 

Semi-Structured questions to facilitate GPs interviews: 

1. What are your views of the service provided by the mental health service for older 

people? 

Prompts:  Assessment, diagnosis, suggested management plan, review, carers needs 

identified, health promotion activities. 

 

2. What is your understanding of the function of a mental health service for older 

people? 

Prompts:  Criteria for referral, MDT staff members, education and information on 

support services, correspondence on patients progress. 

 

3. Does the mental health service for older people currently meet your expectations?   
Prompts:  Follow up care, review plan by team, keeping you informed. 

 

4. What training have you received in mental health and specifically in mental health 

for older people? 

Prompts: Local or abroad, length, duration and recognised courses attended since post 

qualifying. 

 

5. Do you require any further training in the management of older people with 

mental health problems? 

Prompts: Mental Illnesses, diagnosis, treatment, support services available, special 

interests in mental health. 

 

6. What changes do you feel (if any) could improve the current service delivery to 

your patients/carers and your needs? 

Prompts: Length of letters received from team, training needs for specific primary care 

staff. 

 

7. Do you feel there is a need for specialist posts in this area? 

Prompts: Clinical Nurse Specialists, Advanced Nurse Practitioners, allied professional 

such as clinical psychologists, social workers, and occupational therapists. 

 

8. How can the interface between primary and secondary care be improved with 

reference to the mental health services for older people? 

Prompts: Attend clinical meetings in primary care teams for complex cases. 
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APPENDIX NINE 

INTERVIEW TRANSCRIPT 

 

Interview 16               Time lasted 23 minutes            M=Margaret and P=Participant. 

 

M:  Firstly, I would like to thank you for agreeing to part in this interview. 

You have signed the consent form. Do you have any questions before we start? 

P:  No. 

 

M:  How many years have you been practicing as a GP? 

P:  20 years. 

 

M:  Has that been in Ireland or outside. 

P:  A very short period in the North. 

 

M:  What are you views of the functions of a MHSOP? 

P:  I am reasonably happy with the way it‟s functioning at present, we get quite good support 

from the team. 

 

M:  Is the team currently meeting your expectations? 

P:  Yes it would, the team is there. Referrals are responded to reasonably quickly if we are 

particular concerned. I would like a bit more feedback, not in longer letters in fact the 

opposite shorter letters. We have clinical meetings ourselves here on a Monday with our own 

PCT which involves the PHN, O/T and S/W that take place every Monday it is quite short 

focused meeting and that would be a forum I think that we would welcome attendance at 

occasionally maybe not every Monday but to come and talk about problems briefly. 

Anybody who obviously needs longer discussion that might be a particular case conference 

or a longer meeting there is a focused, sharp clinical meeting that‟s fits in with the workload 

and the day for most of the members it takes about 15minutes. I think even informal 

attendance should be considered because you meet everybody and it may take several 

meeting before even a name would be mentioned but one of the beauties of it is, it is quite 

informal so the barriers in terms of referring for us for example referring to a PHN or O/T 

are absent. The problem with them is if they become too formalised, then they become 

structured. I don‟t know what day your team is in the [name area] whether, we should 

consider approaching you about that. Whatever you day is you would pop in for coffee 

regularly even if there is no one to discuss. 
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M:  Recently, we have had a few changes in the [Sector Name]area with the CMHN we 

currently have a new locum CMHN. That is something we could look at to consider. 

 

M:  Do you feel the referral process is meeting your needs regards access and 

appointments are timely? 

 

PAUSE – Another staff member entered room for one minute. Tape restarted. 

 

P:  I think we do – we get people seen reasonably promptly and appropriately. 

 

M:  Regarding the initial assessment – do you feel it is too lengthy although it is quite 

comprehensive? 

 

P:  I know you do your own assessment but I don‟t think we need that full report; we get 

three page letters back. I actual got one back from [Consultant‟s name] this week, half page 

which was brilliant, 2-3 things on it that we need to know. A lot of it I think we don‟t need to 

know. I think stuff just gets filed and obviously they are copies for your files, which are 

important. 

 

M:  [Consultant’s name] and team finds it’s beneficial when reviewing patients. I would 

say that was a review letter of a patient that you received that you just described. You 

feel a shorter initial assessment letter would be sufficient? 

 

P:  I think so what is relevant, what has changed socially, physically or psychotically from 

your point of view or what you need us to do regards follow up in terms of bloods etc. Half 

page is adequate. 

 

M:  Do you feel when there is a clear diagnosis and suggested management plan that 

that is useful? 

 

P:  Oh yes. We refer for two reasons. One is for a diagnosis that‟s unusual, as usually you 

have a fair idea, not just GPs, whoever refers, even the Public Health Nurses, what‟s wrong. 

It‟s what management plan is best here and its usually a management thing, putting things 

into place. Increasingly people access certain services like Alzheimer‟s society, so we end up 

referring people who really are borderline but we have to send them to a specialist service to 

get the letter to confirm they can tap into the Alzheimer‟s Society, so you are getting 

referrals which you wouldn‟t have got a few years ago that really you don‟t need to see apart 

from confirming the diagnosis. 
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M:  I didn’t think that was the situation that GP’s diagnosis was not being accepted by 

the Alzheimer’s Society. That’s new. 

 

P:  You let him know that. 

 

M:  We are a secondary service and GP’s are more than capable of diagnosing someone 

with dementia as Tom would say it’s impossible for him to diagnosis everyone and 

usually there is no need for him to see them all.  

 

P:  He is going to get overrun. 

 

M:  I didn’t know that, I must check up on that. 

 

M:  Regards diagnosing people with dementia or depression, you would deal with the 

patient initially yourself and then if there is still management problems then you would 

refer onto us? 

 

P:  Yes. 

 

M:  Have you undertaken any training specifically in mental health for older people? 

 

P:  Six months psychiatry, which is 20yrs or more. Also what is done on the day-to-day 

learning. 

 

M:  Do you feel a need for further training in this area? 

 

P:  Not really. I don‟t think so, its sounds a little bit arrogant, I don‟t mean it that way but 

there are so many things that if you were to do training for them, I don‟t think there is a need 

for a specialist. I am well aware of my limitations; I don‟t see a pressing need from where I 

sit. 

 

M:  Do you think protocols would be useful in your practice? 

 

P:  Yes, what work up does [Consultant‟s name] want before people are referred to team. I‟m 

sure a lot of that could be done if there were clear guidelines. The other thing is medication 

in the elderly; sedating medications and polypharmacy feedback on that is always useful. 
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M:  Do you see a need for further specialist posts within this area such as advanced 

nurse specialist specifically for example dementia? 

 

P:  I am not too sure... you will be more aware, as you are getting all the referrals in and your 

workload whether you are snowed under but I am happy with the service provided. I have no 

problem with it being delivered by nurse practitioners rather than doctors I don‟t have any 

hang-ups. I think it‟s quite specialised area and as you become more specialised its easy to 

protocol drive it. 

 

M:  Do you think there are any areas we could improve the current service provision? 

 

P:  Our major problems are when needs are identified and getting those needs looked after 

and most of it comes down to social care, day services that is where the problems are, not so 

much getting an opinion from specialist teams such as yourselves, of what is the problem and 

what needs to be done, its getting the support to implement it, its probably a bigger barrier 

for us. 

 

M:  That would also be a problem for ourselves when we are involved in cases. 

 

M:  Do you feel there has been an improvement since our team was established between 

the interface of primary and secondary care services? 

 

P:  Yes there is. I would be reasonably happy with it. There is a problem with placement in 

elderly people who are aggressive or wandering or who need constant supervision and 

placement obviously psychiatric patients are appropriately that one in St Joseph‟s and 

Woodville but that has improved in a lot over the past few years and even nursing homes 

placements are able to handle people they had difficulty with 5-10 yrs ago. Our psychiatric 

services generally and I know you only come under a portion of that are quite good. 

Community services are quite good but our secondary care problems lie more in the acute 

hospital. 

 

M:  Have you received any feedback from patients either positive or negative about the 

team? 

 

P:  There is a high awareness that there is a specialised service out there. Its accessing follow 

up that‟s the big problem, support care, extra hours, home care packages that‟s the biggest 

problem. 
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M:  Do you have any other questions or anything you would like to add? 

 

P:  No. 

 

Tape stopped then re-started with agreement. 

 

P:  It‟s not about longer letters; its relevant information and knowing the people you are 

dealing with that‟s why I would encourage more face-to-face encounters. That you know the 

GPs and nurses you are dealing with and you know everyone like information differently you 

get better feel and you get that‟s why I would like to see someone coming along to the 

meeting occasionally even once a month. 

 

There is probably no reason why the nurse in the area couldn‟t attend these meetings. 

Ideally you would be in the area on that day and some days you wouldn‟t get a chance I do 

think communication could be improved that way but in general getting people seen and 

making referrals its reasonable quick, they are seen within 3-4 weeks or if urgent seen 

sooner. 

 

M:  Have you noticed a difference since the team set up? 

 

P:  I think you need to think carefully when you talk about communication. For example 

what do you mean what is effective? What is good about building communications? What is 

beneficial for you as a team? What can we do to lessen workload of referrals towards you?  It 

is a two way thing. It‟s not just about long letters. They go into the system and they take 

weeks to be typed. Usually they are irrelevant when they come as medication was changed 

three weeks ago but people do phone and I am well aware of people phoning. We make a 

note of it but that comes down to the systems we have in place. How do you know if they are 

being implemented if you have never met the GP. Are they a paper practice or are they a 

computer practice; have they effective prescribing facilities. You will only get that from two 

way communication. 

 

Many thanks.  

[End of interview]. 
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APENDIX TEN 

DEVELOPING TEMPLATE 

 

  

INTRODUCTION  

GP 

Profile/Experience 

  

Use this part for intro - See initial template.  

  

Prior to Service 

being set up. 

It‟s a service that did not exist at all until Dr McBride and your team started, so basically we had to rely on our own very limited knowledge.GP1  

I suppose initially, before this we didn‟t really have anybody to refer to for an urgent assessment for an elderly patient with an acute psychiatric illness. The 

treatment we were offering beforehand was empirical, a lot of it trial and error based on our London expertise. We could have referred to the adult psychiatric 

services but then very long waiting lists, you had patients who would never attend the clinic due to either their physical disabilities they were never able to get 

to the clinic or their lack of motivation it was a waste of time referring them if they hadn‟t been out of the house for 10yrs wasn‟t going to go psychiatric out 

patients.GP1 

 

 Prior to your service, there wasn‟t a service as such. We in General Practice would deal with whatever problems would arise. There wasn‟t any structured 

service that would become involved with acute problems that would land on your doorstep. These would be associated with dementias, acute psychotic 

depression in the elderly and other acute problems developing in the elderly such as confusion or delirium becoming imposed on other background medical 

problems.  At times it was very difficult to manage in those days. Now it‟s developed a more structured course. GP 10 

THEME 1  

EXPECTATIONS, 

PERCEPTIONS & 

EXPERIENCES 

OF SERVICE 

 

Service Delivered From my point of view I think it‟s an excellent, well-organised, flexible, very responsible service and it‟s certainly greatly appreciated by patients, carers and 

me. GP2  
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the service you are providing is you are bringing specialist services into the community and you r doing that in cooperation with the primary care workers like 

myself and the practice nurses, PHNs etc and I actually think the service you provide is fine and also I think its a good model for other secondary services 

trying to do the same thing, I think you have the formula just about right.GP2 

 I am delighted with the service. It‟s seems a very accessible service. The waiting lists are short. The management plan seems very good in terms of follow up 

by the rest of the team. The team is very accessible if there are any problems, we only have to pick up the phone. It seem to be a comprehensive assessment of 

their medical and mental status and whatever practical needs they require. GP1 

 

 The community nurse elements of it is great, in some cases the nurse will do a home assessment, the nurse will go quite quickly and the fact that we have joint 

visits with the Consultant and the nurse are so wonderful that I‟m nearly afraid to mention it in case it would disappear.GP11 

Confidence in the team is very important to us.GP11 

It is lovely that the Consultant goes out to patient‟s homes and sees what is happening is just fantastic and essential.GP11 

I think the more community based your service can be, the more you can see people at home the better but it is so expensive. GP11 

 I am reasonably happy with the way it‟s functioning at present, we get quite good support from the team. GP16 

There is a high awareness that there is a specialised service out there. GP16 

 We have found improvements but again everyone appreciates at GP level even within the number of years I have been practicing in this area and I have seen 

various developments. The bar is raised without mentioning other particular services certainly the bar has been raised by your service. GP15 

  

Benefit of service The other thing is for us from time to time, we come across patients with more subtle psychiatric or psychological problems and its nice to get an expert opinion 

really with regard to what the diagnosis is and if they need treatment and what type of supports would be in place for them.GP1 

 First of all you are appropriately addressing difficult problems. It is my opinion that preventive medicine with appropriate management of problems and 

preventing hospital admissions in a lot of cases. If difficult problems can be managed appropriately that is going to help with the continuing care of our 

patients.GP10 
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 someone I am concerned with a premature dementia process and they maybe in their 60s and I don‟t want them seen somewhere else because the only person 

they are going to get a proper assessment is with him and he is very flexible about taking those patients.GP11 

 To be of assistance to GPs in dealing with what can be complex issues in the elderly group, particularly complex issues around deteriorating family functioning 

how that can impact on their mental well-being as well as from a purely cognitive point of view often these issues can impact on the family, it can be useful to 

have a service that we can refer to. GP15 

where you have a complex issue where maybe the person be not be able to be seen immediately, a call can reassure one they are on the appropriate management 

pathway and go back to the family and say you have discussed it with the Consultant or the team and we all agree this is the best way to proceed and you will 

be in X  weeks time but we are on a common agreement that is reassuring as with most management issues GP15 

I suppose having a dedicated consultant in a particular area, you know one generally receives a higher standard of service in that particular area GP15 

 

Referral Criteria My idea is where the person is experiencing difficulties of a psychiatric nature usually in an older person, to me it boils down to either dementia or depression 

where for some reason I can‟t manage it effectively myself with my own resources.GP2 

 I generally see exactly what‟s happening and when to refer but that‟s just experience. I think it is important that GPs know what information is required in the 

referral from your point of view. GP10 

 Criteria I use is my own criteria rather than the services. I‟m terrible sorry if I sound arrogant. I hope, I am not miss referring and I don‟t get that from the 

feedback that I am .GP11 

 I am happy with that.GP14 

 there can be delicate issues and sometimes you might run them through on a 1-1 basis and the service has been very open in terms of the approach of referrals 

GP15 

 We refer for two reasons. One is for a diagnosis that‟s unusual, as usually you have a fair idea, not just GPs, whoever refers, even the Public Health Nurses, 

what‟s wrong. It‟s what management plan is best here and its usually a management thing, putting things into place. GP16. 

 I just do the standard letter. All these boxed forms coming in. GP13 

Accessibility I have never been in a situation where I have had to contact any of your service and they haven‟t been contactable.GP1 
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 I am very pleased with it, extremely accessible, managed to keep its waiting lists downs which is very important as often the family tilt at a stage when things 

become a problem.GP11 

 I have always found the service extremely open to referrals GP15 

Generally we find it‟s a prompt referral service that patients are seen promptly. GP15 

 I think you are doing okay. I would find Dr McBride very approachable, if I had an issue to sort out urgently I have been able to ring up him up and he would 

phone back and he gives you advice over the phone until he gets to see the person. I have no issue with him. GP14 

 we get people seen reasonably promptly and appropriately GP16 

Team Response I don‟t have a problem from your team. One of the problems in the general hospital is the delay in getting the patient seen and getting a report. For the rest of 

the hospital, it is running about 3-4 weeks behind. . Your service seems to be running about a week with you. GP11 

 I think it is good. I would find Dr McBride and the team approachable if I had any particular problems I have been able to fax on letters or phone and I have 

received a good response. GP14 

 Many of the patients have ongoing management issues that as a GP you can ring the office and make contact on a personal level, I find that very helpful. The 

secretaries in your office are very helpful where you have issues that need to be decided quickly, they will fax out reports etc.GP15 

 if you have access to the more specialised service you will use that for your patients certainly we have found issues can be dealt with more comprehensive way 

in general the MHS do practice a very timely service and it is very much appreciated by GPs and by me personally. GP15 

 Referrals are responded to reasonably quickly if we are particular concerned. GP16 

 I would be reasonably happy with it. GP16 

 Generally out in a timely fashion for all doctors‟ paperwork can be the bain of our lives but that applies to everyone GP15 

Initial Assessment It goes into all aspects and background and it can be very interesting to read as I say if you are only looking at performa computer print, they are not flexible 

enough for what we need, its doesn‟t take long to read them and as I say you have a good insight into all aspects.GP1  

It guides us in terms of what treatment a patient should be on a psychotropic or an antidepressant or whatever, it crystallises what the diagnose is say they are 

diagnosed with depression it gives us the confidence to pursue treatment along those avenues then I say from the knowledge that there is backup to fall back 
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on.GP1 

the long letter are hard to beat as you get a feel for what the person is thinking and the background. It‟s difficult, I would be interested to see what some of my 

colleagues would say.GP1  

It goes into all aspects and background and it can be very interesting to read. It doesn‟t take long to read them and as I say you have a good insight into all 

aspects.GP1 

 That‟s fine and useful. Its usually clear as we are looking for bits of information and to get someone else views on it that is going to help us in future 

management.GP2 

 It is quite nice for me to have a comprehensive assessment that I can sit down and say that these are the features, there is the result part around short term 

memory, specific marker for  so and so and I can see the decision making process.GP11 

 

 No that‟s perfect. It‟s very comprehensive and that‟s good.GP14 

 These are complex issues, quite challenging for ourselves, one appreciates time has been taken to address these issues probably more thoroughly than you have 

oneself.GP15             Generally the comprehensive assessment come about right.GP15 

it does help having an independent assessment, it gives a full picture of investigation carried out by way of CT and diagnosis. and with that comes back the full 

package back - comprehensive assessment. GP15 

 

 I know you do your own assessment but I don‟t think we need that full report. We get 3 page letters back. GP16  

A lot of it I think we don‟t need to know. I think stuff just gets filed and obviously they are copies for your files, which are important. GP16 

Follow up by team Another aspect in a case like a person in a nursing home is it possible and I know its hard to predict what‟s going to happen over the next few days say if there 

was a management plan that you could say that we start Risperidol 0.5mgs but if needs be over the next week you can go up to 2mgs or something like that. I 

don‟t know or that type of thing, aye. GP1  
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I must say I am very satisfied with the level of follow up you know. I can‟t fault it similarly I can‟t think of any negative comments about keeping us informed 

when we are kept very informed.GP1 

 At times we reflect on the follow up of cases and what is happening with that particular patient at any particular time. When the team does get involved with 

one of our patients, generally communication is quite good but this is something we both need to keep on top off. That could be improved a little bit. You might 

find if I took a particular case for instance, I will find follow up letters in the records. On other occasions when the team gets involved in the management, there 

may be little written correspondence with one of our patients, generally communication is quite good but this is something we both need to keep on top 

off.GP10 

 I think the level of watching particularly by the team is appropriate. GP11  

I think at some stage we need to get a single comprehensive report, the follow ups can perhaps be a lot shorter. The other thing is the structure of the report is 

fine, it end with 3-5 points, if I‟m having  a bad day I can quickly see what we are at. 

 I actual got one back from Tom this week, half page which was brilliant, 2-3 things on it that we need to know. GP16 

 I suppose support for carers through regular follow up for them. I imagine maybe regular call up once a month or if there is no ongoing problem, to leave it 

open for the carers to contact the team directly if there is another problem instead of coming through us again but I assume you maybe do that anyway. I think it 

is a better way to manage it rather than have patients to come back into us to tell the story then we have to relay it GP14 

Feedback on team 

involvement. 

For instance I had a difficult home situation in my home area. When I got the team involved two elderly patients, one lady with behavioural problems 

associated with underlying dementia and her daughter fully looking after her. Her husband also was difficult and problematic. With the team involved in 

addressing appropriately the problems endeavouring to control the behavioural problems with appropriate medications.  The situation worked very well and has 

made and is making a great difference to their lives and I have seen the difference overall in both the continuity of care and the patients well being. Whereas 

before the team got involved in the care of this couple, there seemed to be a complete crisis situation. Of course it leads to less chance of hospitalisation. GP10 

 Certainly the feedback from patients, which is most important, they find the visits absolutely fine. The feedback from families is equally so and there is nice 
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element of complete straightforward honesty and support around diagnosis. All those things are good. GP11 

 

 Generally it‟s all been positive and you are dealing with sensitive issues the feedback has been positive both from a team level and throughout the service. 

GP15 

 No, I don‟t recall. Sometimes, we would just get phone calls from the community nurse. Since I have got in contact again that has all happened since. It may 

have been either a miss communication or something prior to that that. I‟m not sure where the fall down was. GP14 

THEME 2  

TRAINING AND 

KNOWLEDGE IN 

MENTAL 

HEALTH: 

 

GP expertise and 

confidence 

You see there‟s times some of your team goes out and suggest a minor adjustment to medication and really in fairness, we could have possibly done that 

ourselves if we had the expertise to do that. GP1 

 I did 3 months as house job in Psychogeriatrics  with a fairly well thought of Geriatrician in Britain. GP11 

  

Workload priorities It formed such a huge part of general practice and it‟s the most demanding and complex part of general practice and the most complex part as well as your 

dealing with people with long lists of medications and most have picked a number of pathologies by that stage, its interesting from the point of view that you 

are not dealing with one illness in isolation but generally four or five other problems, it can maybe be a bit too challenging at times (laugh).  

 In addition there are a lot of particular complex problems that you come up against in primary care and if you don‟t have a background in geriatric medicine 

these can be challenging.GP10 

  

Attitudes towards 

MH training  

I haven‟t done any specific training in mental health I suppose like most of us I did 6months as a psychiatric registrar. I worked in geriatrics and done the 

examination - Diploma in medicine for the elderly, that‟s a good few years ago. I haven‟t done any specific training specifically in mental health for older 

people. GP 1 
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 Well again that‟s basically, I done a little bit in my under graduate years and a little bit in formal GP training and then we go to ICME and then I did a diploma 

in therapeutics a couple of years ago so it was elements that would have been touched on then. Consultant [name] for example gave a talk and then it was just 

reading journals for example on an ongoing basis. That‟s how you try and keep in touch. GP 2  

obviously if there is some snippet of information that you feel we should know, you could send via email or by post it fine.GP2 

 Even if you have a background in having done geriatric medicine over the years GPs would need to consider up-dating their knowledge base.GP10 

 GP Trainee Registers get the message with their 2 weeks with Tom that‟s extremely effective. GP11, it feeds back over time they are going to be GPs in the  

future and your gradually getting them out into the community. GP12 

 

 Not a whole lot before I did my GP training. I spent 6 months in psychiatry. GP13 

I am medical officer for the community hospital here and i would have worked in geriatrics as part of my hospital training but no specific mental health training 

for elderly.GP13 

 I did 3 months psychiatry as part of my basic training. GP14 

 Six months psychiatry, which is 20yrs or more and its done really in the day-to-day learning. GP16 

Training needs  The precise training needs, I would not be too sure off GP1 

Possibly a brief run down on the role of different tranquillisers or antipsychotics the dosages maybe, what‟s the difference of dosage or when you start someone 

on Risperidol or Zyprexia, you know, we probably tentatively do occasionally have to start someone on Risperidol but you don‟t be too confident but if you 

knew what exactly to prescribe if we knew that secret then we could deal with a lot of the acute if we had more knowledge about the workings or prescribing 

and titration for the likes of Risperidol and Zyprexia. GP1  

Our knowledge probably does need updated as we have all been a long time out of the hospital you know how you do that it‟s a debateable one! 
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 I did get involved in a mental health certificate, which I did last year through the ICGP. It was distance learning but it led to about 8 workshops up in 

Dublin.GP10 

I was stimulated to get involved in mental health certificate course mainly because of my involvement with the likes of Brentwood Nursing Home dealing with 

the newer neuroleptic drugs and dealing with the number of different dementia problems which came under my care.GP10 

 

 I would appreciate medication updates. GP11  

other people working in the community, don‟t forget the home helps who are a fantastic resource and I think they get landed into complex situations. Same 

about Public Health Nurses bring them in and do training.GP11 

 

 I am happy enough with what I have at a primary care level but it does no harm to have updates on management and drug effects.GP13 

Not really. I don‟t think so. Its sounds a little bit arrogant, I don‟t mean it that way but there are so many things that if you were to do training for them all, I 

don‟t think there is a need for a specialist GP.  I am well aware of my limitations. I don‟t see a pressing need from where I sit.GP16 

Time constraints For training specialist it‟s very difficult, ah you‟d had, there are places like ICGP meetings which are held three to four a year GP2 

 and I suppose we are hindered by huge time constraints.GP 1 

 I suppose there are a lot of demands on our time in terms of up skilling and maintaining our skills which we try to do. I think the best way is through getting off 

for specific day which can be difficult but we do it. GP15 

GPs areas of 

concern 

My biggest concern is if the service becomes so swamped or under resourced that it would go backwards I think I would be very demanding to ask the team to 

take on more. It is answering what we need.GP11 

  

Awareness of 

Strategic 

Documents 

VOC - No I am not. I think when the community mental health teams came in we generally had meeting with the CMHNs and Dr Sharkey in 2005, which was 

about introducing the whole idea of CMHTs.  GP2 
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 But If the HSE wanted to richly resource somewhere and put in a community effort, you are one of the places that ought to have community service, and hours 

be increased and staff increased as you cannot see that many people at home. GP11 

 I have heard of it but I don‟t know much about it I don‟t pay much attention to grand strategies because I m very sceptical about the willingness of the dept of 

health to fund change and existing structures at the minute. Primary care strategy/teams is a bit of joke – they are unwilling to put in the infrastructures. GP13 

First thing we asked where they going to build a new health centre so all these people could work from them, the answer was no, I‟m a bit sceptical, they had 

the strategy but not the money to fund it.  It‟s all fantasy stuff really. Somebody up there has great ideas but doesn‟t any have the willingness to implement it. It 

doesnt‟t take a  huge effort in the department of health, thinking they are running out all these PCTs yet they want to privatise everything at the same time. 

They are going to crash the whole damn thing if they aren‟t careful 

Developing 

Specialist Posts in 

Area 

I suppose you have CNS don‟t you. ANP – do you have those? What exactly does an advanced ANP do? GP1 

 

 The thing that springs to mind when you mentioned that its all very well to give somebody a post and tell them to go and do that but if they don‟t have the 

backup services that they can access behind them they can make a recommendation and if the recommending service doesn‟t resist what‟s the point so its not 

enough just to have an Advanced Nurse Practitioner. There has to be something available that they can offer the service and that they can then offer it to 

somebody.GP2 

If we set a higher ground and if they were able to improve our level of awareness in providing a service to the people but that probable be the limit that we 

could do GP2 

 I suppose. You mentioned CBT, I wouldn‟t have thought CBT as they work better for younger people. I get the impression as you get older you are not open to 

change and therapy. Maybe, I‟m not sure? GP13 

 

 I am familiar with specialist posts in diabetes etc. I would imagine they would benefit the patients if you have someone more specialised in a particular field 

GP14 
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 I am not particularly aware of developments within that area, ANP are developed in many areas. I suppose we are working at doctor to doctor level but ANP 

can be useful conduits in that process with regards dementia you are mainly referring on for obviously clinical opinions GP15 

at hospital level, we had one this week, it was ANP providing a very good service, it wasn‟t mental health, it was ANP were providing support for coag 

services, immediately that was the first thing that is chopped again. We are going to support the hospital but we cant support GPs anymore GP15 

 I am not too sure.  I am happy with the service provided but I have no problem with it being delivered by nurse practitioners either. I think it is quite a 

specialised area and as you become more specialised, it is easier to protocol drive it. GP16 

THEME 3  

AREAS FOR 

FUTURE 

SERVICE 

DEVELOPMENT 

 

  

Communication The other thing is the ongoing follow up the MDT team you have is a big advantage to them and the fact that the team is very accessible if there are any 

management problems, we can ring at anytime, we get prompt advice, the short waiting list is a big advantage.GP1  

The correspondence I honestly couldn‟t find fault with the correspondence that we get back from the teamGP1 

 

  It is very good communication both from the doctors and the nursing staff. For example I have one particular case in Creeslough which is particular difficult to 

manage and without excellent communication it would be very difficult to manage that patients and its not just between me and the team but also it involves the 

family as well, I think it is very well done.GP2 

 Most important factor if I was to dwell on would be collaboration between us and as GP‟s and the mental health team. Collaboration and communication, I 

think is the big factor. Maybe at times maybe that might fall down on both sides.  Overall it is generally very effective. GP10 

 At times when a member of the team would ring through to the receptionist for a prescription from myself as a GP for some change in medication or a new 

drug. I may sign a form or prescription. I feel it would be better that a written letter with a full up-to-date report be sent, would be a better way to keep on top of 
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this situation and I feel that is one area that both sides need to be aware of. It is a practical point.GP10  

It is important that we use it appropriately that we refer appropriately and it is important that there has to be good collaboration between Primary Care Services 

and the Mental Health Service for the Elderly.  If we want to make it more efficient, it is very important that we do our bit. We as GPs need to communicate 

properly and I think this is vital. GPs also need to understand exactly what you are trying to do.GP10 

 I would like a bit more feedback, not in longer letters in fact the opposite shorter letters. GP16 

I think so what is relevant, what has changed socially, physically or psychologically from your point of view or what you need us to do regards follow up in 

terms of bloods etc. Half page is adequate. GP16 

I do think communication could be improved that way but in general getting people seen and making referrals its reasonable quick, they are seen within 3-4 

weeks or if urgent seen sooner. GP16 

I would definitely think communication is important but I think you need to think carefully when you talk about communication what do you mean what is 

effective, what is good about building communications, what is beneficial for you as a team, what can we do to lessen workload of referrals towards you, it is a 

two way thing, its not just about long letters and they go into the system and they take weeks to be typed they are irrelevant when they come, medication is 

changed 3 weeks ago but people do phone. GP16   

Developing 

Protocols 

It‟s a difficult one as sometimes protocols can give an impression of rigidity or inflexibility its hard to know,GP1 

 Medication protocols might be of some help. Yeah, it‟s hard to push these drugs and not cause too much harm. GP13 

 I think probably your service is the same as our own, probably when you are working on international protocols etc., it probably would be useful to have local 

protocols and maybe formals ones, you can then make sure common things on dementia and going back to issues like litigations and that you end up in high 

court with relatives for example this is the local protocol this is down on paper. GP15 

 Protocols: What work up does Tom wants before people are referred to him. I‟m sure a lot of that could be done if there were clear guidelines. The other thing 

is medication in the elderly, sedating medication, polypharmacy feedback on that is always useful. GP16 
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Areas for service 

improvement 

 It is a good service. I don‟t think it has to be improved at the moment.  I would say that the current situation that there is one of mutual support and co-

operation in the interests of the patients and their families I think that is the point that the people that we are trying to serve are benefiting from the present 

structure and basically there has to be an atmosphere of communication, trust and mutual respect and I think that is there already and I would just say that I 

certainly appreciate the contact that I have with the service down through the years. That‟s really it. GP2 

I think it‟s important that GP‟s should be aware of the therapeutic and drug related issues for older patients especially polypharmacy and drug interactions and 

adverse affects and co morbidity issues and sometimes that‟s part of our role, in working with you and keeping an eye on the broader aspects but by in large I 

think it‟s great and it‟s great to have it.GP2  

I am not actually asking for any changes from your services give at all. GP2 

 I can‟t think of anything specifically. Our experience of the service is very positive and I‟m sure I am speaking for my colleagues as well.GP1 

maybe its possible, we could maybe get more frequent updates but within practical reason but I think if you did could lose out in terms of the letters we actually 

get as I say unless there is any change in medication or whatever or anything significant there probably isn‟t any point GP1 

 It‟s not about longer letters. Its relevant information and knowing the people you are dealing with that‟s why I would encourage more face-to-face encounters. 

That you know the GPs and nurses you are dealing with and you know everyone like information differently. You get a better feel.  That‟s why I would like to 

see someone coming along to the meeting occasionally even once a month. GP16 

Our psychiatric services in general and I know you only come under a portion of that are quite good.  Community services are quite good but our secondary 

care problems lie more in the hospital than in the community. GP16 

We have clinical meetings ourselves here on a Monday with our own PCT. It is quite a short focused meeting and that would be a forum I think that we would 

welcome attendance at occasionally maybe not every Monday but to come and talk about problems briefly. Whatever your day is for this area you would pop in 

for coffee regularly even if there is no one to discuss. GP16 

you will only get that from two way communication. GP16 
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 Keep on being available when we phone. GP13 

 

THEME 4  

OTHER ISSUES 

RAISED: 

 

Lack of Resources 

(Support Services) 

 

I tell you that it would help to have a little more social support for people. If people had better home-help facilities. If there were more opportunities for respite 

care and things like the Day Centre like [name], social outlets and social supports for people. GP2  

We have got the medical end of things about right but it‟s all the other things that leads to this.GP2 

 Residential or respite units fight for them. Keep them small, keep them separate and keep it with specific trained staff as far as possible.GP11 

 Its accessing support services that‟s the big problem i.e. support care, extra hours, home care packages.(Lack of access to resources) That‟s the biggest problem. 

GP16 

Our major problems are when needs are identified and getting those needs looked after (comp assess) and most of it comes down to social care, day services 

that is where the problems are (lack of resources).  

Not so much getting an opinion from specialist teams such as yourselves, of what is the problem and what needs to be done.(MHSOP good access) 

It‟s getting the support to implement it and that‟s probably a bigger barrier for us. GP16 (barrier) 

Mental Health Act   

 

MHS support 

outside office hours 

 

The new Mental Health Act came in last year, I think every GP who has to face a compulsory admission just avoids it best he can.GP 13 

 I know it was suppose to simplify things but we find it more difficult.GP13 

Consultant 

Leadership in non 

designated 

dementia units 

I‟m sure it is a pain but I do I think it does need consultant leadership. GP11 
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APPENDIX ELEVEN 

FINAL TEMPLATE 

 

BROAD THEMES SUB THEMES CODES 

 1. Expectations of 

Service 

1.1 Understanding of 

MHSOP 

1a. Prior to service – GPs used own 

experience/knowledge, PHNs 

  1b.Access to Adult CMHT - Long 

w/lists, OPC only 

 1.2 Knowledge of 

Strategic Documents 

1.VOC -awareness 

  2.PC Strategy-Lack of finance & 

infrastructure 

  3. MHA-lack of knowledge, 

experience, confidence in using Act – 

attitude 

 1.3 Consultant 

Leadership 

1.Dementia Units should be under 

Consultant not GPs – specialised unit 

 

 

2. Perceptions & 

Experiences of service 

delivery 

2.1 Operational 

Processes:- 

 

 Service criteria 1. Use their own clinical judgement 

  2. Not used-Feel competent & 

confident re clinical judgement 

   

 Reasons for referring to 

service 

1.Confirm Diagnosis 

  2.Management Plan 

  3.Specialist opinion to ease access to 

support services  

  4. Confident when to use 

 Team Response Rate 1. Satisfactory 

 Comprehensive 

Assessment (CA)– 

positive feedback 

1. Clear suggested management plan 

  2. Key workers identified 

  3. Invaluable assessment 

  4.Detailed clinical report of findings 

  5. Appreciated time & effort 

  6. Structure of report good 

 C. A. - Negative 

feedback 

1. Irrelevant detail, too lengthy 

  2. Time consuming to read 

BROAD THEMES SUB THEME CODES 

  3. Filed in system 

  3.Open & honest 

  4. Specialist service in comm. – skills 

& expertise 

  5. Effective 

 Follow up by team:-  

 Positive feedback 1.Kept Updated on cases 

  2. Appropriate/adequate 

  3.Ongoing management review plan 

appreciated 

 Negative feedback 1. Carer support not sufficient 

  2.Shorter reports needed 

3. 
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  3. Poor written 

correspondence/communication 

 Views on service 

delivery 

 

 1. GPs views - Positive 

Feedback 

1. Excellent service 

  2.Well organised 

  3.Flexibility 

  4. Responsible service 

  5.Appreciated having service 

  6. Good Role Model of MDT working 

  7. Extremely accessibility  

  8. No  w/lists-good response to crisis 

cases by team  

  9. Confidence in team 

 

 2. GPs views - Negative 

Feedback 

1. Insufficient written reports by 

CMHNs 

2. Perceptions & 

Experiences of service 

delivery 

2.2 MDT staff:-  

 Consultant 1. Accessible 

  2. Flexible 

  3. Approachable 

  4.Prompt response to GP calls – 

provides advice until pt seen 

  5. GP‟s Confidence 

  6. Excellent communication 

  7. Domiciliary Visits excellent 

 CMHNs 1. Excellent communication 

 Secretaries 1.Helpful 

  2.Supportive 

  3.Provide advice 

  4. Timescale for reports good 

 

BROAD THEME SUB THEME CODES 

 2.3 Interface with PCT - 

communication 

1.Cooperation with PCT staff 

  2. GPs access service appropriately 

  3. Provide adequate clinical details 

  4. verbal comm. good 

  5. Effective communication 

  6. Poor communication at times 

 2.3 Interface with PCT – 

complex cases 

1. Excellent communication  

  2.Managed plan effective by close 

collaboration/interface 

  3. Family fully involved 

  4. Continuity of care good 

  5. If poor management plan leads to 

poor use of resources & not best 

interest of pt or services 

  6.Time consuming 

  7. Management difficulties 

 

 2.4 Patient‟s feedback of 

MHSOP 

1. Home Visits valuable 

  2.Satisfied 

 

 

 3. Families content 
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3. Areas for future 

service development 

3.1 Communication 1. Regular update letters - short 

&concise 

  2. Staff invited to attend PCT clinical 

meetings 

  3. Enhance collaboration- 2 way 

between PCT & MHSOP 

 3.2 Training Needs:-  

  Issues raised – complex 

cases 

1.Lack of knowledge in area –

challenge competence 

  Attitude to training in 

MH issues 

1. Updates medication management in 

older people & MH requested or 

protocols 

  2.Time restraints 

  3. Not necessary 

  4. Workload priorities 

  5. Aware competency level 

  6. GP trainee placement essential 

  Limited availability of 

suitable courses in area 

1.None locally 

2. Time constraints 

BROAD THEMES SUB THEMES CODES 

 Educate other support 

staff 

1. Various service providers i.e. home 

helps, PHNs, N/Homes etc 

 3.3 Lack of support 

services 

1. Lack of resources i.e. day care, home 

help, respite etc 

  2. Medical support adequate 

  3. Specialist assessment available 

  4. In sufficient financial support 

  5. Need to develop small residential 

units 

 3.4 Development of 

specialist posts 

1.Aware of other ANPs in area 

  2.Views limited if needed in service 

  3. Protocol driven specialist service 
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APPENDIX TWELVE 

LETTER TO PARTICIPANTS TO CHECK TRANSCRIPTS 

 

         MK/MK 

 

3
rd

 June 2008  

 

Dr. X 

Health Centre 

     [Town Area] 

[County Name] 

 

RE: Qualitative Research study on General Practitioners’ working in Primary Health 

Care Teams perceptions of the Community Mental Health Service for Older People service 

provision in a rural Health Service Executive region. 

 

         Dear Dr. X, 

 

Enclosed is the transcript of the semi-structured interview that I carried with you following 

your agreement to take part in my research study. I would appreciate if you could read over 

and amend any comments you feel are not an accurate reflection of your views. 

 

If there are any amendments you wish to make please write them on the transcript and return 

to me in the stamped addressed envelope. I will assume if I do not hear from you within the 

next 10 days that you are satisfied with it and I can proceed to the analysis stage. 

 

I would like to take this opportunity to thank you again for your time, support and valued 

input into this study. It has been much appreciated. 

 

        Yours sincerely, 

 

…………….. 

Margaret Kerlin 

MSc Student in Health Services Management 
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APPENDIX THIRTEEN 

APPROVAL LETTER FROM TCD ETHICS COMMITTEE 
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APPENDIX FOURTEEN 

APPROVAL LETTER FROM LOCAL ETHICS 

COMMITTEE 

 

 


