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Summary
Mental health is recognised as a global burdenisdage and amongst the

leading contributors to disability, with common nerhealth affecting one in six
adults. The impact of these conditions on individuand the economy are
significant. Primary care is the first point of tact and general practitioners, as
public health gatekeepers are of key importancethe recognition and
management of these. It is suggested that genexetitmpners find consultations
challenging, though it is not clear what theseicliities are.

The aim of this thesis was to investigate whatanf, problems general
practitioners experience with regards to the commental health consultation.
A scoping study and survey provided information g@eneral practitioners’
understanding of common mental health and its m@magt. Another survey
investigated the perceptions, beliefs and undedstgnof the general public in
relation to common mental health and its managem&ntheory of planned
behaviour study looked at factors that influencedegal practitioners’ prescribing
and referral behaviours. And finally, a trianguatistudy examined the findings
from the programme of research with other key msifenals who are also part of
the pathway of care - primary care counsellorsa@imital psychologists.

Results of this thesis suggest that general pi@uotits do experience
difficulties with the management of common mentablkh. Challenges were
shown to be associated with the general practitisnele as the patient’s
advocate, lack of knowledge and education, contidempersonal experience,
patient expectation and management systems. Reasigibs showed General
practitioners’ and lay persons’ understanding omowmn mental health in
everyday practice was different to that in publaligy. General practitioner

treatment management was shown to be in conflith wiinical guidelines.

12



Furthermore, prescribing and referral behavioursavgdown to be influenced by
their attitude, significant others and whether tipegsessed adequate skills or

knowledge.

13



Chapter 1: Introduction

This chapter provides a short introduction to thesis and the main issues, brief
aims of the research, methodological approachesicipating populations, and

also outlines the ‘programme of research’ as pttesein the body of the thesis.

1.1 Management of common mental health problems in primary

care - The issues
Mental health disorders are well recognised to beagr public health problem

across the world. A World Health Organization (WH)dy of the global burden
of disease reported mental health disorders makiveipf the ten leading causes

of disability worldwide (Murray & Lopez, 1997).

Large numbers of people visiting their general fitiacer (GP) are suffering with
conditions that are more commonly known as ‘comrhealth problems’ or
‘common mental health problems’ (CMHPSs), or rattierse conditions that are
psychological or psychosocial based disorders (exiety, depression,
somatisation, stress, functional or unexplainedgms). It is suggested that one
in six adults are affected by a CMHP, thereby cgstiK employers £25 billion
each year through lost work days (National Ingtitédr Health and Clinical
Excellence [NICE], 2012). Therefore, effective mgeament of CMHPs is of high
importance. Early consultations in primary care arecial for engagement,
recognition, assessment and decision making; tifulefletected these conditions

can become chronic, disabling and enduring.
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It is suggested that GPs are best placed to reseginese conditions, and that the
recognition and treatment of common mental healibrders is an everyday task
for GPs. One in three GP consultations has a maetdth element to it, and 90
per cent of mental health disorders are treatedrimary care (NICE, 2012).
However, it is also suggested that GPs find theagament of these consultations
difficult. Interventions have been created andodticed to deal with these
difficulties, although there seems a lack of cleaidence as to what these
difficulties are. In addition, there seems to bafasion around the definition of
common mental health and what it refers to, whils imore popularly cited in

health literature to refer to anxiety and depreassio

1.2 Aims of the research
The aim of the present research programme wagdp:establish what general

practitioners understood the term ‘common mentaltheto refer to, and (b) to
investigate general practitioner management of commental health in primary

care, to ascertain what, if any, difficulties gealgaractitioners experience.

1.3 The approaches used and research populations
In order to fully explore the complexities of tlagea, this programme of research

employed mixed-methods, using both quantitative qumalitative approaches. A
variety of techniques were used to investigatevére®us areas of interest such as:
survey design, established behaviour models and-semstured focus group
interviews. Various analytical techniques were used were appropriate to the

data collected. Furthermore, a triangulation stwés used to set the overall

15



findings from the programme into context. The tgalation study involved key
health professionals working within the primaryecarena who had day-to-day

experience with patients managed by general pi@uotits.

The participant populations taking part in thisea€h consisted of working
general practitioners across Wales, the generalulatpn, primary care

counsellors and clinical psychologists.

1.4 The structure of the thesis
The body of the thesis presents the various staigbe research, and is organised

as follows:

» Chapter Two provides a review of the literatureuacb common mental

health and its management by GPs in primary cdtege

e Chapter Three describes the initial study to s@®ps’ understanding of
common mental health and to ascertain if GPs watedd experiencing
any difficulties managing patient presenting witlhenon mental health

problems.

* Chapter Four concerns the GP Survey. Informed bySbkoping Study’,
the purpose of this study was to investigate inemetail those issues
raised around CMHPs, the prevalence of these gonditn primary care,
to further unpick the management of these issuasipms and to explore

how equipped general practitioners are to deal thigéim.
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e Chapter Five outlines the ‘Theory of Planned BetiawiStudy’ of
prescribing and referral behaviours. This studyseis the well-established
model of the Theory of Planned Behaviour to lookrenspecifically at
general practitioners’ treatment management ofeptipresenting with

CMHPs.

* Chapter Six presents the ‘Mental Health Literacyv8y. This survey
investigated what the general population understemghmon mental

health to be and their perception of its managenmemtimary care.

e Chapter Seven describes the ‘Triangulation Studyiis study was
concerned with validating and contextualising thedihgs from the

programme of research.

« Chapter Eight provides a general discussion. Withia final chapter,
general conclusions are drawn from this programfmesearch and how
it compares to previous research. This chapterdismsses the thesis in
light of recent policy changes implemented befapenpletion. Finally,
limitations of the research are addressed anddurdsearch directions are

presented.

1.5 Ethical approval
Full ethical approval was achieved for each ofstiuglies from the Research Ethics

Committee for Wales. Furthermore, in accordancé WHS ethical and access
requirements for research, further approval waglsoand achieved from each of

the seven Local Health Boards in Wales for eadh®studi
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Chapter 2: Review of the Literature
This Chapter seeks to present an organised, syterwad comprehensive

literature review of the relevant research anddiasciassociated with general
practitioners (GPs’) medical management and treatmigpatients with common

mental health problems in primary care,

2.1 Introduction
Numerous people present to their general pracéti@P) with problems that can

be described as having a psychosocial or psycle@bdpundation. These
conditions are more usually referred to as ‘comimeath problems’ or ‘common

mental health problems’.

Common mental health problems are those probleatstk, in general, managed
in primary care. The proportion of those presentmgeneral with mental health
issues is high, reportedly one in three patientsn@et al., 1994; RGCP, 2008).
The impact therefore upon general practices antihtaae systems in general is
significant. Mental health problems are also recegphas presenting a serious risk
to health, making up five of the ten leading caudfedisability (Murray & Lopez,
1997). One hundred and sixty million working daygle year are lost due to
sickness absence of which 28 million (two in fiveysl) are due to anxiety and
depression. In addition, 40% of new claimants o&pacity benefit have a mental

health problem (Oxford Economics 2007).

The role of GPs is to assess for appropriate tlyerapke assessments of fithess

for work, and manage communication and formulatekiia-work plans for
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individuals who have been off work. The difficubypcountered by many GPs is
that there appears to be a tension between actiag advocate on behalf of the
patient and providing the most appropriate adviceo individual’s capacity to
work. Furthermore, while GPs are key to helpinggbe with conditions such as
anxiety and depression and return to work, issoasna delayed recognition of
potentially remediable conditions can mean thageteonditions under-treated and
under-supported for prolonged periods, leading riordased suffering and

chronicity (Van der Brink, Leenstra, Ormel, & vaa Willage, 1991).

The management of common health problems in gerpeadtice is of high
importance. Recognition and identification of algem is difficult in primary
care, especially mental health problems, not leashuse the consultation itself is
time limited and the presentation of symptoms bifepés can be complex and
disordered. Patients often do not present witlsyelmological problem as their
main condition, more frequently patients’ descops and assessments of their
problems are influenced by external events or omstances, such as the
exacerbation of an existing physical health coanditor problems at work or home
(Cohen, 2008). Teasing out whether psychologicgihysical experiences are
normal responses to life events, disease or inpurgbnormal responses to regular
events can be difficult for the GP. However, polesiffective intervention or
treatment rests upon receipt of a diagnosis; tbaeesoan appropriate diagnosis is
made with regard to mental health related probl¢neschance of improved
outcomes is increased. In addition, access to hodygical treatment and
interventions remain problematic as demand for talde&lth services outweigh

existent resources. A shortage of qualified thistaand increasing waiting times
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and patient reluctance to enter into therapy mdaat greater numbers of
individuals remain in primary care and seek supfrorh their GP (Fox, Acton,

Wilding & Corcoran, 2004).

GPs struggle with their role in the managementashmon health problems as
well as meeting their training needs in relatiomdomon health problems within
their working practice. A narrative review of phgtogical management
approaches concluded that preliminary evidenceherclinical effectiveness of
GP psychological management in routine consultatisrscarce but encouraging
(Cape, Barker, Buszewicz & Pistrang, 2000). Swuadsany psychological
intervention is largely centred on the trust thegoa places in the care provider,
since patients already have a relationship witlr {6& it could be assumed the
familiarity of the doctor’s office is preferable tasiting an unfamiliar specialist
(Huibers, Beurskens, Bleijenberg & Schayck, 20@8IPs require ongoing support
to be able to build on their existing knowledge akdls in the management of
individuals with CMHPs. The importance of educatamd training for GPs in the
management of common mental health problems has h&glighted by a
briefing paper from the Sainsbury Centre for Mehktaalth (SCMH, 2007). Itis
clear that GPs could benefit from appropriate pegokial skills training and tools
to help manage the common mental health consuitaind discussion with
patients.

2.2 Aims

This review aims to present a coherent review lcd\ailable literature looking

at GPs’ management of patients with common mewailtih in primary care.
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2.3 Method

2.3.1 Design
A protocol for a systematic review was agreed actusion and exclusion criteria

specified.

2.3.2 Data sources and search strategy
The electronic databases Ovid Medline, Cinahl, EsapaPsychINFO,

PsSycARTICLES Full Text and PubMed were searchednglwith reference

mining from key research papers and the grey titeea

2.3.3 Criteria for considering studies
This is an area that is not well indexed and tlugeetve used a strategy designed

to achieve maximum recall/sensitivity rather thaacpsion/specificity.

Inclusion criteria were for all the following to Ineet.

1. Primary care and all its associated terms

2. Common mental health and all its associated terms

3. Consultation and all its associated terms

4. Articles were peer-reviewed from 1996 (1982 Psyd¢HD)

5. Atrticles limited to humans and the English language

2.3.4 Search terms
(PRIMARY CARE or GENERAL PRACTICE or FAMILY PRACTIE or

FAMILY MEDICINE)

(COMMON MENTAL HEALTH or MENTAL HEALTH PROBLEMS or
MENTAL ILL HEALTH or MENTAL ILLNESS or ANXIETY or DEPRESSION

or STRESS or SICKNESS CERTIFICATION or PSYCHOLOGICAVELL-
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BEING or MENTAL DISTRESS or DISABILITY or PSYCHIATEC
DISORDER or COMMON MENTAL DISORDER or ADJUSTMENT
DISORDER or COPING or PSYCHOLOGICAL DISORDER or MEAL

DISORDER)

(CONSULTATION OR REFERRAL) AND (APPOINTMENT or SCHEULES)

2.3.5 Selection Process
Articles included were restricted to those datiragrf 1999, when the Department

of Health published the National Service Framew®Hhe bio-psychosocial model
of care has been considered, but the exploratitimesk factors was not part of the
programme of research which was focussed on thdcalecshanagement and
treatment of common mental health in primary cAtkreference titles identified
by the electronic search were judged for incluggalusion alongside the criteria
depicted in Table 2-1. Abstracts were retrieve@mgthere was doubt about their
relevance; these were once again set against ¢hesion/exclusion criteria. Full
texts were acquired where the reviewer believed tia reference warranted

further deliberation.
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Table 2-1: Inclusion and exclusion criteria

Sifting Chronic Health Systematic Mental Primary GP Intervention/ManagementPatients| Decision
combinations Conditions Review Health Care Consultation

1 X X X v X X X NO

2 X X v v v X X | YES

3 X X v v X X X NO

4 v X X v v X X | YES

5 X X v v v v X | YES

6 X X v v X N v | YES

7 X v v v v N X | YES

8 X v X v v N X NC
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2.3.6 Data extraction
Data extraction and review was conducted by KW.

2.4 Results

2.4.1 Retrieved articles
The search identified 2487 abstracts (Ovid Medi@iaahl, Embase, PsychINFO,

PsycARTICLES Full Text and PubMed) in the firsttarsce, after application of
the inclusion/exclusion criteria and sifting duplies a total of 70 articles
remained. Further articles were identified througference mining and the grey
literature, some of which due to their importancecpde the 1999 cut-off date.

These were retrieved for further screening.

2.4.2 Scope of included articles
Of those articles recovered via the electronic lolga search, only n=19 articles

are from the UK, with the remaining papers fromW®A (n=23), Australia (n=8),
New Zealand (n=6), the Netherlands (n=3), Hong K@mgR), Sweden (n=2),
Belgium (n=1), Budapest (n=1), Denmark (n=1), adpean study (n=1), India

(n=1), Qatar (n=1) and Taiwan (n=1).

Articles covered various topics: prevalence, manegg, treatment, recognition
and assessment and general practitioner attitudesrd management and

treatment in primary care.

2.4.3 Prevalence of common mental health
Rates of those presenting in primary care with @dehealth problems is

recognised as being significantly high, with nunsbgresented in studies varying
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from one in three patients (Ormel et al., 1994; dfike et al., 1997) to figures
ranging from 26% to 60% (Roca et al., 2009; Ansssaal., 2004; Spitzer et al.,
1999; Norton et al., 2007; Jackson et al., 200ihgushe same diagnostic
instrument. A World Health Organization (WHO) syuaf the global burden of
disease assessed mental health disorders as makifige of the ten leading
causes of disability worldwide (Murray & Lopez, 199 Furthermore, studies
have shown that in many cases mental health disoate not seen as a single
presentation. It has been shown that a large ptiopoof those presenting with
mental health issues do so with co-occurring comast or more specifically
overlapping diagnostic categories such as conditielating to mood, anxiety and
somatisation (Kessler et al., 2005a; McManus gt28109; Roca et al., 2009;
Ansseau et al., 2004; MaGPle Research Group, 20@3)eflected in the WHO
study of the Global Burden of Disease (Murray & emap1997), the picture of
prevalence in relation to mental health and commental health appears to be

shown fairly consistently in studies from across tontinents.

In the UK, the Office for National Statistics (ONHpusehold Survey of adult
psychiatry morbidity (ONS, 1993, 2000, 2007) fouhdt the proportion of adults
meeting the criteria for at least one disordereased between 1993 and 2000
(15.5% and 17.5% respectively) but did not changeveen 2000 and 2007
(17.6% and 17.6% respectively) (McManus et 2009). Furthermore, figures
presented showed that 16.2% of adults (classiftegears and over) surveyed met
diagnostic criteria for at least one disorder i tweek prior to interview

(McManus et al., 2009). The prevalence of individcammon mental health

25



disorders varies considerably, with results fromagéional survey conducted in
2007 reporting that one-week prevalence rates wdi¥ for generalised anxiety
disorder, 3% for post-traumatic stress disorde8%@for depression, 1.4% for
phobias, 1.1% for obsessive-compulsive disorderd, Jal% for panic disorder
(McManus, 2007). Of those who were said to haveommon mental health
disorder more than half were said to present witkethanxiety and depression.
Gender differences were apparent in findings, shgwitomen were more likely
than men to have a common mental health disordér7¢d and 12.5%

respectively), moreover rates were shown to beifsigntly higher for women

across all categories of common mental health dessrwith the exception of
panic disorder and obsessive compulsive disordecMahus et al., 2009).
Prevalence varied too amongst social economic sstatith people living in

households with the lowest levels of income remibytenore likely to have a
common mental health disorder compared to thosegliin the highest income

households (McManus et al., 2009).

In the United States it is estimated that 26.2% Acaes (aged 18 and above), or
about one in four adults, suffer from a diagnosafatal disorder in a given year
(Kessler et al., 2005a). Moreover, this resear@dwshthat many people present
with more than one mental disorder, they suggest 456% of those presenting
with a mental disorder meet criteria for two or ealisorders, with severity
strongly related to the comorbidity (Kessler et 2005a). Anxiety disorders in
the United States, including panic disorder, oligessompulsive disorder, post-

traumatic stress disorder, generalized anxietydespand phobias (social phobia,
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agoraphobia, and specific phobia), are said tacctffeound 40 million American
adults (18 years and older), or about 18.1% of |@eap this age group.
Furthermore, anxiety is said to frequently co-oosith depressive disorders or
substance abuse, with the likelihood of those pitesg with an anxiety disorder
also possessing another anxiety disorder (Kesslat.,e2005a; Kessler et al.,

2005D).

In Europe the picture is similar. A study by Ro¢alke(2009) using the Primary
Care Evaluation of Mental Disorders (PRIME-MD) qumsnaire with adult
primary care patients, showed that 53.6% of patigmticated the presence of one
or more mental disorders (also see Spitzer etl8P9; Ansseau et al., 2004).
Anxiety disorders accounted for 11.7% of the sampidile the highest
comorbidities were found in patients with depressand anxiety disorders
(19.1%), depressive disorders and somatoform dessrd 8.6%) and anxiety and
somatoform disorders (14.8%). The most prevaleanhodid disorders (mood,
anxiety and somatoform) were said to be observdd i58% of patients attending

for primary care services (Roca et al., 2009).

In Belgium, a study by Ansseau et al (2004) hiditkgl the high prevalence of
psychiatric disorders among patients consultingrimary care, indicating that
psychiatric problems are the main reason for vigitshe general practitioner.
Findings indicated that anxiety disorders accounted 19.1% and minor

depressive disorders 4.2% of those in the sampkepting to primary care. More

notably, and in line with studies previously disses, the co-occurrence of
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disorders was of significance with 21.2% of allesgred patients presenting with
at least two concurrent disorders and 8.4% showimgmbination of the three
diagnostic categories (mood, anxiety and somatoftisarders) (Ansseau et al.,

2004).

In New Zealand, more than one third of people ditemntheir GP were reported
to have had a diagnosable mental disorder durmg@itbvious 12 months, the most
common disorders being anxiety, depression andiautes use disorders (8.5%,
6.8% and 5.9% respectively). Commensurate withipusvstudies, considerable
overlap of DSM-IV disorders were found, identifyingore people with anxiety
disorders had comorbid depression than had anxigge. Further, it was
suggested that mixed-presentations were as commdis@ders presented alone

(MaGPle Research Group, 2003).

Comparable with other reported studies in Westeumtries, a study of Qatari
patients demonstrated that prevalence of psychmbgiisorders accounted for
11.5% of the sample (Bener, 2010). Findings arepaoed to Saudi Arabia where
psychiatric morbidity in primary care is estimatatl 30-46% with a 19.3%

prevalence of somatisation and 20% of depressieck&, 2002).
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2.4.4 Management of common mental health problems
As discussed there is a high prevalence of memaltih and common mental

health disorders in primary care, such that primeaye is suggested to have
become our de facto mental health services sySteEmq(ist & Regier, 1996). Of
the general population of New Zealand it is repbtteat three-quarters of those
with recent mental health disorder have attendéeath service, in the main
general practice, with only about one-third seeliafp from an agency (Dowell,
2004). Therefore diagnosis and treatment of metitarders is a key area for
qguality improvement in the primary care (Kroenk€0@). GPs are said to
experience difficulties in the management of commamtal health problems and
despite the acknowledgement of its high prevalesigmificant issues persist in
the recognition and treatment of people presemtitigmental health and common
mental health disorders. The literature presemiznaplex interrelation of factors
that are present within the common mental healthswaltation (financial,

structural, interpersonal, cultural, resource).

Many studies over the last decade have reportadkaof detection and treatment
of mental health disorders by general practitiontirgs estimated that of those
who do present in primary care, only 30% will bagtiosed and offered treatment
because health professionals fail to recognise fireblems and have a lack of
awareness of care pathways for these conditionSENR009). Key influential

factors suggested are the presentation of sympteeesreviews by Regier et al.,
1993; 1994; Katon & Gonzales, 1994; Coyne, Thompsdimkman & Nease,

2002), and practitioners own knowledge and undedstg of disorders. One
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example is the area of ‘caseness’, where diffesigyvs or understanding of
‘caseness’ by different groups (patients, GPs, aebers) prove challenging
toward recognition, with patients considering ‘casss’ in terms of problems,
general practitioners in terms of management arsgarehers in terms of
diagnostic classifications (Goldberg, 1992; UstaBa&torius, 1995). Other factors
being the creation of and appropriateness of sergeand diagnostic tools and
manuals (for instance: Diagnostic and Statisticainivbl of Mental Disorders,
Fifth Edition [DSM-V]; APA 2013), International Céaification of Diseases [ICD-
10] (WHO, 2010), Hospital Anxiety and Depressiora®dHADs] (Zigmond &
Snaith, 1983), Patient Health Questionnaire [PHQ{Spitzer, Kroenke &
Williams, 1999; Kroenke, Spitzer & Williams, 20019we et al., 2004), General
Health Questionaire-12 [GHQ], Goldberg & Hillier 19), Beck Depression
Inventory (Beck, Ward, Mendelson, Mock & ErbaugB61), Beck Depression
Inventory - Primary care edition [BDI-PC] (Beck, tBu Steer & Ball, 1997),
Primary Care Evaluation of Mental Disorders [PRIMB], Bakker et al., 2009),
World Health Organization’s Disability Assessmegh&dule 11 [WHODAS-II],
(WHO, 2001), Composite International Diagnosticetmtew [CIDI] (WHO,
1990), SPHERE (Hickie et al, 2001), the Mentat&dxamination (Synderman
& Rovner, 2009)) to aid general practitioners iis ttask has also received much
attention (see Williams, Pignone, Ramirez & Pe@202; Lowe et al., 2002;

Spitzer, Kroenke, Williams & Léwe, 2006; KlinkmatQ98; Brugha et al., 2001).

The above areas have been comprehensively discalssdhere (Kessler et al.,

1994; Lepine, Gastpar, Mendlewicz & Tylee, 1997y&@x Thompson, Klinkman
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& Nease, 2002; Goldberg, 1992; Davidson & Melzeodr, 1999; Gilbody,

House & Sheldon, 2001) and therefore will not b@mesented in this review in
its entirety. The current review intends to focpsmithat of common mental health
problems and literature after 1996, when the Depamt for Health published
recommended changes to mental health provisionrimapy care within the

National Service Framework. However that said, hido not wish to re-present
the literature, | will be drawing upon examples amder to set current

understanding in context with past appraisals.

2.4.4.1 Instruments

In terms of practitioner recognition and diagnosiydies of common mental
health problems have, in the main, focused upohsation of a host of
instruments, such as disorder specific scales (&tra., 1999; Borowsky et al.,
2000; McLeod, 2004; Bakker, 2009), self-adminisiesereening questionnaires
(Smith, 1998), and interviewer or clinical admieigd schedules to detect well
defined psychological problems (Ustan & Sartoril#95; McLeod, 2004). While
the focus upon general practitioner perceptionagkadefinition has been focused
around interviews with general practitioners (Bos&w et al., 2000; Snyderman
& Rovner, 2009) and specific diagnoses as recowdtdn case notes and rating
scales (physical and psychological severity) cotegleduring the consultation
(Ustun & Sartorius, 1995; Bower & Sibbald, 2000; IMod, 2004). It has been
posited that there is an assumption that diagnasitcuments, such as the CIDI

which incorporates diagnostic criteria into readigplicable assessment tools,
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represent a ‘gold standard’, and that it providedefinitive diagnosis against
which the GP’s clinical opinion can be measuredl(®dbx, 2004). However it has
also been found that, when compared to clinicatsssents of depression the

CIDl is said to have poor sensitivity (Brugha et 2001).

A study by the MaGPle group (Mental Health and Galneractice Investigation),
sought to compare GP clinical opinion with thedaling instruments, the GHQ-
12, CIDI, SPHERE-12 and the WHODAS and evaluatelkesf agreement. While
accepting differences of instrument focus and psepdindings reported a
variation in the comparison between screening aagnastic instruments and
clinical opinion of psychological disorder. UsingetCIDI GPs identified 70.3%
with a diagnosable disorder (over the last monitile they also identified
psychological issues for 53.4% of patients who westidentified as having a
CIDI diagnosis (McLeod, 2004). The newly updatetCHE (2011b) clinical
guidelines for the identification of common mertialalth problems recommend
that in the initial stages, the use of two questiand to be ‘alert’ to possible
depression, and in the assessment of possible tgnkie use of the 2-item
Generalized Anxiety Disorder scale (GAD-2g€Table 2-2). If the patient scores
positively for either of these screening questidnss recommended that a
competent healthcare professional perform a maetdth assessment using PHQ-
9 or the Hospital and Anxiety Depression Scale (KBA\Dr the 7-item Generalized
Anxiety Disorder Scale (GAD-7) (NICE, 2011). It ssiggested that the use of
simple identification tools provide primary caraféivith the potential to close the

treatment gap, estimated to account for more ti@86 &f anxiety and depression
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disorders, by identifying a much larger proportairpeople who might otherwise
fall beneath the radar and fail to receive the appate level of help for their needs

(Kohn et al., 2004).

However, studies have also discussed that whilegeneral these types of
assessment and diagnostic instruments have réjaltiigh sensitivity (Spitzer et
al., 2006) they possess limited specificity (Mulretal., 1995; Patel et al., 2008).
Furthermore, that the classification and diagnotimental health disorders based
on secondary care thinking does not fit well intaryary care diagnostic and
management frameworks (Dowell, 2004), and thatrahatic criteria in psychiatry
need to be operationalized for use in primary ¢Bekker et al., 2009). Other
studies support the assertion of a misfit of sdreemstruments and predefined
criteria, that there is no ‘gold standard’ questiaine for the diagnosis of common
mental health disorders in primary care (Patel.e2@08), and until recently there
was no classification for the mixed presentationaoiiety and depression
commonly seen by GPs (Dowell, 2004; MaGPle Rese@&uaiup, 2004). As
discussed earlier, greater diagnostic efficachéeassessment of common mental
health is suggested to be achieved by using thd GAttchen et al., 1991),
however, the complexity and length of the instrutriersaid to render its use in
busy primary care setting unfeasible (Patel et28l08). Other studies conclude
routine screening to be a costly exercise withlelitbenefit in improving
psychosocial outcomes for individuals with psyadfigatlisorder managed in non-

psychiatric settings (Gilbody, House & Sheldon, 200
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In addition to screening and diagnostic instrumeintervention programmes or
continual medical education programmes have be&mdumced to improve
practitioner efficacy in this area, such as comphssed e-learning, behavioural
change modules and clinical decision support syste@omputer-based clinical
decision support systems combine patient informatih treatment guidelines
to produce patient-specific guidelines (Johnsoal.et1994). A study by Thomas
et al (2004) evaluated the clinical effectivene$scase-finding followed by
feedback of computer-generated patient-specifiéaadi guidelines to the general
practitioner compared with case-finding and usaaécNon-significant findings
were found between computer generated patient fgpeguidelines when
compared to usual care (1.2 points between groophe GHQ). While, case-
finding followed by feedback to GPs of psychiatassessment and computer-
generated patient-specific guidelines were assatiatith a significantly lower
mean GHQ score six weeks after randomisation. Mwoastration of significance
was found for treatment effect on recovery fromseges of common mental
health disorders. This said, the authors makeupgestion that such tools may be

associated with a faster treatment effect (Thomas,e2004).

A review of the literature on interventions to irape provider recognition and
management of mental disorders in primary careyddbe effectiveness of these
to be varied. Simple lectures and screening asnglesiintervention were
considered less likely to improve provide or chapgevider behaviour when
compared to those interventions involving more esitee provider training efforts

(Kroenke, 2000). The authors suggested that siitiégrof trends within their
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review (while recognising overall case study nurslveere small) were reflective
of the findings from a systematic review conductagd Davis (1998) who
suggested that as the number of interventions aseit from one to two to three
so did efficacy (60% to 64% <80% respectively). Hoer, differences in
disorders were acknowledged to make comparisonstudies problematic.
Kroenke and colleagues also reported that in santkes using a simple letter to
primary care physicians caring for somatising pastiealso reported improved
clinical outcomes (Kroenke et al., 2000; Rost, Kest& Smith, 1994; Smith, Rost
& Kashner, 1995), and likewise small benefits wanewn to be likely from the
use of computerised patient-specific guidelines rmanagement of common

mental disorders (Thomas et al., 2004).

The need to recognise and update classificationsndoe accurately reflect
symptoms and conditions that people are routinedggnting with in primary care
is demonstrated by the current review and inclusioanxious depression by the
World Health Organization of their Internationala€sification of Diseases. The
aim being to reduce the burden associated with ahdigorder in WHO member
countries (Lam, 2013). Moving away from predefirederia within diagnostic
screening instruments, greater specificity and @yumay be found in self-
report, as it has been suggested that much ofegadited distress assessed in
primary care samples are said to reflect psychakogroblems, physical
symptoms including pain, and unhappiness, whiclmateppropriately construed

as emotional disorders (Coyne & Kagee, 2000).
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Table 2-2: Clinical guidelines: Identification and assessment of depression
and anxiety

Identification: Depression

Questions: Scoring Answers:

1. During the last month, have you 1. Yes
often been bothered by feeling down2. No
depressed or hopeless?

2. During the last month, have you
often been bothered by having little
interest or pleasure in doing things?

Interpretation:

If a person answers ‘yes’ to either of the abovestjons consider depression

Identification: Anxiety (GAD-2)

Questions Scoring Answers

Not at all: 0

Several days: 1

More than half the days: 2
Nearly every day: 3

Over the past 2 weeks, how often have you
been bothered by the following problems

PodPE

1. Feeling nervous, anxious or on edge
2. Being unable to stop or control
worrying

Interpretation:

If the person scores three or more on the GAD-&scansider anxiety disorder

2.4.4.2 Recognition and assessment
2.4.4.2.1 Symptom Presentation
Explicit clinical cues are suggested to aid in tegection and recognition of

common mental health disorders. A study lookinthatscreening and diagnosis
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of depression in women visiting GPs, found that @iésselective screening for
those who mentioned mental symptoms and were alm@ fikely to offer a
scheduled repeat follow-up visit (Stromberg et 2008). A study looking at the
disability associated with common mental healtloniers and the detection of
mental health disorders in primary care showedptkesentation of and presence
of disability, (such as occupational, and sociaictioning and activities of daily

living), helped GPs’ recognition of mental healtolpems (Collings, 2005).

2.4.4.2.2 Individual characteristics - the general practitioner
Further to symptom presentation, there is a suggeshat practitioners’ own

understanding of caseness toward disorders leatiffécence in the mapping or
assigning a diagnosis. This disparity can be saestudies looking at cultural
influences (Bhui, 2001), where practitioners arggasted to experience difficulty
in diagnosis of mental disorders to physical commpga without prominent
psychologised expressions of distress and wher¢atdisorder is more likely to
be diagnosed in patients who present with or afteiphysical symptoms to
psychological causes (Goldberg & Huxley, 1992; Kigar et al., 1993; Kessler
et al., 1999). Cultural influences are suggestethea pervasive factor in the
acknowledgement of and detection of common memalth problems. The lack
of detection of Punjabi patient cases with depwesgleas was suggested to be
culturally influenced, in that the non-pathologipa¢sentation of depressive ideas
may reflect that of the general practitioners’ oguitural beliefs. These beliefs,
along with those of their Asian patients, includenare karmic view of life in

which hopelessness might be accepted more reaslity @ulturally concordant
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belief without resort to iliness labels (Bhui, 200This echoes previous primary
care data around cultural belief influences upotea®n and recognition (see
Wilson & MacCarthy, 1994; Uebelacker et al., 200@preover, Punjabi patients
with a common mental disorder were more likely eodssessed by their Asian
general practitioners as presenting with a mixtiirghysical illness and somatic’
complaints, when compared to those patients presemtho were considered
English only, where general practitioners were $aide more likely recognize a
psychiatric disorder or mixtures of ‘physical frgosychiatric’ disorder (Bhui,

2001).

In terms of general practitioner recognition of coan mental health problems,
the pervasive position of the patient in their preation is demonstrated where
GPs are said to respond to meaningful clinical <loesulting in increased
detection and diagnosis of common mental healtbrdes, for instance when
patients attribute their symptoms to a psycholdgiease rather than a physical
one (Klinkman, 1998; Araya et al., 2001, Bushr2lip5). While it is recognised
that chest and abdominal discomfort and other sonsgmptoms are common
manifestations of some mental health disorderst(Btoal., 1994; Zang, 1995), if
a patient visits their general practitioner whibgperiencing an acute somatic
illness, it is less likely that the accompanyingiaty and/or mood disorder will
be simultaneously diagnosed (Furedi & Rdézsa, 200General practitioners’
attitude toward treatment was also said to be toifgmesent in the detection of
disorders, in that a physician’s proclivity towaitte provision of counselling

influenced the likelihood of detection (BorowskyaD).
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2.4.4.2.3 Individual characteristics - the patient
Individual differences around patients, disorders their presentations appear to

be both facilitators of, and barriers to, the dileation of patients presenting
complaints and the appropriate recognition of diecs. It is suggested that many
people feel reluctant to seek help for emotionad @sychological problems
(Bessant, 2011; Moscrop, Siskind & Stevens, 20dR)to a third of patients with
a diagnosable disorder can identify some reason vy find it difficult to
disclose problems to their doctor (Dowell, 2004heTMaGPle study found the
most common reasons for not disclosing were bediesgatient felt they should
be able to deal with the problem themselves ordiaP is not the right person to
talk to about psychological problems (MaGPle Rede&roup, 2004). Studies
examining patient characteristics show sociodenpigcacharacteristics such as
race, gender and age are influential in the deteaif mental health problems in
primary care (Cooper et al., 2010; Shen-Ing e804; Uebelacker et al., 2009).
An example of this is demonstrated by Bhui et #601) study on cultural
influences on the prevalence of common mental hedisorder and general
practitioners’ assessments. They found that althéugnjabis were more likely to
suffer with ‘depressive ideas’ (worthlessness, legsmess and suicidal ideas),
general practitioners were less likely to detechomn mental health disorders in
Punjabi cases with depressive ideas. It is sugdiéisée this lack of detection could
be in part due to patients being reluctant to esgocepressive ideas (see Jacob et
al., 1998) and cultural beliefs and attitudes ofigpas and practitioners, for
instance that hopelessness might be accepted neadilyr as a culturally

concordant belief without resort to illness lab@aui, 2001). A further example
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is noted in relation to the construct of pain, veh@sian cultures hold a plethora
of beliefs centred on the experience of pain, tiewitability of its presence, and
the virtues of both endurance and transcendenteuitesort to illness labels and

medical help-seeking (Pugh, 1991).

Similarly a study by Borowsky (2000) found physitsavere less likely to detect
mental health problems in African Americans andgpé$ younger than 35years
old, while results from the 2007 Adult Psychiatkiorbidity survey in the UK
found older people were less likely to receive ewmitk-based treatment for
common mental disorders (Cooper et al., 2010). b\@e in relation to age and
race, and perhaps reflecting detection rates,ntrexat differences were apparent
where 14.3% of elderly White individuals, compaseith only 5% of African
Americans in the Piedmont region of North Carolvere found to be receiving
an antidepressant (Blazer, Hybels, Simonsick & bian2000; Uebelacker et al.,
2009). In addition, studies have also shown aioglahip between patient gender
and detection of disorders, such as the Medicat@uoges Study (MOS), where
physicians were less likely to correctly diagnosprdssion among depressed men

when compared to women (Potts, Burnam & Wells, 199élls et al., 1988).

2.4.4.2.4 Time pressure
GPs manage uncertainty routinely in their dailycpce and demands upon GPs’

time is said to have intensified, with general fitemers said to experience more
complex consultations. Consultations with patieptssenting with common
mental health symptoms are recognised to be timgwning, and as such accurate

presentation, identification and treatment of sy are suggested to be
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influenced by the pressure of consultation timeieAts are said to have an acute
awareness and sense of consultation time whicleases their anxiety to the
consultation (Pollock & Grime, 2002), that therena time to disclose fully or
discuss adequately their concerns, and that therglgpractice consultation is not
an appropriate setting for dealing effectively witpression (Pollock & Grime,
2003). It is suggested that there is a directimiahip between consultation length
and quality of care (Pollock & Grime, 2003). Diffecces regarding GP
management of, and attitude toward, lengthy coasaits is described in the
literature where for example, patients requiringgkby consultations presented at
more constricted times (such as emergency appoirisngaus resulting in a busy
waiting room and a sense of frustration for some.@Rher GPs were said to view
a busy waiting room as a reflection of themsel&a &aring and conscientious
practitioners, while it was also said that GPs @@dwunning over time as
indicative of no longer being in command of thewriing situation, and giving
rise to feelings of incompetence and ‘approachimagos’ for inexperienced GPs
(Pollock & Grime, 2003; Ringsberg & Kranz, 200 ollock and Grime (2003)
report an inverse relationship between giving tiamel prescribing drugs, they
suggest having more time to give to patients, eithactive counselling or a more
passive listening role could reduce the need fdrdepressants. However
antidepressants were considered by GPs to work moiekly than talking
therapies and were said to have the advantageirf beadily available without
restriction. Furthermore, GPs interviewed reporéedhecessity of extending
appointments with depressed patients, seen asvastiment of time to establish

their understanding of the problem. Time given ttignts was said to be
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influenced by situational factors, such as thewiddial doctor’'s tolerance of
running late and perceived need. Once treatmentestablished GPs reported
consultations took on a more routine nature andhémain, ran within time
boundaries. GPs’ confidence and interest in dealiivgctly with patients’

psychosocial problems and the amount of time thesewvilling to give to these

also varied (Pollock & Grime, 2003).

General practitioners are often faced with patisatgering multi-morbidity which
presents barriers and challenges to the detechdneffective management of
common mental health (Kessler et al., 2005a; McMagtual., 2009; Roca et al.,
2009; Ansseau et al., 2004; MaGPle Research G&f{8). The co-existence of
long-term conditions and mental health problemsehanr important impact on
clinical decision making and making sense of thatienships between conditions
is complex (Bower et al., 2011). Other studies shbat general practitioner
detection of mental health disorders are highemvwdyeptoms presented are more
severe and clearly classified (Borowsky, 2000). Eesvy, where it appears that
there is the presence of other medical illnesgistudiffer in their reporting of
whether the detection of common mental health antaidealth or mental health
disorders are higher due to the presence and agswef a primary condition
(Borowsky, 2000), or whether the presence of a oadcondition inhibits

recognition or detection.
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2.4.4.3 Treatment
As discussed common mental health problems aregnésed to be highly

prevalent in primary care and it is estimated tha&y may affect 15% of the
population at any one time (NICE, 2011b). Therefesly recognition and
treatment is crucial for positive outcomes. If laftdetected and untreated sub-
threshold disorders such as minor depression repressource of considerable
impairment and risk to major depression (Broadhdzdzer, George & Tse,
1990). The proportion of individuals seeking treatmwithin primary care is
substantial (Ronalds et al., 2002), for exampls reported of New Zealand that
while one-quarter of those receiving treatmentrfeantal health disorders were
said to get it from specialist mental health oriefiloh services, around three-
guarters of were in receipt of treatment from G&smental disorders. Studies
show that patients are not receiving appropriatetaidealth treatments for their
disorders (Beel, Gringart & Edwards, 2008; Vineslet2004). Other studies show
that even when emotional disorders are detectedaound that they are likely to
be inadequately treated or not treated at all (Kat@n Korff, Lin, Bush & Ormel,

1992, Schulberg et al., 1999; Regier et al., 1993).

Collaborative and integrative models of care featuithin Engel’s bio-
psychosocial model of care, which assumes thgtdhient’'s complaints cannot
be considered in isolation from their psychologalises and consequences
(Engel, 1977, 1980). This model of care is patmaitred and recognises the
multidimensional nature of health and iliness, tgkinto account the interacting

biological, environmental, social and psychologiealtors (see Australian
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Institute of Health and Welfare [AIHW], 1999). Mayement treatment
approaches that follow this model therefore regoioge than one service to
accommodate each of these contributory factoraisan between a multitude of
professionals other than general practitionerspgmydhiatrists, such as mental
health nurses, clinical psychologists, counselpagchologists, social workers

and occupational therapists.

Antidepressants are only one line of treatmems, suggested that successful
management should involve counselling that addsassees such as the
difficulty of coming to terms with having a depressdisorder, so as to improve
general coping skills and address psychologicalsagal risk factors (AIHW,
1999). The appropriate detection and recognitiotmefdisorder is crucial and
the point of presentation, but more commonly indiingls’ presenting disorders
are comorbid, complex and symptoms may be attribictearious causes or
normalised — the danger being that disorders mayibged as a consequence

(AIHW, 19909).

Despite potential benefits to the management oftahéealth disorders using the
multidimensional bio-psychosocial model of care elad care the most effective
means of delivering a bio-psychosocial approactotsvell understood (Frantsve

& Kerns, 2007) practitioners are reticent to itspémgment such as lack of
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awareness of networks and operational constramtsaa unwillingness to refer

on to other care providers for specific types eatment (Aoun et al., 1997).

Therefore, general practitioner understanding, Kedge and awareness of
appropriate treatments and management for disorsl&esy to positive outcomes
(Emerson, 2003). Despite the awareness of significaumbers requiring
treatment for mental health and common mental hedikorders from general
practitioners, barriers to appropriate managemgtitese and access to treatment

persist.

2.4.4.3.1 Treatment guidelines
In the UK, updated clinical guidelines continue lte released informing and

directing general practitioners toward the appmpritreatment avenues and
management of individuals with common mental healtid mental health
disorders. Treatments recommended to be benefarialommon mental health
disorders, such as those said to be low-intensiterventions: self-help
(Bibliography; Frude, 2004), computerised cognitibehavioural therapy,
physical activity programmes, group-based peer Gupprogrammes and
psychoeducational groups for those presenting wiahmmon mental health
problems are various (see Table 2-2). Recentlyatgold guidelines stress the
importance of access for patients, such as ‘meltipeans of access (including
self-referral)’ to services rather than the singtéat of entry model that has been

characteristic of many services (NICE, 2011a), @lomith promoting the
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development of local care pathways (integrationpdfnary care and acute

services).

Confidence in treatment success and effectiversean issue for GPs. Following
on from the issues around whether patients recetvegtment or not upon
detection of a common mental health or mental hgaibblem, the discussion is
then about what treatment it is that the patieceirges. As previously mentioned,
Borowsky (2000) points out in his findings thatistthe general practitioners
proclivity or inclination toward counselling thatfluenced detection of common
mental health disorder. General Practitioner atétuoward treatment as an
influence may be shaped by practitioners’ own anese and confidence in the
effectiveness of treatment, which may be affectggltd the variability in reported
patient benefit and subsequent patient nonattered@arphy et al., 2013; Grant
et al., 2012). Durability of interventions to aidrgeral practitioners in the process
of care, that of recognition, assessment and mamagiedo not appear to be long
lasting. Studies, including those more complex rugrtions utilising a
multifaceted approach, appear to show decay foligwdiscontinuation, and a
return to usual care within a 6-month period (Ra&92; Katon et al., 1995; Lin

et al., 1997).

As has been already discussed general practiti@oegnition of more severe
mental health problems is good, while assessmerd&nof making sense of
symptoms that are minor and interrelated are rtoa.lack of clarity with symptom

presentation can make recognition of patient imenoent difficult too. In terms
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of measuring patient benefit from interventionsjsitsuggested that the sub-
threshold nature of conditions, symptoms are legsre, may make demonstrating

measuring benefit from treatment difficult (Callah2001).

The literature speaks of a range of different tresits said to be available to GPs
in the management of common mental health probl€Positrolled studies of
interventions targeted to those suffering minorrdsgion (collaborative care,
psychotropic medication, problem-solving, placeld@ye reported null effects
and moderate results, it is suggested that thitddoe due in some way to the
temporal nature and improvement of conditions fatignts aside from the
intervention (Barrett et al., 1999; Katon et alb9%; Neeleman, Oldehinkel &
Ormel, 2003). In terms of comparing treatmentsftectiveness, a meta-analysis
study of self-help interventions for anxiety disersl showed unguided self-help
to be less effective than face-to-face treatmestn(lardized difference for all
studies was d =—-0.42; 95% CIl = -0.62 ~ —-0.22)|enfor studies in which regular
support was given during the self-help treatmersulte reported were not
significantly different to that of face-to-face thpies (d = —0.11; 95% CI = -0.42
~ —0.20; mean effect size 0.68 (95% CI = 0.54 3 @@uijpers & Schuurmans,

2007)).

General practitioners are said to be able to rpéients to other services for
appropriate treatment, and it is said that patiewisld prefer to see someone other
than their GP (Dowell, 2004). However, while gehgoeactitioners’ are not

always fully aware of services that are availablthem, another barrier can be the
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temporary nature of services that rely on limitadding options (Emmerson et
al., 2003). Factors surrounding lack of knowledge affect the confidence, sense
of control and willingness of the GP to refer olait patients, additionally the
reluctance to refer is also compounded by the laickcommunication from
psychiatrists or psychologists, resulting in dissattion and uncertainty (Beel,
Gringart & Edwards, 2008; Sigel & Leiper, 2004). study evaluating a GP
consultative psychiatric service found GPs felt ghsychiatrists tended to ‘take
over’ the management of their patients, that thdyndt communicate well with
the GPs and when communication was received inftomavas of limited use

(Emmerson et al., 2003).

A stepped-care strategy wherein patients that ttaifemit after 8 weeks of
treatment by the primary care physician are praviddditional visits with a
mental health specialist have been found to sicpnily improve clinical and
functional outcomes (Schulberg et al., 1999; Ka&nal., 1996). Access to
psychological interventions, said to be preferrgdohtients (MacDonald et al.,
2007), remain limited in spite of continued commetrh to widening access to
‘talking therapies’ (Department of Health, 2011@]1 2b) and as such it is not clear
what proportion of patients could or would be reddrif services were freely
available. Perhaps, influenced by this lack of miow reported referral rates are
not substantial, for example only 22%, of a sanppleulation n=219, said to have
received an explicit diagnosis were referred toemtal health professional, with
most (73%) being treated with psychotropic medwa{MaGPle Research Group,

2006), these results are similar to other studidshyorth et al., 2002).
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Community mental health nurses (CMHNSs) care for ppeoliving in the
community and provide counselling and support fatignts with less severe
mental iliness (as well as severe and chronic nhéim@ss), a study looking at the
effectiveness of CMHN delivered problem-solving gared to usual GP care in
reducing symptoms, alleviating problems and imprgwsocial-functioning and
quality of life, found specialist mental health seirsupport to be no better than
support from GPs for patients with anxiety, depmssand reactions to life
difficulties (Kendrick et al., 2005, 2006). Howeytre use of mental health clinics
in GP practice (PCMHC), a service that providessasdo treatment for clients
with mild to moderate mental health problems (nmidderate depression and
anxiety disorders including post-traumatic streis®rdler, obsessive compulsive
disorder, phobias, panic disorder and generalisgety disorders), staffed by two
community psychiatric nurses, have reported pasitesults citing reductions in
referral to community mental health teams (CMHTB)depression and anxiety-
related problems. While 47% of those using the P@Mtere said to also taking
psychotropic medication, brief interventions ofveeén 1-3 sessions were found
to be effective in the primary care setting andirdyithe 12-month evaluation
period only three clients were said to be re-reférfWard, Walpole & Glover,

2007).

Since 2004, the National Institute for Health armhi€al Excellence (NICE) has
produced clinical guidelines on the care and treatnof common mental health
disorders, within these guidelines the use of pstyopic medication is not
recommended in the treatment of common mental lheahd yet the most
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common method of treatment for common mental hehdibrders in primary care
is psychotropic medication (NICE, 2011a). Guiddinguch as those provided by
the National Institute for Clinical Excellence (N\EC2007, 2011) advise general
practitioners not to use antidepressants routiteelyeat sub-threshold disorders
(such as mild to moderate depression), as thebeslefit ratio is poor. It is
suggested that GPs consider using antidepressanthidse who have a past
history of moderate or severe depression or, wiretial presentation of sub-
threshold depressive symptoms have been preseatléorg period (typically at
least 2 yearspr, wheresub-threshold depressive symptoms or mild depnessio

persist(s) after other interventions (NICE, 2009).

The MaGPle study (2006) found that GPs prescrilsgdhotropic medication for

subclinical or undiagnosed disorders. Differencesnvben the proportions of
patients receiving different types of treatmentoading to diagnostic groupings
were found, with over 80% of patients receivinggistropic medication when a
diagnosis was made of either anxiety or depressibiie less than 70% received
medication when the patient was given a diagndssibstance use disorder. In
addition, requests for further physical investigat{41.6%) and referral to mental
health professionals (68.9%) were higher where @GRsle a diagnosis of
substance use disorder compared to those diagnegbdeither anxiety or

depression (MaGPIE Group, 2006). Prescribing behasiare also said to be
influenced by seasonality, such that peaks in pikeag occur during the autumn
and the winter. Findings from Gardarsdottir andeagjues show the initiation of

antidepressant use to be strongly related to moequént presentation of
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depressive symptoms during the winter and foungyrifcant difference of 5-

35% more patients initiating antidepressant drugydwging the winter compared
to the summer (Gardarsdottir et al., 2010). Howetlez severity of depressive
symptoms were not reported in the study and thetoreis raised about whether
general practitioners might see less reason fatitrg mild depression symptoms

with antidepressant symptoms during summer motidas during winter time.

An important issue with regards to the prescriptbantidepressants is in relation
to prolonged use or long-term antidepressant tlyeaap follow-up to ensure the
appropriateness of treatment over time. A studyChyickshank and colleagues
(2008) found that of 61 study participants receuincyclic antidepressants (29%)
and other types of antidepressants (71%) the niairparticipants (57.6%) were
found not to meet criteria for any current DSM-NAM-D diagnosis, with 66%
scoring within the health population range using MMADRS, and so were
inappropriately receiving antidepressants. Genpracttitioner and psychiatrist
raters shared agreement amongst their judgmeritosktbeing inappropriately
prescribed antidepressants, however these judgenwitit fell short of the
proportion identified overall. Attitudes from patis on inappropriate
prescriptions showed 50% reported if asked by tG&r they would be likely to
stop taking their antidepressant.

The disease management framework of collaboratare shown to improve
primary care has been shown to improve clinicacoies for mental health
(Katon et al., 1995, 1996, 1999), and has also lseggested to improve both

quality of care and clinical and functional outc@ria primary care patients
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suffering panic disorder. Collaborative care comsgsia combination of education
of the disorder, pharmacotherapy, consultation witpsychiatrist and telephone
call follow-ups. Results from a study comparingalsare with collaborative care
showed both groups improved over time, and reswdimrted the greatest
differences for collaborative care were demongtratethe first 6 months of

treatment congruent with the more intensive natirthe disease management
intervention during this period as well as greaiaies of and adherence to
antipanic medications regimens during the same el{&oy-Byrne, Katon,

Cowley & Russo, 2001).

Practice locality and access to various formsesdtiment provide a challenge for
practitioners, rural populations are said to beenserved in terms of psychiatric
services, in that primary care providers in ruraba report having inadequate
skills to manage mental health issues as they w@eldconsultation-liaison)
(Geller, 1999). Therefore, the use of multi-medigéoconferencing, secure e-
mail and telephone interventions) have been usédik@sychiatric specialists in
academic centres with those practicing in rurahtimns (Hilty et al., 2006). The
use of telepsychiatry consultation assistance bas baid to provide positive
benefits to general practitioners, by reducingasoh, decision support around
medication and dosing, and facilitating enhancerméskills and knowledge,
suggested to be reflected in changed referral ppat&nd needs overtime (Hilty

et al., 2006).
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Table 2-3: Updated NICE (2011) clinical guidelines: suggested treatment for common mental health disorders*

Level of intervention

Low intensity
intervention:

» Brief psychological interventions with reduced @artwith a trained practitioner.
» The practitioner facilitates and supports the dsseti-help materials. Role taken by the practiéois one of a coach of

facilitator.

Intervention

Focus of intervention

Intervention description

Facilitated and non-facilitated self-help

Focuensa shared
definition of the presenting
problem.

Facilitated self-help (also known as guided selfphe
or bibliotherapy) is defined as a self-administered
intervention, which makes use of a range of boaks
other self-help manuals and electronic materials
based on the principles of CBT and of an approgri
reading age. A trained practitioner typically
facilitates the use of this material by introducing
and reviewing progress and outcomes. The
intervention consists of up to six to eight session
(face-to-face and via telephone) normally taking
place over 9 to 12 weeks, including follow-up.

at
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Non-facilitated self-help

Focus is on a shared
definition of the presenting
problem.

Non-facilitated self-help, also called pure selfgher
bibliotherapy, is defined as a self-administered

intervention and makes use of written or electroni¢

materials based on the principles of cognitive
behavioural techniques that are of an appropriate
reading age to the patient. This intervention Ugual
involves minimal contact with a practitioner (eag.
occasional short phone call of no more than five
minutes) and includes instructions for the person {
work systematically through the materials over a
period of at least six weeks.

Group-based peer support (self-help)
programmes

Shared experience and
feelings

A support (self-help) programme delivered to groy
of patients with depression and a shared chronic
physical health problem. The focus is on sharing
experiences and feelings associated with having 4
chronic physical health problem. The programme
supported by practitioners who facilitate atten@ang
at the meetings, have knowledge of the patients'
chronic physical health problems and their
relationship to depression, and review the outcom
of the intervention with the individual patienthe
intervention consists typically of one session per
week over a period of 8 to 12 weeks.

Computerised Cognitive Behavioural
Therapy (CBT)

Behavioural change: though
challenging to effect though
patterns and outcomes

t-A form of cognitive behavioural therapy that is
provided via a stand-alone computer-based or we
based programme. It should include an explanatig
the CBT model, encourage tasks between sessior

L

nc
1S,

and use thought-challenging and active monitoring

J O
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be supported by a trained practitioner who typjcall
provides limited facilitation of the programme and
reviews progress and outcome. The intervention
typically takes place over 9 to 12 weeks, including
follow-up.

Physical activity programmes Structured group-based
physical activity programme

Physical activity programmes are defined as
sstructured and group-based (with support from a
competent practitioner) and consist typically atth
sessions per week of moderate duration (24 minu

Psychoeducational groups Knowledge/information
about condition to bring

about greater understanding
and aid self-management

the principles of CBT that has an interactive desig
and encourages observational learning. It may

include presentations and self-help manuals. It is
conducted by trained practitioners, with a rati@oé
therapist to about 12 participants and usually ist&s
of six weekly 2-hour sessions.

Targeted interventions
for Persistent sub-
threshold symptoms

Persistent sub-threshold depressive symptoms drtminoderate depression that has not respondetbte-intensity intervention;

initial presentation of moderate or severe depoes$AD with marked fun

intensity intervention; moderate to severe pargomdier; OCD with moderate or severe functional iinmpent; PTSD

Persistent Sub-threshold: refers to symptoms asdaated functional imp

to several years).

ctional impairment or thaismot responded to a low-

airment that do not medtdidgnostic criteria but have
a substantial impact on a person's life, and wtidod present for a significant period of time (usyalo less than 6 months and u
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A psychosocial group-based intervention based on

behaviour, thought patterns and outcomes. It should
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Intervention

Disorder

Description of intervention

Cognitive Behavioural Therapy (CBT)

Depression, &ahsed
Anxiety Disorder (GAD),
Panic Disorder, Obsessive-
Compulsive Disorder (OCD
Post-Traumatic Stress
Disorder (PTSD)

A psychological intervention where the person
works collaboratively with the therapist to idewtif
the effects of thoughts, beliefs and interpretation
, current symptoms, feelings, states and problems
areas. They learn the skills to identity, monitod a
then counteract problematic thoughts, beliefs and
interpretations related to the target symptoms or
problems, and appropriate coping skills. Duratibn

treatment varies depending on the disorder and it$

severity but for people with depression it showddrb
the range of 16 to 20 sessions over 3 to 4 mofahs
people with GAD it should usually consist of 12 to
15 weekly sessions (fewer if the person recovers
sooner, more if clinically required), each lasting
hour.

O

Interpersonal Psychotherapy (IPT)

Depression

A psychological intervention that focuses on
interpersonal issues.

The person works with the therapist to identify the
effects of problematic areas related to interpeakon
conflicts, role transitions, grief and loss, andiab
skills, and their effects on current symptoms, ifegd

states and problems. They seek to reduce symptgms

by learning to cope with or resolve such problems
conflicts. The intervention usually consists oft@6
20 sessions over 3 to 4 months.
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Behavioural activation

Depression

A psychological intervention for depression thabsi
to identify the effects of behaviour on current
symptoms, mood and problem areas. It seeks to
reduce symptoms and problematic behaviours
through behavioural tasks related to reducing
avoidance, activity scheduling, and enhancing
positively reinforced behaviours. The intervention
usually consists of 16 to 20 sessions over 3to 4
months.

Behavioural Couples therapy Counselling

Depression

A psychological intervention that aims to help deo
understand the effects of their interactions orheac
other as factors in the development and maintena
of symptoms and problems, and to change the na
of the interactions so that the person's mentdtthea
problems improve. The intervention should be bas

on behavioural principles and usually consistsmof 1

to 20 sessions over 5 to 6 months.

Short-term psychodynamic therapy

Depression

A psychological intervention where the therapid al
person explore and gain insight into conflicts and
how these are represented in current situations ar
relationships including the therapeutic relatiopshi
Therapy is non-directive and recipients are nogliad
specific skills (for example, thought monitoring; r
evaluating, and problem solving.) The intervention
usually consists of 16 to 20 sessions over 4 to 6
months.

P
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Antidepressants/drug treatment

Depression, Pamsiorer,
GAD, PTSD

Combined interventions

Depression, GAD, OCD
(combined interventions ang
case management)

Collaborative care

Depression

A coordinated approach to mental and physical
healthcare involving the following elements: case

management which is supervised and has support

from a senior mental health professional; close
collaboration between primary and secondary
physical health services and specialist mentalkined
services; a range of interventions consistent with
those recommended in this guideline, including
patient education, psychological and pharmacoldg

ice

interventions, and medication management; and long

term coordination of care and follow-up.

Self-help groups

Depression, GAD, Panic
Disorder, OCD,

A support (self-help) programme delivered to groy
of patients with depression and a shared chronic
physical health problem. The focus is on sharing

experiences and feelings associated with having 4

chronic physical health problem. The programme
supported by practitioners who facilitate atten@anc
at the meetings, have knowledge of the patients'
chronic physical health problem and its relatiopshi
to depression, and review the outcomes of the
intervention with the individual patients. The
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intervention consists typically of one session per
week over a period of 8 to 12 weeks.

Applied Relaxation

GAD

A psychological intervention that focuses on
applying muscular relaxation in situations and
occasions where the person is or might be anxiou
The intervention usually consists of 12 to 15 wgek
sessions (fewer if the person recovers sooner, hg
clinically required), each lasting 1 hour.

Trauma-focused CBT

PTSD

A type of CBT specifically developed for people tw
PTSD that focuses on memories of trauma and
negative thoughts and behaviours associated with
such memories.

The structure and content of the intervention are
based on CBT principles with an explicit focus be
traumatic event that led to the disorder. The
intervention normally consists of 8 to 12 sessions
when the PTSD results from a single event. When
trauma is discussed in the treatment session, tong
sessions than usual are generally necessary (for

example 90 minutes). Treatment should be regulalr

and continuous (usually at least once a week).

Emotional Response Prevention

OCD

A psychological intervention used for people with
OCD that aims to help people to overcome their n
to engage in obsessional and compulsive behavig
With the support of a practitioner, the person is
exposed to whatever makes them anxious, distreg
or fearful. Rather than avoiding the situation, or
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repeating a compulsion, the person is trainedherof
ways of coping with anxiety, distress or fear. The
process is repeated until the person no longes fee
this way.

Eye movement desensitisation and
reprocessing (EMDR)

PTSD

A psychological intervention for PTSD. During
EMDR, the person is asked to concentrate on an
image connected to the traumatic event and the
related negative emotions, sensations and thoughts,
while paying attention to something else, usudidby t
therapist's fingers moving from side to side imfro
of the person's eyes. After each set of eye moviEmen
(about 20 seconds), the person is encouraged to
discuss the images and emotions they felt duriag th
eye movements. The process is repeated with a focu
on any difficult, persisting memories. Once the
person feels less distressed about the image atieey
asked to concentrate on it while having a positive
thought relating to it. The treatment should notyna
be 8 to 12 sessions when the PTSD results from a
single event. When the trauma is discussed in the
treatment session, longer sessions than usual are
generally necessary (for example 90 minutes).
Treatment should be regular and continuous (usually
at least once a week).

*Information drawn from the National Institute fbiealth and Clinical Excellence (201Cpmmon mental health disorders:

Identification and pathways to care
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2.4.5 Knowledge, education and training

Additional factors said to be associated with trenagement of individuals with

common mental health problems are the individuaratteristics of general

practitioners themselves, such as knowledge aneratathding of common mental
health, some of which have already been alludedGeneral practitioners’

knowledge and understanding of common mental hgatihlems are said to be
an influential factor in the detection and managenoéthese conditions. Medical
education consists of limited exposure trainingifmberviewing techniques and to
psychiatric training, with the latter more oftenridg inpatient experiences with
severely dysfunctional patients (Smith, 2011). Wesses in current UK GP
training have been identified in a number of spedlinical areas including care
for those with mental health problems (Gofal, 20iéster, 2005). In response,
calls for changes in medical education, by the Rdyallege of General

Practitioners, have suggested extending GP traitangclude more training in

three priority areas (enhanced clinical skills, @amted generalist skills and
enhanced leadership skills) and fourteen outcomestified for enhanced GP
training over a four-year period. It is suggesteat the first two year period will

include placements that provide all GP traineesh vatlequately-supervised
exposure to: psychiatric problems, including commuoental health conditions,
psychosis and suicide risk assessm&ergda, Riley & Simon, 2012). However,
while there is recognition of the need for increasgental health training, it is
suggested that the key focus will be on severe ahdhitess (Gregory, 2012). A

blog response posted to the notion of secondagymacements, noted:
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But | am not 100% sure that Anxiety and Depresséaognition
and management skills would be best picked up diny2rare
environment. My feeling is that, GPs are dealinthwlisorders of
mental health which are much more subtle. Mosthaftwe see is

of little or no interest to most psychiatrists.

(GP practitiortgr

2.5 Discussion
General practitioners routinely see high numbersdividuals presenting with

mental health and common mental health in themicdl practice. These types of
consultations are challenging. Recognition andsassent of these conditions is
said to be improving. However, it is clear that giah practitioners are still
experiencing difficulties, with a proportion of intuals not in receipt of

adequate, appropriate, effective treatment and geamant.

Despite efforts over recent years to reduce stignthincrease access to treatment
and various screening and diagnostic instrumenitsgbereated to aid general
practitioners in the effective and early recogmtm common mental health in
primary care, problems with symptom recognition damdely and effective
intervention persist. The same can be said wigrventions created to aid in the

management and treatment of those with common meetdth problems in

! General Practitioner posting blog response talartCall for longer GP mental health training’
in Pulse, 16 November 2012. Available at: http:/impulsetoday.co.uk/your-practice/practice-
topics/education/call-for-longer-gp-mental-healthittiing/20000888.article#. UkWw5FpwbIV
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primary care, where the durability and effectivenessuch interventions appear

to be various.

There appears to be a general consensus amondht freéessionals that access
to psychological care is difficult and limited, bah terms of demand outweighing
service provision but also the lack of qualifiecsiplists. It can be argued that
GPs are best placed to take forward more psychaldogsed assessments within
the common mental health consultation, and thaessf trust that usually inhibit
open disclosure can be reduced as GPs alreadyaimaitelationship with their

patients.

A plethora of individual differences and practitgwncharacteristics appear to
influence how general practitioners recognise aadage patients with common
mental health in primary care. General practitisheknowledge and

understanding of sub-threshold disorders is disparand so too is their

confidence in treatments other than psychotropidicagion.

Further investigation of individual differences ahe understanding of common
mental health and its management in primary careydxeral practitioners is
required to assess to what extent these individifi@rences are impacting upon

practice.
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2.6 Summary of Chapter 2 and link to Chapter 3
The literature review, as outlined above, has evul@&d to present some of the

main issues associated with the management of comnmeatal health in primary
care, including prevalence, treatment, recogniao assessment and general
practitioner attitudes toward management in printane. This review helped to
inform the following studies as presented throughbe thesis. These studies
attempt to look more closely at a number of thasuutlined within this literature

review.

The first of these is presented in the followingoter. Chapter 3 describes a
scoping study with working GPs at several generakctres across Wales,
facilitated via focus groups. This study was condddo ascertain more generally
what GPs understand to be common mental healtngmnsband what, if any,
difficulties they experience in the management atigmts with common mental

health problems.
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Chapter 3: Exploring the complexities associated with the
management of common mental health in Primary Care - A
scoping study

This Chapter begins with some background, beforeimgoonto describe the first
study in the programme of research presented wiltigrthesis. The scoping study
explores the management of common mental healthinmary care. This chapter
concludes with a discussion of the study’s findiagsl implications for the next

stage of the research programme.

3.1 Introduction
At present there doesn’t seem to be a clearly ddfiiew of what the term

‘common mental health problems’ actually refershimugh there is agreement in
the fact that these problems are, in general, nehagprimary care and refer to
conditions such as, adjustment disorder, anxietyd@mpression that do not achieve
caseness. They do not include the psychoses ee tiat fall into diagnostic

categories.

In an average general practice population of 10#&Mldts, approximately 1,200
people will have a common mental health problemgneas only 25 people will
have psychosis (Sainsbury Centre for Mental Heal®0,7). In addition, 30% of
the 280 million consultations undertaken by GPhegar have a mental health
component (Royal College of Physicians, 2006). @&fuee, the burden upon
general practice is great, especially since mdmalth conditions are complex,

can be long standing, and if left untreated areemally disabling to the
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individual. Common mental health disorders are sa@ffect one in six adults, at
a cost to UK employers of £25 billion each yeaotiyh lost working days (NICE,

2011).

The effective management of common health problengeneral practice is of
high importance. While it is suggested that GRs ley and best placed to
recognise and manage individuals presenting withraon health and common
mental health problems it has been suggested hbgtfind the management of
these consultations challenging. However, whiterirentions and programmes
are being introduced to address the suggestiorPsf &periencing ‘difficulties’

there seems to be a lack of literature and cledeage pointing to exactly what it
is that GPs are experiencing with regard to thesghbation around common

mental health.

The GP is usually an individual’s first point ofrtact for general health care. GPs
are there to help in the management of health atidbging and to prevent iliness.
Moreover, the GP also provides the link to furtiealth services and other
healthcare professionals. The GP’s position id40 act as a patient’s advocate,
supporting and representing a patient’s best istete ensure they receive the best
and most appropriate health and/or social care (RCZ®11). While, GPs are
trained in all aspects of general medicine, theysaid to experience difficulty in
regards to the consultations relating to mentalthg&lICE, 2011b). However,
while interventions and programmes are being intced to address the

suggestion of GPs’ experiencing ‘difficulties’, theseems to be a lack of literature
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and clear evidence pointing to exactly what ithattGPs are experiencing with

regard to the consultation around common mentdtthea

3.2 Rationale
It is clear that common mental health within prigneare accounts for a substantial

proportion of a GPs clinical work. As previouslsdiissed it has been suggested
that GPs are having difficulties managing commomtalehealth problems,
however it is not clear what those difficulties aand to what extent such
difficulties might impact upon the management oésn Therefore, proper
assessment of the knowledge and relevant skillsHafs with regard to common
mental health is required so that we can exploretidr GPs are indeed having
problems with the management of the common mesetltt consultation per se,
or whether other more social/environmental, systenwat organisational factors
are giving rise to management difficulties. Id@rto begin to look at these areas,
a scoping study comprising focus group discussisits GPs would generate
views and experiences regarding the managememrmon mental health in
primary care. Data generated through such discussidll provide an insight to
current thinking around the management of commontahenealth and areas

requiring further investigation.

3.3 Method

3.3.1 Ethical Approval
Full ethical approval was obtained from the Rede&tbics Committee for Wales,

along with the appropriate research governanceeuvmnecessary.
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3.3.2 Sample

Working GPs in Wales

Sample size: five focus group interviews were cateld with between
three and five participants at each location

Focus Groups were located at GP practices acrossWawmbran, Flint,

Morlais, Narbeth and Presteigne

3.3.3 Recruitment

General practices were purposively sampled fosthdy

Practice managers and GPs were sent an emaihigvitem to take part in
a study which formed part of a PhD programme ofaesh looking at the
management of common mental health in primary cdore,data from
which would be used to inform the construction gliastionnaire that was
to be sent to working GPs in Wales. For GPs wmwassed an interest in
taking part in the study, contact details were ped and further
information about the project, consent, data ptaie@nd complaints and

distress procedures were sent out before beingalpleogress further.

3.3.4 Research Design

A semi-structured focus group was conducted

Participants received information about the projéetta protection and
consent procedures. Informed consent was giverrddefammencement
of the discussion group (see Appendix 3-1)

All data were held/stored/received anonymously
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» Data generated from the discussion groups waddanthe construction
of an online questionnaire that would be sent toking GPs in Wales,
regarding the management of common mental heafthnmary care

» Areas listed for discussion were:

o Management of common mental health problems

o Prevalence of common mental health problems

o Challenges to management

o What constitute common mental health problems

o How management of common mental health in primarg can be

improved

3.3.5 Data Collection
* During the winter of 2008 five focus group intemvgwere conducted at

GP practices across Wales (Cwmbran, Flint, Morl&isybeth and
Presteigne)

» The group discussion took no longer than one hour

* The discussion group was recorded and subsequeaniicribed

» All data were anonymised during the transcriptioncpss

3.3.6 Analysis
* Qualitative data generated through the discussionpginterviews was

transcribed
* Qualitative data were organised and analysed ubmdlvivo 8 software

package for qualitative data
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* Thematic analysis was the analytical tool choserHese data

3.4 Results
This Scoping Study used focus groups as a waydlmexwhat, if any, issues were

present for GPs around the management of commomahtegalth problems in
primary care. More specifically, the focus groupspoyed a semi-structured
interview approach, where key questions or poiotsifscussion were presented,
namely with regard to common mental health probletagprevalence and issues
the around management of common mental healthimapy care. This format
helps to define the areas of interest, whilst alsmwving both the interviewer and
interviewee to diverge in order to pursue an idea esponse (Silverman, 2000).
This approach is a well-established method in heate research (Britten, 1996).
The purpose of the research interview can be destras exploring the views,
experiences, beliefs and/or motivations of indialduon a specific matter (Gill,

2008).

A Thematic Analysis approach was used to analyse generated through the
course of the focus groups. This methodology shdresoncept of supporting
assertions with data from grounded theory, whidesigned to construct theories
that are grounded in the data themselves, payimticplar attention to the
perceptions, feelings and experiences of partitgpaithe view from the
perspective of this research was that analysisasaducted from an inductive

perspective — that is to say, the process of codingot linked to previous
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assumptions, but instead is data driven. The psomiesnalysis using this approach
follows seven stages, through which the identifaatof themes is achieved
(preparing the data, familiarisation, coding theagedefining identified themes, re-
examining relevance of data, final form construttior theme and report each

theme).

Through the course of analysis four major themegrged. Results will be
organised and presented under each of these headimgmon mental health

problems; consultation difficulties; the issue aink; and training.

3.4.1 Common mental health problems

3.4.1.1What are considered common mental health potems?
The GPs taking part in the discussion groups sugddbat they understood the

term ‘common mental health problems’ to refer taditons such as: mild stress,
anxiety, depression, social phobia, chronic fatigné being unable to cope with

life.

3.4.1.2Nature of common mental health problems
GPs considered those conditions representing commantal health not to be

serious mental health problems:
F2:[...] alot of these people haven't got seriousntal
health problems they just need help and suppoft [..

(F2 General Practitioridnrlais)
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Across the group discussions, common mental heatthlems were referred to

those that were short term or those that were gépeeactive states:

F2: depends what it is | suppose, if it's depresgimean
a lot of it can be reactive to situations and sames
they just need a bit of time to get...their heaghathe
situation...

(F2, General Practitionearbeth)

Difficulty was raised around being able to findétdbfor individuals who suffered
from mental health problems, in that the completareaof complaints meant that
presentations were not always clear cut, by walyenfig able to slot individuals

into labels:

There was one guy who was seeing the other [name of
GP] and she said you can't have a sicknote...aneverg
back through his history and he didn't have ang-bndy
had ever been able to find a psychiatric label for
him...but he'd been off for years and years andsyedh
ah | can't remember...I forgot what the term
was...something like an odd chap or unable to coitie
society so he'd been signed off for ages withowiadly a
diagnosis...but in a way it was right that he wamed

off because he COULDN'T cope with society you could
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see why he couldn't work...but it was hard to gag''you
are depressed or he was psychotic or this thattaad
other...and er it's just very difficult people litteat...it's
hard to put down and fill in a box and put cleatiys is

the reason

(M1, General Practition€lint)

The assessment of impact upon individuals is samgttinat GPs voiced to be
difficult. Patients would sometimes present withygibal conditions to cover
mental health complaints. General Practitionersewaware of stigmatising
attitudes and would code such complaints as ‘saks®rk’ or more preferably a
physical condition, so as to remove a ‘label’ aalptihe patient, in these instances

patients were referred to as ‘dual pathology’ pasieThe following excerpt serves

to highlight this practice:

M1: hat about the dual pathology issue...do yoer get
that...I've got a lady at the moment who...I ttshk's
officially off work because of shoulder pain, btiihk
unofficially she's off work because of depressioxiety i
don't know...

F: oh so there's 3 or 4 different complaints goorg
M1: and you sometimes writing and you think we# th

really isn't going to stop you going to work
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M2: it's usually they want the physical diagnosither
than the mental diagnosis
M1: you can't blame them for that

(General Practigos, Flint)

It was clear that there was an understanding ofwmhental health conditions were
considered to be chronic, but for those that weargomg problems and not
meeting diagnostic caseness, these proved diffikldeems evident that there is
a complexity in management and understanding byofdyal directionality with

regard to assessing for impact upon the individixam the perspective of the

doctor:

M4: well sometimes it can be difficult to assess bwat's
impacting on their work or they....I mean it's fagain
when they're CLEARLY CLEARLY DEPRESSED but
people with sort of ongoing sort of chronic levels
anxiety and a bit of social phobia and...you kifidhink
well actually biting the bullet and being in workd
getting over that hum will probably be good for you
[ahh]

F18: equally some it's difficult to imagine thenidiog
down a job

(General Practitioners,deegne)
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And that of the individual, toward their problenm, $o far as the individual is
acknowledged as having a CMHP that the GP feelaldhwt impact upon the
individual in the way that the individual is pretieg, the difficulty then for GPs
is around how to manage the individual in this aian and presentation of

esoteric symptoms:

| have a problem with that though - in that...dtsout
how those symptoms...erm impact on that
patient's...LIFE...erm and the slightly more esmtenes
you just deal with them differently...we have kotd lots
and LOTS patients with chronic fatigue syndromthis
part of the world because there's a...erm mad adtgve
doctor who lives up in the hills and they tenddaad sf
gravitate towards her - but they perceive themsehse
COMPLETELY...incapacitated and | have no problem
with that because you just gradually move them
towards... erm INDEPENDENCE...you know they have
been investigated and NO abnormalities found, Ibeitet
are these women in wheel chairs and not able to do
anything...

(F11, General Practitioner, Prigsie)
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3.4.1.3Treatment/interventions
GPs discussed the difficulties they found in manggiommon mental health in

terms of providing treatments to patients and whieeecondition was in terms of
its nature. It was presented by GPs that theythatearlier a condition was
recognised the better the chances were that iddmeitreated, so as to achieve a

successful outcome.

[...] because they came you early on in the progess
were able to deal with it and give them sensibassed

(F2 General Practitionearbeth)

The availability of services to which GPs were dbleefer patients for

appropriate help was also an issue:

people who are on incapacity say with depressiah an
trying getting them back into work is very difficul
really...cos there really aren't the services aahié
to...cos help building their confidence...you krsawices
aren't available really

(M2, General Practitignélint)

General practitioners spoke about using differ@pr@aches to treatment toward
those having or exhibiting common mental healttbfgms. It was commented by

one GP that ‘they [the patient] just need time sympathy and support’
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Depends what it is | suppose, if it's depressiameln a
lot of it can be reactive to situations and somesrthey
just need a bit of time to get...their head roumel t
situation in which case, sometimes counselling valp
them, occasionally they do need to have antideprgss
to actually help LIFT their mood to help deal wilie
counselling...I suppose they’re not difficult coltetions
they just need time and sympathy and support -tland
great majority of those with that will pick up...

(F2, General Practitioner, Narbeth)

Early intervention was also explained to resulteducing the negative impact to
the day-to-day living of the individual, while tloelay of intervention was stated
to directly result in the probability of non retutmwork for individuals. In part,

the delay to the provision of an intervention wiakdd to system processes of

acquiring interventions, an example of which we saa in the following excerpt:

Firstly, it's often long winded isn't it, secondtis often
way down the track when these people are probaiily n
going back anyway...it's more the...I suppose the
intervention’s too late usually. The trouble isthat sort

of letter is...late so they’re unlikely to returmwork...all
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these issues about confidentiality and it just ¢petsr
by...the amount of time it takes to process it...

(M16 General Practioner, Cwmbran)

The ability to treat was also raised during distuss so for some GPs (as
discussed above) there was a concern over waiingstand the window of
opportunity to treat (as they saw it), while foo#trer group of GPs and with regard
to their practice surgery, they spoke positivelytlodir surgery’s provision for
patients’ with mental health needs, such that tiey recently been able to offer
patients counselling (run by a psychiatricallyned nurse) and that there were
links between the surgery and the community memalth team. The example
below describes the positivity of being able tceotfelp to those individuals that
would otherwise not be in a position to affordhis excerpt also displays a sense
of confidence in being able to manage patients wih-serious mental health

problems:

CBT to base to giving them some anxiety
management...or some...giving them some basictimols
help them move on in their lives and we found $Haz¢en
of great...of quite great benefit because | medof af
these people haven't got serious mental healthlenod
they just need help and support and | mean cegtanbt
of people in this area couldn't afford to have pta/

counselling or anything ... so from that point @w |
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think we cope quite well with that...I mean...wé drad
this service for 18 months 2 years and we copeal wit
most of it ourselves before

(F2, General Practitionearbeth)

Many GPs suggested using the internet to prinselfthelp leaflets for patients,

as well as using the internet to look up informatim things they were unsure of.
Some GPs spoke of doing this with the patient mitesehere was a differing of

opinion in this area, in that some GPs felt thisildaunnerve patients and others
suggesting that they felt it impressed patientse €kcerpt below provides an
example of this, where one GP begins to explain ittea how information is

accessed in front of the patient that makes tHerdifice:

F11: in terms of accessing the website somethirmpto
with the information you get there it’s in termshafw to
get there... ‘oh dear I've pushed the wrong buttamd
it's like any resource...erm...for example...itaetly the
same as using a book...if you use a book constrlgti
and say I'm going to look up the data because yoa'r
little bit underweight and da da da and explain wha
you’re doing they are positively impressed...if ymok
and ‘hang on oh what shall we give you?’ they're

thinking this doctor has no idea what they’re tatki
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about so it's EXACTLY the same...it's the expewtigk
which you assess that information

M4: but the idea that you'’re looking something ni
book on a web doesn’t faze patients |

F11: [if you do it properly
it doesn’t faze patients no [

M4: [at all they used to us not
knowing things you know

(General Practitioners, Rrigge)

Furthermore, through discussions it was raisedthi@aprovision of patient leaflets
was something that was recorded into patient nobesitioned to be useful on
‘medico-legal’ grounds, and importantly ran in linéh the QOF which would
lead to financial remuneration. It was further eththat GPs were actively
encouraged, through appraisals, to demonstratetlitbgtwere providing people
with advice; therefore information leaflets werggested to be a straightforward
and easily recordable way of doing this throughrtiformation technology
systems. However, issues were raised around whethsot patients were fully
appraised of the information within the leafletswrether the GP just handed them

out without communication:

| was told that | needed to be doing more in teains
demonstrating that | had actually given people adviso

it's a relatively straightforward way of doing itso of
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course there is a difference between giving thdeafet
and working through the leaflet with them to makees
they’ve understood it

(M10, General Practitioner, N&is)

In addition, there were issues in some practicaliies with regard to poor

internet connectivity and computer hardware pravisthis was said to be due to
the local health board taking over the maintenariceternet services for practice
surgeries. An example of the significance of thigagion was expressed by one
of the practices taking part in discussion, wheweais said their computer service

and network once updated, due to the lag, wouldstiout of date:

practices used to be responsible for their owrstiwe
would upgrade and maintain but we are no longer
responsible for our own IT it's now maintained hg t
health board...so since that's happened which 18 Ao
years we've had no maintenance...so there...thesd tp
be some funding that came to us so we could ldek af
our own and we’re no longer given that funding dnel
LHB keeps it and we are no longer able to maintain
computers and consequently they don’t get anyveve’
said well shouldn’t we be getting an upgrade arel/the
said ‘yes’ they’re going to upgrade da da whenater

was...probably within the next 3 to 4 years...betytre
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expecting to upgrade us in 3 to 4 years to XP nathan
to Vista so we’ll be upgraded to something that wil
already be 8 years out of date

(M4, General Practitioner, Pragte)

As well as issues around connectivity and workatdmputer hardware, there
were also issues raised around the use of intbasstd information for learning
and confidence in the information presented thendmwever, credible sources
such as those trusted, initially from their papamfat, and timely information

were deemed a valued resource:

[...Jwebsites for learning is a sort of burgeoning
erm...rapidly progressive source of learning.siin a
really interesting phase at the moment...particiylar
[name of colleague] and i have done things a hibit
younger but we’ve...not been used to it
historically...combine with the fact that a lottbém
haven't been terribly fit for purpose at the outseto
they’re a bit unwieldy and a bit slow and it's all
progressing slowly...it is an EXTREMELY rapid ahd i
you find THE RIGHT website incredibly useful way of
learning

(F10, General Practitioner, Prigsie)
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M4: trust in the content...so the BMJ one the Wed&R
one for example they’re ones that...and the DTBoaes
which historically have been TRUSTED partly because
they’re independent of industry — so they’re noidied by
industries, they’re not full of adverts so thatgsel

F18: and they have a good track record

F11: yeah...prominence and track record...so yau ca
trust that it's going to be a good space

(General Practitioners,dee@gne)

3.4.1.4 Management and Consultation difficulties
The management of mental health problems were d@rébread and butter GP

issues’, whilst it was also discussed that the mament of individuals with
mental health complaints were more problematic aifficult to manage,
compared to other presenting conditions. Aside ftbencomplexities associated
with assessment, recognition and treatment alrei@bussed, GPs commented
upon the difficult nature, of mental health, intthis difficult to measure and

evaluate:

M1: our trickiest cases are the usually they’re tiait
bad are they, it's not minor complaints

M2: it's the chronic back pain isn't it that yourta
measure

M1; and the chronic depression or anxiety isn't it
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I: they're more difficult

M1: yeah

I: in relation to work and health they're more ditflt
M1: I think so yeah that's where the problem is cos
they're the people who are off the longest and the
hardest[

M2: [to measure

M1: and to evaluate

(General Practigos, Flint)

3.4.1.5 Assessment of common mental health problems
Difficulties were also presented during discussgroups regarding what was

referred to as the ‘agenda’ or ‘subplot’ of soméividuals to avoid returning to

work or the acquisition of or retention of stateéfits.

| think though that we’re not talking about peopigh
mental health — we’re talking about people
with...probably mild stress and anxiety however the
subplot is that they don’t want to go to work...dnkink
that that’'s what we find difficult...is where sorodip

comes in who is...not on medication has PERHAPS had
some contact with er mental health services inpts or
more than likely NOT and they can’t go to work cos

they’re too anxious or stressed and...we're not%Gure
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that that is the case...| mean certainly not evietha
moderate side of mental health issues...you knesvriod
issues at all with people with with...either acatdong
term depression or other mental illnesses erm. B-8Kd
you know a lot of these...once you've actually ebrt
treated the root cause are ACTUALLY anxious toagkb
to work, they’re ANXIOUS ABOUT going to work and
this is where you...we’re probably talking abothe.
small proportion of people but who are chronicaily
the sick leave on an annual basis...and those #iieudt
or well nigh on IMPOSSIBLE to deal with...

(M3, General Practitioner Cwiaaty

However, this situation or ‘playing’ the systenoise that seemed to benefit some
while measures put in place to try and prevent $big of practice by the state
resulted in circumstances where those, who wei tsagenuinely suffer with
CMHPs were said to actually suffer as a results Example from a discussion
groups highlights just such a dilemma, and illussawhere the GP find

themselves in relation to trying to gain the appiadp help for their patient:

M3: | think there are a couple of things...and whatem
to find is that the genuine people who have got
GENUNINE...stress anxiety and depression get KICKED

back to work by...the er...the medical...whereasathes
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that are on it for years [benefits] and years arehss
seem to get AWAY with these medicals and it jadiyre
doesn’t make sense...i can remember one patienivwako
SO agoraphobic that she couldn’t go for the medarad

it just took me...about four letters to sort thig.aerm no
she CAN'T attend because she’s got agoraphobia and
..well

F10: perhaps then the other ones are better atiptay

(General Practitioners, rtlvan)

I think perhaps it right about the medical certiies in
relation to people who've got...where work is aues-
they can be quite challenging can't they thosecabse
basically you very often feel this person is gamge
well when they find a new job...that's what yoslteng
there saying but you're in...that's when you carnirge a
catch 22 [...]

(F1, General Practitionearbeth)

The binary of condition recognition and, thereffmesome due to being unable to

work, the link with this to state benefit was a gexity within the consultation

and a difficulty GPs resigned themselves to:
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[...] as you say | mean it’s ...actually IMPOSSIBicE
influence it to any...meaningful extent because its
CULTURALLY determined...essentially it's not akibwet
individual...and we can’t influence the culture

(M1, General Practitioner, Cwiaaty

However, this difficulty though present was appatenvarying degrees for the
practices interviewed (supporting the suggestiamefextent to which the culture
or social environmental issues are influential)tras excerpt around sick notes

illustrates:

M4: | don’t think that's necessarily about us asGEs
about — there is a VERY VERY high level of self-
employed folk around here

F11: and employed poor...many people are in
employment but its rural employment below...legadev
M4: sick notes don’t make a difference to themu..yo
know it's just NOT an issue for a lot of folk, treather
don’t want them or it's not gonna help them...andve
don’t get a lot so...IT DOES MEAN that the oneD@e
end up doing...often are slightly more [...] slijhinore
complex

(General Practitioners,dee@gne)
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3.4.1.6 Doctor/Patient interaction
The interaction with the patient was regarded #&dit in terms of managing the

condition, in that the patient’s awareness of tipeablem was not helpful to the

general practitioner:

I mean as far as SERIOUS mental health problems are
concerned | mean...they’re | mean, | suppose tha ma
time they’re a problem is when it gets acute reatfiyg
erm...the lack of insight...and...you know sometithey
can be a bit awkward from the consultation point of
view...

(F2, General Practitioner, Narbeth)

Difficulties around mental health problems were @texpected by GPs and

normalised, in that difficulties seemed expecteniad certain areas:

M1: well you know the guy that breaks their knee or
something sees the orthopaedic surgeon a few times.
the backs and the what's on your website?...thksand
the mental health people are the...ones that DRAG O
and they're hard to evaluate

I: why is that cos there's not sort of
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M2: well for instance there's no...you can't measitir
can you...you can only go on patient symptoms lagid t

perception of their symptoms

F: and it's their perceptions about how much thveark
effects them as well...people who...you know satess
work or depressed things like that there's no oitlengy
to...go back

(General Practigos) Flint)

However, it also became apparent that the condifiopatient suffered was

conflated with the patient themselves:

F1: quite time consuming some...wouldn't you say?
F2: it's really difficult to say | mean YES
technically...well, every now and again | mean we'l
have a right difficult one [chuckle] ...if you sedat |
mean or there are patients...

I3: what is that makes it difficult

F2: well... I don't think it's really any WORSE with
mental health to any of the other than the quiek th
obvious quick ones the people who come to youldot..
if it's a...ongoing chronic problem | think you'aes

likely to encounter a difficult one really, | dokitow
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M1: yes

F2: it's usually around medication that the probkem
arise far more... than...I would've have saidnt'sre
around the medication rather than the time off wiotil
you say?

F1: well | would've thought so yeah...I mean ara yo
thinking about just general conflict in a consuibat,
about dealing with a patient or are you talking abo
dealing with their sickness or their sick notes

(General Practitionéaybeth)

3.4.2 Consultation length
Many of the GPs across the groups suggested dhe pfevailing difficulties they

encountered to be of consultation length, due ¢odifficulties or complexities
surrounding the problem. It was suggested thatypis of consultation (in general
practice) was time consuming and in conflict witengral practice clinic
management time of between seven and ten minutes@esultation. This
accepted, the example below shows, for some indgils] time spent in

consultation was in itself an effective interventio

Every now and again I've said to them...and i thirkMOST
successful one I've had about this - | gave heiief ime off we'd
had a LONG LONG chat and | said look | think yoecehéo go

away and think about this and I...I think | thinkuyhave to take on
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board that you can tackle this but may be the thesg for you is

to is to leave...to get a new job...and she tookweeks off and she
came back to see me six weeks later having resigma:thaving
found a new jol- without actually ...getting herself TRAPPED in to
trying to deal with this bullying problem...becauke person who
was bullying her was her IMMEDIATE SUPERIOR she haida
CAT IN HELL'S chance ...of getting through thataiion...and
ACTUALLY that was one of my most successful thataphings
we...we spent a long time talking about it andsdid 'well | like

the job’, | said 'yeah but okay let's...just go gueke two weeks
have it at home and think about it' but...but ctieeo people I've
given longer off and they've been off for a lomgetiand then
they've got caught in not being able to get a jebause they're on
the sick ....and it's very difficult.....

(F1, General Practioneayideth)

3.4.3 The issue of work
Another theme raised through analysis of discussias that of ‘work’. This was

seen by many as an important influence or factoelation to the difficulties or

complexities of the management of common mentaltiheSignificantly, there

was a conflict between the doctor wanting to priobe@ct on the patient’s behalf

as an advocate, (1) in relation to the negativluemice of particular work or

working situations to an individual, and (2) betwebe doctor and the patient
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when views were opposed in relation to the indigituability to continue in
work. More specifically, this aspect is relatedth@ link between a doctor’s
diagnosis and the acquisition or retention of dbateefits. Work was also viewed

as being the linchpin to stabilising and aidinghia recovery of the individual.

Depression and things like that obviously in sorses
actually being in work and having some sort of nality
helps the patient recover

(F13, General Practitionegridis)

In relation to the above example, ‘work’ was alsersas a causal attribute to the
mental health problem, this was recognised by tRs @articipating across the
groups:

[...]l have a couple of patients who... has beer eb

bullied at work for example which has created.cata

mental health problem where they've not had a nhenta

health problem before and it's exactly that and..viag

its dealt with at work...will influence how theywhthey

are recovering [...] because unless you resolvaghees

which...have caused it then to go back to worlois n

going to change anything they will be in EXACTIh¢ t

same situation and that's the difficulty isn'tmda

then...they you know....

(M1, General Practitioner, bieth)
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It was also recognised that, for the majority afiuduals, financial dependence
and a shortage of employment left little choicethis double bind, there is a
realisation that for those with common mental hedlican be difficult to move

forward into work, while being off of work for amg period can in itself serve to
compound aspects of the condition. However, asqusly discussed GPs felt that

there were no services available to aid individirakhis respect:

It's only relevant to mental health problems isn'iwe

see these people who have become DEPRESSED and
DEMOTIVATED by...by you know and lacking in
confidence by being off work for years and domt fe
confident enough to ever think about getting gdiagk
into employment

(M2, General Practitignelint)

3.4.4 Training
In terms of knowledge and training, time was aesalifactor with regard to

additional learning. Many of the GPs said that thauld like more and better
education and training in the area of mental he#tlthas further commented that

the area of mental health was lacking when comparethers:

It's a bit of a Cinderella, | mean similar to mehiealth

isn't it...there seems to be lots of research into
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CARDIOVASCULAR stuff and DIABETES and all

that...but it's like mental health and occupatiohahlth
say...are really Cinderella areas where there readh't
much education available or...where it's neededlyea

(M2, General Practitignilint)

It was suggested, that the difficult nature of casnrmental health was possibly

the reason for this:

how could you...I mean there's nothing to measaire i
there...you were saying about back pain you casot..
how do you research something that's hard to measur
and that's the problem isn't it

(M1, General practitgorilint)

It was voiced that time constraints of the workoteyy meant, that if additional

learning did take place, this would be done at hoAeress to the internet,

although present across all groups, was said tobeewhat slow in rural areas
and was, in effect, a barrier to information acc€38s also spoke about having
different preferences to learning: seminars, papatsonline learning modules.
Internet modules were clearly preferred over basiagjournals, however the long
term effectiveness and retention of such mode®afing compared to actual

interaction was doubtful:
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M10: but in terms of actually learning...the...myro
experience has been not all that great when whewvegyp
to something like the BMJ learning website when you
actually then have a pre-course assessment you tick
boxes you work through a module you tick boxebeat t
end of it... mean | DO IT because it earns me Ioiew
points for when it comes to my accreditation bugthikr
I've actually LEARNT a great deal from THAT process
because for me...I'm a quick reader so | just duighk
through quickly read it, quickly get the points then |
don't know that | retain very much so...as an altyua
learning...I think I learn more if a patient comesand |
really don't know what's going on then you actually

relate it to the patient and you remember then

F13: yes if you've had an experience that stickgour
mind a lot better

F16: | mean | enjoy using the BMJ modules...but how
much of it STAYS in your head...you know

(General Practitiondvsrlais)

3.5 Conclusion
It can be concluded from this study that the prewed¢ of mental health in

consultations is high and that GPs see the comneoriabhealth and mental health
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consultation challenging. It is evident from thedings in this scoping study that
there is a lack of confidence in managing such waibaisons and to some extent
apathy, a kind of knowing expectancy, that thepe tyf consultations and patients
are ‘difficult’, that they ‘drag’ and that the GRekn’'t make a difference. This
apparent conflation of the individual and the caindiis of significance and is in

itself a clear display of GPs’ lack of awarenesd education in this area.

The area of training and education for GPs is gfikgortance; it seems that to a
large extent the basis for their knowledge on mdmalth and common mental
health problems is vague, out-dated and by no meaias It seems clear from the
findings of this study that their confidence in ragimg patients with common
mental health problems is not high and that theeesagnificant gaps in learning

and awareness.

It is also clear from findings discussed above tihare are a multiplicity of
challenges for the GP with regard to this type afsultation — which in many
cases seem difficult to disentangle. There seerbg twonfusion for GPs, both in
terms of understanding about conditions beyondrabrdepression and anxiety
(what they are and their nature) and how to mattag®. The latter not just being
confined to the aspect of treatment management,alsd in terms of the
complexities around the individual and their so@alVironment. For instance,
issues relating to stigma, the sick role, work (thiee in or out of work) and the
impact upon state benefits and financial securitgddition to, and related to these

was the conflict for the GP around their role, thresponsibility to the patient as
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the patient’s advocate and to the state in ternbeiofg an independent assessor of

health, in effect a gate keeper toward financialmion.

GPs have a key role and a huge responsibility alimg with individuals with
mental health and common mental health problenis clear from this study that
GPs need help and assistance in being able taetfeatively within these areas.
Further research needs to be conducted to bettirstand the areas of need and
where the gaps are so that more targeted educa@amng and awareness can be

introduced.

3.6 Limitations
Although Thematic Analysis is one of the most papyl used qualitative

approaches to analysis (this is in no small paked to the ease of accessibility to
researchers from all backgrounds), in that it is drven by specialist theory,
compared for instance to Discourse Analysis, whiws a strong Social
Constructivist underpinning and which is executed line with specific
conventions. Therefore, a limitation associatethwging Thematic Analysis is its
reliability. The concern here is seen as the widerpretation that can be drawn
from themes, in addition to the possibility of appf themes to large chunks of
texts. So too, due to the style of this particatethod, there is the likelihood that
fine distinctions in data will be missed, that tiscovery of and verification of
themes are interrelated, and that due to the caogliagtice there is an inherent
difficulty in the maintenance of individual accoantAnd importantly, due to

method’s lack of sensitivity to detail it does radtow for making claims about
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language use. That said, this particular methoddeamed appropriate of scoping
what, if any, difficulties GPs were experiencingtie consultation with patients
presenting with common mental health disordersiadded what they thought
constituted common mental health in the first ins&a This method enabled the

identification of issues and provided signpostsfiother detailed exploration.

3.7 Summary of Chapter 3 and link to Chapter 4
The chapter above describes the GP Scoping Stuthhvaimed to explore what

if any difficulties GPs were experiencing in praeti Findings show that GPs
experience many challenges to the management oimoommental health
problems and understand the term common mentahheatefer to a broader set

of conditions than those that are posited withiblguhealth literature.

The challenges raised during the GP Scoping Stufdymed the following study,
the GP Survey, presented in the following chap@apter 4). Chapter 4 describes

the GP Survey, along with its findings in more deta
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Chapter 4: A study of GPs’ perceptions and knowledge of
common mental health and their management - The GP
Survey

Informed by the focus groups with General Pracigis (GPs), the GP Survey
was developed. This chapter presents the GP Swrveh investigated how GPs
across five Local Health Boards in Wales, durin@22010, managed common
mental health in primary care. Areas covered inst@ey include education,
prevalence, confidence, and experience. Firstlktapter will present a topical
background, followed by aims, method, results amthlusions from the GP

Survey.

4.1 Introduction
Mental health issues affect ever greater numbepeople, with one in three GP

consultations said to have a mental health elerteent (NICE, 2011a), with
common mental health disorders affecting one iragidts. However, there does
not seem to be a concrete definition for what #rent‘common mental health
problems’ refers to. The British Occupational He&esearch Foundation review,
defined common mental health problems as thoseitomsl that: occur most
frequently and are more prevalent; are most suidbsseated in primary rather
than secondary care setting and are least disahltegns of stigmatising attitudes
and discriminatory behaviour (Seymour & Grove, 200his means that common
mental health problems are said to refer to comuftisuch as, anxiety and

depression that do not achieve caseness (NICE)2BRaluding those conditions
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within diagnostic categories, and are considerati@se problems that are able to

be managed in primary care.

The effective management of common health problengeneral practice is of
high importance. Common mental health disordersaféett up to 15% of the
population at any one time, with one in four saicekperience a mental health
problem every year (NICE, 2011b). Timely recogmitand appropriate treatment
management is key to successful outcomes. But téesygknowledging the
prevalence of common mental health in primary @aré the burden to general
practice, real issues continue in regard to effectecognition and treatment of
these conditions (Kroenke, 2000). And large numbénsdividuals do not receive
the help and support they need for their distr&s.while it is suggested that GPs
are key and best placed to recognise and managadumals presenting with
common health and common mental health problegspéars that GPs’ find the

management of these consultations challenging.

Itis clear that common mental health within prign@are accounts for a substantial
proportion of a GP’s clinical work. However, propssessment of the knowledge
and relevant skills GPs have with regard to commental health is required so
that we can explore whether GPs are indeed havoigdgems with the management
of the common mental health consultation per seylether other more social,
environmental, systematic or organisational facémesgiving rise to management

difficulties.
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4.2 Rationale
The increase of prevalence with regard to mentaltthen primary care has

cemented its position of high importance for GPsyegnmental bodies and
patients alike. More recently, the establishmena ¢gold standard’ and ‘best
practice’ with regards to the management of memalth and common mental
health in primary care, akin to that of more tridial coronary and
musculoskeletal care management, has been gatlyggaginterest. This survey
is part of a programme of research looking at Gigiagement of common mental
health and could, therefore, contribute signifibatd the establishment of such a
standard. Likewise, information gathered througis survey could potentially
prove interesting for improvements to CPD for GiPthis area.

The purpose of this survey is to:

. Identify what GPs understand the terms ‘common aien¢alth

problems’ and ‘common mental health disorders’nete

. More fully explore how GPs manage the common meinéallth

consultation — what works and what doesn’t work

. Identify factors influencing general practitioneamagement of the

common mental health consultation

. Assess the level of knowledge and relevant skilks Gave about

common mental health
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4.3 Method

4.3.1 Ethical Approval
Full ethical approval was awarded by the Multi-Resh ethics Committee for

Wales, along with research governance from Blagdaxent LHB, Caerphilly

LHB, Monmouthshire LHB, Newport LHB and Torfaen LHB

4.3.2 Participation
The National Public Health Service for Wales (NPk\&) interested in the GP

survey and agreed to support the distribution ahbklsurveys to all GPs in the
Gwent Health Authority region in Wales (Blaenau GwveHB, Caerphilly LHB,

Monmouthshire LHB, Newport LHB and Torfaen LHB).

4.3.3 Sample
. All working GPs within the Gwent Health Authoritggion in Wales

were eligible to take part
. Sample size: 395 GPs working within the Local Hed@bards of
Blaenau Gwent, Caerphilly, Monmouthshire, Newpod aorfaen
. GP data will be grouped as:
o Partner
o Salaried
0 Registrar
0 Locum

0 Retainer/assistant
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4.3.4 Recruitment
. Names of GPs working out of practices across the lfocal health

boards making up the Gwent Health Authority redBlaenau Gwent,
Caerphilly, Monmouthshire, Newport and Torfaen) evsourced via
the HOWIS directory and were cross-referenced agginactices’
own websites

. GPs were sent a letter, citing support from the SP&long with an
information sheet (see Appendix 4-2) explaining ttresearch,
informed consent (see Appendix 4-1) and an inatato complete the
short-item questionnaire (see Appendix 4-2)

. In order to increase response rates a reminder le#ts sent after three
weeks

. GPs were provided with the opportunity at the eridthe short
guestionnaire to opt-in to take part in furtheregash and to receive

written results from the survey upon completion

4.3.5 Data collection
A short item paper and pen survey was developed.

4.3.5.1 Questionnaire Development
. A short-item paper and pen questionnaire was dpediorom

information gathered through informal discussionthwGPs, the
literature and consultation with experts in thédfie
. A small pilot study was carried out with an oppaistic sample of

GPs
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. Changes to questions were addressed in light eféleidback

. Upon completion of amendments and after favouredleew from

the research team, the questionnaire was thenbdisd across the

Local Health Board Number of GPs
Blaenau Gwent 48

Caerphilly 121
Monmouthshire 67

Newport 84

Torfaen 75

Gwent Health Authority region (see Appendix 4-3).

4.3.5.2 Pilot Study

. A small pilot study was carried out with an oppaistic sample of

GPs (n=4) from outside the proposed sample populatGPs were

asked to complete the short questionnaire.

Thew@aB then

contacted by the researcher (at a time converoghetGP) who took

them through a short cognitive debriefing exer¢sse Appendix 4-

4) regarding the content and structure of the dquasaire and for

any additional comments or suggestions they mag hav

4.3.5.3 Distribution

. A total of 395 survey packs were distributed betwkry and June

2009
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. In order to increase response rates a reminder {gts sent 3 weeks

after initial distribution

4.3.6 Analysis

4.3.6.1 Qualitative analysis
Thematic content analysis was employed (Silverr2@64) to analyse the data.

4.3.6.2 Quantitative analysis
All data was converted into Excel. Data was thewparted into the SPSS

statistical package for analysis (SPSS v.16).

4.4 Results

4.4.1 General Practitioner Sample
Overall, 122 responses were received for the Giregugent out between May and

June 2009, equating to a response rate of arouftl 3Df these, six were
notifications of retirement, change of practice éawtlback. General practitioners
(GPs) who took part in this study ranged betweearB64 years. Respondents
were all working GPs in the Gwent Health Authoriggion of Blaenau Gwent,
Caerphilly, Monmouthshire, Newport and Torfaen &t in Southeast Wales.
The resulting sample of 116 GPs who completed tlestipnnaire comprised of
92 Partners (79.3%), 17 Salaried (14.7%), 1 Reyi$€.9%), 3 Locums (2.6%)
and 3 Retainer/Assistant GPs (2.6%). They averdde8il years (+ 9.02) and
were fairly evenly split by gender; 64 male (55.280) 52 females (44.8%). The

majority of GPs (44%) reported practicing in geheractice for over 15 years.
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4.4.2 The Practices
Of the sample, 59 (50.9%) GPs practiced in an ufdraatice, 49 (42.2%) semi-

rural and 8 (6.9%) practiced in a rural practisee(fig 4-1); 27% of all GPs
indicated their practice received remuneration poacticing in an area of
deprivation, the majority of which practiced in semral and urban areas, 38.71%
and 48.39% respectively. As would be predictedciice size was significantly
correlated with practice typg@ € .018, 0.05 level). The majority of GPs (79%)
reported working in practices with a list size gesathan 5, 000, with 32%
reporting working in a practice serving betwee@@1 and 10, 000 patients. The
greater number of which were situated in urbanrggt Larger practices, as well
as being associated with greater number of parffpers .01 level), were also
correlated with being training practices (n=51, 44% .001). GPs (60%) reported
working between seven and nine clinical sessions/pek, with a sizeable sample
(38%) working under six sessions per week; 6.1%kugrless than three sessions

per week.
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Figure 4-1: Respondent distribution by Local Health Board

GP Survey (N =122)
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4.4.3 Defining Common Mental Health

One of our primary research questions was to iffenthnat GPs understand the

term ‘common mental health problems/disorders’reete (see figure 4-2). To

determine this we asked GPs if they agreed wittatement which encompasses

the more popularly cited expression; 22.4% (n=2& s agreed and 75% (n=87)

of GPs disagreed with this statement respectively.
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Figure 4-2: Example of question asking GPs how they understand the
definition of common mental health problems

2.1 The following question focuses on what you think the term ‘common mental health
problems/disorders’ refers to. Please read this statement below and indicate whether you
agree or disagree with this statement: Please tick ONE box

‘Common mental health problems/disorders’ do not refer to conditions other than depression
and anxiety and are not short term.

Do you agree with this statement? Please tick ONE box

Agree

Disagree (please provide an example of what you think below)

GPs were also asked to provide examples of whgtttlweight the term common
mental health problems/disorders refers to, anehg revealed that GPs believe
common mental health problems to encompass a muor wange of mental
health conditions/symptoms (see Table 4-1). G&s@lovided examples of what
they thought about the term and factors constitoérst common mental health

problem/disorder, i.e. time and severity (see Tdbh.
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Table 4-1: Symptoms and conditions GPs’ believe common mental health
problems refer to

Symptoms/Conditions

Environmental/lifestyle Issues Bodily Reactions Pshoses
Adjustment Reaction Burn out Psychosis
Abnormal/prolonged bereavement Low mood Schizophrenia
reactions Somatisation Manic depression

Stress due to life circumstances

Stress due to work

Phobic symptoms

Personality disorder

Anxiety

Obsessions/compulsions

Social/conduct praghs

Longer term anxiety
Chronic anxiety

Short term anxiety

Post Traumatic Disorder

Alcohol and drugs
OCD

Substance misuse
Eating disorders
Phobic disorder
Addiction
Insomnia

Panic disorders

Relationship breakdown
Psychosexual problems
Social phobia
Behavioural disorders
Personality issues

Anger
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Table 4-2: About the term and constituent factors of a common mental
health problem

What GPs think about common mental health problemsnd the term

What common mental health problems are:

* Long-term perhaps not severe

» Short-term (i.e. acute NOT chronic)

» Short-term reactions

» Short-term especially if triggered by life events
* Reactive states

» The full spectrum of mental health issues

What common mental health problems are NOT:

e Severe

What common mental health problems do:

» Contribute to a large proportion of all other 8sen by GPs

About the term common mental health problems:

* Nebulous term, could mean anything

« Common mental health problems by the very title"aoenmon”

* Mental health has a much wider scope than anxiedydapression
* Don’'t know what a common mental health problem is

» Referring to anxiety and depression is too limiting
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4.4.4 Common mental health in primary care
As predicted, common mental health in primary ¢agebig issue. GPs indicated

high prevalence in consultations focused upon commental health problems in
the previous seven days; 65% (n=75) of GPs indicdtey spent over 10
consultations focused on a CMHP in the last weelhase a further 33% (n=38)
stated this to be over 15 consultations. Unfortelyatiue to ambiguity of the
category (15+) we are unable to know just how nranye than 15 these GPs were
experiencing. However, we do know from these tlzh prevalence is high and
therefore this is indicative of the significant iagp of common mental health

problems on GP time spent per week (see Figure 4-3)

Figure 4-3: Number of consultations focused around a common mental
health problem in the last seven days
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Although 75% (n=87) of GPs disagreed with anxiaty @epression as the sole
explanation for common mental health problems, wheked “of those you

consider to be common mental health problems, whichld you say were the
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four most common complaints” (number ONE being thest common),
depression and anxiety did factor heavily withia tbp two positions; 45.7% and
51.7% respectively for position one and two. Hogrewhen all positions were
collapsed and the overall frequency was calculgtsk Figure 4-4), both
depression and anxiety levelled to parity accognfor 21.8% of the variance
equally. Furthermore, this was closely contendgdhle presence of obsessions
and compulsions accounting for 15.1% and poor @ppin8.4% of the variance.
More surprisingly, GPs ranked psychosis (7.3%) abstvess (7.1%). Overall,
stress ranked in sixth place out of a possible v@eklosely followed by

somatisation (4.1%) and adjustment disorders (3.9%)

Figure 4-4: Overall ranking of what GPs’ perceived to be common mental
health problems
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4.4.5 Management of common mental health problems

In order to tease apart factors associated witlmdweagement of common mental
health problems we included items around recogmittwnfidence, training and
personal experience, as we know that these factorde influential with regard
to clinical decision making. Consistent with thajarity of the survey items,
categorical scales were presented requiring regpaadto choose a single
position. GPs were asked to think back over tleipus seven days and indicate
what percentage of consultations had a common mae&lth problem as a
secondary component, that is to say the patierg'sgmtation of a common mental
health problem can be associated with a prior ¢mmdi The categorical scale
included a possible nine positions, ranging from00%. Over 73% (n=85) of
GPs indicated that between 21-50% of consultatiomertaken in the last seven
days had a common mental health problem as a sagoooimponent to a primary
condition (seeFigure 4-5). Conversely, 61.2% (n=71) of GPs stait those
consultations taken in the last seven days, betvidef0% had a CMHP as a

primary condition (see Figure 4-6).

GPs were asked to indicate how straightforward tbeyd consultations around
common mental health (on a scale of 1-4, wherevérng straightforward and 4 is
not at all straightforward), 81.8% (n=95) of GPsted between positions two and
three on the scale. Just over a third of respaisdadicated that they didn't find

the management of common mental health probleragbtforward.
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Figure 4-5: Percentage of consultations over the last 7 days: CMHP as a
secondary condition
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Figure 4-6: Percentage of consultations over the last 7 days: CMHP as a
primary condition
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When GPs were asked to indicate with whom they dotihe management of

common mental health problems more straightforw8819% (n=103) of GPs
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indicated consultations with patients they were iliam with were more
straightforward, while 85.3% (n=99) indicated cdtesions were less
straightforward with those they were unfamiliartwitExplanations in support of
familiarity were rapport, prior knowledge of patienhealth history and familial
and work circumstances. However, GPs also indicatension between openness
and patient expectation, citing that communicatiath patients unfamiliar to

them did offer the opportunity to speak more phainl

Effective management of common mental health imary care is of high
importance and is crucial for positive outcomestigmd confidence and
engagement. Initial consultations are therefoxevkiéh regard to recognition and
the assignment of appropriate treatment. We aSlifsito tell us the course they
generally take when a patient presents with a commental health problem on
their first visit. Categorical items were presehfesk to see them again, prescribe
medication, refer to a specialist, use a screemayjandothern and GPs were able
to indicate those that applied to them. In addijtgpace was provided alongside
each option to allow for qualitative comments. & tGPs within the sample,
84.2% indicated they would request to see the piaéigain on their first visit, of
these, 66.3% would use a screening tool. Furthexpaver a third of the total
sample indicated prescribing medication to a pabertheir first visit. Data were
further analysed using Pearson Chi-square, inojudviates’ correction for
continuity to compensate for the overestimatiothefchi-square value when used
with a 2x2 table. Of those prescribing medicatona first visit, 97.5% of GPs

indicated requesting to see the patient agam (011). However, nearly 60% of
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GPs do not administer a screening tool prior topitesscription of medicatiorp(

= .041).

As would be predicted, GPs ranked their confiden€esimple therapy (1
medication) management of anti-depressant therapyhigh (71.6% very
confident). However, GPs rated their confidencemahaging complex therapy (2
or more medications) as significantly lower witl6'6f GPs marking downward
of position 2 on the scale. GPs confidence in rgengapsychological therapies

also displayed a difference across the sampleFigeee 4-7).

Figure 4-7: GPs’ confidence of using/managing psychological-based
interventions

How CONFIDENT do you feel in using/managing psychol  ogical based interventions?

50 4 B Psychological Intervention

(no medication)
45 -
O Psychological and

40 Pharmacological

35 A
30 4
25
20 A

percentage

15 4

10
N i
0 T T — 1

1 2 3 4

not at all confident very confident

Pearson (r) correlation coefficients between vdemlwere calculated. Strong (r)

value associations were found between GPs highidemde managing simple
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antidepressant therapy and confidence managingleartgbor more medications)
therapies§ < .001). High confidence in the management of sariperapy was

significant at the .05 level compared to confiderieemanaging and using
psychological interventions with no medication. Hwer, there was no significant
association between confidence of managing sinmglepy with the management
of psychological and pharmacological interventionSonfidence of managing
complex antidepressant therapies (2 or more meaitgt was related to the
confidence of managing psychological interventiodsplaying a strong

relationship significant at the .01 level for baychological and psychological

and pharmacologicah < .001 andp < .01 respectively.

Access to treatment is considered an influentiatoiain the decision making
process. Therefore, we asked GPs to indicate loow & patient who is referred
for evaluation of moderately severe depressioypiEally seen by a mental health
professional. Five options were presented ran@iom ‘within 24 hours’'to
‘usually unable to obtain acces®ver 47% reported it taking over 4 weeks.
Notations provided by some of the respondents wetieal of successful access
being determined by severity (only the most sefiéezing through), some stated
they had given up referring due to patients nohdpeieen or that it would take
months. To explore whether the negative experiefceferral to a mental health
professional influenced decision making at a p#gefirst visit a correlation
coefficient was calculated. There was no relatigmdbetween GPs negative
experience of referral to a mental health professiand management of a patient

at first visit.
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4.4.6 Education and training
To assess the level of knowledge and relevantssi@iPs have with regard to

common mental health we asked GPs about previausrig and experience. Of
the GP sample, 68.1% had undertaken a refreshesecouthe last three years (not
necessarily related to mental health, (i.e. CPxisas, BMJ masterclasses),
25.9% had experienced training in mental healtmental illness (i.e. specialist
courses) and 33.6% of the sample indicated theyhaadda psychiatry and/or
psychology related job. Of the total sample or8y(16%) GPs checked all three

of the options.

GPs were asked to indicate (by checking eithesor No) whether or not they
believe they receive appropriate training/educatbmvering common mental
health issues and their managemémit4% of GPs indicated they felt they did not
receive appropriate training/education. A crodsul@ion was performed to
explore whether there was any relationship betwseor training and whether
GPs feel they receive appropriate education amairtiga  Of those who indicated
prior training around half (48.7%, 50%, 48.7% asral categories respectively)
indicated they felt GPs did not receive appropriaéening or education with
regard to common mental health and their managerhentever those who had
not undertaken any prior training (refresher cosirsmental health training,
psychiatry/psychology related job) indicated inagez numbers 52.8%, 52.4%,
52% respectively, that they felt they had receiagapropriate training and
education. A correlation coefficient was perfornvath data generated from the

definition statement question to explore if tragibears any relationship to
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whether or not GPs agreed or disagreed with thmitleh statement question.
Results show a significant negative relationship0@,p < .028), this means that
those who indicated they feel GPs receive apprtptiaining and education also
disagreed with the statement that common mentdthhpeoblems refer to just

anxiety and depression and vice versa.

4.4.7 Personal Experience
We also asked GPs whether they, an immediate faneiyber, or a close friend

had ever been treated for symptoms of depres<gi®s were provided with four
options Q0 experience, some experience with depressioargopal life, treated
with medication only, some experiences with depyesa personal life, treated
with Psychotherapy, without medication and somese&pces with depression
personal life, treated with lo Psychotherapy and medicatiof the sample 38%
(n=44) indicated that they, an immediate family nbenor a close friend had been
treated for symptoms of depressidime greater proportion had been treated with
medication only (21.1%). We then asked those wdub éxperience to rate the
results of treatment, from excellent (21.3%), go48l8%), fair (27.6%) and poor
(4.2%). A correlation coefficient analysis was fpaned to ascertain whether
experience impacted on management of differentapiies. Results display a
significant negative relationship between the peat@xperiences of results of
treatment and confidence managing simple (singldicagon) antidepressant
therapy (-.417p < .004), that is to say high confidence managinglapressant
therapy is associated with lower scores of persempkrience with results of

treatment. No relationship was found between peisexperiences of the results
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of treatment and confidence managing complex (2mmre medications)
antidepressant therapy. A significant negativati@hship was found between
personal experiences of the results of treatmemt ewnfidence managing
psychological-based interventions (-.438< .002) and confidence managing
psychological and pharmacological interventiond63, p < .001). Those GPs
with personal experience of treatment for depressand those who had an
immediate family member or close friend who hadnbeated for symptoms of
depression, had lower confidence in managing pdggieal-based interventions
and lower confidence in the management of psychcdb@gnd pharmacological

interventions.

When figures of personal experience were crosdasduito explore whether there
was a difference associated with gender and experighere was a fairly even

split between males and females, 36.5% and 42%cé&sply.

4.5 Discussion
This study aimed to identify what GPs understaedé¢im ‘common mental health

problems/disorders’. Our results demonstrate thig Giderstand common mental
health problems to encapsulate a much broader rahgenditions aside from
anxiety and depression. Furthermore, though GPsoadkdge the prevalence of
anxiety and depression, GPs did not rate them akisxe, obsessions and
compulsions were closely rated for prevalence. eurprisingly, findings place
stress below psychosis in sixth place within therall rankings. This could be

explained with GPs’ use of the term ‘common mehgalth problems’, as many
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GPs rated symptoms or outcomes rather than umieetles such as ‘stress’ which
can account for a range of different experiend@se of the main findings from
this study is the dissonance related to the uskeoferm ‘common mental health
problems’, as GPs understand the term very diffgréo that which is popularly
cited. The way in which terms are used and theiamng is of real importance.
The binary of how terms are used within policy gmighary care mean that this
could have significant implications with regard ttee targeting of appropriate
knowledge and education which GPs feel they amerd of, the availability of

resources and the framing of patients’ complaints.

Results from this study indicate the complexitynshnaging common mental
health in primary care. Figures demonstrate tHas &nd the management of
common mental health with patients they are famiiah more straightforward
than those they are unfamiliar with. It is alseaclthat much of GPs time is bound
up with dealing with common mental health, wheth®a primary condition or as
a secondary component to a prior condition. Resalso show that GPs
confidence in using/managing single antidepresdaarapy is high, while their
confidence in using/managing therapies alternatiee prescribing single
antidepressants is not. While many of the GP<atdd they would ask a patient
to come back, in accordance with ‘watchful waitingtommended within recent
NICE guidelines (NICE, 2007), over a third of treergple indicated they would
provide an antidepressant on a patient's firsttweith 60% of those not

administering a screening tool. This is in canflvith recent NICE guidelines

121



(NICE, 2007) which state that antidepressants areatommended for the initial

stages of treatment as the risk-benefit ratio & po

GPs that indicated having personal experience @bbkms, an immediate family
member or close friend) of mental health issues lzem experienced positive
outcomes with treatment were shown to have higbafidgence managing both
simple antidepressant therapy and psychological and
psychological/pharmacological interventions. Likesy those who had
experienced less favourable or positive outcomeBeaitment were associated
with lower levels of confidence in using or manapihese therapies. We can
imply therefore, that an individual’s prior experee of treatment, on a personal
level, will have an impact on an individual’'s wangi practice. This is an
important consideration with regard to educating acaffolding GPs experience
and training across the spectrum of mental healkhes and their appropriate

therapies.

Furthermore, our study aimed to assess the leval@ivledge and relevant skills
GPs have about common mental health. GPs whocipatied in this study

indicated a range of different education and trajréxperiences not specific to
mental health. It is interesting to note that oalyhird of our GP sample had
experienced any form of mental health training.o§éwho indicated having had
a psychiatry and/or psychology related job citeakivg as an SHO during their
GP training, usually for around six months. Howewehen we consider the

majority of our sample have been in practice foerol5 years (44%) there is a
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question over the reliability and stability of thgsior training. A study by

Williams (1998) looking at clinical competence angral practitioners trainees
before and after a six-month psychiatric placenstraw training received as a
psychiatric SHO tends to be weighted towards prableommonly encountered
within a hospital setting, at the expense of skiélgevant to dealing with neurotic
and other primary care issues. This is furthepsted by Gask (1994) who
commented that the needs of psychiatric and GReai are different and that
training received by many GPs does not necesgangiyare them for future work

in primary care.

Findings from this study show that significant niargof those who previously
experienced some form of training or education iental health indicated that
they did not feel GPs received appropriate edueatidraining covering common

mental health issues and their management. Afssetwho had experienced
further training/education were also more likelhdisagree with the assertion that
common mental health can mostly explained by depesand anxiety. Those
who had no further training or experience with rega mental health indicated
that GPs did receive appropriate training covedagnmon mental health issues
and their management and were more inclined tceast common mental health
problems refer only to depression and anxiety. imf@ications of these findings

may be that those who do not undergo further tmginn mental health related
issues have a much narrower focus of what constitigntal health problems and
their symptoms. Therefore this could have implmasi on their ability to

effectively recognise and treat mental health moid in presenting patients.
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In summary, this survey has shown that GPs undetstammon mental health in
a very different way in their everyday practicethat posited with literature and
policy. Furthermore, GPs express a need for mppeopriate education and
training and the need for resources. Further rebe@eeds to be conducted to
investigate the factors associated with individdidderences that could not be
accounted for within this survey. Findings fronststudy may have implications
for many areas, such as public policy, GP trainmggdical communication with

the public and advertising.

4.6 Limitations
Due to the limited time frame and issues aroundotaiccess, only GPs listed on

HOWIS or on practices’ own websites were samplBagerefore, this excludes all
those freelance locums who are not permanentlydoagéhin practices. In

addition, this study relied upon the self-selectidparticipants. As a result there
are issues in regard to the representativenesgeafample within this study and

therefore results need to be considered with cautio

4.7 Summary of Chapter 4 and link to Chapter 5
Chapter 4 describes the GP Survey which shows ire rdetail the issues that

general practitioners are experiencing in theircfica when managing patients
with common mental health problems. This study slaswn the plethora of
complexities surrounding and bound up in the assess recognition and
management of patients with common mental heaitpatticular, the importance

of education and knowledge. Results also revealesl Gonfidence in managing
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treatment varied depending upon whether the tredtnie question was
pharmacologically or psychologically based. Funtiere, findings also showed

that treatment management decisions were influelng@dior personal experience

of treatment.

The issue of GPs’ prescribing and referral behavi@one that is focussed upon
within the next study, as presented in Chapteris $tudy employed the Theory
of Planned behaviour, a well-established theoretealel, to explore factors and
predictors to a given behaviour — in this caseptiescription of antidepressants or
the referral to psychological-based treatment dfeptés with common mental

health problems. The following chapter describebdiacusses this study in more

detail.
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Chapter 5: Theory of Planned behaviour: General
Practitioners’ prescribing and referral behaviour

Beginning with some background, this chapter oeflinthe rationale for
conducting the study which investigates GenerattRi@ners’ (GPs’) prescribing
and referral behaviours. It first presents thetagcal propositions of the Theory
of Planned Behaviour (TPB) model and its applicatmthe study of GPs. It then
goes on to outline the aims, methods and resultshisf component of the
programme of research (which looks at GPs managenfeacommon mental
health in primary care), in the context of using Theory of Planned Behaviour

as a mode of study. The chapter concludes witls@udsion of survey results.

5.1 Introduction
The Theory of Planned Behaviour (TPB) (Ajzen, 198%91) is the theoretical

basis for 970 studies published in the OVIDSP detal(Medline, PsychINFO,
Embase and the Cochrane Library) from 1985 to 200@ TPB is a psychological
model of behaviour change, in which cognitive setjulation plays an important
role in terms of a dispositional approach to betavi The TPB extended the
Theory of Reasoned Action (TRA) (Fishbein, 196¥he earlier TRA proffered a
model of attitude structure; according to this nidahaviour is driven by the
intentions of individuals, that is to say their &g plans or motivations to

perform a particular act. This theoretical modak tbeen applied to predict

intention and behaviour within many areas: coupgage (Shimp & Kavas, 1984),
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family planning, (Jaccard & Davidson, 1972; Davids& Jaccard, 1975) and

nutrition (Sheperd & Towler, 2007).

Behavioural intention can be described as encormgasso factors. Firstly, the
attitude to the behaviour, such as the degree tohadn individual perceives an
intended behaviour to be desirable. Ajzen (199dhér describes the construct of
intentions as capturing the motivational factorattimfluence behaviour, for
instance how hard a person is willing to try or howch of an effort they are
planning to exert in order to perform a particldahaviour. The second factor is
the subjective norm, which can be understood asal&l component, or more
specifically, the extent to which significant intiuals, such as relatives, friends
or colleagues condone this act (Ajzen, 1985, 1992en & Fishbein, 2005).
Attitude to behaviour and subjective norm are mtegarded as being predictable
from measures of the beliefs which underpin theschebelief being weighted by

its significance to the individual (Parker, Mansted al., 1995).

Behavioural intention can only be born in behaviduthe behaviour under
consideration is within volitional control, i.e. tiie person can decide at will to
perform or not perform the behaviour (Ajzen, 199The TPB further extended
the TRA by the inclusion of perceived behaviourahtcol. This perspective
suggests that behaviour is propagated not onljhéyndividual’s attitude toward
behaviour and the subjective norm, but it is furthdluenced by a sense of
control, that is, the extent to which individuatef they can engage with the

behaviour; so called perceived behavioural conffgten, 1991). Perceived

127



behavioural control is described as possessingtaio factors. Firstly, whether
the individual perceives they have the relevantdedge, discipline or skills to
perform a particular behaviour, called internaltcoin(Kraft, Rise et al., 2005), a
factor which also relates to the concept of sditafy. Secondly, perceived
behavioural control relates to external controgttts, the extent to which the
individual perceives other factors could inhibitfacilitate the behaviour, such as
resources, the cooperation of colleagues, or tiknefi, Rise et al., 2005). The
concept of perceived behavioural control is digtinom other conceptions of
control (see Rotter (196@erceived locus of contrpin that it refers to a specific
behaviour in question and concerns the individua¢eception of the easiness or
difficulty of performing a particular behaviour. h& element of perceived
behavioural control is closely aligned to self-edity (Bandura, 1977) which
focuses on the judgments of the individual towdrd performance of actions
required of potential situations. The TPB acknalgks the role of self-efficacy
beliefs within people’s behaviour toward an activand that they can influence
their choice of activities, preparation for an weaityi effort expended during
performance, as well as thought patterns and emadti@actions (Azjen, 1991,

see also Bandura, 1982, 1991).

According to the TPB, performance of behaviour jeiat function of intentions
and perceived behavioural control (Ajzen, 1991hatflis to say, the more positive
the attitude and subjective norm toward a spebdibaviour, and the greater the
perceived behavioural control, the stronger arviddal’s intention to perform the

particular behaviour of interest should be (Ajz&891). Predictability is high
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using this approach where individuals are ablea&erchoices over actions within

a given situation.

5.1.1 Predictive accuracy
Ajzen (1991) posits that for accurate predictiomé made of behaviour then

several conditions must be met:

1.

Intentions and perceptions of control must be agsk# relation to a
particular behaviour and the specified context nhasthe same as that in
which the behaviour is to occur.

Intentions and perceived behavioural control meshain stable in the
interval between their assessment and observatiotheo behaviour.
Intervening events can produce changes in intesitimnn perceptions of
perceived behavioural control. This would resalthe original measures
of these variables unable to produce accurate grediof the behaviour.
Predictive validity is concomitant on the accuratperceived behavioural
control. That is, prediction of behaviour from ge&wved behavioural
control should improve to the extent that percestiof behavioural control
realistically reflect actual control.

(Azjen, 199i1,185)

Common mental health problems account for a lagyegmntage of GPs’ time

(Marsh, 2009). However, GPs find the managemetitade challenging, not least

because they recognise common mental health aemrong a raft of mental

health issues (obsessions and compulsions, psgdhosi just depression and
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anxiety (Marsh, 2009). Effective management acdgaition of common mental
health problems is therefore of high importanc&€Rs. The GP Survey looked to
explore what GPs perceptions of common mental Ingaaues were, factors
associated with their management and to assedsuleof knowledge and skill
they have with regard to common mental health (kla909). Data from the
survey raised many interesting questions aroundvicthehl differences of GP
management of common mental health within primame di.e. prescription of
medication at first visit, confidence with psychgical based management,
training and skills difference) which need furtlevestigation. The importance
of appropriate management with regards to commantahéealth, especially in
the early stages is well documented (RCGP, 2008/t,2007). As referenced
earlier, the application of the TRA framework ahd TPB has been used in many
areas. More notably with reference to the locuseskearch conducted within
primary care. This perspective has underpinned muamtk within the primary
care arena, such as breast feeding, (MansteaffjttPet al., 1983), familial
management in primary care (Braithwaite, Suttoalgt2002), and pharmacists
beliefs and intentions with non-prescription meaks (Walker, Watson et al.,
2004). This psychological theory-based framewaktherefore deemed an
appropriate model by which to take forward the GRsvey and further explore

GPs’ attitudes toward the management of commonahbealth in primary care.
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5.2 Aims
GPs understand the term common mental healtheéoteef broad range of mental

health symptoms and conditions, not just the depyasand anxiety more
commonly referred to in many guidelines, literatuaed health literacy
information. GPs spend vast amounts of their tim@naging patients with
common mental health issues and the effective neanagt of these is therefore
of high importance for GPs. However, as shownughothe GP Survey, GPs find
the management of common mental health difficils a result there is great
variability in management of these conditions, sufgd by a host of contributory
factors (e.g., environment, access and availalofityupport, system issues, ethos
of the practice, time constraints, patient expemtqt which inevitably leads to
outcome variability. 1t has been proposed that possibility for success
variability could be that ‘knowledge is only onetiar affecting practice’ (Walker
& Watson et al., 2004, p.671). Therefore, the presaudy,informed by the GP
Survey, sought to further explore this variabitythat we are able to better target
information and resources which GPs have alreadytioreed they would like to
see. This study used the TPB, an established Wwankewhich has been widely
used to investigate factors associated with théefisebnd attitudes of health
professionals’ health-related behaviour (Conner &rriNan, 1996; Walker,
Grimshaw et al., 2001; Walker, Watson et al., 200/)e model was employed to
explore the relationship of several components afiagement, namely: diagnosis
and treatment (medication v. referral). A simgaudy by Walker, Watson et al
looked at the attitudes and beliefs of pharmaets regards to non-prescription

medications (Walker, Watson et al., 2004). Thislgtexamined GPs prescription
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of antidepressants and referral to psychologicakbareatment for individuals
with  common mental health problems. The psychoklgitheory-based

framework of the TPB was deemed an appropriate himdehich to do this.

The hypothesis was that GPs behaviour is modebstedany factors. The study
explored GPs’ intentions with regards to componehtsianagement (diagnosis
and treatment (medication v. referral)) and exanhitiree relationship between

beliefs, attitudes, perceived behavioural contral Behavioural intention.

5.3 Method

5.3.1 Ethical Approval
Full ethical approval was obtained from the Rede&tbics Committee for Wales,

along with the appropriate research governanceeuvmecessary.

5.3.2 Framework of study
* The Theory of Planed Behaviour, a well-establisinachework, was used

to explore the relationship between behaviour atehtions
e Several components of management were investigatech relate to
different elements of the TPB model:
- Diagnosis

- Treatment (medication v. referral)

5.3.3 Sample
* All Working GPs in Wales
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Sample size: While a relatively small sample ofuaich 100 GPs allowed
testing of the TPB model, numbers exceeding theanvald the testing of
other variables to address secondary issues (exjgetitype of practice,

etc)

5.3.4 Recruitment

All GPs working in Wales were eligible to take part

GPs were sent an email (see Appendix 5-1) inviiiregn to take part in a
study where attitudes towards the management ohmmmmental health
will be explored. For GPs who expressed an intetestake part a
hyperlink directed them to the anonymous electromiine questionnaire
where they were presented with further informatadout the project,
consent, data protection and complaints and dsstpescedures before
being able to progress further. At the end ofgghestionnaire, participants
were presented with a debriefing sheet includimgftii contact details of
researchers, which they were able to print off

A reminder email was sent 3 weeks later in ordené&ximise response
rates

To further boost responses, paper and pen versibtigee questionnaire

were sent to 500 randomly selected GPs from aditzdes
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5.3.5 Research Design
* An online questionnaire developed using the TPB ehddcused on

common mental health and its management by gepexetitioners within

primary care (see Appendix 5-2)

* The questionnaire took no more than 20 minute®toptete

» Data were automatically submitted upon completibtihe questionnaire

» Part finished questionnaires were unable to be gtduror received

» All data were anonymous

» Items were generated to assess all componentdisdenithe TPB:

o

o

o

o

Behavioural Intention

Attitude

Subjective Norm

Perceived Behavioural Control

Behavioural Beliefs and Outcome Evaluations
Normative Beliefs and Motivational to Comply

Control Beliefs and perceived Power

* Responses to all items were rated on a 7-poinéscal

5.3.6 Data Collection
* An online questionnaire developed using the TPB ehads distributed

(date: January to December 2010)

* In an attempt to increase respondent rates aftineodistribution, a

further 500 paper versions of the questionnaireewssamt to practices

which were randomly selected (June to July 2010)
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A small pilot was carried out (prior to distributipwith an opportunistic
sample of GPs and experts in the field (n=5). @&Rrts were asked to
complete the short questionnaire, and the indiVideass contacted by a
researcher at a time convenient to the GP/expérnthia time they were
asked a few short questions regarding the contedtséructure of the
questionnaire and for any additional comments ggsstions they may
have. Changes to questions or format were addtasskght of this

feedback

5.3.7 Analysis

Quantitative survey data was collected automagicala the survey

software package

Data retrieved from the paper and pen versions weneually uploaded
to SPSS 18

Numerical data were organised and converted int Excel 2007

software package before being imported into SPSS 18

Appropriate statistical tests and analysis werdéopered with these data

using SPSS 18

5.4 Results

5.4.1 General Practitioner Sample
Overall, 127 responses were received for the TPBegusent out between

December 2009 and the end of August 2010. Genegelifoners (GPs) who took

part in this study ranged between 29 and 64 yeRespondents were all working
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GPs sampled from across the seven Local HealthdBaanVales (Abertawe Bro
Morgannwg University Health Board, Aneurin Bevan allle Board, Betsi
Cadwaladr University Health Board, Cardiff and Valeiversity Health Board,
Cwm Taf Health Board, Hywel Dda Health Board andvi?® Teaching Health
Board). The sample of 127 GPs who completed tlestqpnnaire comprised of
113 Partners (89.7%), 11 Salaried (8.7%), 1 Regi%0.8%) and 1 ‘Other’; no
Locums or Retainer/Assistant were indicated in thésnple. Respondents
averaged 46.45years (+ 8.66) and were fairly eveplit by gender: 65 male
(51.6%) and 61 females (48.4%). The majority ofsGE7 (53.2%)) reported

practicing in general practice for over 15 years.

5.4.2 The practices
Of this sample, 52 (41.3%) GPs were in an urbantipa 50 (39.7%) semi-rural

and 24 (19%) in a rural practice. The majorityGiPs (96 (76.2%)) reported
working in practices with a list size fewer tha®®), with 39 (31%) reporting
working in a practice serving between 7,001 an@a® patients. Only 50 (42%)
GPs indicated theirs was a training practice, casgpavith 69 (58%) indicating
theirs was not. Larger practices, as well as bagsgciated with a greater numbers
of partners§ < .001), were also correlated with being traininggtices (n=39p

< .001). Seventy-nine GPs (62.7%) reported workiegveen seven and nine
clinical sessions per week, with a sizeable saript&1, 24.6%) working under

Six sessions per week.
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5.4.3 Indirect and direct measures
The Theory of Planned Behaviour model investiggiesdictors to intention.

Therefore, to predict whether a persotendsto do something, we need to know:
e Whether the person is in favour of doing it (‘attie’)
* How much the person feels social pressure to @subjective norm’)
« Whether the person feels in control of the actiomuestion (‘perceived
behavioural control’)

(Framet al., 2004)

Aside from behaviour, the variables used withinTheory of Planned Behaviour
model are psychological constructs (internal). Telel utilises both direct and
indirect measurement approaches, such that eadfictare variable can be
measured directly (e.g. asking respondents aboeir thverall attitude) or
indirectly (e.g. asking respondents about speb#itavioural beliefs and outcome
evaluations). By using both direct and indirect sugament approaches to tap into
the same construct, we hoped to offset the prololethe differing measurement
approaches which make different assumptions of uhderlying cognitive

structures (Francis et al., 2004).

5.4.4 Direct measures
Firstly, direct measures were analysed by waymbiiple regression. ‘Intention’

was used as the criterion with the direct measofraftitude, subjective norm and

perceived behavioural control as predictor varigbMultiple regressions were
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carried out separately for ‘antidepressant presgiband ‘referral for

psychological-based treatment’.

5.4.4.1 '‘Anti-depressant prescribing’ — direct measres
Using the enter method, a significant model emered.s = 3.461,p < .05.

Adjusted R square = 0.55). Output from the moslshiown below:

Predictor variable Beta P
Attitude .076 .382
Subjective Norm .205 .022
Perceived Behavioural Control .140 116

Significance was achieved for Subjective Noqymn=.022), while Attitude and
perceived behavioural control were not significgpt =.382 and p=.116

respectively).
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5.4.4.2'Referral for psychological-based treatment- direct measures
Using the enter method, a non-significant modelrge €3, 123= 0.986,p=.402.

Adjusted R square = 0.000).

Predictor variable Beta P
Attitude -.038 .709
Subjective Norm .066 .041
Perceived Behavioural Control 113 .269

For referral to psychological therapies, SubjectN@m was shown to be just
within significance P = .041), while both Attitude and Perceived Behavioural

Norm were shown to be non-significapt£ .709 and =.269 respectively).

5.4.5 Indirect measures
Secondly, indirect measures were analysed by wayrofiltiple regression. The

direct measure of ‘Attitude’ was used as the depahdariable with the indirect
measures of attitude, subjective norm and percelbveldavioural control as
predictor variables. Multiple regressions were iedrr out separately for

‘antidepressant prescribing’ and ‘referral for gsylogical based treatment’.
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5.4.5.1 ‘Anti-depressant prescribing’ — indirect masures
Using the enter method, a non-significant modelrgeet F3,120= 1.943 p=0.126.

Adjusted R square = 0.22). Output from the modelpaesented below:

Predictor variable Beta P
Attitude .200 .029
Subjective Norm -.018 .848
Perceived Behavioural Control -.096 .309

Significance was achieved for Attitude as a préatcfactor to anti-depressant
prescribing, while both Subjective Norm and PerediBehavioural Control were

non-significant.

5.4.5.2 ‘Referral for psychological-based treatment- direct measures
Using the enter method, a significant model emei@ed2: = 5.543,p < .001.

Adjusted R square = 0.098). Significant varialales shown below:

Predictor variable Beta P
Attitude .298 .001
Subjective Norm -.025 -.278
Perceived Behavioural Control 231 .010

Both Attitude and Perceived Behavioural Control ieled significance, while

Subjective Norm was shown to be non-significant.

140



By following the model and by employing multiplegressions to both the direct
and indirect measures one can look to explain treance in the level of one

variable on the basis of the level of one or mdteevariables. The findings of

the present study, though not conclusive, do shmat the TPB model is an

appropriate model for investigating how GPs préseg and referral behaviour is

guided.

Findings from this study suggest that GPs’ behawiegarding the management
of individuals with common mental health problem#ideed moderated by many
factors. Factors determining whether a GP wilkpribe antidepressants or refer
an individual to psychological-based treatment #olcommon mental health

problem are different.

These findings demonstrate that whether or not @Escribe antidepressants to
patients with common mental health problems isiS@antly influenced by both

their attitude and their subjective norm. Percgibehavioural control was not
found to be a significant factor in their decisit@nprescribe anti-depressants to

patients with a common mental health problem.

When we analysed data for ‘referral to psycholdgiesed treatment’ both
attitude and perceived behavioural control werenshto be significant factors.
However, the model did not perform as expectedbimh direct and indirect
measures with direct measures not achieving saggmtie and the model only
proving significant with indirect measures.
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5.4.6 Further analyses
To determine the specific beliefs that have thatgst influence on intention to

prescribe anti-depressants to patients with commental health problems, a
median split was executed and a series of t-teste wsed to identify differences
between the two groups. Both ‘attitude’ and ‘sgbye norm’ were significant at

p =.044 andp = .001 respectively. Perceived behavioural contrad sl@own to

be non-significant ap = .942. To explore this more closely a crosstab was
conducted (putting zero at 2 in a range from -3248) which showed a fairly
even split between those who do not feel in cordfglrescribing antidepressant
medication to patients with common mental healtbfams (n=66) and those that

did feel in control of prescribing anti-depressargdication (n=61).

This process was repeated for ‘referral to psydjiod-based therapy’, which
showed attitude to be a significant influence upaention to referg = .011). A

crosstab was conducted to look more closely atgperd behavioural control,
showing that 62 of the participants do not feetantrol of referring patients with
common mental health problems for psychologicakdaseatment, while 65 feel

in control of referring to psychological-based treant.

5.5 Discussion and conclusions
As has been previously mentioned, the intention twdeok more closely at the

behaviour of GPs regarding the prescription of dagressants and referral to
psychological-based treatment for individuals witbommon mental health

problems. Our hypothesis was that GPs’ behaveordderated by many factors.
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The study aimed to explore GPs’ intentions witharegto components of
management (diagnosis and treatment (medicatimeferral)) and to examine the
relationship between beliefs, attitudes, perceidaehavioural control and
behavioural intention. Our approach used the ThebPlanned Behaviour as a
model by which to investigate the key influentiattors operant in this decision
making process in order to extrapolate predictbrsaa prescribing behaviours,
as the TPB model predicts the occurrence of a Bpéehaviour provided that the
behaviour is intentional. Our mode of study, tb&tusing survey design and
including scenarios, fulfils the propositions mdae Azjen (1991) in ensuring
predictive validity of results from the model. Fings from our study suggest that
GPs’ behaviour regarding the management of indal&lwvith common mental

health problems are indeed moderated by many &ctor

Results from this study show that a GP’s decistoprescribe antidepressants to
patients with common mental health problems isiBggmtly influenced by both
their attitude (that is to say the degree to wlanhindividual perceives intended
behaviour to be desirable), summarised by Ajze®1)@s, how hard a person is
willing to try, how much of an effort they are ptang to exert in order to perform
a particular behaviour. And by their subjectivemdwhich is understood to be
the social component), described by Ajzen as thenéxo which meaningful
individuals, such as relatives, friends or colleagondone this act (Ajzen 1985;
Ajzen, 1991; Ajzen & Fishbein, 2005). ‘Attitude’as the stronger predictor of
the two variables, reaching significance on botbatiand indirect measures of the

model. The theory holds that these two constrattgude and subjective norm,
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are regarded as being predictable from the measdirthe beliefs underpinning
them, with each belief being weighted by its sigaiice to the individuals

(Parker, Manstead et al., 1995).

These results are interesting not least becaugedise questions around practice
culture and expectations. The coupling of attitadd subjective norm is a strong
binary. Firstly, the role of the subjective nornthim the arena of general practice
and primary care is possibly an area that is mostpelling. General practices
differ in how they operate, although they rest witthe domain of primary care
and therefore function within guidelines metered by its governance and
regulators; they also sit below this and within ltheal authority and its guidelines
and regulators. Furthermore, general practices sbbras seem to vary greatly,
not only in terms of geographical locality and segonomic status, but also with
regard to the types of resources available, treedipatient lists and also type of
patient. Therefore, the realisation then of gen@raictices potentially being
further separated by their own culture or way ahddhings is one that needs to
be a key factor when considering how GPs are tdamrehow processes are
evaluated. That said it is possible for a newlaldied doctor to enter into a
general practice with updated and advanced skitts egard to the management
of common mental health problems, but for thesdisskind practices to be
dissolved or dissuaded over time within the ovetilbs or practice philosophy of
said general practice. Such potential can givetdseconcern for improvements

in standards wholesale, as individuals enter théepsion year on year, likewise
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raising questions of how to initiate long lastirttange of practices to those that

are potentially resistant.

This notion is given increased weight when consndgethat results from this study
have also shown the significance of ‘attitude’ todvéhe intention to prescribe.
These results further support one of the conclgsfoom the GP Survey, where
personal experiences of GPs influence working mactThis study showed
significant relationships between personal expegeand results of treatment with
confidence in managing treatments for both antielegant and psychological
therapies, respectivelgéeChapter 4: the GP Survey, p.103). It can be sugdes
that such elements are of key importance when derieg and scaffolding GPs’
personal experiences with regard to training actiesspectrum of mental health

and its appropriate management.

The component of perceived behavioural control withe TPB model is a factor
that relates to the concept of self-efficacy. laliso described in the literature as
comprising two main factors, whether the individyarceives they have the
relevant knowledge, discipline or skills to perfoenparticular behaviour, called
internal control (Kraft, Rise et al., 2005), andttFPBC relates to external control
or the extent to which the individual perceivesentifiactors could inhibit or
facilitate the behaviour, such as resources, top@&@tion of colleagues, or time
(Kraft, Rise et al., 2005). Analysis in relation @Ps’ prescribing behaviour
showed that perceived behavioural control was msagrificant feature within this

model of GPs intention to prescribe antidepressamtgatients with common

145



mental health problems. However, what we did figccbnducting a median split
was that around half the GPs did not feel in cdrmtf@rescribing antidepressants
to those with common mental health problems. Whea eonsider the
aforementioned findings in relation to Attitude éwbjective Norm, it is possible
to see this result as a potential link betweerviddial GPs in some practices not
feeling in control to prescribe and the status aature of the practice itself.
Equally, if we understand that the position of colitas mentioned above, is in
relation to an individual’'s possession of knowledge skills then this result can
also be seen as further support for findings frioenGP Survey. Within this study,
the divide between those GPs indicating that thegded more training and
education in the management of common mental heahsimilar, with just over
half of respondents indicating they needed mormitrg and education in the

management of common mental health problems (sapt@: The GP Survey).

Perhaps not surprisingly, based on previous stuesults for GPs referral to
psychological-based treatment was shown to berdiffecompared to that for
prescribing behaviour. Our results showed that’Gitention to refer for

psychological-based treatment was significantiyiugriced by practitioner’s

attitude. Therefore, as has been shown with efwlin analysis of GPs intention
to prescribe, practitioner’s attitude significanitfluenced whether they referred
for psychological therapy. This is concomitant witidings from the GP survey
(see Chapter 4). However, further analysis shawataround half of the sample
did not feel in control of referring patients witbmmon mental health problems

for psychological-based treatment. As mentionediezarPBC relates to an
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individual's perception of their own knowledge asidlls to perform a particular
behaviour and also to external control. This isnaportant finding for beginning
to understand factors influential in GPs refermhdwviour. More generally there
have been questions over the availability of psiadioal therapies in matching
demand and also that such referrals are predonyndapendent on whether
presentations by patients meet a certain levelegkrsty. The availability of
psychological therapies to individuals and practicary across Wales and the UK
as a whole and have for some time been a causeofwern, such that a
programme was introduced by the Government in Exbla 2007 following a
paper by Lord Layard and general election manifest®005. Programme aims
were to promote an increased person-centred agptoatierapy in general and
to investigate ways to improve the availability psfychological therapies, with
particular focus on those suffering from depressmm anxiety disorders.
However, there have been questions over the suafefisis programme in
achieving its objectives. In 2009, an article lire tObserver ‘Flagship Mental
Health Scheme faces cutbacks’ (Guardian, 2009)qutithat the IAPT Expert
Reference Group — the body that oversees the proges implementation — was
told that only 400 out of an expected 3,600 thestapmeeded to run it were fully
trained. Further, that the government’s target0@0 people coming off benefits
by 2010/2011 would be difficult to achieve as o200 patients who had
completed the course had succeeded in coming oéflte (Guardian, 2009). For
Wales, this year sees the launch of policy impldaten guidance for
Psychological Therapies in Wales (National AssenibhyWales, 2012), which

aims to help improve the nation’s health and welhly by considering an all-
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round care approach. So as to improve access aidlality of appropriate access
to services, that are both, psychologically minded psychologically therapeutic

(Welsh Assembly Government, 2012).

It is possible to conclude from this study that fhesition of an individual's
experience toward therapeutic results is somethiva could be seriously
considered in the delivery of training courses arfidrmation packages, which
refer to services available to GPs with regardspsychological therapies.
Furthermore, information including success rates@otential outcomes may also
prove beneficial. The presence of personal expegias a feature of a predictor
of prescribing and referral behaviour is somethihgt could figure more
prominently within early phases of medical traininglore usually, it would not
seem obtuse to accept that personal experiencalwosbme way influence ones
intention to perform a given behaviour. However,ewhwe talk about this in
relation to personal experience influencing thelllkood of a GP deciding what
sort of treatment to offer an individual, then th@éne consideration gathers more

gravitas.

Our finding of the social component within the mmdsing behaviour of GPs is of
similar importance. In spite of general guidelingsich suggest a stepped care
approach with watchful waiting, it is clear fromraespondents that prescription
of medication is an approach that is more freekemathan suggested by such
guidelines. It may be possible to suggest, froenabsition of the subjective norm

as a predictor of GPs’ prescribing behaviour in oesults, that this could
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potentially be, in part, due to practice culture general expectations about how
certain conditions are treated. Should this be#se, perhaps policy and guidance
and more importantly evaluation of behaviour chaogeld be more focused at
practice level, rather than at the individual lewdbre simply, by altering these
three predictors, we can increase the chance hiapérson will intend to do a
desired action and thus increase the chance gilts®n actually doing it (Francis

et al., 2004).

5.6 Limitations
Limitations of this study were associated primawiyh sample size and so there

is an issue with the representativeness of thdy&sample, and therefore results
do need to be appreciated with caution. Anothertdtion was the function of
ethical application procedures, namely delayedaesgs from individual Local
Health Boards. These delays meant that time sadlescruitment had to be
extended to accommodate these delays. In addiiermethod of online surveys
did not achieve a good response during the firstewd distribution (n=16) and,
as a result it was decided to distribute a papempam version of the survey to 500
GPs randomly selected from practice staff liststéthdy HOWIS, a publicly
available NHS general practice directory. Durings thecruitment stage and
including online reminders informing of the link tke online survey, responses
totalled 27 for the online survey and 100 for paged pen responses. However,
when one considers that there was no monetary tineior those taking part in
this study, aside from the inclusion of a freepstelope for ease of response, the

response rate (20%) for the paper and pen dismiboan be seen as encouraging.
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5.7 Summary of Chapter 5 and link paragraph to Chapter 6
This chapter has described a study which was cdaeduo look more closely at

GPs’ prescribing and referral behaviours using dl-established theoretical
framework — the Theory of Planned Behaviour modedb -investigate key
influential factors operant in the decision makpigpcess. Results show GPs’
prescribing and referral behaviour to be moderdigdvarious factors. GPs’
decision to prescribe antidepressant medicatigrat@nts with common mental
health problems is significantly influenced by bdtieir attitude and subjective
norm, while GPs’ referral behaviour were showneécslgnificantly influenced by
GPs’ attitude. Furthermore, around half the GP dardjgl not feel in control of

referring patients to psychological-based treatment

This and previous chapters presented so far haaie wéh the position of the
general practitioner in the management of thosdén wdmmon mental health
problems, however it is important to consider tlsifpon of the patient. To
address this consideration a study was conductidlayi people and is presented
in the following chapter. Chapter 6 presents thenfdieHealth Literacy study
which was conducted with members of the generalljadipn looking at their

perception and experience of common mental heatihita management.
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Chapter 6: People’s perceptions of GP management of
common mental health problems - Mental Health Literacy
Study

Having looked at GPs’ management of common meraltih from a variety of

angles in the previous chapters, it is importantdasider the position of the
patient in this equation. This chapter presergdy which sought to look more
generally at how lay people understand and percwemon mental health and
its management in Primary Care. An outline of ¢hedy and its results are

presented, concluding with a discussion of the same

6.1 Introduction
Understanding how health professionals recognisenamnage common mental

health, while being of pivotal importance, is omdge side of the coin. How
individuals recognise and understand their own thegymptoms is of equal
importance, as not only can it influence when anith whom individuals seek
help, but also how they present themselves duhiagonsultation. This is known
as ‘health literacy’: the ability to gain accessuaderstand, and use information
in ways which promote and maintain good health fdam et al., 1993). This
conceptualization of health literacy was furthepaxded following the BWHO
Global Conference on Health Promotioim, expand the glossary definition to
include among others: “to understand health litgraot only as a personal
characteristic, but also as a key determinant g@ufation health” (Kickbusch,

2001). Focussing on the area of mental healthtangery particular set of issues,
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this term was extended by Jorm (1997a) to ‘mergalth literacy’ and defined as
“knowledge and beliefs about mental disorders whaath their recognition,
management or prevention” (Jorm, 1997a, p.182)thEumore, mental health

literacy is said to consist of several componemttuding:

a) The ability to recognise specific disorders or alfint types of
psychological distress;

b) Knowledge and beliefs about risk factors and cguses

c) Knowledge and beliefs about self-help interventjons

d) Knowledge and beliefs about professional help até!;

e) Attitudes which facilitate recognition and appr@pe help-seeking; and

f) Knowledge of how to seek mental health information

(dQr2000, p. 396)

Appraisals and understanding of mental health metbing shaped by many
factors. Research has suggested that while professihave expert knowledge,
largely based on scientific evidence and expersensus, the public or the lay
persons’ knowledge is based on a range of beli@$ed on personal experience,
anecdotes and media reports (Jorm, 2000). A reegr@w looking into Mental
Health Literacy described the media as having atmnegeffect upon individuals’
beliefs, particularly on perceptions of dangerogsneelated to serious mental
illnesses like schizophrenia. Negative media imagessaid to be of concern
because they increase psychological distress amndbfestigma for persons with

mental disorders (Canadian Alliance on Mental Bsand Mental Health, 2007).
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In recognition of the importance of mental healilerbcy in benefiting the
individual, a broad range of information programnhese been introduced, for
instance the Beyond Blue programme in AustraliacWwhinvolves multiple
targeted initiatives to lift community awarenessngl with the promotion of
prevention and early intervention. This programmso aargets health care
management by way of promoting primary care trgnamd partnerships for
service reform and to increase targeted and appszhrch. A further example is
Depression Busting in the UK, a self-managemedepfession course developed,
written and delivered by those who have a histdrgepression. Their success

supports the notion of a broad, multi-level apploacross several domains.

A narrative review of public knowledge and belialout mental disorders (Jorm,
2000), discussed amongst other things, knowledge laeliefs held about
professional help. Research suggested that whdee ttvas an absence of one
overarching general factor for mental health litgrathere were a number of
factors representing general belief systems thnass is best handled by medical,
psychological, or lifestyle interventions (Jorm9T9). General practitioners were
also suggested to be rated very highly in many tms) particularly for
depression (Priest et al., 1996; Wolff et al., ,9B8m et al., 1997). In developed
countries, for depression, psychiatrists and pdgcfists were rated less highly
than GPs, but were more likely to be seen as hdipfschizophrenia (Jorm et al.,

1997a; Angermeyer et all999).

153



6.2 Rationale
To further explore the complexity surrounding themagement of common mental

health it is essential to try to understand how pa&pple understand common
mental health problems and the management of thge@mary care. Therefore,
this phase of the research programme was to loale mgenerally at people’s
understanding of CMH and what they thought abous @Bnagement of CMHP.
To this end questions were included within an ansarvey to explore individuals’
perception of common mental health, the definitlmereof, GPs’ management and

the role of knowledge in relation to the consuttatand treatment management.

6.3 Method
The mental health literacy study was conducted 28fMarch 2011 to 20 April

2011. Questions were added to a survey being rolietb Cardiff University staff,

the ‘Well-being in University Staff Survey'.

6.3.1Ethical Approval
Full ethical approval was granted by the Schod®®jchology ethics committee.

6.3.2 Sample
The sample population for the study were staff mensbf Cardiff University.

6.3.3 Recruitment
Participants were invited to take part in a paitinenstudy looking into ‘well-

being in University staff’, via a notice posted the Cardiff University Intranet
notice board. Interested individuals were askezbtdact the researcher who then

replied providing a link to the online questioneai(see Appendix 6-1).
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Participants received £10 for completed questiorsaand were automatically
entered into a prize draw where there were thrpetzes of £100. Individuals
were not directly asked to provide their job, hoemewn order to receive payment

individuals were asked to provide contact details.

6.3.4 Design
The online questionnaire was developed lookindhatwell-being of University

staff. Eleven items relating to Mental Health Latey (see Appendix 6-2) were
embedded into the questionnaire which also incluteds from the: WHO-5,
AIOS, Warwick Edinburgh, ERI, DCSQ, Bullying, HSEMEMX, PANAS,
LOTR, GSES, Rosenburg Self-Esteem, SWLS, ENRIHD,GMR, ASQ, Mini
Markers, OHQ, HADS, PSS, PHQ, which also measuuigestive well-being,
work circumstances, personality, etc. Interesteds/iduals were provided with
a direct link to the online questionnaire which veasicipated to take an hour to
complete, because of the online methodology indizisl were able to complete it

in their own time.

6.3.5 Analysis
Data from the 11 mental health literacy questioesamrganised using Excel and

then uploaded to SPSS 18 for appropriate statisticaysis.

6.4 Results

A total of 120 staff members participated in thadgt Descriptive analyses of the
data showed the age range for respondents 21 tge@#dsyears, with a mean age

of 36.81. Of those participants who indicated tlyginder the greater percentage
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of respondents were shown to be female (n=87, 75.&¥ile male respondents

were shown to account for 24.3% (n=28) of the sampl

Respondents were asked to indicate their maraalstwhile all available options
were represented, results showed that the propasfisingle, living with partner
and married were closely matched (31.7% (n=38)8%5(n=31) and 36.7%
(n=44) respectively). The proportion of those imdiicg themselves to be

separated or divorced was much lower (2.5% (n=8)38% (n=4) respectively).

Respondents were also asked to indicate their lefvelducational attainment.
Available options ranged from None to Higher DedPeefessional Qualification
level. The greater proportion of the sample indidgpossessing an educational
level at Degree and Higher Degree/Professional iealon (35% (n=42) and
38.3% (n=46) respectively). While those indicati®CSE/O’ Level, AS
level/SCE Higher/Matriculation and City and Guilational Diploma were
markedly lower (8.3% (n=10); 10% (n=12) and 6.7%8nrespectively). Only

two (1.7%) respondents indicated not having arthefducational levels offered.

In terms of ethnicity, respondents were asked &mtifly themselves as being
either: White; Black African, Black Caribbean, Bfaoeither Caribbean nor
African, Indian, Pakistani, Bangladeshi, Chinesédther. Of those responding,
n=118 (98.3%) of the sample identified themselvesithite, while only one

respondent (0.8%) identified themselves to be mdiad one (0.8%) as being

Bangladeshi.
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Respondents were also asked to indicate their asalay (£0- £9,999; £10,000
- £19,999; £20,000 - £29,999; £30,000 — £39,990;dD - £49,999 and £50,000
or more). The greater number of respondents ingliceiteir salary to be between
£10,000 — 19,999 (n=40, 33.3%) and £20,000 - £29(99%, n=42,). While few

respondents indicating receiving salaries below,@1® (7.5%, n=9), and n=29
(24.2%) indicated earning in excess of £30,000hok¢ n=4 (3.3%) indicated

receiving £50,000 or more.

Participants were not required to provide a jobcdpson, however in order to
receive a participatory payment they were requiaegrovide contact details.
Information gathered from payment information shdwleat the University staff
responding sample was broad, indicating individpalgicipated from within the
staffing sectors of security, administration ancuded staff from various sectors
on the Heath campus (located at the University Haispite and the School of

Medicine).

6.4.1 Mental Health knowledge questionnaire
With regard to the definition of common mental hieatespondents were asked

whether they agreed or disagreed with a statenm@attencompassed the more
popularly cited expression of what common mentalltheproblems refer to:

‘common mental health problems do not refer to doons other than depression
and anxiety and are not short-term’. The majorityespondents disagreed with

the popularly presented view of common mental hed®.7% (n=105). This
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finding supports the finding from the GP surveygan75% of GPs also disagreed

with this definition of common mental health (seea@ter 4: The GP Survey).

Respondents were asked to indicate what they cenesidto be the four most
prevalent common mental health problems, on a doate 1 to 4 (with 1 being

the most prevalent). Respondents indicated a rahgenditions they considered
to be common mental health problems/disorders dpart the well-recognised

conditions of depression and anxiety, these inducenditions such as stress,
psychosis, dementia, affective disorders, eatirsgprders, addiction (substance
and alcohol), compulsions and also included, auisthhuman behavioural traits

(jealously, confidence (lack of)).

Depicted in Figure 6-1, are those conditions careid to be most prevalent
common mental health problem/disorders (11 entri&ke most prominent of all
those suggested by respondents are that of demmessiess and anxiety (n=70,

58.3%; n=22, 19% and n=12, 9.9% respectively).

For the second most important condition/symptomsmered to be a common
mental health problem respondents indicated 25 &ymg/conditions
(alzheimers, bipolar disorder, neuroses, schizaoparand dementia (n=3, 2.6%;
n=5, 4.3%, n=2, 1.7%, n=3, 2.5% and n=5, 4.2% spy) (see Figure 6-2).
However, anxiety, depression and stress remainest ocmmmonly represented

(n=41, 34.2%; n=25, 20.8% and n=13, 10.8% respelgiiv
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Figure 6-1: Position One: most cited ‘Common Mental Health Problem

Mhealth common1

~stress

~schizophrenia
Mparanoia
rmood disorder

hysteria

depression

rdementia

Hhipolar disor
Hhipola disor
anxiety disor

anxiety / str

ranxiety

ranorexia

malcohol depen

60

Kouanbaiy

207

Mhealth common1

Figure 6-2: Position Two: most common ‘Common Mental Health problem’
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For the third most important condition/symptom ditey GPs, anxiety (n=18,
16.2%) was the most highly cited, amongst brostcbli entries from respondents,
while bipolar disorder, schizophrenia, OCD, autigatjng disorder, paranoia and
stress were the next most commonly cited (n=13[%1n=8, 7.2%; n=6, 5.4%;

n=5, 4.5%; n=15, 4.5%; n=4, 3.6% and n=9, 8.1%seeBvely).

Figure 6-3: Position Three: most common ‘Common Mental Health problem’
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Respondents provided 37 conditions they considasetthe fourth most common
mental health problem considered most importan¢ (Sigure 6-4). Of those
entries provided, the most commonly cited cond#imere bipolar disorder (n=15,
15.3%), schizophrenia (n=13, 13.3%), alzheimers(r6:1%), eating disorders
(n=5, 4.2%), anxiety (n=5, 4.2%), phobias (n=5%b).Jand personality disorders

(n=4, 3.3%).

Figure 6-4: Position Four: most common ‘Common Mental Health problem’
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When respondents were asked whether they had @gesqrerience of a common
mental health problem, 52.5% (n=62) of respondemd&ated they had while

47.5% (n=56) indicated they hadn't.

In terms of knowledge, when respondents were askestate how good their
knowledge of common mental health problems wasdgagerage or poor), the
greater proportion of respondents indicated theovWedge as ‘average’ (n=73,
60.8%), while the number of those indicating tHewowledge to be ‘good’ or

‘poor’ were evenly matched (n=24, 20% and n=232%®respectively).

Sixty-five respondents (54.2%) indicated that tHeit they could identify
common mental health problems in other people,evh.8% (n=55) indicated

they could not.

Respondents were asked whether they felt they akle to help people with
common mental health problems, 52.5% (n=62) indatdhey could not, while

47.5% (n=56) indicated they felt they were abléetp others.

The majority of respondents didn't feel that GPsceree appropriate
training/education covering common mental healith tieir management, 67.5%
(n=79), while 32.5% (n=38) indicated they felt tlizls did receive appropriate

training/education.
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Respondents indicated, along a four-point Likedlessdanchors described as: 1
‘very straightforward’ and 4 ‘not at all straightieard’), how straightforward they
thought consultations with the GP around commontatdrealth problems are.
The majority of respondents indicated that the ualtason was not

straightforward (a combination of scale positioren8 4, n=81, 70.5%)

Respondents indicated strongly that they thougkdtinent for a patient with
common mental health problems depended upon thewledge of their problem
(81.2%, n=95), compared to those (18.8%, n=22) wticated they thought it did

not.

When asked about treatment for common mental hgatthlems (medication,
psychological therapy or both), respondents inddtdhat they thought treatment
should be the combination of psychological theramyg medication, 83.1%
(n=98). Psychological therapy on its own was esedby 16.2% (n=19) and only
0.8% (n=1) indicated the use of medication onlysptmdents believed that
psychologists or psychiatrists should be more wein the treatment of common
mental health problems, 95.7% (n=111), while onl§%4 (n=5) indicated they

should not.

6.4.2 Further analysis - associations between variables
In order to explore associations between resudtssctabulations were calculated

(see Appendix 6-2 for questions). A Pearson Chasg test was conducted on

the data to analyse for associations between items.
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In the first instance, we looked at the role of Wiexige and experience. As you
might expect, individuals’ experience and knowledfj&eommon mental health
problems were found to be significantly associgig@) = 21.348p = .000. The
effect size was .425 (see Table 6-1). That is yotisat, within our sample, those
who had experienced common mental health problates,rated themselves as

having between good and average knowledge of conmeartal health problems.

Table 6-1: Crosstab - The role of knowledge and experience

Knowledge of CMHPs
average good poor Total
Experience of no 35 3 18 56
CMHPs yes 38 20 4 62
Total 73 23 22 118
Chi-Square Tests
Asymp. Sig. (2-
Value Df sided)

Pearson Chi-Square 21.3482 2 .000
Likelihood Ratio 23.527 2 .000
Linear-by-Linear Association 2.828 1 .093
N of Valid Cases 118

a. 0 cells (.0%) have expected count less than 5. The minimum expected

count is 10.44.

In terms of being able to identify common mentahltte problems in others,
analysis showed that respondents who indicated ttiegt had experienced a

common mental health problem were significantly enldeely to be able identify
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common mental health problems in other pegf{é) = 12.029p = .001. The
effect size was .319 (see Table 6-2).
Table 6-2: Crosstab - Identification of CMHPs in others
Able to identify CMHPs in others
No Yes Total
Experience of no 35 21 56
CMHPs yes 19 43 62
Total 54 64 118
Chi-Square Tests
Asymp. Sig. (2- | Exact Sig. (2- Exact Sig. (1-
Value Df sided) sided) sided)
Pearson Chi-Square 12.0292 .001
Continuity Correction® 10.780 .001
Likelihood Ratio 12.226 .000
Fisher's Exact Test .001 .000
Linear-by-Linear Association 11.927 .001
N of Valid Cases 118

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 25.63.

b. Computed only for a 2x2 table
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Those who had experienced a common mental heaitiigmn also felt that they

could help people with common mental health prokle#f{l) = 9.048p = .003.

The effect size was .279 (see Table 6-3).

Table 6-3: Crosstab: Experience and helping others with CMHPs

Able to help people with CMHPs

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 26.08.

b. Computed only for a 2x2 table

Looking from the view of having poor, average ondknowledge of common

mental health problems, the association with expee was the same. However,

although still significantly associated, figuredfelied slightly in regard to the

identification of common mental health problemsothers §2(2) = 29.273p =

.000). The effect size was .494 (see Table 6-4).
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No Yes Total
Experience of No 37 18 55
CMHPs Yes 24 37 61
Total 61 55 116
Chi-Square Tests
Asymp. Sig. (2- | Exact Sig. (2- Exact Sig. (1-
Value Df sided) sided) sided)
Pearson Chi-Square 9.0482 .003
Continuity Correction® 7.963 .005
Likelihood Ratio 9.182 .002
Fisher's Exact Test .003 .002
Linear-by-Linear Association 8.970 .003
N of Valid Cases 116




Table 6-4: Crosstab - Knowledge of CMH and identification of CMHPs in

others

Able to identify CMHPs in others

No Yes Total
Knowledge of Average 33 40 73
CMHPs Good 2 22 24
Poor 20 3 23
Total 55 65 120
Chi-Square Tests
Asymp. Sig. (2-
Value Df sided)
Pearson Chi-Square 29.2732 2 .000
Likelihood Ratio 33.414 2 .000
Linear-by-Linear Association 5.226 1 .022
N of Valid Cases 120

a. 0 cells (.0%) have expected count less than 5. The minimum expected

count is 10.54.

In addition, when knowledge was cross tabulatetl whether they felt they were

able to help people with common mental health gnaisl, the relationship while

still significant ¢?(2) = 5.786p = .055, effect size.221) was weaker compared to

that of experiencef(1) = 9.048p = .003, effect size .279) (see Table 6-5).
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Table 6-5: Crosstabulation - Knowledge of CMH and ability to help others
with CMHPs

Able to help people with CMHPs
No Yes Total
Knowledge of average 39 33 72
CMHPs good 8 16 24
poor 15 7 22
Total 62 56 118
Chi-Square Tests
Asymp. Sig. (2-
Value Df sided)
Pearson Chi-Square 5.7862 2 .055
Likelihood Ratio 5.891 2 .053
Linear-by-Linear Association .282 1 .596
N of Valid Cases 118

a. 0 cells (.0%) have expected count less than 5. The minimum expected
count is 10.44.

To explore whether knowledge or experience wasdtieng factor, further
analysis was conducted. A new variable was creatbith combined both
experience and knowledge of common mental heatihlpms to try to pick out
and investigate the different elements in orderexplore if there were any

particular drivers. A cross tabulation was therfgrened with all other variables.

A cross tabulation between the combined knowleogeiéence variable and
being able to identify common mental health proldam others, demonstrated
some interesting differences. Analyses showedliegtresence of knowledge was

a significant associative factor (‘no experiencd gonod knowledge’ 100% (n=3)
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and ‘experience and good knowledge’ 90% (n=18)).t&n the presence of
experience was shown to play a role in being ablaéntify common mental
health in others (‘no experience and low knowledged ‘experience and low
knowledge’, 34% (n=18) and 60% (n=25) respectivelyHowever, it was
demonstrated that the combination of having botkpéeience’ and ‘good
knowledge’ made individuals more able to identifgnronon mental health

problems in other people (see Table 6-6 and Figtbe

Table 6-6: Crosstabulation: Combined knowledge and experience and ability
to identify common mental health problems in others

Ability to identify CMHPs in
others
no Yes Total
Combined No experience low knowledge 35 18 53
No experience good knowledge 0 3 3
Experience low knowledge 17 25 42
Experience good knowledge 2 18 20
Total 54 64 118
Chi-Square Tests
Asymp. Sig. (2-
Value Df sided)
Pearson Chi-Square 22.0882 3 .000
Likelihood Ratio 25.117 3 .000
Linear-by-Linear Association 17.698 1 .000
N of Valid Cases 118

a. 2 cells (25.0%) have expected count less than 5. The minimum

expected count is 1.37.
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Figure 6-5: Combined knowledge and experience and ability to identify
common mental health problems in others

Knowledge and experience and ability to identify common mental health problems in others

_ [dentify
40 CMHP's
in others

Mo
M yes

Count

Mo experience low Mo experience good  Experience low  Experience good
knowledge knowledge knowledge knowledge

Variation of knowledge and experience by being able
to identify CMHPs in others

The knowledge effect was still present when a daisslation was performed with
combined knowledge/experience and whether indivedtedt they were able to
help people with common mental health problepd&8} = 10.739p = .013, effect
size .304) (see Table 6-7). Better knowledge wasaated with whether an
individual felt they were able to help other peoplewever analysis did show that
if you had ‘poor knowledge’ of common mental hegtloblems, it was having

the ‘experience’ of common mental health problenfsctv made an individual
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more likely to feel they could help other peoplehnmcommon mental health

problems.

Table 6-7: Crosstabulation - Combined knowledge and experience and
ability to help others with CMHPs

Treatment dependent
on patient knowledge
No Yes Total
Combined  No experience low 36 16 52
knowledge
No experience good 1 2 3
knowledge
Experience low knowledge 17 24 41
Experience good knowledge 7 13 20
Total 61 55 116
Chi-Square Tests
Asymp. Sig. (2-
Value Df sided)
Pearson Chi-Square 10.7392 3 .013
Likelihood Ratio 10.952 3 .012
Linear-by-Linear Association 9.837 1 .002
N of Valid Cases 116

a. 2 cells (25.0%) have expected count less than 5. The minimum

expected count is 1.42.

6.5 Conclusions
This study aimed to look more generally at what fpers of the public understand

common mental health to be and their managememhesfe in primary care.
Results demonstrate that the public understandingooymon mental health
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problems is much broader than the more frequembken of depression and
anxiety. This finding is in support of that foundthe GP survey, where they too
believed common mental health to encapsulate a dbroareach of
conditions/symptoms. Similarly, the general popalatacknowledged anxiety
and depression to be prevalent, ranking depressigosition one of their four
most commonly presented ‘common mental health probl achieving 60.3%
(n=70) of the sample, while depression achievemta score of 92.9% across all
four positions. However, respondents rated stresa@e prevalent compared to
anxiety (n=22, 19% and 12, 9.5% respectively) witposition one. That said,
anxiety in total achieved 70.7% across all fourijpmss, with stress achieving
39.3%. Markedly, amongst the plethora of conditiom$icated by the general
population sample, those with larger ratings ovexetoss all four positions were
bipolar disorder (39.6%), schizophrenia (17.7%)mndstia (16.3%), addiction
(12%), anorexia (10.6%) and alzheimers (10.5%).line with respondents’
proposition of common mental health conditions bewide and varied, the
sample rejected (89.7%, n=105) the more commorflgreaced description of
common mental health as represented in the statergain this mirrored GP
results from the GP Survey, where 75% of GPs alsagdeed. In addition, these
findings support those of the GP Survey, in tha thay that individuals
understand common mental health problems to béfereht to that which has
been proffered more recently. As has been prewadiscussedsgeChapter 4.
The GP Survey) the way in which terms are usedtla@id meanings are of high

importance not only for targeting appropriate knedge and training of health
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professionals, but also for the availability ofaesces to help treat conditions both

present and prevalent in the general population.

In terms of an individual's knowledge and expergnesults from the sample

showed that knowledge and experience were significaassociated y€(2) =
21.348,p = .00J). That is to say that those who had personal expeief a

common mental health problem also rated themsealvésiving between good and
average knowledge of common mental health problemss finding is
commensurate with research that suggests that 33féspondents indicated
personal experience of someone with a mental desaad their main source of
information, with a further 10% citing friends aredatives (Wolff et al., 1996). In
terms of feeling able to help others with commomtakhealth problems, around
half the sample indicated that they felt they wabée to do so (52.5%, n=62).
Experience was also found to be a significant fasteen being able to recognise
common mental health in others and a person’s sgriseing able to help others
with common mental health problem?3(l) = 12.029p = .001). This is important
when the Working Minds Survey, found that over 306%gpeople with mental
health problems felt they have been dismissedaceéld to resign’ because of

discrimination (Challis & Wilkinson, 2010).

Furthermore, findings from this study showed thabpgle felt treatment of
someone with a common mental health problem wasrdignt upon their
knowledge (81.2%, n=95). This finding is in linetlviesearch which suggests that

the likelihood of receiving effective treatment aredognition is dependent upon
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appropriate interaction with the GP during the citasion, appropriate interaction
being the presentation of symptoms in a way thag GRlerstand. This factor is
of crucial importance for providing someone witgraater chance of appropriate
help, especially when it has been estimated thahasy as 50% of cases go
undetected in the GPs surgery (Goldberg & HuxI892). For example, detection
and recognition of mental disorders is greatehd patient presents his or her
symptoms as reflecting a psychological problem f&teet al. 1999; Kessler et
al., 1999) and also explicitly raises the probleithwhe GP (Bowers et al., 1990;
Jacobet al.,1998). Weiclet al (1995) showed that GPs detected about 20% of the
cases of psychiatric morbidity who presented witlygical symptoms, 53% of
those presenting with both emotional and physigalpgoms, and 100% of those

who complained of emotional problems.

The unreliability of consultation outcomes is sonireg discussed within a study
looking at lay attitudes to professional consuttasi for common mental health
disorders. This study by Pill (2001) found that tusople felt that GPs had little
time to devote to an analysis of personal probleand, some suspected that GPs
might not be too tolerant of a presentation wittogonal symptoms. The GP was
seen as having little option other than to prescribn antidepressant.
Unfortunately, the latter were regarded as beirigiqi@lly addictive, or otherwise
harmful, and, in any event, as mere palliativeplate of something that could
really get to the root of a person's problems (Rill01). Results for beliefs of
treatment method, in our study, displayed thatvlst majority of this sample
indicated that they felt common mental health stiobé treated with both
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medication and psychological therapy (n=98, 81.7%#)jle only one person

indicated medication only. This finding is in caadt to other earlier research
showing, that in developed countries, for depregsipsychiatrists and

psychologists were rated less highly than GPs LiBkeeof combined pharmacology
and psychological treatments is favoured by psyadbia and is generally accepted
among health professionals, though some doubt bBas bxpressed about the
efficacy of treatment for the mild/moderate caséieroseen in primary care
(Kendrick, 1996). It was also clear from the fingknthat respondents felt that
psychologists and psychiatrists should be morelugebin the treatment of those
with common mental health problems (n=111, 95.7%@wever, in reality the

availability of psychological-based therapy in gehepractice is patchy and
weighted by severity, such that only those withesexand enduring mental health

problems are referred by GPs.

Findings from the present study suggest that tiee lack of confidence and
issues with expectation regarding consultationsh v@Ps regarding common
mental health problems by members of the publiadifgs showed that the
general population do not find the consultationuacb CMHPs straightforward,
mirroring the position of GPs (see Chapter 4: GReyy), and also that they felt
GPs did not receive appropriate training/educatomering common mental

health problems (67.5%, n=79).

It can be understood from the results presented pihople feel that the prospect

of going into a consultation about a common mehtdlth problem as being
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shrouded by uncertainty. Within this construaingy be that the belief that the
level of knowledge possessed by an individual asgomfluential to the receipt
of effective appropriate treatment gains more weggtd validity. The notion that
an individual's knowledge about their problem bearigey factor in the GP/patient
interaction and in the attainment of effective ames, is borne out by research as
previously discussed. Further, this notion as baipgrvading factor may be given
further weight, when we consider the combinatioriagtors that lead to a sense
of uncertainty with GPs within the consultation amd common mental health
problems. Such as a particular level of knowledgboua specific
problems/symptoms, the availability of treatments these. Therefore, the
presence of the individual's knowledge can helputdl together and signpost
precarious factors that might otherwise be pregenfindings from this research
programme suggest), such as GPs lack of confidencecognition of CMHPs,
the self-professed lack of training and educatiloa difficulty inherent in this type
of consultation not being straightforward, coupleith the time constraints of

practice clinical session times.

The increase of people’s appropriate knowledge memtal health issues and
language of the same is shown to be key in presgotie’s problems and thereby
aiding in achieving an appropriate and desiredamute This aspect of individuals’

understanding of appropriate language to presedescribe their symptoms or
condition to health professionals, is something Wauld be beneficial across the

board considering the time constraints of any clhiaton.
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6.6 Limitations
There were shortcomings associated with this stsdigh as the population

sample, the number of respondents and the divafihe respondents. Therefore,
issues around representativeness exist and asresilis must be taken with
caution. A broader sample population, which inchigielividuals from across the
social strata is something that would be extremmdyeficial to this study.
Another limitation can be understood as the stsatgployed to distribute the
questions from this study. While it seemed an agppate route to take, the
embedding of questions within a much larger stuehdlto the probability that
responders experienced survey fatigue. It is atssiple that response numbers
may have been larger had these questions beerbudtistt separately, so that
respondents had a clearer understanding of thec tapder investigation.
Furthermore, a qualitative methodological apprdadhvestigate perceptions and
understanding of common mental health and its mamagt with the general

population would provide an opportunity to gatherendetailed data.

6.7 Summary of Chapter 6 and link paragraph to Chapter 7
Chapter 6 describes and discusses The Mental Heid#ttacy Survey. Results

from this survey also provide support and agreertethose found through the
GP Survey (Chapter 4), in that the general pomratlso believe the term
common mental health problems to encompass a washgre of conditions and
that the common mental health consultation is traightforward. The study has
also shown the importance of education, knowledglesxperience in recognition,

access to treatment and aiding others. Resultshswed the general population
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to believe that GPs lack appropriate educationteaiding and furthermore that
psychologists should be more involved in the treatinof common mental health

problems.

The chapters presented in this thesis thus far blananicled various studies that
have aimed to investigate the management of commemtal health. While the
various findings have served to provide both supy®revidence and new
knowledge in this area, it is important to conteise and validate our findings in
relation to other key health professionals withimmmary care who also have
involvement with patients who have mental healtd aommon mental health
problems. Therefore, Chapter 7 (the following ckappresents a triangulation
study conducted with GPs, Primary Care CounsetincsClinical Psychologists,

where all findings from the previous studies amedssed.
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Chapter 7: Triangulation of findings - a validation study with
GPs, Primary Care Counsellors and Clinical Psychologists

This chapter discusses the perceptions and opinfd&@Bs, primary care counsellors
and clinical psychologists towards the findingsha$ programme of research that
investigated GPs’ management of common mentaltheafirimary care. Firstly, it

discusses the rationale for conducting the valaestudy, before going onto outline

the study itself: aims, methods and results.

7.1 Introduction
During the course of investigating GPs’ managensérdcommon mental health

(CMH) in primary care, the programme of research haed a multi-method
approach: cognitive debriefing exercises, focusugsowith GPs, GP survey,
interviews with experts, a study using the thedrplanned behaviour (a survey
of prescribing/referral behaviours) and a geneogiyation mental health literacy
survey. Multi-method approaches, utilising quatiita and qualitative

methodological approaches, allow for the examimatioa particular phenomenon

or topic on several different levels (Brannen, 1992

As has already been discussed within the previbapters, data collected during
this programme of research has identified many cdspend influential factors

associated with CMH management. As part of a vatidgrocess and in order to
contextualise and to gauge further the represeetass of the findings produced

from this research in regard to the managementoaincon mental health in
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primary care, a triangulation study was conduciée. study invited GPs, Primary
Care Counsellors and Clinical Psychologists to fakein focus groups to discuss
the findings and issues around the management wimom mental health

problems in primary care.

As reported within this thesis, general practitisnare reluctant to refer patients
who present with mental difficulties to psycholdgi¢Beel, Gringart & Edwards,

2008; Meyer, Fink & Carey, 1988; Sigel & Leiper,02). Strong evidence is

presented in the literature reporting that the afseental health care providers in
collaborative practice is not only cost effectivet lalso in the best interests of
patients (Beel, Gringart & Edwards, 2008; Hemmir2@300; Vines et al, 2004).

Findings presented throughout this thesis displayious barriers to general

practitioner referral to psychological-based treattn These findings are supported
by the literature, such as GPs’ assumptions reggraleatment, interaction styles
and differences in theoretical languages (Beehg@znit & Edwards, 2008), and with

regards to communication where GPs’ found that camoations from

psychologists were not very informative (Sigel &per, 2004).

Therefore, the opinions and experience of thosewdrs closely with, or having
experience of the management of common mental hé&@lPs, Primary Care
Counsellors and Clinical Psychologists) are consgital to the project in terms
of a robust research evidence approach. t&tienique of using the focus group in
order to generate this kind of data is built on tiad#ion that group interaction

encourages respondents to explore and clarify idd@al and shared perspectives
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(Gill et al., 2008; Morgan, 1988). Focus groupsarestablished method used to
explore the views of individuals on health issyg®grams, interventions and

research.

7.2 Aims
The study involves key health professionals takiag in a focus group discussion to

talk about the findings and issues surrounding rtfamagement of common mental
health, more specifically prescribing and refeafahose with a common mental health
problem. The objective of the study was to try @ndngulate the findings and to
establish whether or not the GPs, primary care s@llors and clinical psychologists
interviewed agreed with the findings presented fthenprevious investigations, and to

provide an opportunity for further discussion amsvnnsight.

7.3 Method

7.3.1 Ethical Approval
Full ethical approval was obtained from the Rede&thics Committee for Wales

as part of the original studredictors of Prescribing and Referral Behaviour fo

Common Mental Health Problenfsee Chapter 5).

7.3.2 Sample
Three focus groups:

* GPs
* Primary Care Counsellors
» Clinical Psychologists

e Sample size: Each group will consist of betweenp@ple
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7.3.3 Recruitment

Participants (GPs, Primary Care Counsellors andic@li Psychologists)
were recruited via purposive sampling

Participants were contacted via telephone and efsed Appendix 7-1)
and were also sent further information about thggot, consent, data
protection and, complaints and distress procedoeése they were able

to progress further

7.3.4 Research Design

The focus group discussions would be led by (KWJ amuld take no
longer than one hour

Discussion groups were held at a location suitedbtbose participating

To ensure participants were able to comment fytlgruthe findings from
the research programme, participants were sentunaent listing the main
findings from the previous studies a week befoeeftitus group was due
to take place (see Appendix 7-2)

At the end of the discussion group all participamé&e presented with a
debriefing sheet including full contact details thle researchers (see
Appendix 7-3)

All data generated was anonymised

7.3.5 Data collection

Issues around consent and participants’ right thdvaw were explained

prior to the commencement of the discussion group
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» Consent was also sought for the recording of teeudision group prior to
its commencement (see Appendix 7-4)

e Group discussions were recorded and transcribed

7.3.6 Analysis
Qualitative Analysis

» Transcribed data was organised and coded usini\th® 8 qualitative
software package

« Data underwent thematic content analysis

7.4 Results and Discussion
Prior to the focus group interviews, intervieweesrevsent a pre-focus group

document which provided key messages drawn fromsttidies conducted during
this programme of research (Scoping Study, GP $urVeeory of Planned
Behaviour Study (referring and prescribing behasspand the general population
Mental Health Literacy Study) which aimed to loaka the management of
common mental health in primary care.

These key messages were presented in the pregomuys document (received by
participants prior to the group discussion) andewgrouped into categories:
consultations around common mental health; managewefecommon mental
health; and training (for pre-focus group docunsse Appendix 7-4). With this
in mind the results from these validation focusug®will be presented under each
of these headings and responses from the variougpgr(GPs, primary care

counsellors and clinical psychologists) will be geeted alongside each other.
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Further, themes identified within the data will Ipeesented alongside and

following the main themes identified from the sesdi

7.4.1 Participants’ understanding of the term ‘common mental health’
Interviewees agreed with the findings presentenhftioe previous studies around

common mental health being broader than anxiety @deypression (although
recognising too that they would be seen as mosteamy presented) and that
common mental health disorders were non-chroniordess that did not meet
caseness. However, there was a debate from theatlipsychologist group
surrounding the finding that common mental heatihditions were considered

short-term and reactive states:

....mainly I'm comfortable not so much with it lgeaanon-
chronic disorder but more about the severity of it
perhaps...and may be the complexity of the meetdtt..the
common mental health problems so | would be ineagent
that anxiety depression disorders would be THE most
common mental health problems somebody would skalbn
the it's...the sort of studies would support thidink...but it
would be about...cos I think it is possible to bebenmon
mental health problem but still be a low level ymow
something totally appropriate for primary care despt
being something that somebody might have strugmitdfor

decades but if they're still...you know may be gomwork

184



and upholding some other areas of function sanaybe it's
about the impact of it with regards the severitg éimen
the...complexity of it you know...there's somethingut a
simple phobia a spider phobic... you know not nesély
particularly complex whereas more generalized ayxie
disorder could be quite complex so...I don't knbat it's
quite as quantifiable as just a reactive thing thatansient
and therefore will PASS with some relatively stndiigrward
intervention...l think GPs probably see common aldrgalth
problems more than that to be honest to be faihéo..

(GF11WBHCP, Clinical Psychologist)

Further, GPs commented upon the presence of copéepanisms and that these,
as experienced by them in practice, seemed totlher @ffective or dysfunctional
and therefore resulted in either positive or negatesponses to the social and

environmental factors which also impacted upontheal

...you would speak to a young woman and say wles do
your mother do when she's worried...'she goes ddfdre
two days'...'what do you do when you're worrield'i'go

to bed for two days'...and then so in that sensenwh
you're left thinking well these are some behavibura
techniques you might want to use or here are some

cognitive technigues or some mindfulness...in tmeext
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of actually anybody in my family you know theyaesith
turn to alcohol..street drugs...go to bed whateyems

know they've got if you like COMPLETELY dysfunetion
coping or un...ineffective coping mechanisms wibea
starting from a very different starting point...but
paradoxically the other side of that of course i is

that actually people survive in [place name] beatisey
they've got endurance they've got inner strength an
resilience

(GM4AMGP, General Pragtier)

7.4.2 Consultations around common mental health

7.4.2.1 Assessment and recognition of common mentedalth
Agreement was found across groups for findings railoGPs experiencing

difficulties in the assessment of common mentalthedhis issue was further
discussed by all groups. There was consensus atbendifficulty of common
mental health being bound up with other chronidbpms (73% GP Survey), and

that the picking apart of these was troublesome.

GF7MGP...because we're dealing with an individuahw
complex - often with chronic disease issues sassales
as well as mental health things...so working withizt
context separating it out is...not helpful for aoglig
GM5MGP: all those people have personality disorders

anyway so they hide prevalence of personality disior
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which perhaps then gets tied up into diagnosis of
depression...then peoples’ social circumstancesesio
you put anyone without ANY mental health problerts i
that situation they'd quickly developed signs of
depression

(Gendpahctitioners)

Additionally, in terms of difficulties associatedtivassessment, it was suggested
by clinical psychologists that perhaps this wastla@oaspect of confidence, that
GPs ‘didn’t ask’ questions that would then placenthin a situation where they

would have to deal with the answers:

...into the assessment of risk you know sometiemse
won't ask a question because they're anxious alellt
don't know actually what to do about it if | geath
answer so maybe somebody won't ask about someone's
eating cos they think really don't want to messetland
YOU KNOW and if you look relatively a healthy wdly |
leave that for another day...cos you can't asloit in
a...you know a very long consultation and assestsfoen
mental health issues things WILL NOT get askesl ndat
a fault finding thing it's just...peoples’ priorityguess is
lets treat what's in our faces really

(GF11WBHCP, Clinical Psychologist)
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This issue is perhaps supportive of and in lindvwgsues around presentation of
conditions within the consultation, recognition veasd to be further hampered by
patient expectation and the social constructioiradss within the locality of the

general practice served the GPs taking part ivalidation focus group.

well I think in ours...we serve a deprived communit
where there’s a very high prevalence of common ahent
health problems but there’s a paradox becauserethee
some people there — for example thinking about post
natal mood disorders — EVERYBODY they know ALL
their friends have post natal low mood or depressio
it's just part of being a new mother...and somepbeo
then...don’t think it's even a problem when you toent

(GM4MGP, General Practitioner)

7.4.2.2 Labelling
In terms of diagnostic labelling, it can be undeost through the discussion with

GPs that diagnostic labelling in practice is exadi creatively, or more
specifically is manipulated for the good of theig@at. This creative manipulation
Is said to take various forms, working within orings the system to achieve
outcomes that are in the best interest of or reéqddsy the patient. For instance,
that they would make a diagnosis of ‘depressiostead of ‘bereavement’ to ‘play

the game’ and enable access to treatment saidhtywise be unavailable; or
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conversely by way of evasion, in that the use abitld be stigmatising for the
individual:

to make a diagnosis you have to think about thegrem

their social context, their family context...yowtnwhat

the label, the word means to them and for somelpdop

might never use the word ‘depression’

(GM4MGP, general practitioner)

another thing about depression screening is thaing
to made anonymous...our depression scores are low
because we just don't (indeciferable) one way to ge
round having to do a PHQ is to code someone as low
mood so you don't code them as depression so @susp
that if you looked at our prevalence it would heell
figures are actually quite HIGH still on the preeace
cos it is actually so high...if we coded everydra tve
thought did have depression but we've actually dade
low mood I think our prevalence would be much highe

(GF7MGP, General Practitioner)

Also, diagnostic labelling was said to be linkedtw important for financial and

familial security, as one participant explains ersj link between a ‘doctor’s

diagnosis of something and entitlement to benetinee off work orsupportfrom
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the council’ (GM4MGP), and that this then buildsonpthe complexity of

assessment and diagnosis.

This sense of GP responsibility and patient expiectds of significance with
regard to the patient/doctor interaction. Generatiitioners frequently cite their
‘role’ as the patient’s advocate. Therefore, thia key pervasive factor during the
consultation and management of the individual. dPatiexpectation will be

discussed in more detail in the following section.

The issue of financial remuneration was not satigdgussed in terms of patients,
but was countered by GPs and clinical psychologistthey discussed returns for
practices from the QOF, such that, ‘if we use ¢enteords in the medical record
it impacts our income through QOF’ and the takeofipnedications for drug

companies.

There was also debate from both clinical psychslsgiand primary care
counsellors regarding conditions of bereavementi@nihclusion as a common
mental health problem. Despite being in agreemettt the findings from GPs

and the general public around bereavement beingider@d as common mental
health problem, the debate between participanthighstudy centred upon the
appropriate recognition of conditions and the isstiseverity and co-morbidity.

From the clinical psychologist perspective, this@an was specifically set with

regard to eating disorders:
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...I think that's the important word the co-morlydas
well as to whether that's something that encousages
to start thinking oop this is getting a bit messyl ave
ought to bump it up because the anxiety might be
relatively...you know mild to moderate the eating
disorder might be relatively mild to moderate binen
you put the two together and is it at that poirattmay
be a GP feels that it needs to go up a level...ed®i
don't necessarily think it would have to it's
just...understanding the formulation of how to ngaé

(GF11WBHCP, Clinicayhologist)

7.4.2.3 Screening
Findings from the GP Survey indicated that ovef bathe sample prescribed on

a first visit and, of those that prescribed, 60%dated that they do not administer
a screening tool prior to the prescription of matian - a finding that is in conflict

with NICE (2007, 2011) guidelines. GPs agreed with finding and expanded on
it, providing their opinions and experiences ofhgsand implementing screening
tools. Despite the NICE (2007) guidance on the mgameent of common mental

health, citing that during initial phases of marmaget that GPs should administer
a screening tool prior to the prescription of matan. The GPs in the discussion
group qualified this advice in terms of how scregnand the prescribing of

medication was viewed in practice and this, thegrgjly felt, was that screening

and the prescription of medication should be viesggiarately:
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...a screening tool is not the right tool for makia
diagnosis it's not even a prescribing guidance toml
screening tool is for screening and then prescgdhlis
about clinical decision making...which is a comelgt
different process

(GM4MGP, General Practigo)

In the following example, and further supporting finding that screening tools
were not being administered, a GP explains notrigaused one and also alludes

to the issue of the receiving of financial rewdrdat fulfilling practice:

Equally 60% of doctors shouldn’t be getting the®R)
money ((chuckling)) I'm sure isn’t happening...that
one of the QOF indicators so...very interesting
((chuckling)) I personally have never used onen. $orry
everybody ((chuckling))

(GF7MGP, General Practitioner)

On the other hand GPs explained their use, or rattiaining their now lack of
use as being bound up with the introduction of@@@F and that this system and
the process-led approach, did not take into accthennature of the conditions
(e.g. coronary heart disease and diabetes) witbhwihivas instructed to be used.
Couched in terms of a narrative of experience,Glespeaks about the use of

screening tools by health care staff and refleatiothat of own health condition:
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[...] when the QOF depression came in and all pase
with coronary heart disease and diabetes were ssggho
to be asked the two screening depression questibias.
our nurses commented well people have...you knam wh
we’re doing a regular check up people have so many
horrible things happening in their lives that thedt
course they have time when they feel a bit hopelest
of course they have times when they feel theirdife
worth living but then if you say to them...OH thaans
you may be depressed...they say NOT AT ALL tfustis
my life
[...] if you then put that into the context of -claeise i live
with diabetes and if you did the PHQ on me on Mgnda
when | was on call | can ASSURE you it would haaenb
HIGH score...but then if you said to me right [n@me
because your PHQ score is 20 or whatever it woaleh
been therefore you now have a label of depressoa is
your Prozac..that would have been entirely inappiatp
((chuckling))

(GM4MGP, General Practitioner)

7.4.2.4 Straightforwardness of consultations
The validation groups agreed with the findings pntéed from the GP Survey

showing that GPs and the general population (segdViElealth Literacy Survey)
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did not find consultations around common mentallthestraightforward. An

example is presented of what this means for gemeeaititioners was provided
through discussion with GPs - citing issues aracexykectation, responsibility and
role — couched in terms of a general incident niagaof a recent consultation

experience:

GF7MGP: that's the worse thing about them they're
complicated so they often go on for longer times. ihey
often don't...you just don't want anything to happ#ile
they're there really...they discuss their life deshs as
well as their actual health problems then...a feglihat
doctors can sort everything out they can provic®d
of...whether they should leave their husband oryoot

know...so that can take ages can't it

GM4MGP: they almost come to us for a counselling
service don’t they

[agreeing]

GM4MGP: they use us for a counselling service which
isn't really what we're trained as or ought to dadie
honest

GF7MGP: you had a gentlemen for an hour didn't you
because he was going through a very very strebful

event which you know
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GF1MGP: | don't think it was quite that long
((chuckling))

GF7MGP: it was a long time yes yeah it wasn't qthts
GF1MGP: and you know these... life events are awful
sometimes and terrible and you can't just sticth®o10
minute consultation and throw them out into it koow

(General Pitamers)

7.4.3 Management of common mental health
In terms of managing those with common mental hgatbblems in primary care,

findings from the previous studies suggested thas @lt it was difficult to
manage inherited patients, meaning patients wh@haere already being treated
by another GP, and that interventions were moex¥fe and had a better chance
of success closer to the point of condition recogmi These findings were met
with some questions. It was understood too thaethere many types of general
practice (urban, rural) where GP turnaround orgmétpopulation were transient

to differing degrees and that this would/could smldhanagement complexity.

This excerpt from the clinical psychologist disagaasggroup shows their response
to these findings and suggests that it could bé ithes about lacking good

management of the problem in the eyes of the pateerd perhaps a lack of
motivation to manage properly by GPs, because ettmplexities of a patient

seeing or being seen by different GPs:
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NT: so is that about them [GPs] feeling that a)rtie
that optimum window that's been lost but also thay
be the client has decided nobody can help meghisst
going to be something I'm stuck with or you knove he
am at the GP again and they're prescribing thisinga
suggesting this group or something you know thisieir
hopefulness about it is waning | suppose and | guies
fits in with the idea that...if their belief thdte common
mental health problem is a reactive thing then that
suggests to me that it's not long...it's short dioraas
well so if you combine their expectation of it lgean
reactive thing WELL that's...not the case if itl®ag
term inherited problem you know...you know becdnyse
the time it's that it's morphed into other things b
then...and it's no longer as pure as it was inittiial bit
that they're understanding so...maybe that's wiltere
starts become oh hang on... DON'T KNOW if that's
about inherited patients or if that...you knowsitabout
people's longevity so naturally it's going to bensbody
perhaps you'll inherit because GPs will come and go
from a practice or locums might come and go..soight
not be about the inheritedness it's just that tieegttound
long enough to see several GPs...you know ratlzer bie

one...one person's baby for a long length of time s
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don't know if there's two different things going on
there...perhaps

BL: yeah and again if they are seeing differentpgle@s
well because of locums and that kind of thing | kfou
imagine then GPs having patients who have seehd lo
different people...people come at things from tedght
point of view as well they'll each have their oyedal
interest and background so that could..inadverteatld
to the complexity of it because you could be
reading...other correspondence that previous GR&ha
written and it could be kind of like oh well wejost
trying to go with that...so it could be quite itrcadd to
the confusion | suppose

(Clinicasyhologists)

This issue was taken further by primary care collorsedescribing the potential
state of a patient’'s condition that has progressedomething more chronic,
enduring and complex as a result of not being piake and the difficulties this

would hold for the GP who is then tasked with tgyto help:

JD....that might just be that it is chronic depriess..that
it is harder to kind of almost provide an intervient
because it can have lots of layers to it and yaawkthe
fact that it is chronic...you know might just bereno

difficult to...to provide an intervention so whetlieat's
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just because it's been passed on to them or whitiser
because it's chronic and enduring that it is moif@allt
to manage

KM: because of that's the case it does also impaco
many other areas then on that patient's life thaiu're
no longer just dealing with the depression and,that
know it's all the other areas that are being impeakt
upon...as you say all these layers it's hard ta kihstep
in to, it's deep progressed impacted so far, totbirt

(Primary Care Counsellors)

For the GPs in the discussion groups, this issualadrited patients and early
intervention was discussed in such a way that & esdent, in support of the
previous findings, that there are inherent diffi@d and complexities associated
with the management of patients with common mehéaith problems which
impact both upon motivation and the GPs’ sensditifyato make a difference in
practice. The following excerpt encapsulates thlk aand depicts an obvious
waning of motivation in the GP’s management assaltef their own personal

experiences of managing patients with common méalth problems:

...yes... mean | can remember one patient who has
responded dramatically to bibliotherapy because...
reading the book AT THAT moment in her life she

suddenly realised why her normal response was panic
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attacks followed by depression...sadly two yedaes la
she's forgotten all the lessons that she's leandt she's
back to square one...my own feeling is we suppmpie
from crisis to crisis and there are particular ykoow
inherited or chronic patients...and it's difficldécause
you know - the hours | used to spend trying tokthin
because | was trained to think and the next timesge
them is the time you'll make a difference in thees and
| used to give people hours and hours and hours lunt
learnt oh no actually... for a whole load of reason
they're...it's up you know it's not a good use ptime
and skills basically

(GM4MGP, General Practigo)

Importantly, what the preceding discussions do shawng with support for

earlier findings presented in this programme okagsh around the need for

education and training of GPs in the area of commmmtal health and it's

management, is the importance of picking up or gaing these issues for

patients and managing them effectively in the finstance, so as to avoid and

prevent the damaging impact for patients and GBsdfis not achieved.

7.4.3.1 Patient knowledge
Findings from the studies suggesting patient kndgdeas being a pervasive factor

in the management of their condition was agreedlbthose taking part in the

validation study. For instance the general popatatstudy (Mental Health
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Literacy Study) found that 81.2% thought treatnaegended upon knowledge of
their problem. For the clinical psychologist thissvunderstood as being or
referring to ‘their [a patient’s] level of insighgn't it (GF12WBHCP), primary
care counsellors spoke about it in terms of patibetng able to provide a clearer
message to GPs and therefore aiding with the dwreadf the approach to

management, albeit dependent upon further optima\ailable to them:

GFO9WHPCC: yes may be in a sense that if a clieesgo
in and says you know I've been feeling extremetioan

and i think i need some CBT|

GF8WHPCC: [or how things hdeen so

stressful [

GFO9WHPCC: [l think may be sometimes...I think (G&t
would clearly think okay yes we have that availaid
this...and i suppose if they don't have if thegwetoo
sure what are the clients presenting issues orybma
they're a bit unsure about would work best for
them...maybe they don't even know enough about
psychological therapy to have confidence in it o it
might work

(Primary Care Coulwss)
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The suggestion has been raised within the thesigmpfoved consultation
outcomes being related patients that present atctmsultation with more
understanding or knowledge about their conditiow as a result are more likely
to receive from their GP what it is they have askad The position of the
informed patient has also been discussed as adenGP in what GPs’ see as a
difficult consultation situation. This is evidembim the following excerpt taken

from the GP discussion group:

GF6MGP: definitely
GF1MGP: | think it definitely can...I saw somebauyh

in inverted commas post natal depression and blgica
her problem is she didn't get maternity pay sowsbst
back to work a week after the baby was born...aatlg
her problem she's tired stressed drained because
she's...one of our higher social class patients simels
related to somebody who works in the practice or
because she's seen a health visitor and they salidwe
think you're depressed so she came in this moffieing
antidepressants...even though I...cos she's reazhup
it...even though | don't feel well she probabhand |
said you know what the problem is it's cos..youis¢
tired it's an exaggeration of total normality arfds isn't
going to change things...but | think if the anticegsants

can help her get to January.. January she can speak
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her boss who's her brother-in-law to sort everyghaut

so that...she's fine though she loved her antickanats

we do but...that's what she came for and that'stwha

was leaving with

GF2MGP: she had made up her mind

GF1MGP: yeah she knew the ones she wanted...and er

yeah

GF6MGP: and equally if somebody has had any sort of

exposure to psychological therapies then...thaypueh

more into self-help aren't they...this or...thidl wiork

read this book...you might get something out of it

((chuckling))

(General Practitioners)

It is clear from the above excerpt that although @GP did not feel it was
appropriate to prescribe antidepressants for #sg,cshe did anyway because ‘she
[the patient] had made up her mind’. Unaware ofdibwtent in the GP discussion
but recognising there exists a difference in atétto management in practice, this
suggestion around patients being able to requekteeive treatments from the
consultation was met with resistance by one ofdimécal psychologists, who
aligned this version of management behaviour byatsdo their management of
other physical conditions, suggesting that theremssl practice differences

perhaps emanating from a lack of confidence:
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yes yeah well that's I'm wondering if there's gsie
much try to refuse if it's felt inappropriate ové' got a
slight tickle in my throat I think I might be geiti
tonsillitis can you give me some antibiotics..vir@hg on
maybe we should wait a couple of days and actinaiye
some firm evidence of that to see if it does pregjre
because it could go away...whereas it...| don'tkaoe
they...do they do it with the same umpf...you korowith
the same confidence i suppose is the word isntbitio
that watchful waiting behaviour as well....

...not wanting to rock the boat...but then it deesl of
pass the buck if it becomes a bigger issue anditien
person gets referred to secondary services...sodyebo

got to say no at some point if it's inappropriate

(GF11WBHCP, Clinical Psychologist)

Furthermore, as has been previously discussednpsitienowledge or indeed
patient expectation can be a strong influentiaveirifor the doctor/patient
interaction and this dynamic can occur to differiiegrees whether it is the request
for a sick note from work, the prescription of neation, or financial security. For
some patients in some areas there is a socialrootien of illness and this not
only is normalised amongst their peers but is alszeans by which they achieve

or rather maintain financial and familial securiar the general practitioner then,
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the consultation around common mental health problis no longer focussed on
or set to the health condition but is also intgadly linked to the individual's

livelihood as a whole:

GF1MGP: well | saw somebody this morning who came

in and said about how dreadful she was feelingwadt

through a whole list of symptoms and then saidngh

DLA is up for review and I'm scared I'm going tedamy

car' so by the end I'm thinking cor...it was a vienyg

consultation...once | said | filled the forms iresseemed

to brighten up a bit ((chuckling))

GM4MGP: | mean are the consultation harming

GF1MGP: oh we all know her very well...but you know

she came in 'oh my pain worse than ever I'm more

depressed that ever | have to do more for my

parents...and | think losing my car...that's the d¢ining

that keeps me going' and | thought...

GF7MGP: it's probably right as well

GF1MGP: | know absolutely

GF7MGP: we'd hate to lose our cars wouldn't we

(Generahétitioners)

The presence of these socially interactive dynacacsmean that such issues
result in the GP conducting consultations diffeledepending on who comes

through the door. Consultations not only diffeterms of natural differences
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associated with conditions and the needs of indadglon a case by case basis,
as one would expect, but can also differ in termstaat the diagnosis and
treatment management means to the individual anchpact upon their social

placing as a whole.

we serve a deprived community where there's ahigty
prevalence of common mental health problems buéethe
a paradox because...there are some people there - f
example thinking about post natal mood disorders -
EVERYBODY they know ALL their friends have post
natal low mood or depression so it's just part einlg a
new mother...and some people then...don't thislewen
a problem when you medicalise it...whereas othep|ge
it's classed stressful or they're not coping theme other
issues about like...WORK or...being a good wife or
whatever or a good mother and for them then theyeco
to us they almost WANT us to medicalise it...ameif
then say but actually it's part of normal humae Bind |
think you'll find and many people feel like théts..
almost as if we're not taking them and their waraand
their concerns seriously and that can be...that can
become because of then in [placename] there's guch

strong like between A doctor's diagnosis of somgthi
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and entitlement to benefit or time off work or SIUHT
from the council or whatever it might be...

(GM4AMGP, General Practitioner)

7.4.3.2 Prescribing
As will be discussed shortly, all participants agtewith findings around

confidence levels being high when managing antelegants, and there being low
confidence in the management of psychological-babedapies; albeit that
agreement across the groups (clinical psychologighary care counsellors and
general practitioners) was not resolute when figslisuggested GPs felt more
confident in the management of psychological thesaih they felt able to manage
complex therapies (the prescription of two or mantéidepressant medications).
Responses from GPs within the discussion groupoadth accepting this finding,
suggested that they did not routinely, if at allmenister more than one
antidepressant medication. Having said that, amele of such an opinion was
presented by one of the GPs along with a workiragtire example of a local

psychiatrist in the area:

well | think in terms of more than one medicatiaane
of our two local psychiatrists is a great FAN obtw
different...you know giving people two different
antidepressants...and I'm not at all sure it's safe
effective

(GM4AMGP, General Practitioner)
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Response to the findings around GPs prescribingaaoh on a first visit (over
a third) was one of surprise, as the actuality i$t-imeeting medication
prescription sits in conflict with the suggestion®Ps that common mental health
problems are short-term or reactive states. Thimngent also illustrates the
possibility of not fully recognising the natureatondition or state by prescribing

too quickly:

yeah but if it truly is reactive and short term anansient
and totally appropriate everybody's got a good ustinding
of it then you know the watchful waiting sort oéipise
would be a sensible way forward because...as we'fting to
kind of see in this discussion somebody might ptesequite
depressed and there might be a very justifiablemeceason
for it for example a bereavement etcetera...thawaty if you
don't take the time to enquire about that or to konaw
consult about that | suppose you wouldn't knowasorgight
just merrily prescribe some medication but...adudlit's a
normal response you might be more inclined to sayedly
you're having very appropriate although unpleasasjponse
to your situation at the moment what can we do ahiodet’s
have a little...a watch and a wait or signposts

(GF11WBHCP, Clinical Psychologist)
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Findings presented from the Theory of Planned BelavStudy, that GPs’

prescribing behaviour was influenced by both thadtitude’ (the degree to which
an individual perceives intended behaviour to ba&rdble) and their ‘subjective
norm’ (the extent to which significant individualsich as relatives, friends or
colleagues condone this act) was met with agreemetiite GPs in the discussion
group. An example of this as they understood mwshbelow, describes working
to the systems of the general practice and theegbas‘own values’ will influence

how they work to guidelines:

GF7MGP: | think so cos | think that within this ptace
there is a philosophy that is more holistic perhépan if
you went to other practices...but that's diffidolknow
obviously because you haven't worked anywhere
else...but...certainly I think from the commentgyete
from our secondary care of...services about therrafs
they receive then...have different thresholds @itwiey
think they should be dealing with it

GM4MGP: you know I think there is...as i said earli
about you know the trying to fit in with guidelingsu
know there is a sense in which some people witl fitith
guidelines some people are aware of guidelinesthey
don't make very much difference...and so our oviuega
will have an influence on that definitely yeah

(General @itzoners)
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Clinical psychologists were confused in responsefimdings around GPSs’
prescription of antidepressants, that many GPsrapfg were not employing
‘watchful waiting’ in accordance with guidelinesycathat the majority of GPs
indicated they believed that common mental heattblpms are short-term or
reactive states. During the GP discussion growppthctice of ‘watchful waiting’
or seeing a patient on consecutive weeks afteptescription of medication is
suggested to be unsustainable. It can be arguedthisaapparent conflict of
practice carries more weight given that the GPigpent is, himself, involved in

an official ‘role’ with the implementation of sugjuidelines:

| started this about a month ago and I it's just n
sustainable as [GM5MGP] has said you know but
it...because in one of my other roles I'm actuadiyolved
with how do we actually implement guidelines if ot
trying to implement them ((chuckling)) you know.ifd
find that they're...you know...there might be spatgents
that should be seen every week ...but the ideaetheal
patient MUST be seen every week | think is bonkers

(GM4AMGP, General Practitioner)

7.4.3.3 Referral
Participants aired agreement to the findings frbengtudies around GPs’ referral

to psychological-based treatment, and more spadlifichat of GPs’ general

reluctance to refer (based on personal experieeffectiveness, confidence,
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waiting times) for psychological-based treatmemtelsponse to these suggestions,
explanations were proffered around a manageriéréiice in level during the
consultation, that is to say that GPs were ‘propabbre confident’ in the
assessment of mental health problems, but that ditficulty was experienced in

managing at the next level:

yeah my sort of views of the sort of...the GP stsifivell
is that...it's it's hard to describe really becaughbink
they need to...they obviously have an awarenes$at's
out there and what's available but systems chamge a
availability of how to treat and how to manage ches
and while it's in their hands you know they're irdrate
sort of frontline first sort of approach | thinkdi're
probably more confident about sort of assessingtahen
health problems..when it comes to right what deddto
do to get it to the next level it it's quite a @iént ball
game then...and so maybe it's about...their awaené
what's out there in the big...in the services andgs and
that will change across well within a health bogal
know between our localities...but also will obviguse
hugely different between a rural locality and..igy c
locality as well...so there'd be big differencesréhabout
what's available to refer to...so if you're askopgestions

you know you in your head is perhaps thinking wélat
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is out there for me to refer to so | need to..gchéo cater
to that so in some ways constructing where it'sigoi
right at the very beginning...I think we all donie do it in
our service as well...you know I think that migéat b
something that makes things complicated for GRsedk
having to stay up to speed on the ball with alkstho
things that are out there...it's not as straightfard as oh
Joe Bloggs needs a brain scan | know where thag goe
you know...you know Joe Bloggs might need some help
with his mental health problem but | don't know wha
specifically and that needs to go to the next level

(GF11WBHCP, Clinical Psychologist)

The suggestion above from the clinical psycholegisat perhaps, in part, GPs are
experiencing management decision difficulties - doiea lack awareness and
knowledge about what is ‘out there’ to be offeredhe patient - is supported by
the following quote from the GP discussion groupuad whether they have
something else to offer in terms of treatment. Ingoaly, it seems from this
example that the GPs see themselves as part tetitenent or intervention, and
not the means by which to access treatment:

GF2MGP: sometimes it's appropriate if someone’srbee

trying to cope with their symptoms for a long time

and...you know aren’t sort of frequent attenderd an

they’'ve been inclined to deal with it themselved. ayou
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know obviously coming here is like the last...yoovk
pitch attempt you know at getting help

GF5MGP: | agree with you when | was younger you
wouldn’t do it but now there are...it does seempagent
thing that they expect [

GF2MGP: [yeah they come here wamti
something don’t they...l suppose that’s it's whethe
can offer them something else if we’ve got an ateve

(General Practitioners)

In terms of referrals from GPs for psychologicdigsed treatments, it is feasible
that there is a possibility that the presence gbmal conditions within referrals
are suppressed in order to achieve successfulrabfdor their patients. Such a
prospect is probable in the light of findings shiegvithe high prevalence of
common mental health conditions bound up in morerk conditions. As has
been previously discussed, there is manipulati@moding practices, whereby GPs
‘play the game’ to achieve referrals for their pats. For instance, that
‘bereavement’ is coded as ‘depression’ so as torafteatment for patients. This
lack of physical condition information is noted ohgr discussion with primary
care counsellors:

yeah the...you know we're not...we don't have that

information available to us...it's up to you kndwe t

doctor would know...it's what they initially presen the

GP ...so say the GP would complete the referran®for
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us telling us what the main presenting mental lealt
problem is they wouldn't necessarily give us infation
about physical difficulties unless it WAS
relevant...something like chronic pain or somethimat
is NOW impacting on how they feel and now they are
feeling depressed or...whatever as a result of micrby
health conditions...but generally it's the mentaékh
problem that we are privvy to rather than anytheige

(GF8BWHPCC, Primary Care Counsellor)

GPs suggested offering patients other means dihesd in accordance with NICE
guidelines, but this was not met with universaleagnent from other members
within the group and was couched in terms of aes@hsesponsibility from the

GP to provide these alternatives, due to being qfatie development of mental
health guidelines and also a sense of chastiseraenind antidepressant
management. In terms of treatment effectivenessibi@ck from patients was not
encouraging and was coupled with a management aigenihis is evident in the

following example for participating GPs, around Wwand resilience:

I try now to recommend bibliotherapy to everybody
and...almost always...almost always recommend one
mindfulness book and one CBT book and...but theen th
number of people who have said they've found fiftiel

is not enormous but it's an attempt not to prescelery
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single time....and for me again because I'm invbine
the current mental health guidelines for [name eélth
board] one of the issues is about stopping medicati
after six months and again that is a REAL challenge
because after you've started something on it and it
appears to be helpful...the idea then that all GRs
rubbish because they never stop prescriptions dgtua
when you're sitting in the consulting room it'the.idea
‘'oh because you've now been on it six months welwe
been told we mustn't prescribe it any more' it's
really...particularly if they're fearful of goingdek to
where they work it's a real challenge

(GM4MGP, General Practitioner)

Participants agreed with the findings around GRsifidence with managing
antidepressants and GPs’ lack of confidence arauadaging psychological
therapies. An example of ‘attitude’ was providedendby GPs conflated the
management of psychological therapies with theim ewecution of these practices
and this quote provides further insight into theklaof motivation to engage,

primarily due to the feeling of it not being th&ile’:

GM5MGP: feel quite happy managing antidepressants
but I wouldn't probably wouldn't go down the...rolle

managing psychological therapy myself...| can réber
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them but | don't have time and | don't have therest
and i don't think it's really my....role...I MIGHJoint
them in the direction of CBT or...may be a bit oliree
stuff or self-help or [

GF7MGP: [we don't have any[

GM5MGP: it'§ a occasional

bibliotherapy but...but not me sitting there |

GF1MGP: [we're not

trained as clinical psychologists |

GM5MGP: [doingniyself I'm not

really trained

(Gendpahctitioners)

Findings from the general population Mental Healteracy Survey showed that
respondents thought that psychologists or psyéstisitshould be more involved
in the treatment of common mental health probledbs/@o). This finding was met
with broad agreement by participants. However, uwdison with primary care
counsellors did raise the prospect that perhapsrdhee of psychiatrists and

psychologists were not fully understood by the gaingopulation:
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GF9WHPCC: very difficult to manage...and i guess th
psychiatrist just does a medication review sothsoe's
not really very much [

GF8WHPCC: [psychologists no longer detieiem
their sort of...more kind of specialised areas il to
moderate common mental health problems and can be
managed if it can't be managed between GPs and
counsellors

(Primary Careutieellors)

7.4.4 Training

7.4.4.1 Training and education
Within the area of training, responses were seedrato the knowledge and the

awareness of common mental health problems amgaitgement in terms of the
patient (as a factor), treatment and the consoitaitiself. Responses from the
Clinical Psychologists and Primary Care Counseliggse broadly similar, in that
they agreed with findings from the Mental Healthn&y that over half of the
general population sample felt that GPs needediaddi training (67.5%) (see
Chapter 6: the Mental Health Literacy Survey), enede surprised with the finding
that 47.4% of GPs had indicated they felt theyrditireceive appropriate training
and education with regard to common mental heatiblpms (see Chapter 4: the
GP Survey) and that a third of the population fribve GP survey indicated not
having undertaken any form of refresher trainingerftal health focussed or
otherwise) in the last three years. However, m&ny Care counsellor expressed
it as an ‘encouraging’ finding that GPs themsele#tsthey needed more training.
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By way of training there is the issue surroundimgwledge, understanding and
awareness of common mental health per se and alsaddimanage the patient
with common mental health and the provision ofttreant, execution of guidelines
etc. With this in mind, the finding that GPs thehass felt they required
appropriate education and training coupled with fimeling that GPs were
prescribing on a first visit was something that aamed the group of clinical

psychologists:

Well to correlate...you’ve got half the GPs whoeige
who have said they don’t receive education anchingj
and you've also got the other half prescribing
antidepressants at the same time

(GM10WBHCP, Clinical psychologist)

For primary care counsellors, although this issas also one of concern, their
outlook was one of acceptance and understandirthéguosition of the GP, rather

than emphasis on management being outside of tegylguidelines:

yeah | mean...I think it's something within primagare
that's starting to HAPPEN because GPs get contgpuin
professional development so...GPs at the practiverevi
am they have some training on eating disorders and
maybe it's about bringing different things intoithe

awareness and also signposting them to the paaticul
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guestionnaires that might indicate that there i$s&...so
less about management but really about recognéiaeh
signposting to relevant service...so | think theyquite a
bit of that but that could be different in diffetesurgeries
and locality

(GFOWHPCC, Primary€&ounsellor)

The responses from GPs toward the finding that\@d#ged more training in
common mental health were more cynical, couplet witeluctance to engage
in more training that seemed to be viewed morelag@en and whimsical, and

rather that they would like less:

GF7MGP: | mean it's interesting to talk the detaifshe

thing...but this stuff just gets rolled out...@&ting some

of that is much more helpful to us

GM4MGP: particularly if what they're telling us to is

motivated by their latest drug company sponsorship

GF7MGP: yeah and that's what de-motivates us most |

think

(General Practitioners)

An example of the undertaking of a CBT course wasided by one of the GPs
during discussion, from this quote it is possiloles¢e that for this GP there is not
a wholly positive approach to CBT in general arat their understanding of the
technique as a result of going on the course isesdrat simplified. This is
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interesting not least because it can be assumedhibdevel of learning will in

some way influence their management of patients @MHPs:

| think like...I think...like I did go on a CBT wse about
how to use techniques and | think we probably...all
do...like...you just that sort of 'yeah you feddbyish and
you want to sit on the couch all day but it WILLphgou
to go for a walk' kind of that's sort of CBT igihlike

(GF6MGPR, General Practitioner)

Another example of GP training and learning in Hownanage and treat patients
with a common mental health problem within a cotaidn, and how training
impacts upon and fits with the real-world settitigs example was provided by

one of the GPs within the validation study:

| don't know...it's quite an expectation...whichyrba my
other training there wasn't quite the same antiad. felt
quite confident like negotiating waiting and seeamgl
not starting medication but | have...quite oftelh debit of
pressure to prescribe since I've been here | think
that...because there's such a high prevalence rofroon
mental health disorders in the population and beeau
everybody else is on medication...that's almost the

agenda of coming almost
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(GF6MGPR, GP Registrar)

This quote highlights the complexities surrounditite GPs’ day-to-day
management of those with common mental health pnod| and provides further
support to the other difficulties raised for GPghivi the consultation (patient
expectation, reluctance to refer, lack of trainemgl education and awareness and

confidence around available interventions and tneats).

An additional area of concern, suggested as remuitraining and greater
awareness, was raised by clinical psychologistaratdhe issue of research and
the statistical presentations therein. The clingsichologists taking part in this
validation study felt GPs lacked understanding amareness in the area of
research and statistical analysis and how theyegmresented. It was suggested
that this lack of understanding and awarenessl#teto a ‘face value’ acceptance

of reported findings:

GM10WBHCP: one thing GPs as a general rule DON'T
know anything...virtually anything about is theeasch
and statistical analysis they can have a lot ain.get

sold very easily on the latest stat without really
understanding what that finding means or what the
research or the context in which it was done..aually
there is controversy about this versus that vetkas

versus that...they have to take things at faceevafu

220



what's been said from a book
GF11WBHCP: that if it's in the British Medical Joai

then it must be true

(Clinical Psychologists)

Moreover, the clinical psychologists illustrateck trelative danger of statistical
persuasion and accepting the face value of statighresentations, and stressed
the importance of understanding findings adequatelgluding the broader

considerations thereof:

GF11WBHCP: and it doesn't sort of highlight theade
that may be...you know it was ineffective for 5% o
people you know...and even NICE guidelines ardasim
I mean you know...nothing's ever 100% so...you know
they will be influenced...and the NICE guidelinag this
Is you know but it's sort of like well hang on[
GM10WBHCP: [but it
doesn't say what it's contraindicating in its guides
GF11WBHCP: yeah yeah

GF12WBHCP: about the samples that were used...and
whether they have co-morbidity

(Clinical Psychologists)
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Within the area of training, it was accepted byhbdlinical psychologists and
primary care counsellors that GPs were traineddikwn a particular way —using
the ‘Medical Model'. It was suggested that this me@Ps’ rationalised patient
presentations within a consultation in a particulay using that paradigm. Further
it was said that GPs were also constricted by @éngmactice management

systems, and were not in a position to consulektended periods:

YES you do what you do best..you do what you'nedda
to do we would be the same...we would be useles®as
or as mental practitioners we would be asking peopl
how they felt...our consultations would go on twugl

(GF11WBHCP, Clinical Psychologist)

With this in mind, a suggestion to improve GPs adion and training was one

around fine tuning and making appropriate use wtiexy systems:

we do diss the medical model but at the same tiere t

are advantages to a medical approach to dealing wit
things so in some ways...to me it's about tryingyeip

GPs manage common mental health problems based on
their existing systems to some degree cos you want

to try and re-invent the wheel entirely and have a

completely different system yet... but you watat lite
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appropriate for that kind of a problem so therel i
limits to that

(GF11WBHCP, Clinical Psychologist)

7.4.4.2 Impact of lack of referral
During discussion around GPs reluctance to refeim@ortant concern was raised

by clinical psychologists around the area of caadifprevalence and resource
provision. Essentially, by GPs not referring thaseneed for treatment the by
product is that statistics of prevalence do notasgnt a true reflection of the

‘demand’, this then has a direct impact upon resoprovision:

...it's interesting that they sort of say oh nonhwon't
refer them cos it's a long waiting time...wellhéy don't
do that it doesn't generate...| mean trust me wgbtea
waiting list...it doesn't generate a true reflectiof the
DEMAND then so we can't then resource our services
appropriately similar even in primary care it woualt
reflect demand so you wouldn't say oh hang on vggve
HUGE numbers who are not being seen the waitirg lis
has shot through the roof so therefore we need to
recruit...and you know there's a problem here

(GF11WBHCRFClinical Psychologist)
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The suggestion from clinical psychologists thatuacthumbers of individuals
requiring psychological-based treatment are effettibeing hidden due to the
lack of referrals by GPs can be supported by akehtéurther, by comments made
(separately and without prior knowledge of the ¢api question) during the GP
discussion group. The following example displayk &bout GPs circumventing
screening and coding practices:

...our depression scores are low because we just don'
(indeciferable) one way to get round having to deHQ
is to code someone as low mood so you don't cede th
as depression so | suspect that if you looked at ou
prevalence it would be...well figures are actuajlyte
HIGH still on the prevalence cos it is actuallytggh...if
we coded everyone that we thought did have deprressi
but we've actually coded as low mood I think our
prevalence would be much higher

(GM5MGP, General Practitioner)

7.4.4.3 The treatment ‘Gap’ for those with common rantal health problems
An important area for attention was the suggesti@t a gap existed, whereby

individuals could have conditions/symptoms that eveot considered severe
enough to be treated within secondary care seftingswere also not able to be

adequately treated, if at all, in primary care:
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...that doesn’t meet both...either camp...yeahetsea
huge gap in with regard to the moderate level aigbe

definitely

(GF11WBHCP, Clinical Psychologist)

This proposition was further commented upon bypt@ary care counsellors.

Furthermore, they explain about trying to ‘pick mosthem up’ although it's

outside the mild to moderate remit and how thishy their waiting lists are so

long:

GF9WHPCC: there is a gap of people in the sense
that...don't fit into a primary care protocol andmt you
know...are not severe enough to fit into secondarg so
those are the ones that can kind of get batted badk
forward in as much no one is going to pick thensaoip
there aren't services sufficient for that...wedlppose in
a way we pick most of them up even though it's&ind
outside our [

GF8WHPCC: [thatky our
waiting lists are SO long really because we ark sti
trying to... manage outside of the mild to modeyate
know and...because as [JD] says you know where else

are they going to go...if they get referred to CMidia
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psychologist well... you know they could be waitugr
a year but that's gosh something like that isn't it

(Primary Careuteellors)

7.5 Conclusion
This triangulation study was conducted to furthentextualise and validate

findings from the research programme. The findimgsented above demonstrate
that the groups involved (general practitionersmpry care counsellors and
clinical psychologists) supported and provided agrent to the findings from the
research programme, while also providing additi@ral contextual information
in the areas of GPs’ level of confidence, patierdt @P knowledge and education,
referral and prescribing behaviours. Participaaksng part in this study further
acknowledged a host of conflicting beliefs and b#has in action within the

management of common mental health in primary care.

Findings from the present study provide many ingtlans for future research. For
instance, while GPs declare common mental healtbetshort-term or reactive
states, results show GPs' preference for presgribmtidepressant medication
within initial consultations and without using senéng tools to not only be in
conflict with guidelines, but with the notion ofc@ndition being short-term or
reactive. Further, GPs’ reluctance to refer wametbing that was a cause for
concern for participants, in that statistical reygrgtation of prevalence could be

masked and as such would impact upon the provisioesources and services.
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Moreover, this study confirmed fractured collabmmatand communication
difficulties between services. GPs’ lack of confide and sense of control were
suggested to be overarching factors that influer@Bdmanagement practices at
all levels. Areas affected were suggested to bevigdge and understanding of
conditions, referral to psychological-based theraphe preference of
antidepressant medication, and GPs’ ability to gegeffectively in consultation
with patients with common mental health disordBarticipants also suggested a
treatment ‘gap’ existed, whereby individuals whazmditions fell between
primary and secondary care settings were not ieipeof appropriate treatment

or condition management.

Each of these areas is worthy of future researbb.fihdings from this study in
combination with findings from some of the earlggudies in this thesis could
provide a good background from which to conduct mesearch which could

benefit patients, medical education, policy ancfica.

7.6 Limitations
Shortcomings of this study are associated withigpant numbers and sample

brevity. This study would have benefited from geeatumbers from each of the
key professional areas, along with the inclusioatbér key individuals associated
with  common mental health management. Thereforeg tissue of

representativeness exists in regards to this p@tisample. As such, study results

must be taken with caution. As with each of thesotftudies within this thesis,

227



delays in attaining ethical and research governappeoval, due to process, did

not help to achieve greater responses.

7.7 Summary of Chapter 7 and link paragraph to Chapter 8

The chapter above discusses the triangulation stmgijucted to contextualise and
gauge the representativeness of findings presentedghout the thesis from the
various studies comprising the research programmtigegl ‘The Management of
Common Mental Health in Primary Care’. The triaragign study results showed
participants taking part within the various grog@®s, Primary Care Counsellors
and Clinical Psychologists) agreed with findingmnegmated from the various
studies conducted through the research programunengfmore, the triangulation
study provided additional depth to some of thedlifties experienced by GPs and
patients alike, such as the role of the GP angdsition and expectation of the
patient. Moreover, the chapter discusses furthreasafor concern, such as the by-
product of non-referral and a perceived gap in iom where a number of
patients in need of care are not receiving appat@treatment or management for

their condition.

The next and final Chapter 8 concludes the th@sis chapter presents summary
conclusions for each of the chapters. These alewlel by an overarching
conclusion to the thesis and implications of theeeech and its findings in relation

to recent changes in policy and guidance.
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Chapter 8: General Discussion

8.1 Introduction
This chapter will outline the thesis and its depah@nt in relation to the aims and

outcomes of each chapter. A brief summary is peditbr each chapter which
discusses how each study impacted upon and shajesgcggient work. This
chapter will also provide an overall conclusion ttee research programme,
including possible implications for the literatuFeiture research and practice from
the results of this research programme are alstusied. Findings within the
thesis will also be discussed in the light of reagranges to policy and practice
since the inception of the research, and how tidirfgs reported within the thesis
fit with these. Finally, limitations associated lwthe studies, more generally, will

be presented.

8.2 Chapter Two: Literature Review
Chapter two presents an outline of the main issuggn the literature in regard

to the management of common mental health in pyiroare. This chapter
includes literature around the prevalence of memgalth across the world, and
discusses the problems of recognition, assessmdnnhanagement in relation to
mental health, despite the creation of variousestng, diagnostic instruments
and management interventions. Furthermore, isseesed within the
literature around knowledge, education and indialdiifferences from both the
practitioner and patient perspective; cited asuenitial factors, these are
discussed both in terms of barriers and faciligtorappropriate condition

management.
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8.3 Chapter 3: Exploring the complexities associated with the
management of common mental health in primary care - A

Scoping Study

The study described in this chapter is the firshnprogramme of research begun

in 2007, looking at the management of common mdalth in primary care. The
present study was a scoping study to gauge whdilgmns, if any, general
practitioners (GPs) were experiencing in the commemntal health consultation,
how prevalent these problems were in practice vemat GPs’ felt were common

mental health problems (CMHPSs).

The aims and objectives of the study were to aaicetthe landscape, in practice,
of the management of common mental health. In dadgain an understanding of
what GPs are experiencing in practice a serieswii-structured focus groups
were conducted at general practices across WateasAf discussion were guided
and informed by the areas for consideration revehyethe literature review (see
Chapter 2). Discussions were recorded and underwgaatitative Thematic

Content Analysis, where commonly cited themes weentified. Findings

showed GPs to be experiencing a multiplicity ofqpeons with regard to managing
the common mental health consultation. These foglinere commensurate with
problematic areas as presented within the litegateview. For instance, results
from this study supported the literature, in ti@®s’ cited the high prevalence of
mental health in consultations on a weekly basigréstingly though, the scoping
study also evidenced that GPs lack confidence inagiag the common mental
health and mental health consultations. Furthermibiere is to some extent a

sense of apathy present within GPs’ attitude, aettvas expectancy by GPs that
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such consultations were ‘difficult’, that they ‘dfaand that they don’t make a
difference. Results showed that there were gafiseirarea of education, training
and GPs’ learning. GPs knowledge of common merdalth and mental health
was confused, vague and out-dated. GPs were uhewré¢o manage conditions,
both in terms of treatment and the complexitiesuadothe individual and their
social environment. For instance, uncertainty exish terms of their position as
an advocate for the patient and being able towhlimpacting issues relating to
stigma, the sick role, work (whether in or out @) and the impact upon benefits
and financial security. Importantly, limitations thiis study can be understood to
be the limited number of practices sampled and tepresentativeness. That said,
this study fulfilled its aims and objectives, ag findings generated provided a
view of GPs management of common mental healthsd lnesults informed the

nature and content of the GP Survey presented api€h4.

8.3.1 Summary of results from the scoping study

GPs’ understanding of common mental health problems

« Common mental health problems refer to generalgtiee states.

* Many of those suffering common mental health pnoisielo not
have serious mental health problems.

* Interventions are better at the beginning.

* Interventions with ‘inherited’ patients, who haventmon mental
health problems, are unsuccessful and these paaeaiess
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motivated to respond, want to get better or wamgeioback to
work.

Consultation difficulties

GPs’ say the length of time it takes to have a ahason around
common mental health problems is problematic.

GPs' felt that being able to give certain advicecmspeak plainly is
difficult in the common mental health consultation.

GPs’ find it difficult to assess common mental ltle@roblems.
GPs’ said that, if the subplot is that people dowent to go to work

it is very difficult or impossible to deal with.

The issue of work with regard to the consultation eound common mental

health problems

Mental health and work is difficult.
Time off of work is difficult to manage (i.e. indduals wanting long
periods).

It is harder for patients to go back to work aftere off.

After time off of work, it is difficult for individials to find
subsequent employment.

GPs’ believe bullying at work creates mental hephtblems.
GPs’ said people with chronic anxiety would be dxetiff in work.
GPs have a concern about people’s ability to wiidwever, GPs
lack confidence in knowing what people are ablert@an do a

work.
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The General Practice

» The location of the general practice surgery makeifference to the

1”4

type of lifestyle situation of its patients and éadaility of resources
- Attitude and ability to manage patients with CMHPglifferent if
the practice is equipped with own counsellor, comg@ao those

general practices who do not have such provisions.

Training and Knowledge

* GPs say they want more training in mental healtt a@ammon
mental health.

* Knowledge of mental health issues is vague andiateel.

» Difficulties experienced in the management of patievith
common mental health issues are, in part, duegt@ahflicting role
of the patient advocate and social environmenfidtyle
dependencies of patients (e.g. benefits, finarsaalrity and

stigma).

The findings from this study supported issues thfsem the Literature Review,
and led to the development of the GP Survey (asepted in Chapter 4) by

providing areas for further investigation.
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8.4 Chapter 4: A study of GPs’ perceptions and knowledge of

common mental health and their management - The GP Survey
The study in this chapter describes the GP SuiMeig.study was informed by the

scoping study described above, and was conduatedNtarch to July 2009 with

general practitioners. The aim of this study wasxplore the issues raised within
the scoping study (described in Chapter 3) aroumthepl practitioner

management of mental health in primary care. Ameasstigated and informed by
the previous scoping study were: GPs’ understandfingpmmon mental health
problems, its prevalence, conditions GPs’ thoulgattérm common mental health
problems refer to, the common mental health coasatt and management

therein.

This study was conducted in 2009 and consistedgofestionnaire distributed to
GPs across, the then, five Local Health Boards giida Gwent, Caerphilly,
Monmouthshire, Newport and Torfaen). Findings ftbestudy supported themes
raised in the scoping study around difficulties Gfelicated they are experiencing
in the management of common mental health probldResults show GPs’
understanding of the term ‘common mental healttblems’ to encapsulate a
broader range of conditions, aside from the anxaatydepression the term is more
popularly cited as referring to. Results from thedg highlighted the dissonance
related to the use of the term ‘common mental hgatbtblems’. The way in which
terms are used and understood is important, antiaaa significant implications
with regard to the targeting of appropriate knowkednd education that GPs feel
they require and the availability of resourcesnglwith the framing of patients’

complaints.
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In addition, results showed the high prevalenc€MHPs within clinical practice
along with the complexities surrounding the managenof these in general
practice. Examples of these management complexsitiean to be present are the
significant numbers of patients presenting to GRth wo-morbidities, the
importance of patient familiarity and GP confidemteelation to the consultation
(treatment choice and management). The impaceafrtrent preference in regards
to GPs’ prescribing behaviour was shown to proawedlict between practice and
clinical guidelines. Knowledge around common meméalth problems was also
shown to be key in various areas of condition manant. For instance, GPs
understand common mental health in a very diffenexyt through their everyday
practice, to that which is posited through therditere and within policy. Further,
GPs’ convey a need for more appropriate, educaahtraining, along with a
need for resources, so that they are better preparéeal with and manage such
consultations. Results showed that GP respondestepsed a range of different
education and training experiences not specifiménmtal health, with only a third
of the sample experiencing any form of mental etadtining. Furthermore, those
who indicated having had psychiatric or psycholagiated job reported as
working as an SHO during their initial medical tiaig for periods usually no
longer than six months. Respondents also indictitatithey felt they had not
received appropriate education or training covecdogimon mental health issues
and their management. These results need to baleoed in light of the majority
of respondents practicing in excess of 15 yeamsietbre the reliability and

stability of this training can be understood asstioaable.
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It may be that the area of confidence in treatmmeahagement and within the
consultation as a whole, could be in part, be meadly linked to the level of GPs’
knowledge and understanding of conditions. Thia ickn be seen to be supported
by findings that show personal experience impagtsGPs’ confidence in terms
of managing treatment. GPs who indicated havingg®l experience of mental
health issues (themselves, an immediate family neenolb close friend) and
experienced positive outcomes with treatment, wamewn to have higher
confidence managing simple antidepressant thergpgychological and
psychological/pharmacological interventions. Simyla respondents who
indicated experiencing more negative outcomes asseciated with having lower

confidence levels.

This study, conducted in 2009, fulfilled its ainmslaobjectives by generating data
in relation to areas informed by the scoping st(sle Chapter 3). The extent to
which this has been fulfilled can be understoothieyquality of the data generated,
as the vast majority of the sample were shownamobktspecialists in this area, as
may usually be the case in respondent populationa given subject area.
Furthermore, taking into account the findings armhsidering the role of
knowledge and the impact of prior experience upactre, these results have
implications for further research and investigatidvioreover, they provide

support for targeted education and support to filagyap in skills and knowledge.

Limitations associated with this study were theagléh getting started, in part, due

to the difficulty of achieving timely responses rfroLocal Health Boards in
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relation to Research Governance. The sample siteso$tudy is also a potential
weakness in terms of representativeness, the swweeyd have benefitted by
greater numbers. This was, in part, hampered byfittacial constraints of
distribution. In addition, respondent numbers mayehbeen influenced by survey
itself being quite lengthy. Also, the quantitatimature of the survey does not
provide in depth rich data into any of the areadeumuestion. However, valuable

signposts for further research have been achieved.

Findings from this study have potentially benefigiaplications for areas such as
public policy, GP training, medical communicatioittwmembers of the public
and advertising. Significant questions were raisgdund GPs’ treatment
management as a result of findings from this survegrticularly that of

prescribing and referral behaviour where individdiffierences were unable to be
accounted for. As such, this survey informed art tte further more specific
investigation into GP prescribing and referral babwar, which is presented in the

following chapter.

8.4.1 Summary of results from the GP survey

What GPs understand to be a definition of common nmal health
problems

* The definition of ‘common mental health problem&MHPSs) was

indicated by the GP sample to encompass a widgerah menta
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health conditions/symptoms other than anxiety aepression, of
which it is more popularly spoken of:
o Top 4 CMHPs as cited by GPs include: obsessions
compulsions, poor coping, psychosis and stress.
* GPs classed CMHPs as short-term, reactive statpsrbaps longt
term but not severe.
» CMHPs were said to contribute to a large proportball other ills

seen by GPs.

Prevalence of common mental health problems in prdice

CMHPs had high impact in consultations:
0 65% of GPs spend over 10 consultations per week 380 of

GPs over 15 consultations per week dealing with G¢H

Presentation of common mental health problems

73% of consultations over a 7 day period were @gid to have a mental

health component presented as a secondary condition
61.2% of consultations had a CMHP condition presgras primary

condition.

The common mental health consultation

Over half the GP sample indicated that they didfimotthe consultation

around common mental health straightforward.
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GPs did indicate that they found consultations witbse they werg

1%

familiar with more straightforward than with thopatients they wers

1%}

not familiar with.

GPs indicated being unfamiliar to the patient digroan opportunity ta
speak plainly.

With those patients GPs were familiar with, proldenmaround

expectation and openness were cited.

Course of management/treatment — first visit

When seeing a patient presenting with a CMHP fer ftrst time the
majority of GPs requested to see the patient again.
Of those, 66.3% of GPs would use a screening tool.
Over half the GP sample indicated prescribing natho (e.g. anti

depressants) on a first visit, 97.5% indicated thay would request t

O

see the patient again. Of those who prescribedaeatdin on a first visit
60% of those indicated that they do not adminigtecreening tool prior

to the prescription of medication.

Confidence — managing treatment

GPs indicated high confidence in managing simplerapy (single
medication only), and average confidence in the agament of

complex therapy (two or more medications).
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\1%

If GPs were confident in the management of compiiexrapy they wers
also confident in managing psychological therapy e combination
of psychological and pharmacological therapy.
There was no association shown between confideinsienple therapy

and managing psychological and pharmacologicabgher

Access to treatment

Referral for psychological therapies was shown &o pooblematic

Around half of GPs reported that referral couldetaker 4 weeks. Some

—

GPs also noted that referral was strongly depengmsim the severity o
symptoms, and in some cases GPs indicated theydvgieg up due to

prolonged waiting time.

GPs personal experience and management

A negative relationship between personal experenédhe results of
treatment and confidence in managing simple (singlkedication)
antidepressant therapy was shown. That is to sy tonfidence
managing antidepressant therapy is associated laiter scores of

personal experience with the results of treatment.

—

A negative relationship was also found betweenqgreisexperiences d
the results of treatment and confidence in managsyghological-based
treatment, and confidence managing psychologichptarmacological

interventions. That is to say, that higher confmenmanaging
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psychological interventions was significantly asated with higher
positive scores of personal experiences of thdteestitreatment.
Prior personal experience was shown to impact upés’ working
practice.

Prior personal experience is important with regardcaffolding GPs
experiences and training across the spectrum regardental health
and its appropriate management.

Around half of the sample had been in practiceof@r 15 years.

Education and training

When asked about refresher courses completed lnerdagt 3 years:
0 68% of GPs had undertaken a refresher course, thoog
necessarily to do with mental health.
0 25.9% had experienced training in mental healthmantal
illness.
o 33.6% indicated previously having a psychiatripsychology-
related job.
Only 18 (15.5%) GPs ‘checked’ all three of the aboptions.
Around half of the GP sample indicated that thdytfey did not receive
appropriate training or education.
Of those GPs who had indicated having prior trgjnmmental health,
half indicated they felt they did not receive apprate training of

education regarding common mental health management
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* Those who had not undertaken prior training indidathat they ha
received appropriate training or education.

» It is possible for us to suggest that those whadbundergo further
training have a narrower focus, and this therefmrepotentially
problematic with regard to the appropriate managemiemental health

related conditions/symptoms.

Findings from the GP survey provided an insight idifficulties and management
practices of GPs, of particular interest were theseund GPs’ treatment
management. The methodological approach used withis study does not
provide information on the underpinnings of deaisioTherefore, these findings
led onto another study, presented in Chapter 5¢lwhised a methodological

approach more suited to investigate such factors.

8.5 Chapter 5: Theory of Planned Behaviour: General

practitioners’ prescribing and referral behaviour
This study was informed by the previous GP Surveg eonducted in 2010.

Findings in the GP survey showed GPs’ prescribimdjr@ferral behaviours to be
varied and mediated by confidence. In addition,p&cribing was shown to act
outside of clinical guidelines advocated by NICEefefore, the aim of this study
was to explore more closely prescribing and refebehaviours of general
practitioners (GPs). The hypothesis for the studys ihat GPs behaviour is

moderated by many factors. The study explored GRshtions with regards to
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components of management (diagnosis and treatmmadi¢ation v. referral)). In
order to do this, the Theory of Planned BehaviolPR), an established
psychological theory-based framework, was used.ofting to the Theory of
Planned Behaviour model, performance of a giveratelr is said to be a joint
function of intentions and perceived behaviouraltoal (Ajzen, 1991). Therefore,
the more positive the attitude and subjective ntaward a specific behaviour,
and the greater the perceived behavioural conthal, stronger should be the
individual’s intention to perform the particulari@viour of interest (Ajzen, 1991).
This theoretical model has been used to predientidn and behaviour in many
areas and has been widely used in health reseseehShimp & Kavas, 1984;

Jaccard & Davidson, 1972; Davidson & Jaccard, 1$Heperd & Towler, 2007).

For the purposes of this study, the TPB model vgasl to examine the relationship
between beliefs, attitudes, perceived behaviounatrol and behavioural intention
of GPs’ prescribing and referral behaviours. Tothis a questionnaire was
developed, in consultation with experts in thedfjehcorporating the TPB model
which uses both direct and indirect measures. Toisstionnaire underwent
cognitive debriefing before being distributed, bethactronically and via ‘paper
and pen’ (with the latter approach achieving gmreatsponse numbers) to a

randomly selected sample of working GPs across $Vale

Results showed that GPs’ intention to prescribé&aptessants to patients with
common mental health problems is significantlyueficed by both their attitude

(p = .044), summarised by Ajzen (1991) as how haperaon is willing to try,
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how much of an effort they are planning to exerbiider to perform a particular
behaviour; and their subjective norm= .000) (the social component, described
as the extent to which significant individuals &teles, friends or colleagues)
condone this act (Ajzen, 1985, 1991; Ajzen & Figmhi 2005)). Although,
perceived behavioural control was not identifiedasg significantly influential
to GPs’ prescribing behaviour, further analysis slibw a comparatively even
split between those GPs who did not feel in contfgirescribing antidepressant
medication, and those GPs that did feel in condfgbrescribing antidepressant

medication to patients with CMHPs.

Furthermore, findings also showed that GPs’ refasfgpatients with common
mental health problems to psychological-basedrtreat were influenced by both
attitude and perceived behavioural control. Theetatperceived behavioural
control, is said to possess two main factors. liyirswhether the individual
perceives they have the relevant knowledge, disapbr skills to perform a
particular behaviour and secondly, the extent tickithe individual perceives
other factors could inhibit or facilitate the belmaw, such as resources, the

cooperation of colleagues, or time (Kraft, Risalet2005).

Findings from this study also raised questions dopractice culture and
expectations. The coupling of attitudes and subjectorm upon GPs’ intention
to prescribe, present a strong binary. The stuahglosion considers the role of
the subjective norm within the arena of generatfica and primary care, along

with differences between general practices. Themi@l for general practices to
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be further separated by their own culture, or whglang things, is a key factor
that should be considered when thinking about hdws @Gre trained or how
processes are evaluated. Therefore, in terms démit is possible for a newly
qualified doctor to possess up-to-date and advaskidld and training in relation
to common mental health problems to enter into ge¢n@actice, and for these
skills and practices to be eroded or dissuadedtowerwithin the general ethos or
host practice philosophy. It is suggested thath supossibility provides a concern
for the improvement of standards across the boardndividuals enter the
profession year on year. This also raises the gurest how to initiate long lasting
change in general practices that are potentiaflist@nt. This suggestion is given
further support when we consider results from ttisdy also identified the
significance of attitude toward GPs’ intention tegxribe. This supports one of
the conclusions from our previous study (the GPvey);, that GPs’ prior
experiences influence working practice (see Chaptefhe GP Survey). The
presence of these influences is of key importanaegards to scaffolding GPs’
personal experiences in relation to training aroundntal health and its
appropriate  management. Moreover, although the ipeenof perceived
behavioural control was not found to be a signifidactor across both conditions
using this model, the median split showed that mdchalf the GPs did not feel in
control of prescribing antidepressants to thoseh vabmmon mental health
problems. Understanding the relevance of this iaticn to the influential
presence of attitude and subjective norm, it issiids to see a link between
individual GPs in some practices not feeling intoolrof prescribing and the ethos

of the practice itself. Similarly, if we look atdfposition of control being related
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to one’s ability to perform (knowledge, skills gtdhis finding can also be seen to
support findings from GP Survey, wherein the dpiitween GPs indicating they
felt in need of more training and education wae &#ly even (see Chapter 4: the

GP Survey).

With regards to GPs’ intention to refer patientdhwcommon mental health
problems for psychological-based therapy, findidgsm this study showed
‘intention to refer’ to be significantly influencelly attitude. As has been
previously discussed within the analysis of GP&mtion to prescribe, attitude is
a pervasive and predicable factor within GP behawo prescribe medication and
the referral of patients with CMHPs. Moreover, fimgs showed that GPs did not
feel in control of referring patients for psychalcaj-based therapy. Perceived
behavioural control relates to an individual’s pgrtion of their own knowledge
and skills to perform a said behaviour and to ewxtlecontrol. While considering
the continued debate around the availability ofchsyogical-based therapies to
match demand and condition/symptom level accessirmygents to such
therapies, this finding is important for beginnitg understand factors that

influence GPs’ referral behaviour.

Overall, findings from this study provide severahportant signposts for
consideration with regards to targeting trainindyi@tion and the evaluation of
management practices. The presence of personaliexpe as a feature of

attitude and a predictor to prescribing and refdveaviour, is something that
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could figure more prominently within the early pbasof medical training.
Moreover, the presence of the subjective normpaesdictor within the prescribing
behaviour of GPs is of similar importance. As iitespf general guidelines which
suggest a stepped care approach and watchful gia@R respondents indicated
that the prescription of medication to patientshwdommon mental health
problems is more frequently given compared to dinds that suggest otherwise
(see Chapter 4: The GP survey). Taking into accthenpredictive factor of the
subjective norm toward GP prescribing behaviour,cauld be that such
preferences toward prescribing are in some waytallee culture of the general
practice and general expectations of about howaicedonditions are treated.
When we consider these results and the likelihdoduch outcomes, perhaps
policy guidance, and more importantly, the evalwatf behaviour change could

be more focused at the general practice level raftlaa at the individual level.

The present study achieved its aims and confirnmed hypothesis that GPs’
prescribing and referral behaviours were moderatednany factors. Findings
demonstrated that GPs’ prescribing and referralbielrs were significantly
influenced by different factors. Furthermore, résublso showed factors
influential to GPs’ prescribing behaviour were drffnt to those associated with
referral to psychologically-based treatment. Aligo this study fulfilled its
intentions shortcomings, such as sample size wargept. Although the study
achieved the number of respondents required foatiadytical model to work, it
would have been more beneficial to have had arasad sample size in terms of

stronger and more representative results. In auhditsurvey distribution was
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crucial to gaining responses. The initial onlin@gd only achieved a very small
number of respondents compared to the more traditiapproach of the ‘paper
and pen’ survey. Contact details were gained \veaHBWIS website (a publicly
available website providing general practice infation), as a result where contact
details were not updated or incomplete, surveyddavoot have reached those for
whom they were intended. Difficulties were also exgnced with regards to
receiving timely research governance approval, iteesgchieving swift NHS

ethics approval.

8.5.1 Summary of results from the Theory of Planned Behaviour study

Prescribing antidepressants and referral to psychalgical-based treatment

* GPs’ intention to prescribe antidepressants toeptgi with common

124

mental health problems is significantly influendgdboth their attitude
and their subjective norm.
» GP’ referral to psychological-based treatment wasws to be

influenced by both attitude and perceived behawabtontrol.

Intention to prescribe antidepressants

* Intention to prescribe antidepressants: A medidih\gps executed and
series of t-tests were used to identify differené®ssults showed both
‘attitude’ and ‘subjective norm’ were significant.

* Perceived behavioural control was shown to be mgmfgcant and

further analysis showed a fairly even split betwtase who do not fee
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in control of prescribing antidepressant medicationpatients with
CMHPs (n=66), and those that did feel in control prescribing

antidepressant medication (n=61).

Further analysis: Intention to refer for psychological-based therapy

* Attitude was shown to be a significant influencem@Ps’ intention tg
refer o = .011). A crosstab was performed to look more aiosat
perceived behavioural control, showed n=62, fedytdid not feel in
control of referring patients with common mentaaltte problems for

psychological-based treatment.

Results from this study did show GPs’ prescribing eeferral behaviour to indeed
be moderated by different factors. The researclgrarome had, to this point
concentrated on the perspective of the generatipoaer, and so it was felt that
the position and understanding of lay people wasetbing that needed to be
looked at. Therefore, a further study was condusteds to address this, where
findings and topic areas investigated within thedss thus far, led to the
development of a survey to be used with the gepeallation, the Mental Health

Literacy Survey, as presented in Chapter 6.
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8.6 Chapter 6: People’s perceptions of GP management of

common mental health problems - Mental Health Literacy Study
Informed by the findings generated by the studigkiwthe research programme,

the next natural step was to look at the positibthe patient in this dynamic. In
trying to understand the complexities surroundimg management of common
mental health, it was deemed essential to undetsiaw lay people understand
common mental health problems and the managemehiesé in primary care.
The Mental Health Literacy Survey, conducted in26a&ught to do this. The aims
of the study were to look more generally at peapleiderstanding of common
mental health and what they thought about the gémeanagement of common
mental health problems. In order to achieve thisoaline questionnaire was
developed, this included questions that were theesar similar to some of those
presented in the GP Survey (Chapter 4). These weerexplore individuals’

perception of common mental health, its definitiopeneral practitioner
management, the role of the individual and knowdedgthin management of
common mental health. The survey was then postdaeonotice board of the staff
intranet, accessed by working staff members froroua divisions within Cardiff

University.

Findings in relation to lay persons’ understandofgcommon mental health
problems were similar to findings from GPs in the Gurvey (Chapter 4). Here
respondents also disagreed with the more poputéey expression of common
mental health, and indicated that they perceivawader set of conditions to come
under the umbrella of common mental health. Funtteee, findings from this

study showed knowledge and experience to be kdynegards to all aspects of
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common mental health management. Respondents tedicdat they felt
treatment for those with common mental health sl was dependent upon
their own knowledge of their problem. Analysis skaomthe level of knowledge
and experience of CMHPs to be associated. In thase who indicated having
experienced a common mental health problem, aksal themselves as having
between good and average knowledge of common mieetdih problems. The
combination of knowledge and experience were asgsmtiwith being able to
identify common mental health in others. Howevesglgses did show knowledge
to be the stronger pervading factor here. Furtheseb positive relationship was
shown to exist between an individual’'s experienu their belief of being able to
help others with a common mental health condit®milar results were also
found, albeit weaker compared to that of experiehetween knowledge and
ability to help others. Moreover, a relationshimsvshown between those
individuals who indicated having experienced a cammental health problem,
and being more likely to be able identify commonntaé health problems in
others. In addition, experience was also associatttdan individual's belief of

being able to help people with common mental hgaittolems.

Results from the survey displayed further simijanitth those from the GP survey.
Respondents indicated that they did not think tw@isultations with the GP
around common mental health problems were straightfrd. The issue of
general practitioners’ knowledge was also showbretkey in terms of lay persons’
perception of professional management of commortahbealth problems. It can

perhaps be understood that people’s view of comsoiits around common mental
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health problems not being straightforward, is lthkath their perception that GPs
are lacking knowledge and training in this domdim.terms of professional

management of conditions, the majority of respotglandicated that they

believed psychologists or psychiatrists should leeeninvolved in the treatment
of common mental health. The dual management appravas also indicated in
terms of treatment preference, as respondentsatedi@dvocating a combination
of psychological therapy and medication, abovelgiagministered treatments of

medication or psychological therapy.

The aims of the study were fulfilled, in that lagrpons’ perceptions and
understanding in relation to common mental heaitbre gathered through the
study. The nature and design of the survey alssdeak to results being directly
compared to those of the GP Survey. However there wlso weaknesses with
the study. The first of which can be understoothassample population, not only
in terms of the number of respondents but alspapailation itself thereby posing
iIssues around representativeness. The samplewaraity staff are a specific type
of population, although respondents indicated waykin various divisions and

therefore potentially of a diverse social demogyaphhis study would most

definitely benefit from a broader distribution tclude a variety of societal groups
and strata. Furthermore, the survey style appreashpredominantly quantitative
and as result misses the nuances that can be adhiea more qualitative

methodology. Therefore, it is suggested that bygishis study as a background

to further research, the employment of qualitataygproaches would prove
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beneficial to fostering improvements in policy apthctice, such as general
practitioner management and public health commtinita Considering the

strengths and weaknesses of this study, alongtivitbe presented for the other
studies, it was considered important to gain furthepresentativeness and
validation for these findings. To do this a triategion study was conducted (see

Chapter 7).

8.6.1 Summary of results from the Mental Health Literacy study

Definition of common mental health problems

« Respondents disagreed with the popular view of commental health,
that ‘common mental health problems do not refecdnditions other
than depression and anxiety and are not short-fetis supports

responses from the GP Survey.

Association of experience, knowledge, identificatio and ability to help
others

* Experience and knowledge of CMHPs were found teigaificantly

[72)

associated - those who had experienced CMHPs aled themselve
as having between good and average knowledge of R¥VIH
* Individuals who had experienced a CMHP were sigaiftly more

likely to be able identify CMHPs in other people.
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Those who indicated experiencing a CMHP felt tlnetytcould help
people with CMHPs.

Analysis showed having poor, average or good kndgéeof CMHPs
was significantly associated with experience. lditon knowledge was
also significantly associated with being able teniify CMHPs in
others.

Knowledge and experience were each cross tabuhdtedeeling able
to help others with CMHPs, analysis showed a sicanit association
for both.

Respondents didn't feel that their GPs received@pjate training of
education covering common mental health and thamagement.
Respondents indicated the consultation around caommental health
was not straightforward.

Respondents indicated strongly that treatment faateent with CMHPS
depended on their knowledge of their problem.

Respondents indicated that they thought treatméwould be the
combination of psychological therapy and medicaii8d.1%, n=98)
psychological therapy on its own (16.2%, n=19) amedication only
0.8% (n=1).

Respondents believed that psychologists or psydtsashould be morg

involved in the treatment of common mental heafttbfems.
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Key driving factors

« A cross tabulation between the combined knowledgpeieence
variable and being able to identify CMHPs in othdemonstrated some
interesting differences:

o0 Analyses showed that knowledge was a significasb@ative
factor.

o Experience did play a role in being able to idgntbmmon
mental health in others.

o0 The combination of having both experience and domivledge
made individuals more able to identify CMHPs inastheople.

« The knowledge effect was still present upon analysdi combined

knowledge/experience and whether individuals fleétyt were able tc

I

help people with @viHP.

» Better knowledge was associated with whether aivithehl felt they
were able to help other people.

e Analysis showed if you had poor knowledge of CMHRsyas the
experience of CMHPs which made an individual mikely to feel they,

could help other people with CMHPs.

The findings from this study provided support fordings gathered via the other
studies. Upon completion of this phase of the meteprogramme it was then felt

important to further try to validate and contexislfindings with other key health
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professionals who have experience of GP manageanepatients with common
mental health problems. Therefore, this study,@leith findings from the former
studies in the research programme, led to the Juilation Study (presented in
Chapter 7) where all findings were discussed wititraup of GPs, primary care
counsellors and clinical psychologists.

8.7 Chapter 7: Triangulation of findings - a validation study with

GPs, Primary Care Counsellors and Clinical Psychologists
Chapter 7 describes the Triangulation Study. Thedithe Triangulation Study

was to contextualise and gauge further the reptasesness of the findings
gathered through by the research programme. Itfelaghat the opinions and
experience of those working closely with, and/ovihg experience of the
management of common mental health, are vital ¢orésearch programme in
terms of a robust research evidence approach. fbnera qualitative approach
was used, by way of focus group interviews witkedlhealth professionals (GPs,
Primary Care Counsellors and Clinical Psycholoyistshead of the group
discussions each participant was sent a summafindihgs, or key messages,

from each of the studies conducted within the nesegrogramme.

Each finding, from each of the studies, were raiged discussed in terms of
agreement. The group discussion approach providedojpportunity for
participants to provide further examples and infation. Discussion groups were

recorded and underwent Thematic Content Analysis.
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This study successfully fulfilled its aims, whereaddition to validating findings
from the study and the literature (see ChaptediBgussion groups’ generated
additional information to each of the areas ofnesé and provided greater insight
with regards to the management of common mentaltthéa primary care.
Overall, those participating within discussionsaasrthe groups (GPs, Primary
Care Counsellors and Clinical Psychologists) agreitil the findings presented
from across the studies within the research progranData generated through
the study provided support for the literature ab@Ps having difficulty with the
assessment and recognition of common mental hpaitllems, citing aspects of
GP confidence, patient expectation, issues of cthididy and the potential
influence of what can be understood as a socialstogeetion of illness.
Furthermore, the importance of labelling, and imseocases the manipulation
thereof, was discussed where GPs were said toierpera conflict of position
and role. On the one hand as the patient advooatéha other as a professional
served with the responsibility to assess peoplevank and serving the general
practice in terms of the QOF. The position of @ was discussed during the
research as a gatekeeper in relation to patiemtanhdéial stability where the
assignment of a label secured financial provisMhile for other patients the

assignment of a label was suggested as somethlmgdagoided.

General practitioners’ view of management guidaljmeported within previous
studies, such as the reluctance to employ screemdgwatchful waiting, were
supported by the GPs taking part in this study.ti®fpants suggested that

screening was separate to diagnosis or the préscrigi medication, and that the
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practice of watchful waiting was said to be unsnstiale in every day clinical
practice. Further information was provided by mapgants in relation to GPs’
difficulties with treating and managing patientsgls as those said to be associated
with inherited patients. Primary care counselloitedc potential difficulties as
being associated with the possible progressionarfralition to something more
chronic and enduring as a result of it not beirgk@d up. Clinical psychologists
raised the suggestion that perhaps it is ratheatdhoking good management in
the eyes of the patient and the lack of motivatiomanage appropriately by GPs,
because of the complexities of a patient seeingeang seen by different GPs.
Findings around GPs’ confidence in relation to pejogical-based treatment was
met with agreement and understanding from partidggawho cited patchy
knowledge around successful outcomes and treatenexiability. The primary
care counsellors suggested there were perhapssissmoeind GPs’ lacking
confidence, and loss of control, with regard tipatients due to being on waiting
lists for a period of time and/or the lack of commumation on progress. They
suggested that for GPs there was perhaps a preéefenthe administration of
antidepressants as a safety net. Clinical psycisifogaised concerns around the
area of condition prevalence and resource provididmereby the impact of GPs
not referring those in need for treatment affeatistics around prevalence, and as
such do not represent a true reflection of demawdtizereby have a direct impact

upon resource provision.

Clear agreement was raised around the importanqeatént knowledge as a

pervasive factor in achieving condition recognitiand access to treatment.
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Primary care counsellors suggested that perhapasitthat patients were able to
provide GPs with clearer messages with regarddio garticular complaints. The
ability of patients to dictate and obtain treatnsemt outcomes that they want was
evidenced during discussion with GPs, where exasnpéze provided of patients’
specifically requesting and receiving antidepressadication, sick notes and the
maintenance of financial security via social bensfistem support. However,
criticism of such practice was raised within distas with clinical psychologists,
where comparisons were drawn between the managaempgrtach by GPs toward
antidepressant prescribing, and their managemenbtbér more physical
conditions. Such as the stronger position held IBs @ relation to not easily
issuing antibiotics, suggesting that there seenredtipe differences perhaps
resulting from a lack of confidence on the parthef GP, toward common mental
health management. Furthermore, clinical psychetegialthough agreeing with
findings presented around GPs prescribing antidsprée medication at a first
visit, were also surprised by this finding as @rgts in conflict with the suggestion
made by GPs that CMHPs are short-term or reactates

The above discussion illustrates the possibilityaéfs’ not fully recognising the
nature of a condition by prescribing too quicklypkopriate knowledge, training
and awareness of available treatments were citealllig be a key requirement
going forward, in order to improve appropriate atiod recognition. While the
finding that GPs want more education and trainiras wited to be encouraging,
the enhanced and targeted provision of educatidriraming was deemed a need
in order to remedy, what clinical psychologists sasva poor understanding of

mental health and to increase GP confidence initondnanagement practices.
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However, there was also reluctance from GP paditd to engage in more
training. In so far as, the proposition of furtheining was met with a certain
cynicism. Examples of further training not meetagectations or a poor fit for
real-world settings were presented. Along with éssaround, knowledge decay
after having experienced training and educating @Ris regard to published

research, particularly in terms of the pervasiver@sstatistical presentations.

All groups agreed and suggested that they felt wheous challenges and
difficulties, as demonstrated through this resegsobgrammes’ findings and
discussion, have led to a ‘gap’ in the approprieatment and management of
patients with CMHPs. From their experience, thg'gaiggested by the groups
taking part in this study (GPs, primary care collaseand clinical psychologists)
is distinct from the ‘gap’ in mental health cars, lzas already been discussed
within the literature and recommendations madéénWorld Health Report (see
Kohn et al., 2004; WHO, 2001). The participantshis study made reference to
there being a treatment ‘gap’ in respect of thelrdh that there exists a population
of individuals left untreated, or inappropriatefgdted and unsupported, due to
their falling between services. In that, their ctind(s) are too complex to be dealt
with in primary care, but were not severe enouglualify for secondary care
treatment. While the awareness of this problem elearly acknowledged by all
those taking part in the groups, the documentedesaxe of this along with the

size of the problem appears to be lacking.
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Although, this study fulfilled its aims and objeats and provided much rich data,
it also had its shortcomings. Initially, the pradbéor this study included having a
group of expert patients, however due to ethidéicdities it was not possible and
so had to be redacted. Further, the role of ettynigas not fully explored or raised
by the participants voluntarily. This would provalwable for further research. In
addition to expert patients, this validation stwdyuld have benefited from the
participation of other key individuals, such asstaérom community mental health
teams, in-house counsellors, telephone helplingab@es and other supporting

agencies.

8.7.1 Summary of findings from the Triangulation Study

Level of agreement

* Findings were met with agreement from all groupthia study.

Confidence

» GPs’ treatment preference is suggested to be dlaekoof confidence

and sense of control.

1%

» Lack of understanding or confidence lead to notregiuestions or th
‘right’ questions so as not to be in a positiomtanage the answers.

* GPs’ lack knowledge and understanding of the naititeMHPs.

» Difficulty of managing inherited patients is potatly due to the

patients’ lack of confidence in GP management, &Rk’ lack of
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confidence in managing complexities of patientdhgeseen by othe

=

GPs.

Knowledge

[N

GPs referral behaviour due to lack of knowledge @mderstanding an
confidence of available services.

GPs’ believe that ‘screening’ and ‘prescription’osld be viewed
separately

Patient knowledge is seen as indicative of persosajht and aiding the

D

direction of GP management and providing GPs whth ¢onfidence
make decisions on management.

The role of psychiatrists and psychologists is fadlyy understood by
patients.

GPs’ training, via the ‘medical model’, lead GPs’ lte trained in a
particular way that can make dealing with CMHP4$idift. In addition
to the constriction of general practice managemgydtems (e.g.

consultation times).

Role of GP

Position of patient advocate can lead to the maaijon of diagnostic

labelling.
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Provision of management and treatment for those wit common mental

health

GPs’ lack knowledge and understanding of how tluk laf referral
potentially impedes statistical representatiorhoke with mental health
conditions and as a result may impact upon serpi@¥ision and
resources.
A ‘Gap’ exists where individuals are not in receipt appropriate
treatment or management due to falling betweenicErwhere theif
condition is too severe to be treated in primarsecand not severe

enough to be treated in secondary care settings.

Financial influences

Monetary remuneration due to QOF

Financial persuasion by drug companies

8.8 Overall conclusions, implications of the research and future
research
The objective of the work described throughout thesis (begun in 2007), was to

conduct a programme of research to look more glasetommon mental health
and its management in primary care. More speclfic#tis research considered
the position of general practice, with the aim ohstructing a view of common
mental health and its management from a generattipea management

perspective, and to establish what GPs’ consideoasimon mental health to be
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(at the point at which this research commencecetivas no concrete definition
for these). Also, the research programme investthtite prevalence of common
mental health, factors associated with its managéenaad treatment, and
influences of these. The research programme cedsist a series of studies
conducted to allow GPs to indicate what they careid and understood CMHPs
to be, as well to tease apart the varying aspécatsralition management therein.
Many of the findings presented throughout the thdgve empirical support,
coupled with the amount and various types of dateected from what can be
understood as difficult sample populations to irdile, have combined to produce

implications for future research.

The data presented throughout this thesis may fgremeficial to future research,
as to date there does not appear to be such agfieaak following through the
varying aspects of understanding, management peaatid behaviours of GPs,
along with the ability to predict outcomes in redat common mental health
problems this could help to provide a useful backgd and aid in the

development of new research.

Our findings are consistent with the literatureusnw the prevalence of mental
health problems in primary care (Murray & Lopez9719Ormel et al., 1994;
Kroenke et al., 1997; Roca et al., 2009; Ansseal. e2004; Spitzer et al., 1999;
Norton et al., 2007; Jackson et al., 2001). MomcHBjally, findings reported in

this thesis provide new insight to the extent ahomon mental health in primary
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care. GPs indicated routinely experiencing a sigaiitly high prevalence of
common mental health in general practice on a wdeadksis, both by way of their
being presented as a primary condition and by {h@isentation as a secondary
condition to a, more primary chronic condition. Thter proves consistent with
other research (Kessler et al.,, 2005a; McManud. e2@09; Roca et al., 2009;
Ansseau et al., 2004; MaGPle Research Group, 2Ga8)hermore, findings from
this programme also show that despite awareness fhe literature around
problems with regards to effective recognition ammhagement of mental health
and common mental health problems (National Instifar Health and Clinical
Excellence, 2009), these problems still persist.weleer, results through
discussion with other key health professionalshia tield (see Chapter 7) do
acknowledge that they believe there to be an imgrent, though this
improvement is not recognised as adequate. Findingsh the research
programme commenced in 2007, provide insight to’GMPslerstanding of
common mental health through their everyday practmnd show that these are
dissonant to that widely posited within the litewrat and policy. Within the GP
Survey (conducted 2009) GPs indicated that they d@mmon mental health
conditions included a broader range of conditiondisorders. The findings and
the survey can to some extent be supported, a8lih, 2Zhe National Institute of
Clinical Excellence updated their guidelines tolude conditions that our GP
sample had indicated as being CMHPs (generalisedetgndisorder, panic
disorder, obsessive-compulsive disorder, post-tedignstress disorder and social
anxiety disorder). The inclusion of these to updatknical guidance, go some

way to providing construct validity for findings wiead previously acquired.
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Findings from the Mental Health Literacy surveyoalshowed lay persons
considered common mental health to encapsulateader range of conditions.
Our findings can provide support for future reshanto widening and revisiting
these guidelines, this is particularly importantewtwe consider how conditions
are recognised and categorised impact upon thdaspsavof resources to treat

these.

Both general practitioners and lay people are tepao experience the common
mental health consultation as not being straightfod, although findings from
this research show this can be moderated and iragdroy factors such as the
familiarity with patients aiding GPs, this is supigal by other research (Huibers,
Beurskens, Bleijenberg & Schayck, 2008). In additia patient’s knowledge or
insight of their problem(s) was shown to be a pasimoderator for the common
mental health consultation. This again, was a tvay-Winding for both patients
and GPs’ alike and is both supportive of, and lxjstang research. Our findings
around the common mental health consultation ameptexities involved in the
doctor-patient dynamic provide a good backgrounchew and further research
with a greater sample population and those in wgrybcalities (city, rural
locations). This research also has implicationgtierdevelopment of more real-

world related training packages for GPs in relatmsuch consultations.

The position of education as shown within this hes not solely about focusing

knowledge to the individual GP, but is also diseds® be beneficial in a more
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wraparound sense. Such that, ‘whole practice’ beliacan be influenced to limit
the impact of predictor factors (attitude and satiye norm) shown to influence
treatment management behaviours. Furthermore, able ¢f confidence and
knowledge that GPs have in relation to the avalgidthways for treatment is
something that is crucial to fostering better mamagnt for patients. This research
programme provides a good basis for looking at wiaysvhich this can be

remedied, and included within practice managemgstems more generally.

The status of education and training for GPs aramamdmon mental health is key,
and findings within this thesis indicate that tisisnconsistent. As a result this can
have potential implications on the GP’s ability foe effective recognition and
treatment management of mental health problemgsesepting patients. More
recently education and training has undergone awrgd in part by the General
Medical Council’s (GMC) Tomorrow’s Doctors repoGNMC, 2009), which set
out more prescriptive and specific standards tadmeved and demonstrated upon
graduation. For instance, the Welsh Assembly Gawent's (WAG) ‘Setting the
Direction’ (2010) policy sets out a change of dil@t for clinical services in
Wales, and puts greater emphasis on primary care@nmunity-based services.
However, a focus upon providing GPs with appropriatowledge to help manage
common mental health problems, and the complexassociated with these, is
still lacking. For instance, this year (2013) sé®s tenth anniversary of BMJ
Learning, whose remit is reported to be the shasirinowledge and expertise to
improve experiences, outcomes and value (BMJ, 20C8jrently this online

facility is said to offer over 1,000 modules writtby experts, accredited and peer
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reviewed. However, provision of e-learning with parar reference to common
mental health is scarce. Using this facility andreking under the term ‘common
mental health problems’ (conducted 18.11.2013),r866lts were provided. None
of the results made specific reference to CMHPswéi@r, of those results
provided, only nine were of relevance. Three dedth the Mental Health Act,
two with depression (depression in adults with ofwohealth problems and
postnatal depression), three related to treatnaeaegs to psychological therapies
in primary care, cognitive behavioural techniquegeneral practice and tricyclic
antidepressants), two related to anxiety (gene@lisxiety and anxiety disorders
in adults), two were in relation to bipolar disardie primary care and secondary
care), one in relation to the management of petggmisorder, one in reference
to eating disorders (bulimia nervosa), obsessivepdsive disorder and
insomnia. It can be understood therefore, thatirigel from this research
programme have implications for public policy ahd targeting of GP education
and training. Furthermore, when we consider theetstdnding that GPs’ and
patients alike have of common mental health, pa@kmplications exist too for

communication with the public and advertising.

In addition, findings achieved through the resegnadgramme in relation to the
predictor variables shown to be influential to G#héviour (attitude, perceived
behavioural control and subjective norm), while iaddto the literature these
findings also provide a basis for further invediigga more widely across the GP
population in the UK to assess the general posdfdhese factors. As well as the

potential impact of factors that moderate GP mamege behaviours.
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A shortcoming of this programme of research isrthe of ethnicity. This was
not fully explored within these studies, and soldquovide further aspects for
consideration across all factors that appear toaradd GPs’ management of
common mental health. However, the research withgthesis does provide a
good framework upon which to conduct further motplerative work regarding

ethnicity more specifically.

In addition, another shortcoming was the omissioth@ bio-psychosocial model
of care and its relevance to GPs’ management pesctAs previously discussed
(ref point in thesis) this programme of researatused on the medical
management and treatment of common mental heajthnrary care, the
exploration of factors associated with the bio-p®gocial model were not
included within this programme of research, theneetbis is an area that

warrants particular attention and further investaga

Another aspect, not voluntarily raised at any pbyany of the participants
throughout the research programme or explicithestigated with GPs, or lay
people, was the role of other avenues of treatfioeer@ommon mental health (i.e.
help lines, charitable counselling) where primaayechas not been seen as a
route suitable for help-seeking. This is an ar@&wWould prove useful both for

gaining more perspective on the prevalence andatrgddhese conditions, and
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why individuals’ choose other options. In addititime role of social demography

is an area worthy of further attention.

Furthermore, the focus of future research coulthbenclusion of more powerful
research approaches, such as longitudinal or eméional studies that could
enhance predictive validity. Though this reseatotealy utilises a mixed methods
approach, this could be furnished further with gatéve approach. A useful next
step could be the analysis of GP notes and docatiemtwith regards to
consultation and referral documentation. As hasaaly been described, future
work would benefit from wider sampling across athgps (GPs, lay people, key
health professionals) within Wales and across the A key focus for future
research could be looking at trainee medical stisdethrough their practice
placements and the early years of their working @ to gauge more specifically
where, and how, behaviours and approaches changieFnore, this research
would provide a basis from which to conduct neveagsh to investigate the ‘gap’
or the group of patients that appear to not becg¥fely treated within primary or

secondary care settings.

In conclusion, the work described throughout thests is suggested to contribute
to the literature in terms of providing implicateror future research, policy,
practice and interventions in relation to the mamagnt and practice of GPs in
relation to common mental health problems and nwidely. The aims and
objectives of the work were largely fulfilled. Tharious studies did reveal GPs

do indeed encounter difficulties in the managenaséicommon mental health.
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8.9 Results of the research programme in relation to recent

changes
During the lifetime of this research programme ¢higave been several changes to

clinical guidelines, and reports have been pubtidloeinstigate change in regard
to education and training. When this research amogne began in October 2007,
the clinical guidelines in place were the Natiomatitute of Clinical Excellence’s
(NICE) 2007 guidelines. As has been previouslywuised, no concrete definition
of common mental health was in place at this tim®,has been previously
discussed. Within the NICE post-consultation drattmmon mental health
disorders: identification and pathways to careblmhed in 2010 (NICE, 2010),
while still focussing upon depression and anxidtyqutlined the inclusion of
general anxiety disorder, obsessive-compulsive rd&so and post-traumatic
disorder. The guideline cites evidence from redeaonducted by McManus et al

(2007) to support the inclusion of these conditions

» depression (including subthreshold disorders)
* anxiety (including generalised anxiety disordemipadisorder, phobias,

social anxiety disorder, OCD and PTSD)

Following on from the criterion outlined above, tip@st-consultation draft
guideline (NICE, 2010) states that:
‘The guideline will also cover, where relevant, ues relating to

comorbidity, however, as no separate NICE guidedidéresses comorbid
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presentations of common mental health disorders il not form a key

topic of the guideline’

The guideline then goes on to state that:
‘Groups not covered include adults with sub-thrédhmixed anxiety and
depression, adults with psychotic and related disos (including
schizophrenia and bipolar disorder), those for whdmg and alcohol
misuse are the primary problem, those with eatiisgrdler and children

and people younger than 18 years.’

Included within the Common Mental Health DisordeEsiidence Update 31
(NICE, 2013), is a summary of selected new evidert®sant to NICE clinical
guidelines 123 ‘Common mental health disordersntifieation and pathways to
care’ (2011). The evidence update includes eigitteexe updates. Two of these
were ethnicity or culturally related and sit untle category, ‘Improving access
to services'. Five evidence updates pertain todétegory ‘ldentification and
assessment’, one in relation to instruments fantileng anxiety and depression
in people with learning difficulties and one in agbn to an assessment for
diagnosis of depression in older people. It was siated that none of these would
impact upon the current standing of the NICE 20lrical guideline. A review
by Mann and Gilbody (2011) was included that radedbt over the use of asking
two general case-finding questions in people witspgcted depression and

suggested further research was needed to assessafprostic test accuracy,
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however it was also mentioned that this evidendlewi change current guidance.
Evidence by way of a meta-analysis was includedMayea et al (2012) that
supported the PHQ-9 as a useful instrument to bé wsprimary care, suggesting
that a cut-off score of 10 might be useful. Thedence update document states
that these findings are consistent with the usehef PHQ-9 as a validated
instrument to use in the assessment of common meh&alth disorders as
recommended in CG123 (NICE, 2011). Evidence was ialsluded around GP
recognition of distress and depression, which ssitggethat GPs may correctly
rule out distress and depression in about 80% @plpewvho do not have distress
or depression, but that GPs may only diagnoseedistcorrectly in about half of
people with distress, and may only diagnose dejmres®rrectly in about a third

of people who have depression (Mitchell et al.,12201

In terms of antidepressant prescription, the gindslcontinue to dissuade the use
of antidepressants in the early stages of a CMIH® exen through to persistent
sub-threshold disorders. More specifically the eatguideline of CG123 (NICE,

2011) states:

Do not offer antidepressants routinely for peopiwersistent sub-threshold
depressive symptoms or mild depression, but cangidm for, or refer for an
assessment, people with:

* initial presentation of sub-threshold depressivengioms that have

been present for a long period (typically at leastears) or,
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* sub-threshold depressive symptoms or mild depneshit persist(s)
after other interventions or,

e a past history of moderate or severe depression or,

 mild depression that complicates the care of a jglyshealth
problems.

(NICE, 2011)

Therefore, despite adaptations to guidelines feictmical care and assessment of
common mental health in primary care, it can beregpted from the findings
presented within this programme of research, thel guidelines remain out of
touch with how general practitioners routinely nm@gmapatients with these
conditions in the real-world settings. Therebysirag the question of whether the
guidelines for the management of common mentaleas proposed by NICE,
are fit for purpose. This is of particular noteagivthe results herein that GPs’ nor
their patients understood the model and more dpeltyf, that while GPs’

indicated being aware of the clinical guidanceythetively chose not to follow it.

Another strategy introduced more recently by thdsiWéssembly Government
(WAG) has been the Mental Health (Wales) Measune. Mental Health (Wales)
Measure was passed by the National Assembly foe®Vial 2010, however the
primary care component of the ‘measure’ did not m@nce until October 2012.
The aim of the ‘measure’ is to ensure appropriate across Wales that focuses
on people’s mental health needs (WAG, 2013). Tahiky the ‘measure’ places
new legal duties on Local Health Boards and Localtharities about the
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assessment and treatment of mental health probdehsconsists of four main
components, three of which relate specificallygomdary care services and only

one specifically in relation to primary care seedc

Part 1 of the ‘measure’ will ensure more mentalltieaervices are
available within primary care

(WA@)13)

The primary care element is envisaged to be deliveongside, and within,
general practice settings, and provide: assessnshioiit-term interventions,
information and advice, and where appropriate odwaferral to other services
(WAG, 2013). This kind of regulatory enforcemens@nething that appears to
go some way to beginning to bring about guidelickesience. However, in
practice there appears to be gaps within the measut its ability for effective
implementation and adherence. This ‘measure’ doeseem to take account of
grass roots real-world practice in general pracsietings, such as those issues
discussed within this thesis and demonstrated ¢irds findings. For instance the
status of GPs’ knowledge in regards to componeiitimthis measure, and the

status and availability of onward referral and imémtions for patients.

Delivery of the primary care component of the ‘maaswill be via the ‘Together
for Mental Health’ strategy. This is a ten yeaattgy that aims to deliver upon
the main themes by promoting mental well-being,venéing mental health

problems, developing and establishing new partmgsshith the public, that are
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centred upon improving information on mental headiid increasing service user
and carer involvement in decisions around theie.daindings reported within this
thesis show the pervasiveness of patient knowlemlgmut their condition to

improve their ability to achieve treatment stragsgithey feel appropriate.
Therefore, strategies which attempt to enhancempiatnowledge of mental health
problems is crucial to facilitating improvementdondition management. So too,
effectively communicating information on mental hleaand that of common

mental health, as has been discussed within Clsaptdrand 6 of this thesis, is of

key importance.

However, there are shortcomings with this stratd@dpns strategy is unlikely to be
able to fully address the ‘gap’ of those fallingween services, as referenced by
participants within the Triangulation Study (Chapi¢ Another area that needs
to be acknowledged, and given credence, is theofdlee general practitioner. As
we have discussed, and acknowledged within theatiiee, the position of the
general practitioner is key with regard to managmgdjviduals with common
mental health as in general they are the firsttpaficontact. While accepting this,
of equal importance and a source of conflict to '‘GiBsthe role of the general
practitioner as the patient’s advocate and thel@mgés bound up with this role
will continue to remain (i.e. financial securityrf@atients, labelling, social
demography).

The changes and introductions to policy and guidaimove serve not to detract

from the findings shown within this thesis, but yid®e support for them. The
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findings that are presented within this thesisamesistent with current thinking.
However, what | feel is important about the findimgported from this research
programme is that they go further. They provideeatgr insight and consideration
on how to bring about realistic and lasting chang@ regard to mental health
management and engagement, both within healthcavéspn systems and more

widely.

8.10 limitations of the research
There were a number of limitations associated with programme of research.

Firstly, the initial hypothesis that ‘GPs behavieaimoderated by many factors’,
in retrospect is too broad in nature. Although firiegramme of research was an
exploratory investigation of the management of cammental health problems
in primary care, it would have been more helpfuhtve had a more specified
hypothesis. Secondly, sample response numbersharghtnple population itself
need to be considered. Although, there were similanbers of male and female
participants; it may be that the various recruittreggproaches may mean that the
sample is not fully representative because of tlenent of self-selection.
Recruitment of participants for each of the studvese essentially conducted via
advertising of the research using both online &ndugh letters where those that
were interested or motivated to take part selectpdrticipate. Further, the Mental
Health Literacy Study only sampled those working doUniversity institution.
While those who patrticipated indicating working@ss various sectors within the

university (security, administration and staff fromarious sectors within the
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university health and medical site), this can &tdlconsidered to be narrow as it
was still from within one city-based specific buess, rather than sampling

individuals from across different localities, amqheres of socio-economic strata.

Data collection approaches, such as questionnareeby nature limiting, due to
balancing the need for appropriate information gaten and maintaining
participant interest and achieving healthy respoatss and receiving completed
submissions. Limitations are also considered & ghaping of questions, for
instance where participants were presented a stateamd asked whether they
agreed or disagreed with what was presented asdhe popularly cited view of
common mental health (‘common mental health probldmorders’ do not refer
to conditions other than depression and anxietysa@dot short term (see Chapter
4 and Chapter 6). This question would have bertelitebeing separated, as it can
be understood to ask two questions; the first, agsther the term common
mental health problems referred to conditions othan depression and anxiety,
and the second, whether they are short- or long:t@y separating out this
question a more focused view of what GPs’ constlderterm ‘common mental
health problems/disorders’ refer to could have leneved. Interviews and focus
groups are well established in research and arednimr achieving rich data
through discussion and providing participants wéhplace to voice their
experiences and opinions around subjects. Howéwvere is the possibility that
different elements may be active that potentialiibit free discussion of
participants, such as social desirability. Sociesichbility is where individuals

may report facts that are viewed favourably by th{ee. the over-reporting of
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“good behaviour” or the under-reporting of “bad” wmdesirable behaviour)) or
the presence of an imbalance of power, such asidhdils operating at different
job levels within the same environment. Anothersideration is the role of the
researcher, which may be active both prior to anbimvthe focus group setting.
In line with proper ethical protocols it is a resqument that participants are briefed
and clearly aware of the research project in qaegirior to the event, so as to be
able to make an informed decision about whethgatticipate or not. However,
it is a possibility that this communication priar the focus group discussion in
itself in influenced how topics were discussed log tssues that were raised.
Similarly, preconceptions of the researcher abapits under investigation could
influence direction and content of the discusstdowever this said, at the point
of data collection involving focus groups the reshar had no preconception of
how GPs in Wales were managing common mental hehkhprimary objective

being to generate talk and explore various issaisgd.

In terms of analysis, data from the GP Survey (@&ra$) would have benefitted
from the employment of more complex analysis sushmailtiple regression
analysis. Using regression analysis would haveduefprther understand general
practitioners’ management of common mental hebitflshowing the contribution
of the various predictor variables. Furthermore,justthg for potential
confounding factors such as demography during arsalygender, practice,
location or full/part-time working) would have alpooved advantageous showing
the extent to which potential confounders accoanagsociations. This accepted,

associations or relationships may be spuriousrasut of confounder omission.

279



Limitations were also experienced during applicat, and gaining, NHS ethical
and Research Governance approval. This procestergythy one, and over the
course of conducting the research programme varahasges occurred that
altered and changed the way in which one couldyafupl either of these. For
instance, when the research programme first comeagné/ales comprised
several different local health boards and applicetifor NHS ethical approval
were submitted in hard copy. Research Governanseaalsieved by applying to
each Local Health Board independently. This pradificult, in that some Local
Health Boards did not have a specific member off dta deal with such
applications. During the life of the research pesgme Wales’ local health boards
were re-drawn so that there are, as is now the, casen local health boards.
Applications for NHS ethical approval were changedthat applications are
submitted through one central online portal, atoltpoint Research Governance
should also be dealt with. However my experiencelieen that although initial
NHS ethical applications are lengthy and thorougtgs of work and a process
which accounts for around three months, it wasaat fthe applications for
Research Governance which were worse. For exartimeTheory of Planned
Behaviour survey NHS ethics application (includiRgsearch Governance) was
submitted via the single online portal, and whild®\ethical approval was gained
within two and half months, Research Governanceetwh of the seven local
health boards were not received, in some cases,ftother six months. Therefore
delaying the study by a considerable margin, asdlted in the recruitment and
distribution of the survey occurring at various ésnacross health boards. In

addition, due to the delays in ethical approvalficoration and the length of time
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outlined for data collection, this resulted in hmyito submit a further application
to amend and extend approval from the NHS ethiosnaittee. Reasons for these
delays were in most cases due to a lack of ap@tepsiaff to deal the application,
and also questions from some of the Local Healthr@® wanting to either add
areas of interest from their perspective to surveyasking if it were possible for
me to provide them with data around failing clinipeactice from individual GP
participants. Both of the latter were neither imield nor provided through the
research, and reasons for non-inclusion were ug@reldjovernance approval was

eventually received.

The length of time it has taken to conduct the paogne of research has also
meant that the landscape of guidance for commonahleealth, primarily that of
the National Institute for Health and Clinical Ekeace have changed, along with
the introduction of Welsh Government strategiehsaagthe Wales Mental Health
Measure and Together for Mental Health. In thissedhis worth considering that
these changes may have possibly impacted uporiggisuthat opinion or practice

were not tested under the same clinical workingtore.
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Appendices

Appendix 3-1: Consent form - Scoping Study

CONSENT FORM
Title of Project: Management of common mental health problems — Scoping Study

Name of Researcher: Katie Webb Please initial box

1. Iconfirm that | have read and understand the information sheet for the above study.
I have had the opportunity to consider the information, ask questions and have had
these answered satisfactorily.

2. I understand that my participation is voluntary and that | am free to withdraw from the
study at any time. | am also able to withdraw the information | provide, without giving
any reason, up until the point it is anonymised.

3. | agree to take part in the research as outlined in the information sheet.

4. | understand that the information provided by me will be held totally anonymously, so
that itis impossible to trace this information back to me individually. | understand
that, in accordance with the Data Protection Act, this information may be retained
indefinitely. | also understand that at the end of the study | will be provided with
additional information and feedback about the purpose of the study.

5. lunderstand that any contact information provided by me for the purposes of taking
part in further research will be stored confidentially. This information will be stored
securely on university computers which are protected by passwords so only the
researchers can access them. All data will be held by Cardiff University in
accordance with the Data Protection Act.

Name of participant Date Signature

Researcher Date Signature
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Appendix 4-1: Consent form - GP Survey

CONSENT FORM

Title of Project: Management of common mental health problems — GP survey

Name of Researcher: Katie Webb Please initial box

1. I confirm that | have read and understand the information sheet dated 13/02/2009
(version 1) for the above study. | have had the opportunity to consider the
information, ask questions and have had these answered satisfactorily.

2. lunderstand that my participation is voluntary and that | am free to withdraw from the
study at any time. | am also able to withdraw the information | provide, without giving
any reason, up until the point it is anonymised.

3. | agree to take part in the research as outlined in the information sheet.

4. | understand that the information provided by me will be held totally anonymously, so
that itis impossible to trace this information back to me individually. | understand
that, in accordance with the Data Protection Act, this information may be retained
indefinitely. | also understand that at the end of the study | will be provided with
additional information and feedback about the purpose of the study.

5. lunderstand that any contact information provided by me for the purposes of taking
part in further research will be stored confidentially. This information will be stored
securely on university computers which are protected by passwords so only the
researchers can access them. All data will be held by Cardiff University in
accordance with the Data Protection Act.

Name of participant Date Signature

Researcher Date Signature
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Appendix 4-2: Participant information sheet
Participant Information Sheet

Project title: Management of common mental health problems -
GP survey

You are being invited to take part in a research study. Before you decide it is important

for you to understand why the research is being done and what it will involve. Please

take time to read the following information carefully. Talk to others about the study if

you wish.

¢ Part 1 tells you the purpose of this study and what will happen to you if you take
part.

e Part 2 gives you more detailed information about the conduct of the study.

Ask us if there is anything that is not clear or if you would like more information. Take

time to decide whether or not you wish to take part.

Part 1

1. What is the purpose of the study?

The effective management of common health problems in general practice is of high
importance. While it is suggested that GPs are key and best placed to recognise and
manage individuals presenting with common health and common mental health
problems it has been suggested that they find the management of these consultation
challenging. However, while interventions and programmes are being introduced to
address the suggestion of GPs experiencing ‘difficulties’ there seems to be a lack of
literature and clear evidence pointing to exactly what it is that GPs are experiencing
with regard to the consultation around common mental health.

This project forms part of a program of research for a PhD looking into the
management of common mental health in primary care.

2. Why have | been chosen?

All GPs working within the Gwent Local Health Board (LHB) have been invited to take
part in the research. If you would like to take part you can complete and return the
enclosed questionnaire. If you would like further information about the study please
contact a member of the research team (contact details below) who will be happy to
answer any questions you may have.

3. Do | have to take part?

No. Itis up to you to decide whether or not to take part. If you do, you will be given
this information sheet to keep. By completing and returning this questionnaire you will
be consenting for the information provided to be included in this study. We would
obviously like everyone to answer all the questions, however if there are any you do
not want to answer please just skip them and move on.
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4. What will happen to me if | take part?

GPs will be asked to complete and return a ‘paper and pen’ questionnaire around the
issues and management of common mental health.

5. What if there is a problem?

Any problems or complaints you have about the way you have been dealt with during
the study will be handled by the research sponsor, that is Cardiff University. Further
information on this is given in part 2 of this information sheet.

6. Will my taking part in the study be kept confidential?

Information collected via the ‘GP survey’ will be stored confidentially, up until the point
it is anonymised, so that it will be impossible to trace this information back to you as an
individual. This information will be stored securely on university computers which are
protected by passwords so only the researchers can access them. All data will be held
by Cardiff University in accordance with the Data Protection Act, and may be retained
indefinitely.

The details concerning anonymity are included in part 2.
7. Contact details

If you have any queries, please do not hesitate to contact the chief researcher, Katie
Webb, or Professor Andrew Smith:

Katie Webb — PhD Student

PhD student, Centre for Occupational & Health Psychology and Centre for Psychosocial
and Disability Research,

webbk50@cardiff.ac.uk

Cardiff University

51A Park Place

Cardiff, CF10 3AT

Tel: 029 2087 0198

Professor Andrew Smith (Academic Supervisor and Chief Inggestibr)
Centre for Occupational & Health Psychology
smithap@cardiff.ac.uk

Cardiff University

63 Park Place

Cardiff CF10 3AS

Tel: 029 2087 6599 / 6455

This completes Part 1 of the Information Sheet.
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If the information in Part 1 has interested you and you are considering participation,
please continue to read the additional information in Part 2 before making any
decision.

Part 2

8. What if there is a problem?

Complaints:
If you have any problems or concerns about any aspect of this study, please
contact:
Louise Hartrey
Psychology Ethics Committee
Cardiff University
Tower Building
Park Place
CF10 3AT
Tel: 029 2087 0360
Fax: 029 2087 4858

Distress:
If you are upset or distressed by any aspect of this research please contact the
Primary Care Support Service for Wales. The Primary Care Support Service is a
direct access, confidential counselling, support and educational service for GPs,
general dental practitioners and community pharmacists working in Wales. It is
funded by the Welsh Assembly Government but is run as an independent
service led from Bangor University with co-ordinators in each of three Welsh
regions.

The counselling service is totally confidential (in line with the GMC, BACP,
UKCP etc, code of ethical responsibilities) however, if you give the counsellor
information which suggests that you, or another person, are at risk of actual
harm the counsellor will encourage you to consult your GP or obtain your
permission to contact someone else. The service provides a list of counsellors
for your region together with the counsellors’ direct contact details. Since you
have direct access to the people listed in the network only the person you
choose to contact will know who you are.

Contact details:

Primary Care Support Service for Wales:
WWWw.primarycaresupport.wales.nhs.uk

Direct link to Southeast Wales Counsellors and their contact details:
http://www.wales.nhs.uk/sites3/page.cfm?orgld=5588&pid=13951

Head Office:

Primary Care Support Service

Ardudwy, Normal Site,

Bangor University, Gwynedd, LL57 2PX Tel No: 01248 383050

298



9. Will my taking part in this study be kept anonymously?

All information that is collected from you during the course of the research will be
stored anonymously, so that it is impossible to trace this information back to you as an
individual. Information collected will be stored securely on university computers which
are protected by passwords so only the researchers can access them. All data will be
held by Cardiff University in accordance with the Data Protection Act, and may be
retained indefinitely.

10. How will the information that | give be recorded?

Information collected via the ‘GP survey’ will be converted into numeric scores and
subjected to statistical analysis. Qualitative information will be collated and
thematically analysed. All information will be stored confidentially, up until the point it
is anonymised, so that it will be impossible to trace this information back to you as an
individual. This information will be stored securely on university computers which are
protected by passwords so only the researchers can access them. All data will be held
by Cardiff University in accordance with the Data Protection Act.

11. What will happen to the results of the research study?

The information that you provide in the ‘GP survey’ will be used to frame continuing
research looking at GPs management of common mental health. A research report
describing the study will be written and everyone who has participated in the study will
be offered a summary of this report.

12. Who is organising and funding the research?
This study is organised and funded by the Centre for Psychosocial and Disability
Research and the Centre for Occupational and Health Psychology, Cardiff University.

13. Who has reviewed the study?
This study was given has been reviewed by the Multi-Centre Research Ethics committee
for Wales on the 12/03/2009.

Your participation in this study is entirely voluntary. If you decide to take part you
will be given this information sheet to keep, by completing and returning this
questionnaire you are consenting for the information provided to be included in this
study.

Thank you for considering taking part in this study and for taking time to read this
sheet.
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Appendix 4-3: Questionnaire for GP Survey

PAPER
VERSION

STRICTLY CONFIDENTIAL

GP Survey

(CARDIFF
UNIVERSITY

PRIFYSGOL
(AFRDYD

2009

The Centre for Occupational & Health Psychology, Cardiff
University.
63 Park Place, Cardiff. CF10 3AS.
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GENERAL INSTRUCTIONS

Thank you for taking the time to complete this surv ey.
This survey should take no more than 5 minutes to ¢ omplete.

You will first be asked to answer some questions ab out you and where
you work before moving on to questions around the m anagement of
common mental health and your personal experience.

The questions in part 2 will ask you about your exp erience of common
mental and your opinions with regard medical educat ion.

Please read each question carefully and mark the re  sponse that BEST
reflects your knowledge or feelings. Do not spend a lot of time on each
one; your FIRST answer is usually the best. Please = make sure you mark all
answers in the space provided.

All your answers will be kept anonymous, so that it will be impossible to
trace back to you as an individual, and will only b e used for this research
project. Questionnaires will be returned directly to the research team.

By completing and returning this questionnaire you are consenting for the
information provided to be included in this study.

Please do not hesitate to contact the research team if you would like more
information about the study.

Katie Webb WebbK50@ Cardiff.ac.uk
Professor Andrew Smith SmithAP@ Cardiff.ac.uk

When you have completed the questionnaire please re  turn it to us using
FREEPOST - no stamps are required.

Freepost Address: GP Survey, The Centre for Occupational and Health
Psychology, FREEPOST SWC3313, Cardiff, CF10 3AS
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YOU AND WHERE YOU WORK

We would like to ask you some questions about you a nd where you work.

1.1 Age (D.O.B):

1.2 Gender: Please tick ONE box.

1.3

1.4

15

1.6

1.7

Male o
Female g

Length of time in general practice (years): Pl  ease tick ONE box.

0-4 Co
5-9 [h
10-14 [
15+ s
Number of clinical sessions per week: Please tick ONE box.
0-3 Lo
4-6 [h
7-9 [
10+ s

Status: Please tick ONE box

Partner Lo
Salaried (1
Registrar )
Locum (3
Retainer/assistant 4
Other (s

Practice Type: Please tick ONE box

Rural )
Semi-Rural [;
Urban (o

Practice Size: Please tick ONE box
1,000-3,000 1o
3,001-5,000 [
5,001-7,000 [,

7,001 -10, 000 (13
10, 001+ (g
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1.8 Practice area levels of deprivation:
Do you receive remuneration for practicing in an ar  ea of deprivation?
Please tick ONE box

Yes (o (please goto 1.9)
No [h (please goto 1.10)

1.9 What s the level of payment you receive?

1.10 Number of partners: Please tick ONE box

1-4 o
5-8 1
o+ [

1.11Higher Qualifications: Please tick ALL THAT AP PLY

MRCGP [
FRCGP [
None (o

1.12Specialist Training: Have you undertaken any of the following? Please tick
ALL THAT APPLY and provide any examples in the spac e provided

If so, what?

Refresher courses in the last 3 years [10  eeeee ettt e e e e e

Training in mental health If so, when and what?
LT

A specific psychiatry and/or psychology If SO, What?. ..o

related job
12 eererneneneeneeeen e e e aee e an e e r e e e e aas
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1.13Training Practice: Please tick ONE box

Yes Lo

No (1

DEFINING COMMON MENTAL HEALTH

2.1 The following question focuses on what you thin k the term ‘common
mental health problems/disorders’ refers to. Pleas e read the statement
below and indicate whether you agree or disagree wi  th this statement:
Please tick ONE box

‘Common mental health problems/disorders’ do not refer to conditions other than
depression and anxiety and are not short term.

Do you agree with this statement? Please tick ONE  box

Agree (o

Disagree [J1 (please provide an example of what you think below)

2.2 Of those you consider to be common mental healt  h problems, which
would you, say were the four most common complaints ? Number ONE
being the most common

A OWNPE
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2.3 Thinking back over the last seven days, how man y consultations would
you say were focused around a common mental health problem?
Please tick ONE box

0-4 Lo
5-9 U
10-14 [,
15+ [3

2.4 On the whole how straightforward do you find co nsultations around
common mental health problems? On a scale of 1-4, where 1 is very

straightforward and 4 is not at all straightforward . Please tick ONE box
Very Not at all
straightforward straightforward
1 2 3 4
U U U U

2.5 Do you find the management of common mental hea  Ith problems with
patients you are familiar with....(Please tick ONE bo  x)

More straightforward Less straightforward
Lo U1

Please tell us why

2.6 Do you find the management of common mental he  alth problems with
patients you are unfamiliar with...(Please tick ONE b 0x)

More straightforward Less straightforward
Lo U1

Please tell us why
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0-
10%

Lo

2.7 What course do you generally take when a patien  t presents with a

Ask to see them again (o Ifso,when ..o,
Prescribe medication (1 Ifso,what ..o
Refer to a specialist (o Ifso,whom ..o
Use a screening tool (3 Ifso,which.........cooiiiiii

Other D1a e e e

common mental health problem on their first visit?

Please explain

2.8 On average, how many consultations would you sa Yy it can take for you

WN P

to feel comfortable with taking diagnosis through t o treatment? Please
tick ONE box

Lo
(h
L2
3

2.9 consultations would you say had a common mental health problem as

a secondary component to a primary condition (e.g. the patient’s
presentation of a common mental health problem can be associated
with a prior condition)? Please tick ONE box

11- 21- 31- 41- 51- 61- 71- 81-
20% 30% 40% 50% 60% 70% 80% 90%

[q [ [ [a [s [g [z g
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2.10Thinking back over the last seven days, what pe

a primary condition (e.g. the patient’s presentatio

mental health problem is_not associated with a prio

Please tick ONE box

rcentage of your
consultations would you say had a common mental hea

Ith problem as
n of a common
r condition)?

0-10% 11-20% 21-30% 31-40% 41-50% 51-60% 61-70% 71-80% 81-90% 91-
100%
Lo [y [ [ [a [s [z g g

2.11How confident do you feel in managing anti-depr
scale of 1-4, where 1 is not at all confident and 4
please tick ONE box

Not at all
confident
1 2
Simple (1 medication)
therapy O [
Complex therapy (2 or
more medications) O 0

2.12How confident do you feel in using/managing psy
interventions? On a scale of 1-4, where 1 is not a
very confident, please tick ONE box

Not at all
confident
1 2

Psychological
intervention (no 0 0
medication)
Psychological +
pharmacological 0 0

essant therapy? On a

is very confident,

Very confident

3 4
J U
J U

chological based
t all confident and 4 is

Very confident

3 4
J U
J U
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EDUCATION AND TRAINING

This next question asks you about education and tra ining.

3.1 Do you feel GPs receive appropriate training/e  ducation covering

common mental health issues and their management? Please tick
ONE box

Yes [lo

No (1 (If no, what kind of information/training would you like to see?)

PERSONAL EXPERIENCE

The following questions will ask you about your per sonal experience.

4.1 Have you, an immediate family member or close f  riend ever been
treated for symptoms of depression; if so, were the y treated with:
‘medication, psychotherapy, both or neither.” Plea  se read the statements

below and tick the ONE box that best applies
No experience

Some experiences with depression in personal life, treated with
medication only

Some experiences with depression in personal life, treated with
Psychotherapy, without medication

Some experiences with depression in personal life, treated with both
Psychotherapy and medication

Lo

(1

7]

I3

Go to question 4.3

Go to question 4.2

Go to question 4.2

Go to question 4.2

4.2 How would you describe the results of treatmen  t? Please tick ONE

box
Excellent (o
Good (1
Fair (o
Poor (3
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4.3 When you refer a patient for evaluation of mod
depression how soon is that patient typically able
health professional? Please tick ONE box

Within 24 hours

Within a few days

More than a few days, but less than 2 weeks

2 to 4 weeks

At least 4 weeks

Usually unable to obtain access

erately severe
to see a mental

Lo
]
L2
L3
Llg

Us
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THANK YOU FOR TAKING THE TIME TO COMPLETE THIS
QUESTIONNAIRE.

If you would be happy to be contacted to take part in a short telephone
interview focussing around the management of common mental health, at
a time convenient to you, please tick this box [

If you would be happy to be contacted to complete a more in depth
questionnaire focussing on the management of common mental health,
CPD and training, please tick this box O

If you would like to receive a copy of the results from this survey once
they have been processed and written up, please tic  k this box [

FOR YOUR EASE OF MIND

If you have marked any of the boxes above and provi  de
contact details, your contact details will be kept in a totally
different location to that of the survey results, t herefore it
will not be possible to trace between the two there by
protecting your anonymity.

Please complete below if you have checked any ofth e
boxes above:
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PLEASE REMOVE AND KEEP THIS PAGE

Thank you for taking the time to complete this questionnaire focussing on common
mental health and its management. Your opinions and experiences are important to
the success of this project.

All information that that you have provided in this questionnaire will be held
anonymously, therefore it will be impossible to trace back to you. Information
collected will be stored securely and maintained at Cardiff University in accordance
with their data retention and protection policy. Data will be stored on University
computers that are password protected so only members of the research team will
have access and may be retained indefinitely.

If you are interested in finding out more about this study please contact:

Katie Webb (PhD student) or Andy Smith (Professor)
Centre for Occupational & Health Psychology
Cardiff University

63 Park Place

Cardiff CF10 3AS

Tel: 029 2087 6599 / 6455

Email: webbk50@cardiff.ac.uksmithap@cardiff.ac.uk
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Appendix 4-4: Cognitive debriefing schedule

Date:

Participant:

Oral instructions to participants:

Briefly talk them through the Information Sheet

We are testing how the questionnaire works and NOT you and your abilities

We are interested in how you arrived at your answers and problems you had with the
questions

We WANT you to criticise the questionnaire — my job is to find out what doesn’t work
We would like you to tell us how to make it better; we need your help to do this!

We would like to test how the questionnaire works in the ‘real’ world, as we will be
sending this questionnaire out to over 350 general practitioners in Southeast Wales.
Because of this we would like you to complete the questionnaire on your own, the best
you can and any problems you may have we can chat about at the end. To help you
remember later, please mark, as you go through the questionnaire, any questions or
words you don’t understand, or anything else you have difficulty with.

For when questionnaire is completed:

What did you think about the questionnaire overall?

Too long?

Too difficult?

Find it interesting?

Felt comfortable answering the questions (too intrusive?)

What do you think the survey is all about?
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(if they ask, request that if they don’t mind, we will talk in detail about what we are
trying to do at the end)

Did you have problems with any of the questions?

(Make a note here of which one e.g. 10a, BUT then write notes in the ‘notes section’)

How did you find the layout?
Was it easy to read/follow

Were the filter/skipping procedures easy to follow?

How could we make it better?

Would you fill in this questionnaire by post? Why/ if not, why not?

What might encourage you to fill it in?

Please tell me what you thought about the information letter?
Easy or hard to understand?

How could we make it better?

Further comments/explanations:
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Appendix 5-1: Invitation email the Theory of Planned Behaviour
study

CARDIFF

UNIVERSITY

PRIFYSGOL

(ARDY®

School of Psychology

Dear Sir or Madam,

Common Mental Health Management

We are writing to invite you to take part in a research project about the management of common
mental health problems.

Cardiff University are undertaking a research project to look at how General Practitioners (GPs)
manage common mental health and what they think about this.

The effective management of common mental health problems is of high importance. Itis
suggested that GPs are key and best placed to recognise and manage individuals presenting with
common health and common mental health problems. It has been suggested that they find the
management of these consultations challenging. However, while interventions and programmes
are being introduced to address the suggestion of GPs experiencing ‘difficulties’ there seems to be
a lack of literature and clear evidence pointing to exactly what it is that GPs are experiencing with
regard to the consultation around common mental health.

This project forms part of a program of research for a PhD which looks into the management of
common mental health in primary care. This study follows on from a ‘GP Survey’ conducted
between May and June 2009 across the Gwent Health Authority region, where the response rate
reached 32%. The aim is to take this forward look more closely at how GPs manage common
mental health issues, to see what work and what doesn’t work so that more targeted and
appropriate information, training and interventions can be considered.

All GPs working in Wales are invited to take part. The opinions and experiences of GPs are
important to the success of this project.

The study involves filling in a questionnaire around the management of common mental health and
what you think about it.

The questionnaire should take no more than 20 minutes to complete.
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Taking part is completely voluntary, and anything you tell us will be kept anonymously so that it
will be IMPOSSIBLE to trace anything back to you as an individual. More information regarding
consent, data protection, complaints etc. can be found on the first page of the questionnaire.

If you are interested in taking part, simply read the information below, and then click on: hyperlink
will go here.

If you have any questions please feel free to contact a member of the research team:

Katie Marsh (PhD researcher) on (029) 2087 6495 (e-mail: MarshKL1@cardiff.ac.uk)
Professor Andrew Smith (Supervisor) on (029) 2087 6598 (e-mail: SmithAP@ Cardiff.ac.uk).

You can also fill in a paper version of the questionnaire (please contact us for details).
Thank you very much.
Best wishes,

Katie Marsh (PhD researcher) & Professor Andrew Smith.
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Appendix 5-2: The Theory of Planned Behaviour Questionnaire

PAPER
VERSION OF ONLINE
QUESTIONNAIRE

STRICTLY CONFIDENTIAL

Common Mental
Health Management

(CARDIFF

UNIVERSITY
PRIFYSGOL

(AFRDYY

2009/2010

The Centre for Occupational & Health Psychology,
Cardiff University.
63 Park Place, Cardiff. CF10 3AS.
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GENERAL INSTRUCTIONS

Thank you for taking the time to complete this survey.

This survey will take no more than 20 minutes to complete.

You will first be asked to answer some questions about ‘you and where you
work’ before moving on to questions around the management of common
mental health and your personal experience.

The questions in part 2 will ask about your management of common mental
health problems and your perceptions of these.

Please read each question carefully and mark the response that BEST reflects
your knowledge or feelings. Do not spend a lot of time on each one; your FIRST
answer is usually the best. Please make sure you mark all answers in the space
provided.

All your answers will be kept anonymous, so that it will be impossible to trace
back to you as an individual, and will only be used for this research project.
Questionnaires will be returned directly to the research team.

By completing and returning this questionnaire you are consenting for the
information provided to be included in this study.

*** Alternative ***
PAPER VERSION
Whilst we prefer questionnaires to be completed onl ine we realise this
won't suit everyone, especially those using a dial- up connection. If you
would prefer to complete a paper version of the que stionnaire please
contact Katie Marsh on 029 2087 6495 or MarshKL1@ca rdiff.ac.uk and
then send it back to us at the freepost address bel  ow:

Freepost Address: CMH Management, The Centre for Occupational and Health
Psychology, FREEPOST SWC3313, Cardiff, CF10 3GZ

Data Protection

For the purposes of this survey Cardiff University is the data controller. All data
collected in this survey will be held securely by the survey software provider
(Bristol University) under contract and then retained by the research team (Katie
Marsh and Professor Andrew Smith) at Cardiff University in accordance with the
Data Protection Act (1998). Data from the survey, including answers to
guestions where personal details are requested, will only be used by the
research team (Katie Marsh and Professor Andrew Smith).

Cookies, personal data stored by your Web browser, are not used in this survey.

Please do not hesitate to contact the research team if you would like more
information about the study.
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Katie Marsh MarshKL1@Cardiff.ac.uk
Professor Andrew Smith SmithAP@ Cardiff.ac.uk

What if there is a problem?
Complaints:
If you have any problems or concerns about any aspect of this study, please
contact:

Louise Hartrey

Psychology Ethics Committee

Cardiff University

Tower Building

Park Place

CF10 3AT

Tel: 029 2087 0360

Fax: 029 2087 4858

Distress:

If you are upset or distressed by any aspect of this research please contact the
Primary Care Support Service for Wales. The Primary Care Support Service is
a direct access, confidential counselling, support and educational service for
GPs, general dental practitioners and community pharmacists working in Wales.
It is funded by the Welsh Assembly Government but is run as an independent
service led from Bangor University with co-ordinators in each of three Welsh
regions.

The counselling service is totally confidential (in line with the GMC, BACP,
UKCP etc, code of ethical responsibilities) however, if you give the counsellor
information which suggests that you, or another person, are at risk of actual
harm the counsellor will encourage you to consult your GP or obtain your
permission to contact someone else. The service provides a list of counsellors
for your region together with the counsellors’ direct contact details. Since you
have direct access to people listed in the network only the person you to contact
will know who you are.

Contact details:

Primary Care Support Service for Wales: www.primarycaresupport.wales.nhs.uk
Link to their Southeast Wales Counsellors and their contact details:
http://www.wales.nhs.uk/sites3/page.cfm?orgld=558&pid=13951

Head Office:

Primary Care Support Service

Ardudwy, Normal Site,

Bangor University, Gwynedd, LL57 2PX Tel No: 01248 383050

To start the questionnaire please click on 'NEXT"

below.

This questionnaire can either be completed and submitted in one session, or
you can fill it in partially, bookmark it and then return later to add additional
information. You can then submit it when it is completed.
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If you want to bookmark and finish the survey later , please use the ‘FINSIH
LATER’ button at the bottom of the page. You willt  hen receive
instructions on how to bookmark the page.

Once you have completed all the questions below and are ready to submit
the fully completed survey click on the ‘CONTINUE’ button at the bottom
of the page. Your answers will be submitted or you will be prompted to fill
in an answer you may have over-looked. Once your an  swers are accepted
as submitted you cannot return to review or amend t his page.

YOU AND WHERE YOU WORK

We would like to ask you some questions about you a nd where you work.

1.1 Age (D.O.B):

1.3 Gender: Please tick ONE box.

Male (o
Female (1

1.3 Length of time in general practice (years): Pl  ease tick ONE box.

0-4 Co
5-9 [
10-14 [
15+ 3
1.4 Number of clinical sessions per week: Please tick ONE box.
0-3 Co
4-6 [h
7-9 [
10-12 (3
13-15 Ly
16+ [s

1.5 Status: Please tick ONE box

Partner Co
Salaried (h
Registrar W)
Locum (3
Retainer/assistant s
Other Os
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1.6 Practice Type: Please tick ONE box

Rural )
Semi-Rural [;
Urban (o

1.7 Practice Size: Please tick ONE box
1, 000 - 3, 000 Lo
3,001 -5, 000 (1
5,001 -7, 000 o
7,001 -10,000 (13
10, 001+ (g

1.8 Number of partners: Please tick ONE box

1-4 o
5-8 [q
9+ [

1.9 Higher Qualifications: Please tick ALL THAT A PPLY

FRCGP [Jo
MD i
Other [ (please specCify):.....ccocveeviiiininanss

1.10 Specialist Training: Have you undertaken any o f the following? Please tick

ALL THAT APPLY and provide any examples in the spac

If so, what?

e provided

Refresher courses in the last 3 years [10  eeeee ettt e e e e e

(e.g. CPD sessions, BMJ master

classes)

Training in mental health/mental illness If so, when and what?
(e.g. special interest courses) LI veeeeere e e

A psychiatry and/or psychology related If SO, What?......ooveeii e

job

1.14 Training Practice: Please tick ONE box

Yes (o
No [h
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Management of Common Mental Health

2.1 Please read the scenarios below and indicate y  our answer by circling
ONE of the numbers.

Given 10 patients presenting a common mental health problem for the first time, how many
patients would you expect to prescribe psychotropic medication (e.g. antidepressants)?

0 1 2 3 4 5 6 7 8 9 10

Given 10 patients presenting a common mental health problem for the first time, how many
patients would you expect to refer for psychological based treatment?

0 1 2 3 4 5 6 7 8 9 10
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2.2 Below are 10 scenarios of patients presenting with a variety of
problems. For each scenario you will be asked to indicate what you

would choose to do prescribe  psychotropic medication (e.g. antidepressants)
OR refer for psychological based treatment. Alongside the decision route

you chose you will also be asked to indicate how DI FFICULT it was for you
to make this decision by CIRCLING a numberonasca leofl1lto7, wherel
is not at all difficult and 7 is extremely difficult.

Scenario 1

The first patient is a 40 year old woman, who comes into your surgery. She tells you that she is feeling very
down and cries all the time and doesn’t feel up to doing her job at the hospital — she is a nurse. She describes
her familial circumstances; that her husband left a month ago and she has been finding it increasingly hard to
cope with taking and picking up her child from school and managing her shift patterns at work. She has had
no previous episodes. Her previous attendances have been for more general common cold type ailments.
More likely to: Prescribe medication (e.g. antidepressants) Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

Scenario 2

The patient is a 27 year old man, who comes into your surgery. He tells you that he is feeling very frustrated
and agitated. He describes how he finds it difficult to concentrate and loses ‘his rag’ over really small things.
He tells you that he’s been drinking more and finding it difficult to cope day to day. He is very worried that
his anger is getting worse. He has had no previous episodes. His last attendance was over 9 months ago.
More likely to: Prescribe medication (e.g. antidepressants) Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult
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Scenario 3

The patient is an 18 year old woman, who comes into your surgery. She tells you that she feeling very
fatigued and has lost her appetite. She describes how she finds it difficult to concentrate and get out of
the house. She tells you that she’s been drinking more and finding it difficult to cope day to day. She is
very worried as she is due to begin exams in the next two months and is already feeling as if she is
getting behind. She has had no previous episodes.

More likely to: Prescribe medication (e.g. antidepressants) Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

Scenario 4

The patient is a 50 year old man, who comes into your surgery. He tells you that he is feeling very tired
and is suffering with headaches. He has already taken a week off from work using self-certification. He
describes how he is a postman, but is finding it increasingly more difficult to get out of the house. He
tells you that he’s not ready to go back and when he thinks about doing so he gets very hot and
agitated. He says that he is finding it difficult to manage things. Six months ago his father died. He has
had no previous episodes.

More likely to: Prescribe medication (e.g. antidepressants) Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?
Notatall 1 2 3 4 5 6 7 Extremely

difficult difficult

More likely to: Refer for psychological based treatment Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult
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Scenario 5

The patient is a 33 year old woman, who comes into your surgery. She tells you that she is finding it
very difficult to leave the house. She describes how she has to go through a series of ‘checks’ before
she can walk through the door. She tells you that this has now extended to when she goes to bed
and that she feels unable to stop this routine and has to complete it before she can rest. She no

longer works as she was made redundant. Her last attendance was over two months ago when she
was having difficulty sleeping due to job insecurity.

More likely to: Prescribe medication (e.g. antidepressants) Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

Scenario 6

The patient is a 34 year old man, who comes into your surgery. He tells you that he is feeling run
down. He describes how he works long hours and finds it difficult to concentrate. He tells you that
he’s worried about losing his job and things at home ‘aren’t good’. He says that he feels inadequate
and finds himself crying sometimes. He is very worried that things might be getting worse and harder
to hide. He has had no previous episodes. His last attendance was for a routine check up, results were
normal.

More likely to: Prescribe medication (e.g. antidepressants)  Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?
Notatall 1 2 3 4 5 6 7 Extremely

difficult difficult

More likely to: Refer for psychological based treatment Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult
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Scenario 7

The patient is a 27 year old woman, who comes into your surgery. She tells you that she is feeling very
frustrated and agitated. She describes how she finds it difficult to concentrate and loses her ‘temper’
over really small things. She tells you that she’s been drinking more and finding it difficult to cope day

to day. She is very worried that her anger is getting worse. She has had no previous episodes. Her
last attendance was over 9 months ago.

More likely to: Prescribe medication (e.g. antidepressants) Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Not atall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment  Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Not atall 1 2 3 4 5 6 7 Extremely
difficult difficult

Scenario 8

The patient is a 19 year old man, who comes into your surgery. He tells you that he is finding things
difficult to cope with. He describes how he finds it difficult to concentrate and feels that he’s lost
interest. He tells you that he feels very uptight. He tells you that he can’t cope and that his exams will
be soon and he feels he is sure to fail. He has had no previous episodes. He has not previously
attended this surgery.

More likely to: Prescribe medication (e.g. antidepressants) Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment  Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult
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Scenario 9

The patient is a 53 year old woman, who comes into your surgery. She tells you that she is feeling very sad
and agitated. She describes how she is not enjoying work and comes home crying most days. She says that
she feels she doesn’t seem to be doing anything right. She says that she feels her line manager is being very
difficult and that she is now at the stage where she dreads going in on a Monday morning. She is very
worried. She has had no previous episodes. Her last attendance was over 9 months ago.

More likely to: Prescribe medication (e.g. antidepressants)  Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

Scenario 10

The patient is a 60 year old man, who comes into your surgery. He tells you that he has difficulty sleeping.
He describes how he finds it difficult to get up in the morning and doesn’t want to do anything. He tells you
that he feels very disinterested and finds himself watching daytime TV for hours. He says he feels
disconnected and that his wife is getting very frustrated with him. He is finding it difficult to cope day to day.
He has had no previous episodes.

More likely to: Prescribe medication (e.g. antidepressants) Yes No

On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult

More likely to: Refer for psychological based treatment Yes No
On the scale of 1 to 7, how difficult was it for you to make a decision for this scenario?

Notatall 1 2 3 4 5 6 7 Extremely
difficult difficult
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Manaqging common mental health and medication (e.q.

antidepressants)

3.1 You will now be asked your thoughts about presc

(e.g. antidepressants). Please read the question a
your answer on a scale of 1 to 7, where 1 is

ribing medication
nd indicate by circling

unlikely and 7 is likely.

If | prescribe the patient

medication (e.g. antidepressants), | will
feel that | am doing something positive
for the patient

It causes a lot of worry and concern
for the patient if they are found to
have a psychological problem

If | prescribe medication (e.g.
antidepressants) | will identify the
patient’s underlying problems at an
early stage

If | provide medication
(e.g. antidepressants) I've got
to see some patients more often

Unlikely

Unlikely

Unlikely

Unlikely

2 3456

2 3456

2 3456

2 3456

7 Likely

7 Likely

7 Likely

7 Likely

3.2 Below, you will be presented with statements wh

above. You will then be asked to indicate your vie

ich refer to those

statements on a DESIRABILITY scale by CIRCLING a nu
extremely undesirable and +3 is extremely desirable.

ws to the below

mber, where -3 is

e

—h

Doing something positive for the
patient is:

Causing a lot of worry and concern
for the patient is:

Detecting problems for these
patients at an early stage:

Having to see some patients more
often is:

Extremely
undesirable

Extremely
undesirable

Extremely
undesirable

Extremely
undesirable

3

3

3

3

+1

+1

+1

+1

+2 +3

+2 +3

+2 +3

+2 +3

Extremely
desirable

Extremely
desirable

Extremely
desirable

Extremely
desirable
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3.3 The questions below now relate to the IMPORTANC E
you attach to different aspects of your management.

1. GPs whose views | respect think that...
Ishould 1 2 3 4 5 6 7 Ishould not
prescribe medication (e.g. antidepressants) for patients

who have common mental health problems

2. ltis expected of me that | prescribe medication (e.g. antidepressants) to patients who have
common mental health problems.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

3. | feel under social pressure to prescribe medication (e.g. antidepressants) to patients who have
common mental health problems.
Strongly disagree 1 2 3 4 5 6 7 Strongly agree

4. GPs whose views | respect want me to prescribe medication (e.g. antidepressants) to patients
who have common mental health problems.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

1. Patients with common mental health problems think I...
should not -3 22 -1 0 +1 +2 +3 should
prescribe medication (e.g. antidepressants)
2 Counsellors/psychologists would...

disapprove -3 2 -1 0 +1 +2 43 approve

3. Other GPs...
donot -3 -2 -1 0 +1 +2 +3 do

prescribe medication (e.g. antidepressants)
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1. Patients’ approval of my practice is important to me...

Notatall 1 2 3 4 5 6 7 Verymuch

2 What counsellors/psychologists think | should do matter to me...

Notatall 1 2 3 4 5 6 7 Very much

3. Doing what other GPs do is important to me...

Notatall 1 2 3 4 5 6 7 Very much

3.4 You will now be asked how CONFIDENT you feel ab  out different
aspects of managing common mental health using medi cation (e.g.
antidepressants)

Self-efficacy

1.

2

| am confident that | could prescribe my patients with common mental health problems
medication (e.g. antidepressants) if | wanted to.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

For me to prescribe my patients with common mental health problems medication

(e.g. antidepressants) is...

Easy 1 2 3 4 5 6 7 Difficult

Controllability

3.

The decision to prescribe medication (e.g. antidepressants) for common mental health problems
is beyond my control.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

Whether | prescribe patients with common mental health problems medication (e.g.
antidepressants) or not is entirely up to me.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree
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1. When patients with common mental health problems come to the consultation expecting
medication (e.g. antidepressants). | am...

less likely -3 -2 -1 0 +1 +2  +3 more likely
to prescribe medication (e.g. antidepressants).
2 Feeling rushed in a consultation makes it...
much more difficult -3 22 -1 0 +1 +2  +3 much easier
to prescribe medication (e.g. antidepressants).
3.  When discussion of medication (e.g. antidepressants) is uncomfortable for patients, | am...
less likely -3 -2 -1 0 +1 +2 +3 more likely

to prescribe medication (e.g. antidepressants).

1. Patients’ with common mental health problems come to the consultation expecting
medication (e.g. antidepressants).

Unlikely 1 2 3 4 5 6 7 Likely
2. When | am in consultation with a patient presenting with a common mental health problem | feel
rushed.
Unlikely 1 2 3 4 5 6 7 Likely
3. Discussion of medication (e.g. antidepressants) within the consultation is uncomfortable for
patients

Unlikely 1 2 3 4 5 6 7 Likely
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Managing common mental health and psychological
based treatments

The questions below now focus on psychological base d treatment.

4.1 You will now be asked your thoughts about refer  ring patients with
common mental health problems for psychological bas ed treatments.
Please read the question and indicate your answer by CIRCLING a number
on ascale of 1to 7, where 1is unlikely and 7 is likely.

A If | refer the patient for
psychological based treatment, | will Unlikely 1 2 3 4 5 6 7 Likely
feel that | am doing something
positive for the patient

B It causes a lot of worry and concern Unlikely 1 2 3 4 5 6 7 Likely
for the patient if they are found to
have a psychological problem

C If I refer the patient for
psychological based treatment | will Unlikely 1 2 3 4 5 6 7 Likely
identify the patient’s underlying
problems at an early stage

D If I refer the patient for Unlikely 1 2 3 4 5 6 7 Likely
psychological based treatment I've
got to see some patients more often

4.2 Below, you will be presented with statements wh ich refer to those
above. You will then be asked to indicate your vie  ws to the below
statements on a DESIRABILITY scale by CIRCLING a nu mber, where -3 is
extremely undesirable and +3 is extremely desirable.

e Doing something positive for the Extremely -3 -2 -1 0 +1 +2 +3 Extrdyme
patient is: undesirable desirable
f Causing a lot of worry and concern Extremely -3 -2 -1 0 +1 +2 +3 Extrdyne
for the patient is: undesirable desirable
g Detecting problems for these Extremely -3 -2 -1 0 +1 +2 +3 Extrdyne
patients at an early stage is: undesirable desirable
h  Having to see some patients more Extremely -3 -2 -1 0 +1 +2 +3 Extrdyme
often is: undesirable desirable
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4.3 The questions below now relate to IMPORTANCE yo u attach to
different aspects of your management.

1. GPs whose views | respect think that...
Ishould 1 2 3 4 5 6 7 Ishould not

refer patients who have common mental health problems

based treatment.
Strongly disagree 1 2 3 4 5 6 7 Strongly agree

3. | feel under social pressure to refer patients with common mental health problems for
psychological based treatment.
Strongly disagree 1 2 3 4 5 6 7 Strongly agree

4. GPs whose views | respect want me to patients with common mental health problems for
psychological based treatment.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

2. ltis expected of me that | refer patients with common mental health problems for psychological

1. Patients with common mental health problems think I...
shouldnot -3 -2 -1 0 +1 +2 +3 should

refer them for psychological based treatment

2 Counsellors/psychologists would...

disapprove -3 -2 -1 0 +1 +2 43 approve

3. Other GPs....
do -3 -2 -1 0 +1 +2 +3 do not

refer patients with common mental health problems
for psychological based treatment.
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1. Patients’ approval of my practice is important to me.

Notatall 1 2 3 4 5 6 7 Verymuch

2 What counsellors/psychologists think | should do matter to me.

Notatall 1 2 3 4 5 6 7 Verymuch

3. Doing what other GPs do is important to me.

Notatall 1 2 3 4 5 6 7 Verymuch

4.4 You will now be asked how CONFIDENT you feel ab  out different
aspects of managing common mental health using psyc hological based
treatment.

Self-efficacy

1. lam confident that | could refer my patients for psychological based treatment for common mental
health problems if | wanted to.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree
2 For me to refer my patients for psychological based treatment for common mental health problems
is...

Easy 1 2 3 4 5 6 7 Difficult

Controllability

3. The decision to refer for psychological based treatment for common mental health problems is
beyond my control.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree

4. Whether | refer patients with common mental health problems for psychological based treatment
or not is entirely up to me.

Strongly disagree 1 2 3 4 5 6 7 Strongly agree
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1. When patients with common mental health problems come to the consultation expecting referral to
psychological based treatment. | am...

less likely -3 -2 -1 0 +1 +2 +3  more likely

to refer for psychological based treatment.

2 Feeling rushed in a consultation makes it...
much more difficult -3 -2 -1 0 +1 +2 +3  much easier

to refer for psychological based treatment.

3.  When discussion of psychological based treatment is uncomfortable for patients, | am...
less likely -3 -2 -1 0 +1 +2 +3 more likely

to refer for psychological based treatment.

1. Patients’ with common mental health problems come to the consultation expecting to be referred
for psychological based treatment.

Unlikely 1 2 3 4 5 6 7 Likely

2 When | am in consultation with a patient presenting with a common mental health problem | feel
rushed.

Unlikely 1 2 3 4 5 6 7 Likely

3. Discussion of antidepressants within the consultation is uncomfortable for patients

Unlikely 1 2 3 4 5 6 7 Likely
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PLEASE PRINT AND KEEP THIS PAGE

Thank you for taking the time to complete this questionnaire
focussing on common mental health and its management.
Your opinions and experiences are important to the success of
this project.

All information that that you have provided in this questionnaire
will be held anonymously, therefore it will be impossible to
trace back to you as an individual.

Information collected will be stored securely and maintained at
Cardiff University in accordance with their data retention and
protection policy. Data will be stored on University computers
that are password protected so only members of the research
team will have access and may be retained indefinitely.

If you are interested in finding out more about thi s study
please contact :

Katie Marsh (PhD student) or Andy Smith (Professor)
Centre for Occupational & Health Psychology

Cardiff University

63 Park Place

Cardiff CF10 3AS

Tel: 029 2087 6495 / 76598

Email: MarshKL1@cardiff.ac.uk / smithap@-cardiff.ac.uk
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Please click on 'SUBMIT' below to finish this
survey

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS
QUESTIONNAIRE.

If you would like to receive a copy of the results from this
survey once they have been processed and written up :
please email or telephone:

Katie Marsh

Email: MarshKL1@-cardiff.ac.uk

Telephone: 029 2087 6495
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Appendix 6-1: Intranet invitation for the ‘Staff Well-being Survey’

REQUEST TO PARTICIPATE
Hello,
Thank you for your interest in completing the survey. Please follow the link below:

http://discovery.cf.ac.uk/SurveyTracker/wellbeingsurveylfinal/wellbeingsurveyifinal.h
tm

and follow the instructions within. When you have submitted your responses you will
be given a link to a new page where you can provide your email address separate from
your responses, for payment and entry to the prize draw. Your responses to the survey
will not be linked with this address. A further email will be sent to this address to
provide details on payment.

Regards,
Gary.

REQUEST FOR MORE INFORMATION
Hello,

Thank you for your interest in the staff well-being survey, please see below for more
information:

The survey would require you to follow an internet link to a questionnaire that would
take you approximately 1 hour to complete and would involve giving responses to
questions relating to your well-being (e.g. job characteristics, health behaviours, stress)
and attitudes and beliefs that may be related. The survey involves a number of short
and long questionnaires related to these topics, in order to determine whether well-
being can be measured in a shorter and more practical way than a full questionnaire on
each individual aspect. The answers you provide will be held completely anonymously,
and your email address will be provided separately and unlinked to your survey for
further information on collecting payment and for entry to the prize draw.

If you are interested, please use the link below and follow the instructions within. If

there is a specific element you would like more information on then please let me
know.

Regards,
Gary.
Link:

http://discovery.cf.ac.uk/SurveyTracker/wellbeingsurveyifinal/wellbeingsurveyifinal.h
tm
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Appendix 6-2: General population mental health literacy
questions

DEFINING COMMON MENTAL HEALTH PROBLEMS

1.Write down what you consider to be the four most common mental
health problems? Number ONE being the most common

A WNPE

2.The following question focuses on what you think the term ‘common
mental health problems/disorders’ refers to. Pleas e read the statement
below and indicate whether you agree or disagree wi  th this statement:
Please tick ONE box

‘Common mental health problems/disorders’ do not refer to conditions other than
depression and anxiety and are not short term.

Do you agree with this statement? Please tick ONE  box

Agree (o

Disagree [1

3. Have you had personal experience of a common men  tal health problem?

Yes [
No [h

4. How good is your knowledge of common mental heal th problems?

Good (o
Average [
Poor [
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5. Do you feel that you could identify common menta | health problems of
other people?

Yes Lo
No [y

6. Do you feel that you could help people with comm  on mental health
problems?

Yes Lo
No [h

7. Do you feel GPs receive appropriate training/edu  cation covering

common mental health issues and their management? Please tick ONE
box

Yes [

No [q

8. On the whole how straightforward do you think co nsultations with the
GP around common mental health problems are? On a scale of 1-4, where
1 is very straightforward and 4 is not at all strai ~ ghtforward. Please tick
ONE box

Very Not at all
straightforward straightforward
1 2 3 4
J (] (] J

9. Will the treatment of a patient with a common me  ntal health problem
depend on their knowledge of their problem?

Yes [
No [h

10. Do you feel that common mental health problems should be treated
with medication or psychological therapy? Please ti ck ONE box

Medication Co
Psychological therapy [11
Both [o

11. Should psychologists or psychiatrists be more i nvolved in the
treatment of common mental health problems?

Yes [
No [y
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Appendix 7-1: Invitation email - Triangulation Study

CARDIFF

UNIVERSITY

PRIFYSGOL

School of Psychology CAERDY@

Dear Sir or Madam,
Common Mental Health Management

We are writing to invite you to take part in a research project about the management of common
mental health problems.

Cardiff University are undertaking a research project to look at how General Practitioners (GPs)
manage common mental health and what they think about this.

The effective management of common mental health problems is of high importance. Itis
suggested that GPs are key and best placed to recognise and manage individuals presenting with
common health and common mental health problems. It has been suggested that they find the
management of these consultations challenging. However, while interventions and programmes
are being introduced to address the suggestion of GPs experiencing ‘difficulties’ there seems to be
a lack of literature and clear evidence pointing to exactly what it is that GPs are experiencing with
regard to the consultation around common mental health.

This project forms part of a program of research for a PhD which looks into the management of
common mental health in primary care. This study follows on from a ‘GP Survey’ conducted
between May and June 2009 across the Gwent Health Authority region, where the response
rate reached 32%. The aim is to take this forward look more closely at how GPs manage
common mental health issues, to see what work and what doesn’t work so that more targeted
and appropriate information, training and interventions can be considered.

GPs, Primary Care Counsellors and Clinical Psychologists are invited to take part in a focus group
to discuss issues around the management of common mental health problems in primary care.
The opinions and experiences of those working closely with or having experience of the
management of common mental health (GPs, Primary Care Counsellors, Clinical Psychologists and
Expert Patients) are important to the success of this project.

The study involves taking part in a focus group discussion to talk about issues surrounding the

management of common mental health, more specifically prescribing and referral of those
with a common mental health problem
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The focus group will last no longer than 1 hour and will consist of between 4-6 people. You do
not have to take part and you are free to withdraw from the discussion at any point.

Taking part is completely voluntary. It is up to you to decide whether or not to take
part. If you do, you will be given this information sheet to keep. The discussion groups
will be recorded. Information that is collected via the focus groups will be stored
confidentially, up until the point it is anonymised, so that it will be IMPOSSIBLE to trace
this information back to you as an individual. This information will be stored securely
on university computers which are protected by passwords so only the researchers can
access them. All data will be held by Cardiff University in accordance with the Data
Protection Act (1998), and may be retained indefinitely.

If there are any problems or complaints you have about the way you have been dealt
with during the discussions these will be handled by the research sponsor, Cardiff
University.

Complaints:
If you have any problems or concerns about any aspect of this study, please
contact:
Louise Hartrey
Psychology Ethics Committee
Cardiff University
Tower Building
Park Place
CF10 3AT
Tel: 029 2087 0360
Fax: 029 2087 4858

Distress:

If you are a health professional and are distressed or upset by any aspect of this
research please contact:

The Primary Care Support Service for Wales. The Primary Care Support Service
is a direct access, confidential counselling, support and educational service for
GPs, general dental practitioners and community pharmacists working in
Wales. Itis funded by the Welsh Assembly Government but is run as an
independent service led from Bangor University with co-ordinators in each of
three Welsh regions.

The counselling service is totally confidential (in line with the GMC, BACP,
UKCP etc, code of ethical responsibilities) however, if you give the counsellor
information which suggests that you, or another person, are at risk of actual
harm the counsellor will encourage you to consult your GP or obtain your
permission to contact someone else. The service provides a list of counsellors
for your region together with the counsellors’ direct contact details. Since you
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have direct access to the people listed in the network only the person you
choose to contact will know who you are.

Contact details:

Primary Care Support Service for Wales:
www.primarycaresupport.wales.nhs.uk

Link to their Southeast Wales Counsellors and their contact details:
http://www.wales.nhs.uk/sites3/page.cfm?orgld=558&pid=13951

Head Office:

Primary Care Support Service

Ardudwy, Normal Site,

Bangor University, Gwynedd, LL57 2PX Tel No: 01248 383050

The information provided during the group discussions will be used to frame continuing
research looking at GPs management of common mental health. A research report
describing the study will be written and everyone who has participated in the study will
be offered a summary of this report.

This study is organised and funded by the Centre for Psychosocial and Disability
Research and the Centre for Occupational and Health Psychology, Cardiff University.

This study was given approval has been reviewed by the Research Ethics committee for
Wales on the 15/12/20009.

If you have any questions please feel free to contact a member of the research team:

Katie Marsh (PhD researcher) on (029) 2087 0106 (e-mail: MarshKL1@cardiff.ac.uk)
Professor Andrew Smith (Supervisor) on (029) 2087 6598 (e-mail: SmithAP@ Cardiff.ac.uk).

Thank you very much.
Best wishes,

Katie Marsh (PhD researcher) & Professor Andrew Smith.

342



Appendix 7-2: Pre-focus group document - Triangulation Study

Focus Group Themes — Information for participants in advance of discussion group

This project forms part of a program of research for a PhD which looks into the
management of common mental health in primary care. The effective management of
common mental health problems is of high importance. It is suggested that GPs are key
and best placed to recognise and manage individuals presenting with common health
and common mental health problems. It has been suggested that they find the
management of these consultations challenging. However, while interventions and
programmes are being introduced to address the suggestion of GPs experiencing
‘difficulties’ there seems to be a lack of literature and clear evidence pointing to exactly
what it is that GPs are experiencing with regard to the consultation around common
mental health.

For this research data has been gathered via several modes of investigation: focus
groups with GPs, GP survey, theory of planned behaviour survey: prescribing/referral
behaviours and a general population mental health literacy survey.

Data collected during this programme of research has indentified many aspects and
influential factors associated with CMH management.

The focus group you are attending today is one of three groups being conducted with
GPs, primary care counsellors and clinical psychologists. The objective of the focus
groups is to try and triangulate the findings and hear what you think about some of the
findings that have come out of this programme of research.

For your information, below is a guide to some of our findings and themes around
which our discussion will be based. | would really like to know what you think about
the findings and whether you agree with them or not.

Consultations around common mental health
1. Consultations not straightforward: over half GP survey population and 70.5%
general pop Mental health literacy survey
Difficult to assess CMHPs — medically/subplot work
Consultation length
CMHP = generally reactive states
Anxiety, depression, obsessions and compulsions, poor coping, psychosis,
stress

vk wnN

Management of common mental health

1. Difficult to manage inherited patients, re: interventions

2. Interventions better at the beginning

3. Work issue very difficult to manage, especially when work is an influence

a. Consequences are significant — harder to get back to work, find another
job etc

4. High prevalence of CMHP as a secondary condition (73% GP survey) and as a
primary condition (61.2% GP survey)

5. Over half indicated prescribing medication (e.g. anti-depressants) on a first
visit. 97.5% indicated that they would request to see the patient again. Of
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10.

11.

those who prescribed medication on a first visit, 60% of those indicated that
they do not administer a screening tool prior to the prescription of medication.
Treating CMHP:

a. GP confidence mixed in the management of antidepressants

b. Less confident in the management of psychological therapy unless able
to manage complex therapy

Personal experience of CMHP: significant influence in the working practice
management of CMHPs

a. Asignificant negative relationship was also found between personal
experiences of the results of treatment and confidence managing
psychological based interventions (-.458, P<.002), and confidence
managing psychological and pharmacological interventions (-.463,
P<.001), that is to say that higher confidence managing psychological
interventions was significantly associated with higher positive scores of
personal experiences of the results of treatment.

Influences of prescribing and referral behaviour:

a. Whether GPs prescribe antidepressants to patients with common
mental health problems is significantly influenced by both their
attitude and their subjective norm.

b. Referral to psychological-based treatment was shown to be influenced
by both attitude and perceived behavioural control

c. Attitude and subjective norm had significant influence on GPs intention
to prescribe antidepressants

d. Considering referral to psychological-based treatment, attitude was
found to be a significant influence upon GPs intention to refer for
psychological treatment

e. Analysis also showed GPs did not feel in control of referring patients
with CMHPs for psychological-based treatment.

Mental health literacy survey: Respondents indicated strongly that they
thought treatment for a patient with common mental health problems
depended on their knowledge of their problem, 81.2% (n=95).

Gen pop thoughts on treatment: When asked about treatment for common
mental health problems (medication, psychological therapy or both),
respondents indicated that they thought treatment should be the combination
of psychological therapy and medication, 83.1% (n=98). Psychological therapy
on its own, 16.2% (n=19) and only 0.8% (n=1) indicating the use of only
medication.

Respondents believed that psychologists or psychiatrists should be more
involved in the treatment of common mental health problems, 95.7% (n=111).

Training

1.
2.

Wanting more training in mental health
Gaps in the amount of refresher courses and training in mental health
undertaken by GPs:
a. Sample for GP survey: 68% had undertaken a refresher course, though
not necessarily to do with mental health.
b. 25.9% had experienced training in mental health or mental iliness.
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c. 33.6% indicated previously having a psychiatry or psychology- related
job.
d. Only 18 GPs ‘checked’ all three of these options.
e. 47.4% of GPs indicated that they felt they did not receive appropriate
training/education.
3. Mental health literacy study: 67.5% of respondents (general population) didn’t
feel GPs receive appropriate training/education covering CMH and its
management.
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Appendix 7-3: Debriefing sheet - Triangulation study

[To be printed on Cardiff University headed paper]

Debriefing Sheet

Thank you for taking part in this focus group on common mental health and its
management. Your opinions and experiences are important to the success of this
project.

All information that has been provided during this discussion group will be stored
confidentially, up until the point at which it is transcribed and anonymised, so that it
will be IMPOSSIBLE to trace this information back to you as an individual. This
information will be stored securely on university computers which are protected by
passwords so only the researchers can access them. All data will be held by Cardiff
University in accordance with the Data Protection Act (1998), and may be retained
indefinitely.

If you are interested in finding out more about this study please contact:

Katie Marsh (PhD student) or Andy Smith (Professor)
Centre for Occupational & Health Psychology
Cardiff University

63 Park Place

Cardiff CF10 3AS

Tel: 029 2087 6599 / 6455

Email: marshkll @cardiff.ac.uksmithap@cardiff.ac.uk
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Appendix 7-4: Consent form - Triangulation Study

CARDIFF

UNIVERSITY

PRIFYSGOL

(CAFRDY®

School of Psychology

CONSENT FORM

Title of Project: Management of Common Mental Health Problems

Name of Researcher: Katie Marsh Please initial box

1.

7.

| confirm that | have read and understand the information sheet
dated 14/07/2011(version 2) for the above study. | have had the opportunity to
consider the information, ask questions and have had these answered satisfactorily.

I understand that my participation is voluntary and that | am free to withdraw from the
study at any time.

| agree for the information | give to be used in the research.

| agree to be audio-recorded during my participation in the above study.

| agree for anonymised direct quotes from the discussion group to be used in the
report.

I understand that the information provided by me will be held totally anonymously, so
that itis impossible to trace this information back to me individually. | understand
that, in accordance with the Data Protection Act, this information may be retained
indefinitely. | also understand that at the end of the study | will be provided with
additional information and feedback about the purpose of the study.

Name of participant Date Signature

8.

Researcher Date Signature
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