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Abstract

Background: Team based care is an essential ingredient of chronic disease management including
chronic mental illness. Effective health care teams include members who have defined, yet inter-
secting roles, where mutual respect characterises professional interaction and the patient’s well-
being is central. The aim was to explore the perception of psychologists, psychiatry registrars and
psychiatrists with respect to GPs’ role in managing difficult-to-treat-depression (DTTD). Methods:
A previously developed semi-structured interview schedule comprising six questions was used.
Thirty-two health professionals participated. Data were analysed using the Framework method.
Findings: Four main themes emerged: 1) The team approach was important, particularly to ensure
information accuracy and/or when responding to patient needs and pressures; 2) Referrals, usu-
ally generated by GPs can be a vehicle for other health professionals to provide advice to the GP; 3)
Availability and accessibility often depended on health professionals work location and knowing
how to navigate the system; 4) Limited availability of government funding impacts on patients’
accessibility to health professionals. Discussion: Interprofessional relationships were described as
paramount. Appropriate and timely referrals are integral to patient management, regardless of
challenges. Ongoing challenges include program funding, workforce numbers and costs to patients.
Improvement to mental health care access was noted, even for patients among relatively disad-
vantaged groups and those receiving Medicare Benefits Schedule-subsidised services. Conclusion:
Despite adequate GP/specialist communication, the delivery of optimal team based care to pa-
tients with difficult-to-treat depression is compromised by lack of access to specialised services
and inadequate funding.
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1. Background

Team based care is an essential ingredient of chronic disease management [1] including the management of
chronic or relapsing mental illness, major depression and difficult to treat depression (DTTD) falling into this
category. Effective health care teams are those whose members have defined, yet intersecting roles, where mu-
tual respect characterises professional interaction. In all cases, the patient’s well-being should be at the centre of
team based decision making and care.

While legal, ethical and professional requirements may vary, interpersonal relationships between general
practitioners (GPs) and care team professionals are contextually and systematically determined [2]. Thus, many
factors may influence the success, or otherwise, of inter-professional/multidisciplinary service provision includ-
ing the structure of the care delivery pathway, funding models, practice culture, types of information, activities,
and services or funding exchanges as well as the relationship governance in terms of accountability, profession-
alism, autonomy and power [3]. Although issues such as lack of time and inter-professional communication dif-
ficulties may arise [4]-[6], health professionals have reported beneficial changes in attitudes and knowledge as a
result of experience gained from working with other professionals, understanding their roles and knowledge,
communication and administrative systems [6].

Referrals are an important form of communication between the GP and other health professionals. They re-
quire a clear explanation of the problem with adequate patient history from the GP, a response outlining diagno-
sis and management, justification for the course of action from the care team professional/s; and the patient ex-
pects a clear explanation that describes the diagnosis, treatment and follow-up requirements. When this informa-
tion is not provided, some or all involved in the process may become dissatisfied [7].

In Australia, team-based models of primary care have emerged in response to health system changes and
challenges such as complex patient profiles, patient expectations and health system demands [8]. Overwhelm-
ingly, the introduction by the Australian Government of the Better Access to Psychiatrists, Psychologists and
General Practitioners (GPs) (the Better Access initiative) [9], has made services more accessible and more af-
fordable for individuals who experience mental health disorders. GPs are providing more mental health services
than in the past; patients now have access to psychological services that were previously less affordable and/or
accessible, and there have been some changes to the way some psychiatrists provide care, including partnerships
between the public and private psychiatric services [9]-[12]. In 2010-2011, $6.9 billion was spent in Australia on
mental health for national and state programs and initiatives [13].

Depending on the patient’s needs, a care team may include a psychologist, psychiatry registrar and/or psy-
chiatrist, social worker, counsellor to whom patients may have been referred by a GP. Apart from work previ-
ously published by this team [14]-[16], no literature could be found describing care team members’ thoughts
about GPs’ role in the management of patients diagnosed with DTTD, or about care team members’ interactions.

The aim of this qualitative research was to explore the perception of psychologists, psychiatry registrars and
psychiatrists with respect to GPs’ role in managing DTTD.

2. Methods

For the purpose of this paper, the description of DTTD as “most often conceptualized in terms of repeated fail-
ures to ameliorate depressive symptoms” is used [17].

2.1. Sample Recruitment

A convenience sample was recruited via emails which were forwarded to GPs in 2011, psychologists and psy-
chiatry registrars in mid-2012, and psychiatrists early in 2014. All had links to Monash University, and/or the
Monash Medical Centre (a public hospital in Melbourne, Australia). When potential participants responded and
agreed to participate, they provided and/or confirmed their contact details (email) to the research team for the
purpose of the research team advising time, date and venue for the focus group [18] [19].
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2.2. Data Collection and Analysis

A semi-structured interview schedule comprising six headings was developed for interviews and/or focus groups
with GPs [14], psychologists [16] psychiatry registrars [15] and psychiatrists.

Data were collected in Melbourne in late 2011(GPs), mid 2012 (psychologists and psychiatry registrars) and
early 2014 (psychiatrists). The interviews lasted approximately thirty-to-forty five minutes; the focus groups
lasted approximately ninety minutes. All were audio-taped and transcribed verbatim. Apart from gender, profes-
sion and workplace experience (public/private, urban/rural) no other demographic data were collected.

Data were analysed using the Framework Method [20] to understand participants’ perspectives. Data were
analysed manually and independently by the investigators. When there was a difference of opinion, the issues
were discussed and agreement reached [20]. Findings, including discussion are reported under the interview
schedule’s six headings. Comments are reported for GPs as GPFG 1-5 and GPIV 1-5, for psychologists as P1-P7,
for psychiatry registrars as PR 1-10, and for psychiatrists as PS1-5.

Ethics approval to conduct the study was obtained from Monash University Human Research Ethics Commit-
tee (MUHREC) and Monash Health.

3. Findings

Findings are reported under the four main themes that emerged from the data.

3.1. Participants

Group Females Males Experience in public (Pu)/private (Pr) Experience in urban (U)/rural (R)
GPs 3 7 10 (Pu & Pr) 8(U)2(R)
Psychologists 5 2 7 (Pu & Pr) 5U)2(R)
Psychiatry registrars 6 4 10 (Pu) 10 (V)
Psychiatrists 0 5 5 (Pu&Pr) 5U)
Total 14 18

1) Significance of relationship between the GP and other health professionals

“The relationship between the GP and other health professionals is vital, and for the patient: it’s a matter
of the GP finding the right professional for the patient” (GPIV2).

Psychologists reported working in both the public and private sections of the health system in Australia and
receive referrals and patient histories from GPs and other health professionals who may be involved in the pa-
tient’s primary care. When clarification was needed, the most important starting point for the psychologist was
usually the GP, for example, contacting the GP to check if the GP has tried different medications, because the
patient may be treatment resistant was considered important. However, conflicting with the importance of the
interaction between professionals was their availability:

“GPs can’t always be readily accessed, particularly those who work in multiple clinics, thus setting up
meetings with the GP, psychologist and psychiatrist can be difficult” (P5).

The psychiatry registrars described GPs as knowing the patients and building a relationship with them, and
that GPs are holistic practitioners who see a range of people, have a sense of what else may be going on, can of-
ten clearly say what’s happening and who are often really good for connectedness with the patient and it’s that
connectedness and that can help. But again:

“Time constraints and busy schedules were identified as difficulties for some GPs” (PR6).

Psychiatry registrars revealed insights into the difficulties experienced by GPs. They felt that GPs may be
challenged by some patients’ behaviour, such as those at risk of suicide and those who make demands for pre-
scription drugs or referrals, adding pressure for the GP either because of time constraints or the GP not wanting
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to be seen to be doing nothing. Subsequently, for GPs or any health professional in a care team, patient pressures
and lack of time can impact on relationships with patients and interactions with other health professionals be-
cause:

“More often than not, by the time the patient gets to the psychiatry registrar’s clinic, private or public,
they’ve already been treated by the GP and sometimes have also seen a psychologist” (PR2).

Psychiatrists also described the importance of the team approach:

“We work in conjunction with the GP and the team might include a psychologist or a social worker or oth-
er allied health professionals such as an occupational therapist” (PS4).

2) Referring and management

“Referrals are usually from GPs to care-team health professionals with GPs often receiving regular feed-
back from their patients about the specialists to whom they were referred” (GPIV5).

From the psychologists perspective co-morbidities might impede the psychologist’s ability to engage the pa-
tient, particularly patients with progressive illness, progressive degenerative illness such as early dementia or
Parkinsons or MS where there’s a cognitive element that might be contributing biologically to a lack of motiva-
tion that may impact on treatment. While psychologists may refer a patient on to a psychiatrist, generally they
would go back to the referrer who is usually the GP with a recommendation for the particular patient. Psycholo-
gists also noted that in some instances, referrals need to be made in a specific way, for example via a mental
health care plan in order to access a government subsidised service, and to work collaboratively and support
GPs:

“Some psychologists may write to the GP advising what services are available and how the GP can refer,
because some GPs have no idea about these services and don’t have time, so the psychologist’s input
makes it easier for the GP to refer” (P7).

“It’s about finding the balance of being able to give the GP the information, or pointing them in the direc-
tion and making a recommendation” (P4, P5).

From the psychiatry registrars’ perspective, it was the referring GP who knows and builds a relationship with
the patient and understands their life, their paths, their psycho-social stressors and the way the patient relates to
others, including the GP:

“l find that if | have been asked to see somebody by another member of the medical team and then | call the
GP, the GP can often very clearly say what and why this is happening” (PR5).
“But, by virtue of being a psychiatry registrar in a public hospital, we’re the second line already” (PR10).

In addition to receiving referrals from GPs, psychiatrists may refer to other health professionals including
psychologists, occupational therapists and social workers in public as well as private practice. Hence they are:

“Inextricably linked to the GP through the referral and health system” (PS5).

3) Availability and accessibility of health professionals

“Deinstitutionalisation of mental health patients in Australia in the late 1980°s and 1990’s resulted in sig-
nificant numbers of patients with a mental health diagnosis being placed in the community without the re-
sources there to support them: this resulted in some hard times in the 1990’s in just trying to pick up the
pieces there for a while” (GPIV1).

More recently, while GPs endeavour to manage patients via access to primary mental health teams to provide
support and assist with patients’ treatment, availability and accessibility can depend on whether the health pro-
fessional is working in the public or private sector of the health system in Australia. Currently, not all patients
are referred to psychiatrists for a range of reasons:

“Including lack of availability and difficulty in getting an appointment, whether in the public or private
sectors and particularly in the rural areas” (GPIV 1, GPIV4).

Psychologists also found difficulty accessing various services, but acknowledged that mental health support
and services have been more accessible in recent years because of the Medicare rebate available via the “Better
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Access” initiative. With more psychologists and social workers working in the community there are significantly
more health professionals to access for the patient management and treatment. Nonetheless challenges remain
within the systems, for example:

“There’s a certain language that needs to be used with triage to either speed up the referral or to ensure
that referral’s heard and | think that’s still a difficulty” (P3).
“Sometimes you have to be pretty assertive and that’s pretty hard” (P1).

While most services have clear admission criteria requirements, sometimes stigmatising can preclude some
patients such as those with co-morbidity or substance abuse. Thus, regardless the best endeavours and support of
all health professionals involved:

“Making those referrals is actually more difficult because the person’s not particularly attractive for the
accepting service to pick up. That still happens, yep” (P5).

From the psychiatry registrars’ perspective it’s not about availability and accessibility because, for them,
some of the social issues can be delegated to the social workers and:

“Being psychiatry registrars in a public hospital we’re second line already” (PR3).
Psychiatrists raised the issue of containment:

“Rather than availability and accessibility or management options, sometimes for psychotic patients it’s
about containment, whether it’s in the community or in a patient unit using medication” (PS3).

4) Funding/financial issues

Sustainable government supported funding models are essential for effective care delivery.

Changes in government funding and programs in Australia have impacted on initiatives delivered in the
community and on the health professionals involved:

“Our general practice was part of a primary health team initiative (the Better Access program), a psy-
chologist came to the practice once every three to four weeks for around two years, but the funding and
program closed and subsequently, the service discontinued” (GPIV 1).

Psychologists raised similar issues including queries around government funded consultations with psycholo-
gists and psychiatrists, and the limits on the number of visits under the Medicare “Better Access” program:

“There’s always some patients who can’t afford the cost, which can result in patients deciding to stop see-
ing the psychologist and probably end up back at the GP” (P3, P6, P7).

Psychiatry registrars and psychiatrists expressed concerns about the nexus between hospital and community
based treatment. If government subsidised community based services are not available, discharge planning may
be delayed:

“In some suburbs it is more difficult again because of patients’ limited resources which would factor into
decision making about discharging a patient” (PR5).

“Despite funding for various electronic forms of communication, such as psychiatry on line or telephone
counselling service, which are government supported, few utilise these options” (GPFG3, GPFG5).

3.2. Summary of Key Findings

Four main themes emerged:

1) The team approach is paramount, particularly to ensure information is accurate and/or when responding to
patient needs and pressures.

2) Referrals are usually generated by GPs; they can be a vehicle for other health professionals to provide ad-
vice to the GP, and may need to be made in a specific way in order to access a particular service.

3) Availability and accessibility often depended on where the health professional works (public or private),
knowing how to navigate the system, and being aware that some patients may be stigmatised and some may

need containment.
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4) Changes in government funding and programs, particularly the limited availability of “bulk-billing” im-
pacts on patients’ accessibility to health professionals, resulting in patients some being treated by the GP only.

4. Discussion

This paper is one of few that describes the thoughts of health professionals about GPs’ role in the management
of patients diagnosed with difficult-to-treat depression or about the care team member’s interactions [14]-[16].

As previously reported [5] [8] [9] [11], participants in this research also identified the GP as usually being the
most accessible medical resource in the community and the first point of professional contact for many people
seeking help with mental health problems. Similarly, the interprofessional relationship between the GP and other
health professionals was described as paramount, particularly when multiple health professionals are involved in
a patients’ management.

In the past, access to mental health services was limited due to workforce shortage, uneven geographical dis-
tribution and access barriers including affordability [5] [10]. For example, prior to June 2008, only GPs could
refer patients to the “Access to Allied Psychological Services (ATAPS)” (a component of the Better Outcomes
initiative) but in June 2008, policy changes included the introduction of the Suicide prevention program and ex-
tending “who” could refer to ATAPS to include mental health services and psychiatrists [11]. Outcomes de-
scribed in the “Better Access” initiative evaluations [9]-[11] [13] were reflected in participants responses, par-
ticularly the provision of support for GPs, referral pathways for appropriate treatment by psychologists, psy-
chiatrists and other appropriately trained mental health professionals, the benefits of the team approach and im-
proving affordable access for patients to services.

General consensus was that appropriate and timely referral was integral to patient management, regardless of
challenges such as patients not responding to psychological or psychiatric management [14]. Specific issues
identified as impacting on referral process included accessibility and communication. Previous research suggests
that communication can be improved by utilising formal and informal meetings [12], improving letter writing
skills [4] particularly for referrals [7] and utilising networking and interprofessional education which may help
these professionals work more effectively in team based care [8] [9] [12].

All noted that the availability and accessibility of GPs, psychologists, psychiatry registrars and psychiatrists,
particularly in rural areas, were described as ongoing challenges [5] [10] [13] [14]. Tied to availability and ac-
cessibility, are the costs for the patient and program funding by the government, but despite the gap between fee
and rebate, improvement to access of mental health care was noted, even for patients among relatively disad-
vantaged groups in the community and those receiving Medicare Benefits Schedule-subsidised services, includ-
ing bulk-billing (government supported fees) [9] [10] [13].

5. Conclusion

While the generalisability of this study may be limited because of the small number of participants, this study is
the first to contribute to gaining some insight into care team members’ thoughts about the GPs’ role in the man-
agement of patients diagnosed with DTTD, or about care team members’ interactions. Psychiatrists, psychiatry
registrars and psychologists all acknowledged the pivotal role of GPs in managing mental illness. Whilst in rela-
tive terms the Australian health care system is working, significant constraints related to accessibility and fund-
ing to support specialized care and team based care compromise care for patients with mental illness in particu-
lar those with major depression or DTTD. Regardless of the level and content of interprofessional communica-
tion and relationships, more funding is needed to make interprofessional communication more meaningful and
effective for the fee-for-service health care delivery system in Australia.
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