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Better Outcomes in Mental Health Care Initiative

Divisional Case Studies – a Compendium

Introduction

This Compendium of case studies from the Australian Divisions of General Practice outlines the implementation and progress of the Better Outcomes in Mental Health Care Initiative (Better Outcomes). In order to illustrate the variety of ways that Divisions have responded to the Initiative a number of Divisions from each state and territory of Australia were invited to submit case studies.  

The Compendium will be launched at the Building Primary Mental Health Care Capacity Seminar at the Divisions of General Practice Network Forum in Adelaide on Thursday 23 September 2004.  The Compendium will also be available through the ADGP National Primary Mental Health Care Network web page (http://adgp.com.au/site/index.cfm?display=353).

These case studies showcase the excellent work that many Divisions have undertaken in the implementation of Better Outcomes and highlight key primary mental health care issues and the commitment from Divisions in supporting this important area of general practice.

 

 

Adelaide Northern Division of General Practice
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Contact person: Barbara Magin, Mental Health Programs Manager

Contact details: bmagin@andgp.org.au & 08 8252 9444

Locality: 

Adelaide Northern Division of General Practice includes the outer northern metropolitan region and urban fringe of Adelaide with a population of approximately 205,000 (RRMA 1-4).  The catchment area includes Salisbury, Playford & Gawler local government areas expanding from metropolitan Gepps Cross to the rural locations of Gawler, Virginia and Two Wells.  The area is supported by 165 GPs (135 FTE) practicing in 64 practices.  The majority of the Division has been classified as an area of workforce shortage or areas under consideration and currently has a GP population ratio of 1:1500.

The region is characterised by low incomes, higher than average state levels of unemployment and higher concentrations of people with multiple disadvantage and high prevalence of mental health disorders.  The population increased by 17% between the last two census periods whilst number of GPs practicing in the region has reduced by 3% for the corresponding period.

The region has the highest populations of Indigenous people in metropolitan Adelaide, with the 3,648 Indigenous people representing approximately 1.8% of the region’s population compared with the Adelaide metropolitan average of 0.9%.

Mental health in the Division prior to Better Outcomes:  

The northern region has an estimated 25% of its population who suffer from a mental health problem. Many of the GPs practicing in the area either bulk bill patients or charge minimum fees due to the low socio economic conditions. Services are under staffed and attracting specialists into the area is difficult.

The Division has long and well-established partnerships with the Lyell McEwin Health Services Mental Health Division. Since the early 1990s the Division and the mental health services worked collaboratively to develop a shared care program to assist GPs to manage the mental health of their patients and to develop links with mental health services. 

Since 1995 the Division has employed a project officer with a specific interest in mental health to manage the shared care program. GPs have access to a psychiatrist provided to the Division for two sessions per week. The project officer, psychiatrist and patient meet at the GP’s practice for one hour. The GP is remunerated through using the enhanced primary care item numbers of a care plan, case conference or a review. The time is spent to assess, diagnose, review medication and develop an ongoing plan that assists the GP in managing the patient in the community.

The shared care program has provided GPs with an important service to manage mental illness in their practice and one that has proven to assist people to live in the community without the need to enter hospital and in many cases the mental health services.

This is an invaluable aspect of the program as the northern area is severely under resourced in community services. There are very few private psychiatrists practicing in the area and long waiting lists for the existing ones. Private counselling services including psychologists or specialist allied mental health clinicians are also few in numbers and are often unaffordable for the community living in the area.

The Division has also been facilitating monthly lunchtime meetings over the past five years attended on average by about eight GPs per month depending on the topic. The meetings attract two points per hour for attendance and there is a psychiatrist available at the meetings to either present or assist with clinical questions. 

The Division also has an extensive continuing professional development program that has a focus on mental health including 13 sessions devoted to mental health in the last financial year.

Current mental health environment:  

Since the inception of the Better Outcomes in Mental Health Care initiative, allied health program, the Division has seen an increase in the numbers of GPs training in mental health activities and in particular an increased interest in becoming level 1 trained. GPs are reporting an increased confidence in managing patients with a mental illness and more willingness to do so. 

Northern Wellbeing (allied health program) had 321 referrals in the first 12 months and 369 in its second year. To date over 800 referrals have been made. Twenty practices are registered with the Division to make referrals including solo GPs and large practices.

The Division employs six practitioners, equivalent to 3 full time positions, consisting of social workers, psychotherapists and psychologists. GPs make referrals by providing a consent form, assessment, outcome tool (DASS) and plan to the Division who contacts the patient to make an appointment. The patient is seen in the GP practice for 6 sessions when a review is completed by the GP. If the GP, clinician and patient believe more appointments are warranted up to 5 more sessions can be provided.  

Initially GPs seemed somewhat sceptical about the provision of Northern Wellbeing and reasonable groundwork in the form of liaison and the excellent relationships already established through the shared care program formed the basis for its ongoing success. An increasing number of GPs have indicated an interest in becoming a part of the program. Existing users continue to refer and state they have found having on site services extremely beneficial. They have access to clinicians expert in their field who they can discuss cases with. The feedback they receive from the clinicians is also invaluable in the ongoing care of their patients.

Implementation of Better Outcomes:

Education and training for GPs;
Familiarisation Training initially was provided in groups at the Division in GP surgeries or as a part of other education events. It is currently provided on a 1:1 basis when GPs are interested. Interestingly recently the Division ran a full day workshop on mental health providing Familiarisation Training which was well attended with some GPs attending for a ‘refresher’.

The Division promoted the SPHERE program initially and in the second year Signals was run.

Education that is provided outside of the Division is promoted within the Division and support where possible is provided for GPs to attend. On line training is promoted and assistance provided by the Mental Health Programs Manager at the Division.

A series of psychosis workshops are provided annually that attract five points per hour.

The Division has developed a full day workshop dedicated to mental health that attracts five points per hour. It is intended the workshop is held annually and GP support has been encouraging.

Monthly lunchtime meetings are provided as ongoing professional development that attracts two points per hour.

Support for GPs to use the 3-step process;
Initially the mental health programs manager spent time with every GP involved in the program to assist them in completing the 3-step process forms. GPs were encouraged through shared care to use the forms even if they were not making a referral.

Division’s access to allied health model
All Divisions members were sent information about the access to allied health pilot program and expressions of interest were sought. Fifteen practices were identified that reflected the demographics of the Division such as numbers of solo practitioners (60% of practices are solo so 60% identified in the pilot were solo).

Each interested GP was trained in Familiarisation and assisted to undertake Level 1 training. Procedures were developed for referral, staff was employed and the pilot commenced.

Minor modifications have been made since the inception of the program, usually to the administration process.

Promotion and uptake of the access to urgent psychiatrist support

Each GP was sent information through a flyer, magnet and information in the weekly Newsfax. Staff promoted it at CPD events and meetings held. Feedback received indicated a poor uptake of the service because of the existing support in place. GPs have access to advice and support regularly.
GPs’ experiences:  

The internal evaluation requires the GP to use the Depression Anxiety and Stress Scale Revised (DASS) as the outcome tool in the assessment of the patient and when the GP is reviewing the patient. Clients are also asked to complete a feedback form and are encouraged to submit the form by being provided with a stamped addressed envelope on the completion of therapy. The GP and the clinician are also requested to submit a feedback form every 3 months. 

The outcomes of the feedback show overall GPs, patients and clinicians view the service in a positive way. 

Question 10 asked: What have you found most useful about Northern Wellbeing? 

Some comments included; patient promptly seen, clinician input has provided for actively managing anxious patients with CBT which could be accessed promptly, nice to have a second opinion and someone available to speed my work up, fantastic psychologists, patients all appreciate the extended time given to their problems at low cost and improved wellbeing of the patient and doctor. 

Question 11 asked: What have you found least useful about Northern Wellbeing? 

Some comments included; low cost, wait to be seen is getting too long, hate the paperwork for referral, paperwork, patient not returning for review, 4 page referral and change in clinicians. 

The paperwork is seen as the negative aspect of the service overall but is a requirement of accessing the Better Outcomes initiative.

Consumers’ perceptions:  

The client feedback also showed a positive response with the last question asking for any other comments. 

Some that were provided included: the clinician was very nice to talk to; I just didn’t know how to help myself, I am a lost cause; the program could have been longer; spacing the appointments to suit me worked well; I’ve grown so much since I started; I felt at ease and was able to discuss past and present issues; I feel more confident and I would have liked a few more sessions or a follow up further down the track. I feel this counselling is very important to people and very necessary to the doctors; and keep up the good work. 

Interestingly 99% of client respondents did not think the fee paid was too much and in fact some commented saying it should be more.
Allied health professionals’ perceptions:  

The clinician feedback has also overall presented a positive response and once again the amount of administration attached to the service was criticised. 

Achievements: 

· Better outcomes in mental health care for the community as a whole. 

· Better holistic care provided to patients. 

· More support for GPs who provide ongoing care for patients who have a mental illness.

· Good collaborative work with GPs and allied health clinicians

· Good quality mental health education

· A recognition that patients with a mental illness take more GP time to manage

· The Division has a comprehensive primary care service that includes as a major component mental health

· Patients attend their GP less often after sessions provided in allied health than prior

· GPs have access to accessible specialist advice 

· Allied health clinicians have a better understanding about GP workloads

· Excellent partnerships developed between specialist mental health services, community services and the Division 

· A better understanding of patient needs in the community

Barriers: 

1. Administration requirements requested by Commonwealth government - need to develop more simplified methods.

2. Age restrictions

· Need to explore ways to expand the service to include children under 14 years of age.

· Need to explore more effective ways to engage older people living in aged care homes

3. Funding restrictions – the Divisions need to be recognised for the number of patients seen and funded accordingly. Northern has treated over 800 referrals in comparison to other Divisions!   There needs to be longer term funding available to assure GPs of future services

4. Need to expand the service to include co-morbid drug & alcohol disorders with mental illness.

Future directions: 

· To include child and adolescent mental health

· To expand to aged care homes 

· To introduce specialist drug & alcohol clinicians to work with mental health clinicians where there are co-morbid conditions

· Sustainability

Bendigo and District Division of General Practice 
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Contact person: Paul Lumb, AOD/Mental HealthPrograms Manager

Contact details: plumbmh@bgodivgp.org.au or 03 5441 7806

This case study was originally published in the PARC Update July 2004 – Issue 12

BETTER OUTCOMES IN MENTAL HEALTH - BENDIGO STYLE!

How often do you find a programme where all the players are excited and can’t wait to get into it?  Bendigo and District Division of General Practice was among the first Divisions to participate and is funded to deliver the access to allied health program until June 2005 (and beyond we hope!).

Access to allied health model:

The key local concept is to engage psyche nurse practitioners (PNPs) to deliver the interventions sessions in the participating GPs practice setting.

Where location was an issue we engaged the services of a private clinic (MH Australia) who provided space and other professional support.

Our team consists of three well-trained, experienced and highly regarded PNPs who contribute 1.2 FTE, the clinic psychologist adds another 0.2 FTE to the team capacity. The psychologist also provides primary and secondary consultations, supervision and peer support to the PNPs. 

Benefits of the model:

The co-location with GPs of this allied health service has enhanced access for the GPs and their patients, not only by minimising the usual barriers to treatment referral but also by significantly improving the levels of communication between the GPs and the PNPs. The practice staff has also found it easier to manage patient appointments, feedback, billing and experienced the benefits of co-located allied health services.

Outcomes:

In the first six months of this calendar year our team have conducted in excess of 480 therapy sessions whilst supporting some eighteen referring GPs in nine practices. In addition we have a presence at the local Aboriginal service where one of our PNPs contributes to the emotional well being of clients in concert with the GPs who provide medical sessions.

Our patient evaluation returns give the service a real ‘thumbs up’ and the original aims are being met on a daily basis. These include sessions for those within the ICD-10PHC criteria, patients with lower incomes as well as those who would not normally attend a psychologist or counsellor. 

Our anecdotal evidence also upholds the preventative nature of the program and confirms the early intervention imperative recognised by practitioners, researchers and government policy makers alike. There is no doubt that this initiative contributes to the emotional and other well being of the patients which in turn may prevent the development of more serious mental illness. The interventions by their very nature have reduced the workload of other primary mental health services and assist the patients in minimising the number of services engaged in their primary care.

An evaluation is due in September 2004, although an earlier evaluation continues to confirm our findings and inform our ongoing work. This evaluation is available on our website www.bgodivgp.org.au
Our PNPs have brought their many and varied skills into the medical practice work place and contributed to the ever growing diversity of allied health services. Such diversity of experience has produced a more stable and fulfilled workforce in the successful delivery of Better Outcomes.
From a financial point of view the Australian government is getting extremely good value for money. The individual practices absorb the ‘overhead’ relative to the PNP activity whilst the Division is able to engage the PNP at an equitable rate and considerably less than the total cost of other therapy alternatives. 

The simple message is that more patients are receiving interventions than in any other comparative BOIMH model. 

Allied health professionals’ perceptions:  

Reflection by a PNP who attends 5 medical practices:

After almost twenty years in the public mental health system, it was time for a change. I was drawn to apply for one of the PNP positions due to a keen interest in early intervention programs and primary mental health. I certainly have no regrets and have still a passion for my new role after fifteen months in the position and receiving in excess of 135 referrals!

Epidemiological studies show that up to three quarters of people who meet the criteria for a mental disorder do not seek, do not access, or are unable to access specialist mental health services.  Early recognition, intervention and treatment of mental disorders, in particular psychosis, may positively influence the outcomes for clients and their families.

Depression and/or anxiety disorder is the most common diagnosis and in common with many other services I see many more women than men. I am challenged by the vast range in the ages of the patients, a high percentage of referrals are low-income earners. The service is delivering to its intended target group.

It’s incredibly satisfying to assist GPs in providing treatment – I am also able to assist in empowering people through provision of education, information and skills training. I enjoy working in the medical practices and believe that co-location has significantly contributed to the success of the program. In particular the practice is familiar to the patient and there is none of the possible stigma in attending a ‘mental illness’ facility.

The enhanced communication with GPs has allowed my own professional skills to be validated and I believe my views are readily heard and accepted. 

We have become a very effective team and it is my wish that we continue to be funded to do what we do best, ‘making a difference in the lives of those who seek help.’

GPs’ experiences:  

A GP’s reflection:

As a GP who has struggled and generally failed with EPC items like care plans, I have surprised myself with my enthusiasm for the Better Outcomes in Mental Health initiative.

Yes, I have had to sit through some extra hours of training, get my head around mental health plans and even read a couple of pages in the Medicare Schedule Benefits book but I have finally done a few 3 step mental health plans with patients and I do actually believe that the patients have benefited. My PNP sees referred patients at our clinic and as well as providing wonderful morning coffee and lots of enthusiasm it is clear that patients benefit enormously from her attitude of caring and her skills in teaching them strategies to use for their mental health problem. 

Better Outcomes is one government initiative that I would like to see expanded and more widely available to those people who are struggling with anxiety, depression and other issues.

Consumers’ perceptions:  

The human side of Better Outcomes - G’s story
“I think that my anxiety disorder has been present for most of my life. I remember as a child never wanting to go to sleep overs because I would get very homesick if I was away from my parents, and I can remember once when I was about seven, my father had to go away for a week and I had butterflies in my stomach the whole week and felt scared until he came back. Of course I didn’t know that this was anxiety, but I do remember a few childhood episodes apart from these.

My anxiety disorder became more severe when I was about 34 years old. Of course even then I did not know that the feelings and symptoms I was experiencing was anxiety, until I had my first panic attack and my husband had to call our doctor to our home. It was very, very scary…..having that first panic attack, I actually thought I was having a nervous breakdown. I was diagnosed as having an anxiety disorder by my family doctor and I was placed on medication which I have been taking for about 20 years. In all that time apart from three visits to a psychiatrist, that has been the only help I have been given.

I have tried to help myself by reading numerous books on the subject about the symptoms and possible causes of anxiety but have not actually found any solution that is until I had the good fortune to meet Dr A from Z Medical Clinic. I haven’t lived in Bendigo very long, and previously, when I went to see my GP (and I hardly ever got to see the same one twice, as unfortunately is the practice in many surgeries these days) I was always given my prescriptions with no questions asked. Even though I was taking medication I often still had anxiety and still had the occasional panic attack.

Well as I said before I had the good fortune to meet Dr A, who unlike so many others, actually took the time not only to write out a prescription but also to discuss my anxiety disorder and offer me some help in trying to overcome it. AND IT WOULD ALL BE GIVEN FREE OF CHARGE.

An appointment was made for me and I drove home with tears in my eyes, so thankful that after all these years there may be a way for me to curb this anxiety, and that someone actually cared.

The rest of the story is like a fairy tale, a dream seemingly come true.

I met the nurse for my first appointment and began a six week program. The program was so enlightening. Right from the first session I could relate to nearly every symptom, every feeling, so many negative thoughts, things that had become such a way of life for me. She was so professional, so caring and so passionate about her work that I felt quite inspired.

We went through the program together and not only were there many “light bulb moments” for me….I actually learned that I could change negative thoughts with practice (nobody had told me about that before) or challenge those thoughts that create anxiety for me.

I also learned some isometric exercises which are so easy and actually work. I practice them often even when I don’t need to.

I can’t speak highly enough of her and this program. For the first time in a long time I am feeling very positive that I have new skills to help control this anxiety. I find myself continuously challenging anxiety provoking thoughts and it’s working for me to the point that I don’t have so many of them anymore. In fact I now find myself challenging OTHER PEOPLE’S negative thoughts. I am hoping in the future to be able to control anxiety without medication but if I can’t that’s OK too.

I have replaced my WHAT IFS? With SO WHAT?….and just that has made such a difference to the way I think….and you will never hear me say SHOULD again, only COULD…

These are only a few of the things I have learned from the program, and even my husband has noticed the change in my outlook on life and in my emotional health.

The fact that the program is provided in the relaxed atmosphere of my local GP’s surgery where I know the staff was also very beneficial. I cannot recommend this program highly enough.

To whoever devised this program I say a big THANK YOU and hope it helps many more people as much as it has helped me.

G……………………

Blue Mountains Division of General Practice
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Contact person: Leila Wright, Project Officer
Contact details: 02 4758 9711 or leila@bmdgp.com.au
Locality: 

Blue Mountains, New South Wales
The Blue Mountains are 60kms west of Sydney and the Division is one of the “urban fringe” Divisions that are classified as metropolitan but share many of the same issues as regional Divisions.  The total population counted in the Blue Mountains in the 2001 Census was 74,317 and the population is spread throughout small villages along an 80km highway.  Mental health is a significant issue in the Blue Mountains and access to services is difficult for many residents, particularly those living in the upper mountains.  There is a serious shortage of private specialists, including psychiatrists.  The median weekly household income of residents in upper mountains is below the Australian average.

Mental health in the Division prior to Better Outcomes:  

Access to mental health services has long been a major concern for GPs in the Blue Mountains and with the patient to GP ratio close to 1700:1; GPs in the Mountains have been under enormous pressure.  Because mental health is such a significant issue in the Blue Mountains, the Division has been conducting a comprehensive mental health program for GPs since 1996.  The program incorporates both educational and networking components. Activities include a cognitive behavioural therapy (CBT) program that was recognised by the General Practice Mental Health Standards Collaboration (GPMHSC) at Level 1.  This program included five short courses, each between eight and 12 hours duration, which were followed up by six monthly educational evening on different mental health issues.  It also included clinical audits, clinical placements with the Wentworth Area Mental Health Service (WAMHS) and monthly case discussion meetings. The Division has signed a Memorandum of Understanding with WAMHS to support jointly funded mental health projects.  With WAMHS and community groups, the Division holds bi-annual mental health networking forums for GPs, mental health workers and community members and has done so for seven years.
Current mental health environment:  

In October 2003, the Division launched the access to allied health project and found itself overwhelmed with GP interest, so much so that the Division applied for and received additional service funding in April 2004.  Currently 41 GPs are referring an average of 40 patients per month through the access to allied health project.  The demand for services has not lessened and, although we are pleased with the success of the project, we are concerned about the impacts to patients and GPs if funding is discontinued.
Implementation of Better Outcomes:

Since the launch of the Better Outcomes in Mental Health Care Initiative the Division has held numerous Familiarisation Training sessions to large groups as well as one-to-one; CBT programs such as SPHERE Levels 1 and 2; The Black Dog Institute’s Depression Workshop (Level 1); Grief Therapy Workshop for General Practice held by the Australian College of Psychological Medicine (Level 2); and other specific, mental health training. 

The Division has also launched three GP peer support groups in mental health (based on the RACGP’s Small Group Learning Cycle) to ensure that GPs maintain the required on-going training in mental health to stay active in Better Outcomes.   

The Division’s access to allied health project has been eagerly taken up by local GPs and more than 375 patients have been referred through the project thus far.  

We are working closely with Northside West Clinic to promote their access to psychiatrists service and psychiatrists from the service speak at the GP peer support groups in mental health. 
GPs’ experiences:  

Federal Member for Macquarie, Kerry Bartlett, MP, submitted an article about the Division’s Access to Allied Health Project in the Blue Mountains Gazette (7 July 2004).  In that article, Blue Mountains GP Dr Katriona Herborn was quoted as saying,

“This project has made my life so much easier as a GP.  It really has.  It has enabled me to actually offer something to my patients.” 

The article goes on to say that with the acute shortage of psychiatrists in the Blue Mountains, Dr Herborn believes the access to allied health project is invaluable.

Anecdotal evidence from Division staff support the sentiments expressed by Dr Herborn.  

GPs in the Blue Mountains now feel able to really assist patients experiencing anxiety, depression or other mental health issues is a direct and practical way.  This project has allowed overworked GPs to offer an immediate resource to their patients. 

Consumers’ perceptions:  

A few months ago, the Division received a letter from a consumer who had participated in the access to allied health project.  She wrote, 

“I would like to add a patient’s endorsement of the project and hope that it will be funded again. .   I found [the sessions with the psychologist], the follow up visits with my professional and astute GP, along with the medication, to be outstanding.”  
Through the many local community organisations that the Division works with, the reaction has been universally positive – this project has made a profound difference in the lives of many Blue Mountains residents. In his July article in the Blue Mountains Gazette, Kerry Bartlett was quoted as saying, 

“The Blue Mountains Division of General Practice is doing an outstanding job in helping our GPs to provide quality health care for our local area.  Their professionalism and dedication to the health care needs of local residents is making a real difference.  This initiative is a tremendous boost to dealing with mental health problems in the Blue Mountains.”  
Allied health professionals’ perceptions:  

Recently, the Division held a project update evening with participating allied health professionals (AHPs) and GPs.  The following are a few sample comments from AHPs from the night.

Thank you for always being accessible and so positive. If you don’t know something, you always find out and get back with the info.

This Division strikes me as dynamic, welcoming, energetic and with a welcome focus on professions working together on an equitable basis. Thank you.

Achievements: 

63% of Blue Mountains GPs (41 out 65) are actively in engaged in Better Outcomes; more than 375 patients have been referred through the access to allied health project thus far. 

Networking opportunities coordinated by the Division ensure that GPs, AHPs, Area Mental Health Service Teams and others involved in mental health care work together.

Ongoing mental health education and GP peer support groups support GPs in staying active in providing up-to-date mental health care. 

The Blue Mountains community has been positively impacted by the mental health services the Division has coordinated.

Barriers: 

Because mental health is a major issue in the Blue Mountains, there were no significant barriers to implementing Better Outcomes.  We hope that, with on going funding, we can continue to support GPs in treating patients with mental health issues. 
Benefits of Better Outcomes: 

Major benefits from Better Outcomes have been the access to allied health project and the positive feedback from patients; government, community, other mental health care providers; and, of course, GPs.  With the access to allied health project, GPs in the Blue Mountains have a greater sense of effectiveness in treating patients with mental health issues. 

Future direction: 

The Division hopes that with continued funding we can build upon the excellent foundation we established before Better Outcomes and developed further as a result of Better Outcomes. 

Dandenong District Division & Greater South Eastern Divisions of General Practice
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Contact person: Graeme Fletcher, Program Coordinator – Health Service System

Contact details: g.fletcher@dddgp.com.au or (03) 9706 7311
Locality: 

The two Divisions are situated in the outer south east of Melbourne, covering an area that includes well established residential suburbs in the City of Monash, through culturally diverse outer suburbs in the City of Greater Dandenong, and out to the rapidly developing growth corridor in the City of Casey.  The Divisions have a combined membership of 400, and service a total population of approximately 450,000.  

The City of Casey has experienced rapid growth in recent years, resulting in the establishment of new housing estates and increased numbers of young families.  This rapid and high level of growth is projected to continue until at least mid century.  Several communities within the City of Casey have limited health and welfare services, shops, schools and recreational facilities.   Geographic and social isolation are also priority issues within the City of Casey with the lack of transport links, economic disadvantage and isolated pockets of culturally and linguistically diverse groups. 

The City of Greater Dandenong has significant social and economic disadvantage as demonstrated by the ABS SEIFA index.  It has a high proportion of culturally and linguistically diverse (CALD) residents, with reportedly around 140 languages spoken within the municipality.  Some of the larger CALD communities include those from Vietnam (8.1% of the population), Sri Lanka (3.3%) and Italy (2.5%).  More recent Department of Immigration information notes that there has been a significant influx of people from world ‘trouble spots’, including those from the former Yugoslavia, Bosnia-Herzegovina, Croatia, Horn of Africa (Sudan, Ethiopia, Eritrea, Somalia) and Afghanistan 
.  CALD communities of significant size in the City of Casey include those from Sri Lanka (1.7%), Netherlands (1.3) and India (1.2%). 

The City of Monash is Melbourne's most populous municipality with 37% of its residents coming from more than 30 countries. 1996 ABS census data indicates large CALD communities from Greece (3.7%), Italy (2.7%) and Malaysia (2.4%).   While the City has a relatively high socio-economic status, problem gambling has been identified as a significant issue in the municipality. Data from the Victorian Gaming and Casino Authority in relation to the Monash area indicates that there are 16 gambling venues with a total of 1,223 electronic gaming machines (i.e. one machine for every 107 adults
).

There are 14,462 Health Care Card holders in the City of Casey (8.4% of the population) and 18,406 in the City of Greater Dandenong (13.9% of the population)
.  Health Care Card holders in the City of Monash make up around 24% of the population, being predominantly aged pension recipients (ABS 1996 Census data).

Aboriginal & Torres Strait Islander’s make up around 0.5% of the population in the outer southeast, predominantly located in the City of Greater Dandenong.  Although a small population group, appropriate service provision is widely recognised as a serious issue and requires specific attention.
Mental health in the Division prior to Better Outcomes:  

Burden of disease

Burden of Disease Data – Mental Disorder clearly indicates that the burden of disease (mental disorder) is of significance within the three local government areas, with the City of Greater Dandenong experiencing higher disability adjusted life years (DALYs) and years lived with disability (YLDs) than the state average.  The causes of mental illness are complex and numerous, but there is a range of factors that may be influential in the higher burden of disease rates in Greater Dandenong.  There are a number of social and economic conditions that could contribute to the higher burden of disease and the relatively higher incidence of mental illness in the City of Greater Dandenong may be a reflection of the high culturally and linguistically diverse (CALD) population living in the city.

Perceived service gaps

Consultation with service providers was undertaken during September/October 2001 regarding establishment of the Primary Mental Health Team & Early Intervention Initiative
.  A total of 50 people participated in six focus groups.  These were predominantly service providers, with three consumer representatives participating.  Management and staff represented service providers from a broad range of agencies and disciplines.  

Key issues raised as concerns during these consultations included:

· lack of resources to acquire needed staff resulting in lack of response

· lack resources to attract health professionals to the region
· lack of resources to cover all aspects of mental health

· a reduction in number of beds for acute cases

· lack of after-hours support:

· lack of accommodation on discharge (especially for women)

· long waiting lists

Other issues included the inability of consumers to pay for services and problems associated with the size of the area, such as limited transport and infrastructure (particularly in the City of Casey).

Problems arising from the size of the area, with associated public transport and infrastructure issues and limitations arising from service boundaries are also consistently raised as issues for consumer access to mental health services.  It has been noted that major services are located in or around Dandenong and that crisis response by the CAT team to more distant locations is inadequate.  Further, consumers in some locations are closer to, and identify more readily with, services in other catchment areas (eg. Frankston). 
 

Lack of cohesion between services is also an issue.  Concerns have been raised regarding poor communication between mental health services and general practitioners.  Particular issues have been raised regarding sharing of case information and poor follow up to referrals.  Lack of knowledge about services currently provided within the area is also an issue that is raised consistently. 

Previous Divisional mental health activity 

Mental Health General Practice Training Strategy

Between 2001–2002 in collaboration with three other Divisions and the Monash University General Practice Psychiatry Unit, Dandenong and Greater South Eastern Divisions participated in a project with funding from the Primary Mental Health Care Initiative. This enabled approximately 170 general practitioners in south eastern metropolitan Melbourne to undertake the Monash “Short Course in GP Psychiatry” (subsequently accredited for RPL for Level 1 training for the Better Outcomes initiative).

Education and Support Program for GPs dealing with Problem Gamblers
Greater South Eastern Division participated in this funded by DHAC (2000) with the following objectives:

· Develop and offer early detection and referral programs to 400 GPs

· Training aimed at developing skills in brief intervention strategies for 250 GPs

· Develop and offer rehabilitation and intensive intervention strategies to provide special expertise for 50 GPs.

Regional Psychology Project

In a precursor to the access to allied health program, Dandenong Division attracted DHAC funding (1997-98) to establish a psychology referral service.  Psychologists were contracted to provide short-term interventions, generally in co-located rooms, and undertook regular case conferencing with GPs to increase GP skills and knowledge.

Current mental health environment:  

Generally, the mental health environment has not altered significantly – prevalence of disorders has not abated and mental health services continue to report limitations in capacity.  

At around the same time that this project commenced, the Victorian Department of Human Services implemented the Primary Mental Health Team & Early Intervention Initiative.  This has provided an additional, although limited, resource to GPs through their availability to conduct secondary consultations and provide support for assessments and some therapeutic intervention.

There has been a noticeable increase in recognition of mental health issues in key planning forums, such as the Primary Care Partnership Community Health Plan and Municipal Public Health Plans.  To some degree this has facilitated a more coordinated or collaborative approach to addressing mental health as a public health issue.

Following the implementation of Better Outcomes there has been increased access to psychology services by individuals previously excluded due to financial limitations.
Implementation of Better Outcomes:

Education and training for GPs 

· Two group Familiarisation Training sessions were conducted in the first year (30+ GPs)

· One-to-one Familiarisation Training was conducted with twelve GPs and the self-directed learning CD distributed to two GPs.  This is continuing upon request.

· Over 150 GPs completed the Monash University Department of General Practice Psychiatry’s “Short Course in GP Psychiatry” prior to Better Outcomes and obtained recognition of prior learning

· Level 2 training (SPHERE) conducted in February 2004

Support for GPs to use the 3-step process
· Kits prepared and distributed to all participating GPs, including referral vouchers, mental health assessment and planning pro forma, flow chart (3-step process, including item numbers and other project specific information)

· Practice visits to advise on project requirements, sample mental health plans prepared for demonstration purposes

· Templates for referral proforma developed and trialled (Medical Director and Medical Spectrum)

Support for GPs registered to deliver focused psychological strategies 

· Two Balint groups were established and maintained (six GPs in each group)

· Two small group learning cycles were completed, focusing on complementary therapies.

Division’s access to allied health model

· The project targets health care card holders and/or other low income earners identified by the GP, and patients from Aboriginal & Torres Strait Islander (ATSI) or culturally and linguistically diverse (CALD) backgrounds with the aim of ensuring that patients who may have otherwise limited access to identified services are provided with relevant and timely treatment.

· The project operates within the boundaries of the two Divisions. 

· The project has established a ‘service bank’ of existing local or available specialised services that can provide time-limited treatment for identified mental health disorders.  Treatments may include, but are not limited to, individual counselling, group therapies and personal skills development. 

· Allied services are not employed by or contracted to the Divisions of GP, but are signatories to a Memorandum of Understanding & Service Agreement that ensures referred patients are accepted in to the service in a timely manner.  Services are provided within the normal scope of the agency, and are reimbursed by the Division of GP.

· The exception has been the engagement of two psychologists who provide a ‘visiting service’ to Bunurong Aboriginal Health Service two days per week.  These psychologists take referrals from AHS GPs and liaise closely with other Spiritual & Emotional Wellbeing Program staff within the service.

· The key element of the model is a ‘voucher’ system, provided by the GP, which enables referral to a specified service.  The voucher entitles the patient to up to six sessions with a selected service provider.  The service provider returns feedback to the GP, including details of the number of sessions attended, outcomes of the treatment provided and further recommendations.  

Promotion and uptake of the access to urgent psychiatrist support
· Promoted through newsletter and website

· Uptake unknown

GPs’ experiences: 

While participating GPs are generally supportive of the project, there is ongoing concern about the level of ‘bureaucracy’ involved and negativity about the amount of paperwork required.

An extensive qualitative evaluation was undertaken at the end of the first year of operation that highlighted GP attitudes towards the project.  While there was universal frustration expressed by GPs at the process, they also reported that the project had numerous positive features including:

· The project is able to provide treatment for certain patients who couldn’t access mental health services before because they couldn’t afford them

· People who can’t pay have free and better access to quality psychological services 

· There’s a short waiting time 

· Patients have opportunity to receive high quality counselling 

· It changes people’s lives 

· Patients in the program are happy 

· Doctors understand about mental health more 

· It opens up another avenue for referral for GPs 

· Doctors are finding out what services are available

· Providers have been able to network with GPs so that barriers have broken down 

· Relationships and communication between GPs and psychologists have been enhanced 

· The AAHSPP has been well planned and administered 

· The project has been well-coordinated from the GP Division.

Interestingly, while some GPs were reluctant about the referral process initially they have become more confident and efficient with time and experience.  One GP recently said:

“I still don’t like the amount of paperwork, but I’ll be devastated if we lose this project.  I don’t know how I managed before I was able to refer some of these patients on.”

Consumers’ perceptions: 

The access to allied health project has deliberately steered away from seeking direct consumer responses and feedback.  

Allied health professionals’ perceptions:  

In general, the service providers involved in this project have had a positive response.  There is recognition that the processes involved are onerous for the referring GP, but providers have expressed appreciation that the referral process ensures that they receive a more informed referral.

The first year evaluation report demonstrated service provider support for the program:

“It’s allowed the development of more professional relationships and tightened up the process, Its value is that it demands actions and milestones. So, there is not a huge shift in our procedures internally but it does involve us in communication processes out of the office. It’s an opportunity for us to promote our practice. Therefore, there’s a greater opportunity to service the local community.”

“I like the communication now with GPs. I can advise them what a person needs and so we are working closer. I’ve had contacts with lots of GPs and can guide them—for instance you can educate doctors about the need for more treatment if necessary. It’s a collaborative venture and there’s greater understanding. The GPs involved now have exposure to psychology and the treatments available”. 
“There’s a greater awareness by GPs in understanding the underlying issues that often led to the patient’s medical condition. This was achieved by regular liaison between the psychologist and the GP. So there has been very positive communication as the GPs welcomed the feedback and were keen to work together to provide the best outcomes for the patient. From our perspective the information provided by the GP about the patient has been valuable as often the client has been a long-term patient of the GP and therefore, they were able to provide a comprehensive account of the patient’s background. So we have a more direct and familiar relationship with the GP.” 

Service providers have also made specific comment in the second year of operations that they are seeing a new range of clients, who would not have had access to their services previously.

Achievements: 

· Approximately 500 patients referred to access to allied health project in two years

· Effective relationships established with a range of service providers

· Gradual increase in the number of GPs participating

· Continuing support by service providers

· Strong linkages with the Aboriginal Health Service, arising from funding the ‘visiting psychology service’ and leading to collaboration in a range of activities (including funding submissions, program review and planning, networks, accreditation)

· Recognition for the model, demonstrated through requests for information by over 30 other Divisions nationally and through presentations in various forums. 

Barriers: 

· Reluctance by GPs to participate due to perceived bureaucratic burdens

· Necessity to provide ongoing one-to-one support for GPs (discussions regarding referral process, developing care plans, etc)

· Limited ability to attract funding for additional training (Level 1)

· Limited options for providing CPD in mental health – lack of GP interest in activities proposed by Division

· Growth of the access to allied health project will require increased resourcing – service provision is limited by budget

· Concern among GPs that the project will “disappear”, therefore reluctance to commit to it

Benefits of Better Outcomes: 

An evaluation of the South East Access to Allied Health Services Pilot Project identifies the following benefits:
For the patient

· greater accessibility to services

· greater availability of treatment

· a free service

· less waiting

· avoids long waiting lists

· rapid access

· acquire learning skills to cope

· leads to empowerment

· increased self esteem

· improvements in family dynamics.

For the GP

· encourages GPs to be more thorough in assessment and diagnosis

· manage patients better

· don’t have to rely purely on medication

· make more appropriate referrals

· feel more confident 

· lowers anxiety

· understand more about psychology and what it can do for people

· can offer a different type of help

· offers another avenue for referral

· provides another line of support for the GP so that “it takes over some of the work which was causing me some angst.” 

· made more aware of what other providers exist

· now have more idea of the quality of care that is being given by allied health.

For the provider

· legitimisation of the relationship between psychologists and GPs.

Future directions: 

· Additional Level 1 training (requires funding)

· Alternative training options (e.g. clinical attachments – also requires funding)

· Simplified referral process, changes in the payment model (ie. not dependent in the review step)

Fremantle Regional Division of General Practice (GP Network)
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Contact person: Katie Prince, Mental Health Project Officer

Contact details: katiep@frdgp.com.au & 08 9330 4422
Locality: 

Fremantle Regional Division of General Practice (GP Network) covers the southwest metropolitan area of Perth, Western Australia.  The GP Network boundaries cover the local government areas of Fremantle, Melville and Cockburn.

There are approximately 280 general practitioners, located in 72 practices, servicing an approximate population of 232, 268.  The total number of people of Aboriginal and Torres Strait Islander descent is 2, 619 that is 1% of the total population.  30.5% of the Fremantle Division population was born overseas & 16.1% of people are from culturally and linguistically diverse backgrounds and speak a language other than English at home. 

Mental health in the Division prior to Better Outcomes:  

Most of the GP Network area is serviced by a state mental health service based at Fremantle Hospital (Fremantle Mental Health Service, FMHS). While limited public sector psychological services are provided by state mental health services, these services apply only to the more complex psychiatric cases.  GPs are unable to refer their primary care patients with high prevalence mental health problems (e.g. anxiety and depression) and psychological distress to FMHS for stand-alone psychological services.  There are only a small number of non-government organisations providing psychological and counselling services, and access can difficult because of high demand.  While these services are means tested, cost can still be a major issue for the financially disadvantaged.  A new non-government mental health service commenced operation the region during the last year. There is a lack of services in the community for those with a low prevalence mental health disorder (e.g. psychosis).

Prior to Better Outcomes in Mental Health Care initiative, GP Network was involved in a number of mental health initiatives including:

1997:  

Post Natal Depression Awareness and Liaison Project

1996:  

GP Psychiatry Training Program
1995 – present: 
Quarry General Practice for Under 25s (with a focus on mental health)

1995:  

Early Episode Psychosis Project - Stage 1 

1994:  
Study into the Effects of Referral Source on the Morbidity of Psychiatric Patients in the Fremantle Region

1994 – present: 
GP Liaison position at Fremantle Mental Health Service

Current mental health environment:  

Approximately 67 (25%) of GPs in the region have registered with Better Outcomes.  The primary reason for GPs registering with this initiative is to gain access to the Referring Counselling Project.  GPs have been very supportive of this project as they are pleased to have a service to refer their patients who require short-term psychological intervention, but are unable to access private services.  Prior to the implementation of this project, there were no other similar services available for this group of GP patients. 

These GPs have also been able to build relationships with the five allied health professionals (AHPs) employed under the project, particularly those working in practices where AHPs are co-located.  In general, communication between GPs and AHPs has increased.

GPs in the region have also been appreciative of the increased availability of a variety of high quality mental health education to improve their knowledge and skills.

Implementation of Better Outcomes:

GP Network has promoted all components of Better Outcomes in a variety of ways – through the Referred Counselling Project launch; the general Division newsletter, “Clipboard”; a mental health newsletter; fax outs to practices; the website; GP Network…ing EXPO; and informal discussions with GPs.  GP and AHP testimonials have also been included as a promotional strategy.  

Education and training (Level 1 and Familiarisation Training) have been provided to GPs in the region directly through the Division as well as other providers.  In addition, GP Network has worked in collaboration with the Primary Mental Health Development and Liaison Officer and other Divisions to provide education and training during later stages of Better Outcomes.

Support from the Primary Mental Health Development and Liaison Officer, both during the roll out of Better Outcomes and on an ongoing basis, has been crucial to the success of this initiative in WA, including the GP Network region. 

Access to Allied Health Model

Five Allied Health Professionals are contracted to deliver 40 hour-long sessions each week as part of the Referred Counselling Project.  These sessions are currently provided in nine different general practices (host practices) throughout the Division.  The Division receives referrals and patients are responsible for calling the Division Booking Officer to make their first appointment.  A co-payment system is in place, with patients being asked to pay either $10 or $30 per appointment (there is also the option for patients to access the service at no charge if they are severely financially disadvantaged).  Referring GPs receive an initial letter from the AHP following the patient’s first appointment and receive a final report once the patient has completed their sessions.

GPs’ experiences:

The GPs in this region who are involved with Better Outcomes are particularly satisfied with the Access to Allied Health component.  Many participating GPs report access to this service as the reason for registering with the initiative and view the Referred Counselling Project as a valuable service filling a major gap in the local community.

Testimonial from a GP:

“The Referred Counselling Project has been running since November 2002, with five experienced allied health professionals providing individual counselling sessions within general practices throughout our Division.

I can highly recommend this service.  Not only have I found it professionally helpful, but also the feedback from, and observable changes in my patients has been extremely positive.  The counselling is affordable, convenient and provided within a reasonable time.

Perhaps the best testimonial is work of mouth.  GP Network is fielding increasing numbers of phone calls from patients who have heard about this service, asking how they can access it.  This can only be via you, their regular doctor, registering with the Better Outcomes in Mental Health Care initiative and referring as part of your mental health care.”

Consumers’ perceptions:  

Consumers involved in the project regularly report that as a result of their participation in the access to allied health service (Referred Counselling Project) that their conditions are more controlled, they have a better understanding of their conditions and have increased confidence in their GP.  

Some comments from consumers include:

 “This service has provided me with the professional assistance of a specialist nature just when I needed it.  That my GP was able to direct me to this service has increased my confidence in him and in my ability to manage and deal with my depression.”

“The relationship between my GP and counsellor was really effective in my case and I believe has everything to do with getting exactly what I needed at the time.”

“My relationship with my counsellor has been the best thing I’ve got out of this service.  It makes such a huge difference to have someone to talk things over with and open up to about private issues.”

“This was my first counselling experience and I found it invaluable to my recovery.”

“I am appreciative of this service being made available to me, as counselling is not something low income earners can think of due to costs yet there are many of us who would benefit.”

Allied health professionals’ perceptions:  

The five allied health professionals contracted by the Division at the beginning of the Referred Counselling Project (2002) worked through the initial operational “teething” issues and are all still working with the project.  All currently report high levels of satisfaction with the project.

Testimonial from a participating allied health professional representative:

“I have been involved with the Referred Counselling Project since November 2002 and have found it to be a highly worthwhile project.  The patients referred to this service have typically been unable to access counselling due to financial limitations and/or lack of knowledge of where to go.  As a result, patients have been extremely grateful to be given the opportunity to have at least six sessions of counselling and many have found that this number of sessions is sufficient.  

Having worked in a number of medical practices since the commencement of the project I have found that being co-located within the same practice as doctors who refer to the project facilitates better communication and discussion of patients where this is typically very difficult to do given time constraints and workloads.  Overall, I have personally found that working in collaboration with GPs has been a very positive experience.  Furthermore, I believe that as a result the patients have received the greatest benefit.”

Achievements: 

· Selected as a pilot Division for the access to allied health services in 2002
· Over 500 patient referrals received for the Referred Counselling Project

· Referred Counselling Project is successful and participating GPs, AHPs and   consumers are supportive of this project

· To date, approximately 67 (25%) of GPs in the region registered for Better Outcomes
· Increased opportunities for mental health education and an increased number of GPs participating in mental health education

Barriers: 

· Some misinformation about Better Outcomes among GPs (for example that proformas are mandatory)

· For some GPs the education requirement has been seen as a barrier

· Being unable to access an accurate list of GPs in the Division who are registered with Better Outcomes (particularly important for the access to allied health project)

· Reduced funding amounts for the access to allied health project for each of the three years funded

Benefits of Better Outcomes: 

The major benefit of Better Outcomes in our Division relates to the success of our access to allied health project (Referred Counselling Project).  Over 500 patient referrals have been received by this service since clinical services commenced in November 2002.  The majority of the GPs in the Division registered with Better Outcomes have referred at least one (and up to twenty five) patients.  All parties involved – GPs, AHPs and consumers – report high levels of satisfaction.  This service fills a gap in the community for those general practice patients who would benefit from short-term psychological therapy, but are unable to access private services.

Future directions: 

We would like to look into expanding the Referred Counselling Project for particular population groups (e.g. adolescents, CALD).  It is also important that we are provided with security in terms of the future funding of this project, as it is a very valuable part of mental health care in this community and would be a significant loss of the project was to cease at the end of June 2005.

Hastings Macleay Division of General Practice
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Contact person: Bob Boss-Walker, Mental Health Program Officer

Contact details: bobbw@pmdgp.org.au & 02 6583 3600
Locality: 

The Hastings Macleay Division of General Practice covers the Hastings and Kempsey local government areas (LGAs) on the mid-north coast of NSW.  The main centre, Port Macquarie, is located approximately four and a half hours by car north of Sydney and two hours south of Coffs Harbour.  The town has a population of over 40,000 that is predicted to double in size in the next fifteen years.  There are four smaller centres - Kempsey, South West Rocks, Wauchope and Laurieton.  The total population covered by the Division is approximately 100,000.  The Division also covers Lord Howe Island but unfortunately only one staff member has received the nod to visit there – hope springs eternal!

The population of the area is noted for the significantly higher than average numbers in the retiree age group.  This group tends to be concentrated in the main towns.  At the other end of the age spectrum there is a significant number of families with school-aged children.  Both groups have moved to the area to take advantage of the climate and relaxed lifestyle.  There is a significant aboriginal population in the Kempsey LGA.

The approximately 108 GP members of the Division are spread across five main and two smaller villages.  There are nine solo GP practices and twenty-four group practices.

Mental health in the Division prior to Better Outcomes:  

In 1997/8 the Division completed a comprehensive needs analysis from which it was clear that there was a significant need for GPs to be up skilled in mental health.  Subsequently the Division’s board decided to create a part time mental health program officer position.  The position was filled in late 1999.  The original appointee has remained in the position and has thus brought continuity to the program.  At that time the referral opportunities for GPs with patients living with mental health problems were limited to the public mental health system, three consultant psychiatrists and private psychologists.

Current mental health environment:  

The current mental health environment: 
· A public mental health system with a disparity between services in the Hastings and the Macleay.  In the Hastings area the Port Macquarie Mental Health Service is operated from the Base Hospital that is owned and operated by private enterprise.  This service has been effectively under resourced by the area health service over the years from 1995 and has approximately half the staff numbers of the Kempsey MH Service operating in the Macleay yet is responsible for services to more than twice the population.
· Two ten bed voluntary mental health inpatient units.  Patients requiring involuntary treatment are taken to units an hour or so away.
· Four consultant psychiatrists all of whom are visiting medical officers (VMOs) to the inpatient services.
· A range of private counsellors including clinical psychologists, registered psychologists, social workers, graduate counsellors and other counsellors with varying standards of training and qualification.
Any impact following the implementation of Better Outcomes:
· From the commencement of the access to allied health component, CBT for Depression, the mental health services have referred patients to accredited GPs.  No quantitative data has been recorded to measure this impact.

· A small number of cross referrals amongst GPs has occurred.  This has been both with in and between practices.

Implementation of Better Outcomes:

Education and training for GPs:

At the commencement of Better Outcomes a decision was made that rather than offer Familiarisation Training to all GPs a questionnaire was distributed seeking information as to their mental health experience, qualification and interest in Better Outcomes.  Familiarisation Training was then offered to those who already met the recognition of prior learning requirements.  Ten GPs attended of whom eight went on to register.  Subsequently Familiarisation Training has been delivered on an as needs basis via one-on-one training either at the Division office or at the GP’s practice.  The Division now has twenty GPs registered – 19% of member GPs.

One GP has been registered for Level 2 on the basis of recognition of prior learning.

Skills training for GPs has been offered via accredited programs.  These have included some pharmaceutical company, SPHERE and the Black Dog Institute programs.  Three continuing professional development (CPD) activities developed and conducted by the Division have been given recognition for ongoing mental health points.

Support for GPs to use the 3-step process:
The development of 3-step process templates for use within the GP desktop support software package Medical Director was a logical extension of the work done in the Hastings Macleay Division on templates for the enhanced primary care program.  The mental health templates were later taken up by ADGP and have since been incorporated as a standard feature within Medical Director.

These templates and other relevant information such as copies of the outcome measurement tool, patient information etc were made available to all GPs at the time of their Familiarisation Training.  All this information was in electronic format to allow for transfer to practice information management systems and to allow the printing of hard copy versions as required.  In most instances the program officer loaded the templates onto practice systems.

Support for GPs registered to deliver focused psychological strategies:
A peer support program has been discussed by the Mental Health Steering Committee and with a number of interested GPs.  It is proposed that this will be developed in the early part of the 2005 – 2008 RACGP triennium for CPD.

The Division’s access to allied health model:
Target Group - the principal target group are adult patients of GPs who have been diagnosed with depression/anxiety and who are assessed by the GP as benefiting from either individual or group cognitive behavioural therapy (CBT).  This includes people with culturally and linguistically diverse and indigenous backgrounds.  

The GP uses the following criteria: 

1. Level of depression

· Assessed as depressed

· Score of 30 or more on the Kessler 10 yet have a level of motivation that will enable them to attend sessions

2. Consenting

· Patient must be fully informed of what the project is about and agree to participate

3. Ability to participate

· Patient must have the ability to attend appointments – time, transport, etc

4. Choosing patients for a group


Patient must:

· be literate

· be able to interact with others

· have a reasonable level of social skill

· not have any significant cognitive deficits – particularly with respect to concentration

· be able to consider the question “How can I think/do things differently”

· be able to process basic metaphors

· be able to attend and complete each session without being intoxicated or high

The Division has a more allied health service (MAHS) project operating in Kempsey and surrounds.  The MAHS counsellor provides adult and relationship counselling, early intervention for anxiety and stress management but does not provide CBT for depression.

Promotion and uptake of the access to urgent psychiatrist support:
The access to urgent psychiatrist support has been publicised in the Division’s bi-monthly magazine, in the weekly fax and at various GP meetings.  It is unknown at the time of writing if this service has been used.

GPs’ experiences:  

Dr Trina Gregory, a well-known supporter of Better Outcomes, has said that this initiative has enabled her to improve her delivery of mental health care to her patients partly because it allows the time to be spent with the patient and because it provides a structured framework for assessment and planning treatment.

A GP reported that 

“Because I have the time to do a comprehensive assessment I have been able to discover for the first time significant factors about patients who I have treated for years.”

A number of GPs have reported the process of getting used to the paperwork somewhat daunting and this has dissuaded them from using the 3-step process.

GPs have reported their delight at the results of the CBT program with individual patients.

Consumers’ perceptions:  

The following comments are drawn from the anonymous patient feedback forms returned following the completion of the CBT program:

“This service has helped me grately (sic).”

“I feel that this program has helped me cope with my problems.”

“I really needed to get some help and this has provided me with a start to get my life more normal.”

“The program should be used by all GPs.  A complete program like this is what is needed in treating depression”

“The referral process needs an overhaul – I was contacted by three different people.”  Ooops!

Allied health professionals’ perceptions:  

The psychologists contracted to the CBT project have in general reported an improved understanding of and level of cooperation with general practice that has flowed on to their dealings in relation to patients not being treated under Better Outcomes.  They see the project as being a valuable contributor to mental health treatment in the community particularly for those patients from lower socio-economic groups who are otherwise unable to afford treatment.

Achievements: 

Although the number of GPs accredited in the Division is small they are all committed to the delivery of quality mental health care.  This is in our view a good thing as it helps establish a culture of quality care that other GPs will benefit from as they come on board.

The project officer was involved in the development of the 2nd Edition of the Familiarisation Training materials including the Medical Director proformas.  This was a great networking opportunity of much benefit to the Division.

Barriers: 

The major barrier to more widespread uptake of Better Outcomes has been the ability of GPs to allocate the time required for the longer consults needed.  The figures demonstrate the need: if a GP allocates one session per week to Better Outcomes, sees four patients in this time and does the paperwork, who will treat the other twelve patients he has not seen?   Better payments do not solve this problem; only increased GP numbers across the country will do this.

Funding is another major barrier – this project is successful, demand is growing as reflected in referral rates, but the money will run out before the end of the financial year.  Demand can be “cooled” in various ways such as introducing a co-payment or raising the outcome tool score that defines eligibility.  However the preferred option is for people who need treatment to get it.

A major difficulty encountered in establishing the project was being able to contract a female clinical psychologist, as none were available in the area at the time.  This has been overcome, March 2004, with an experienced female clinical psychologist now contracted.

In the early stages of the project during negotiations with providers the issue of hourly rates vis a vis the rates recommended by the Australian Psychological Society looked as if it might be an issue.  However this was resolved with a rate equivalent to the average rate being charged in this area being accepted by all parties.

There has been some criticism of Better Outcomes by a few non-participating GPs where a patient of theirs has self-referred to a 3-step GP and the patient has continued to see the 3-step GP.  While this is seen as “sheep stealing” it is an inevitable in an environment that allows for consumer choice.

This project intended to direct a significant number of patients into group CBT treatment.  However this has not happened principally because the flow of patients during the first twelve months meant that patients would have to be placed on a waiting list until a new group could be started.  With the increase in referrals at the time of writing the group project may be restarted.

Benefits of Better Outcomes: 

Undoubtedly the major benefit to the Division has been that mental health is now embedded within the structure of general practice.  While not everyone is participating all GPs are aware of the program and there has been a slow but steady growth in the number of registered GPs.

Future directions: 

The Hastings Macleay Division has an interest in GPs’ own health with a program of trained GPs for GPs in operation.  We will be pursuing the peer support group concept not only for registered 3-step GPs but for all GPs.

Mackay Division of General Practice Ltd

[image: image8.png]MACKAY DIVISION OF GENERAL' PRACTICE





Contact person: Marianna Masiorski, Psychologist
Contact details: 07 4953 4491
Locality: 

The service covers the Mackay/Whitsunday region of central east Queensland, and extends from St Lawrence to Mackay, north to Airlie Beach and Proserpine, then east to Moranbah and Dysart.  It covers an area of 24 648 sq km with a population of 125 361 people and 102 GPs.

Current mental health environment:  

In its 2003 GP Survey the Division found that 52% of respondent GPs said that if additional resources were available they should be directed at employing more mental health workers. In mid-2004, the local community mental health service lost 50% of its doctors who addressed the acute mental health needs of people living within the region.

Better Outcomes services have been established in a manner that is compatible with the pre-existing More Allied Health Services (MAHS) funded counselling services. Most referrals for Better Outcomes funded services have come from patients living in the city of Mackay.  

Mackay and surrounding townships have limited access to psychological services.  Queensland Health and community mental health services target people with acute mental illness. A number of non-government organizations (NGOs) deliver counselling service for people with emotional problems in the City of Mackay. Private psychologists operate, in the city of Mackay, but the cost is usually prohibitive for many people.

Outlying townships, such as Sarina and Airlie Beach, have no private psychologists and rely on a visiting service from a few community-based organisations (such as Relationships Australia) for counselling.  The Division’s visiting psychologists have greatly improved the services for people living in rural and remote towns who need counselling. MAHS funded psychological services are flexible and respond to the needs of the GPs patients (with little emphasis on red tape requirements).

The Division has found that the need for primary mental health services is greater in the city of Mackay but this may be because the Mackay GPs do not have access to MAHS referrals. More referrals from Mackay GPs to Better Outcomes funded psychologists are expected and the service is likely to continue to grow.

Discussions with a number of private practitioners have indicated that there has been no impact on their client numbers. The private practitioners tend to target a different market segment, as cost is often the main barrier to access for the people using Better Outcomes funded services.

Implementation of Better Outcomes:

MDGP has implemented four of the five components of Better Outcomes: education & training; support for GPs in the 3 step approach; support for GPs to deliver focused psychological strategies; & access to allied health services.

The Division has had no barriers at all to fully commissioning the access to allied health service. Recruitment was finalised and a staff member commenced in mid-January 2004. Service delivery commenced on the 12th of January 2004 but it took more than a month to receive the first referral. Take-up remains a problem, even though the Division continues to heavily promote this important mental health service to its GPs.

Referral processes and procedures have bolstered the Division’s existing psychological services. The specialist nature of the focused psychological strategies has been incorporated into the e-business of the Division’s referral and clinical database processes for its allied health services. The Division is re-evaluating its GP engagement strategy to maximise the services being delivered to people requiring focused psychological services in order to improve their health.

Promotion of the service’s availability has been very actively promoted to registered GPs.  Eligible GPs have been visited and strongly encouraged to begin referring appropriate patients. Reception staff has been trained to accept referrals as well as the process for making appointments, maintaining confidentiality and retaining client files. 

GPs’ experiences:

“I find that the outcomes program is much appreciated by patients and GPs, especially those that cannot afford private psychology review.  It will be sorely missed if this program is to be ceased.”  Dr A Venter.

“My patient found the experience beneficial; she felt supported by both GP and psychologist and better able to take a holistic approach to her problem so that she was more likely to have long term benefit.”  

Dr S Tuckett.

“I am a GP working with a wide range of mental health issues, both with teenagers at the youth clinic and Aboriginal and Torres Strait Islander people in the community controlled health service. The Better Outcomes in Mental Health program has helped me apply a structured approach to mental health problems, with targeted outcomes and assistance from psychologists employed by the Mackay Division of General Practice.

Initial stakeholder meetings organised by the Division psychologists were particularly helpful, especially in building trust and sharing cultural knowledge and expectations with the ATSI community.  I am able to work as part of a team, accepting referrals from Aboriginal Health Workers and referring on to culturally aware psychologists where appropriate.

As a GP at the Youth clinic I can manage mental health issues more effectively, using the Division’s psychologist as a referral resource.  Feedback is excellent.”  Dr F Millard.

“Just to let you know I have really appreciated being able to refer my patients to your counseling service.   I really like the fact that you are able to see my patients relatively quickly and don’t put a ban on patients that happen to have a mental health problem, in addition to an alcohol / drug problem… as the two often go together!

I think your service has offered many of my patients access to counseling, which they would otherwise have not been able to afford / access.  I have also appreciated your help in filling out the paperwork.

In terms of the BOiMH program as a whole, I still think there are too many requirements in terms of the paperwork.  Although I am qualified to do the level 2 focused psychological strategies, I haven’t actually claimed for any yet.  I often do stress / anxiety management counseling and brief CBT within my consultations, but it is difficult to set up an appropriate consultation structure to claim for these items.  By the time, you have got through the mental health assessment …(and) mental health plan …  I usually find I ..(need) .. to offer my patients treatment and counseling. … and so then I don’t have an opportunity to use the FPS consultation item numbers.  If I have a patient who consults me for stress / anxiety problem, I am not going to wait 4 weeks until I give them non drug ways of coping with these symptoms!

On the good side of the program, I think it has allowed me to focus more on my patients with mental health problems and perhaps deal with them in a more structured way.  However, if I did not have access to an affordable counselling service to refer my patients to I would be feeling under a lot more stress and pressure ….  At present, there is a general shortage of GPs in Mackay, and I am sure there are many people out there with mental health problems.  Since I have participated in the BOiMH program, there are some days in general practice, where I feel slightly overwhelmed by the number of patients I see with mental health problems.  While I enjoy dealing with patients in this area, I like to have balance and that is why I became a GP in the first place.  I would be concerned if fewer GPs took part in the program, leaving the ones remaining to deal with more mental health issues – which generally longer, more complicated consultations.  Under the current Medicare system, these longer consultations are less well remunerated.  Obviously, if a GP is able to complete a mental health review, this may make up for part of that loss, but there is not a guarantee, that the GP will be able to complete a mental health review, when your are first starting out with a patient.  On average, I would estimate, that I would complete no more that 40% of mental health reviews, in patient I start a mental health assessment.”   

Dr R Bidgood.

Consumers’ perceptions:  

All responses to a patient feedback survey suggest that consumers are very satisfied with the service.  Because many clients are still receiving treatment only a very low number of responses have been captured.  Comments include:

“very good to have this service available when we are in need”.

Allied health professionals’ perceptions:  

The Better Outcomes program has given the Division an opportunity to expand its allied health services to general practice and the community.  Although the number of clients referred to the service has been lower than expected so far and uptake by GPs slower - the benefits to client already seen this year has been significant.

The 3-step process provides a good attempt at planning delivery of mental health services and focused psychological strategies, however ordinary “life factors” make this an artificial model of patient care.  More flexibility and less paperwork would allow more time to be spent with patients.

Another positive of the 3-step process is that a clear format is followed when communicating between GP, patient and the allied health professional (AHP).  Disadvantages of this process are that much of the paperwork is unnecessary and irrelevant to many patients.  Forms have to be halved.  It is understood that various models of the service delivery have been trialed in Divisions around Australia.  The model of employing psychologists, who work within the culture of the Divisions directly supporting the GPs, seems to be the most efficient and cost effective.  AHPs are directly available to GPs, work collaboratively with GPs and also assist them in questions regarding Better Outcomes paperwork and service incentive payment processes.  GPs across the Division all have an opportunity to refer patients and be supported in the HIC registration requirements.  This has given GPs more incentive to register.

Employee psychologists of the Division do not work for profit & money. The profit issue therefore does not cloud the counselling process. Divisions as GP focused organizations work to bolster the role of GPs as members of primary health teams and the current model delivers this very supportive element to GPs and their patients.

Achievements: 

· The Division was extremely fortunate in the employment of a very highly skilled psychologist to work for the Division doubling the “mental health team” (from 1 to 2 full time equivalents);

· Establishment of referral pathways and administrative support to AHPs and GPs;  

· Creation of computer templates distributed and installed in many practices on Medical Director software to ensure ease and efficiency in the use of the 3-step assessment, plan and review forms.

· Independent consulting rooms have been rented at various locations.  These rooms minimize stigma, have a multi-service focus, and are private and easily accessible.

·   Increasing uptake by GPs and increased number of GPs registering throughout 2004; and

· Additional mental health training conducted in 2004 and set for 2005 as a direct result of demand from GPs wishing to remain registered.

Barriers: 

·   GP frustration and reluctance to register and utilise the 3-step process due to the volume of red tape required of them in order for their patients to access the service.

·   The Division is required to only provide the allied health service to GPs who are registered with Better Outcomes but is unable to obtain a list of registered GPs from the Health Insurance Commission.

·   There has been limited use of the service by men.

Benefits of Better Outcomes: 

Benefits for the Division have been to expand mental health services within Division boundaries.  Prior to Better Outcomes the MAHS program enabled rural and remote patients to receive free psychological intervention.  Better Outcomes has allowed the Division to deliver high quality psychological services free of charge to Mackay residents.  

An increased mental health budget would allow us to achieve more.

Future directions: 

· Employment of a male mental health worker (part time) to focus on male mental health and indigenous male mental health - both of these areas has been identified as requiring extra resources and focus.

· Streamlining referral and communication processes through the use of paperless computer technologies.

· More emphasis on GPs and psychologists working even more closely together, as a primary health care team, to address the patients’ mental health needs.



Murrumbidgee Division of General Practice    
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Contact person: Nena Matuska, Coordinator of Psychology Services
Contact Details: nena.matuska@mdgp.net.au  (02) 6962 7599 or 0427 536455
Locality: 

South West NSW

The Murrumbidgee Division of General Practice is a rural area located in the Western Riverina District of NSW, extending from Narrandera in the east to Hay in the west, and Hillston in the north to Tocumwal in the south, covering an area of 51,238km2 and population of 60,792.  Griffith is the major population centre, with a RRMA 4 classification.  Leeton, Narrandera, Coleambally, Jerilderie, Finley, Berrigan and Tocumwal are all RRMA 5 classifications, with Hay and Hillston RRMA 7.
Mental health in the Division prior to Better Outcomes:  

A mental health education seminar, given by a community psychiatrist, was held in January 02. No other involvement in specific mental health programs.
Current mental health environment:  

Collaborative Mental Health Program: 

· Employment of 2*FTE Better Outcomes psychologists and 1 FTE More Allied Health Service (MAHS) psychologist.

· Psychologists provide free psychology service to patients 16-65 years of age.

· Protocols/criteria dedicated to Better Outcomes in Mental Health Care.

· Clinical and peer support with local mental health team.

· Employment of two Medical Specialist Outreach Assistance Program (MSOAP) psychiatrists.

· Psychiatrists provide clinical consulting services, education to GPs and supervision to psychologists.

· Community psychiatrist provides videoconferencing to GPs and psychologist for case discussion and peer support.

· Psychologists deliver mental health education to community health workers, rehab patients and community groups.
Implementation of Better Outcomes:

· Regular advertisements in weekly and bi-monthly newsletter.

· Initial Mental Health Steering Committee Meetings. Implementation of policies and procedures.

· Psychologists promote and educate GPs re Better Outcomes initiative.

· 44 % of GPs registered for Level 1.

· Psychologists meet with GPs to discuss 3-step process and provide training about the mental health assessment/plan/review.

· Only one GP registered to Level 2.

· The Division directly employs the allied health professionals.

· Dissemination of information re access to urgent psychiatrist support in newsletters and by psychologists. Meeting with Kate Barwell (client officer from McKesson) and GPs to explain service.

GPs’ experiences:

MDGP sent out a GP survey in Nov 03. This is a snapshot of some of the replies (N=31).

Do you think that psychologists should work in general practice alongside GPs? - 100% of GPs answered positively to this question. 

Some further comments to this were:

“This is an excellent arrangement-facilitates discussion, teamwork.”

“Very useful to provide both the necessary medical/pharmacological/psychological treatment in one place”.

Are there any other services which you would like the psychologist(s) to provide?- 80% of GPs replied NO to this question. 

One comment was….

“I don’t think one person would be able to provide any more”.

Consumers’ perceptions:  

The MDGP has now received 48 returned consumer evaluations; 68% of patients strongly agreed that the skills learnt in therapy helped them cope with their problem and 31% agreed. 94% of patients were not able to access another health professional in their area. Some comments from the survey…

“I feel like I was really looked after, it was like extra support because my GP is great but very busy”.

“A life-changing experience.”

“Really needed service -there is no way I could afford to pay for a private service”

“It was so easy I wanted to give it a go because I can’t take Ads”

Allied health professionals’ perceptions:  

From interaction with the psychologist the GP is provided with professional and confidential feedback about a common patient that enables a much faster response time if patients’ needs change.

The psychologist is able to meet the desires of an increasing number of patients who request non-drug interventions, and yet still be in close contact with patient needs.

Over time successful psychologist, GP and patient interaction can increase the confidence and knowledge of the GP and increase GP confidence about making psychology referrals.

From experience in clinical practice under the Better Outcomes initiative it appears that GPs have gained confidence in making referral in areas that previously they may have found difficult and time consuming.
Achievements: 

· Expansion of the mental health program to bridge the gap between AHS and Division

· 200% increase and demand for psychology services

· 44% of GPs registered for Level1

· Employment of full-time psychologists who have located to the area (there is a lack of private agencies in the area)

Barriers: 

· GPs not doing the mental health assessment or plan

· GPs would rather refer out than claim the service incentive payment

· Some GPs see Better Outcomes as too process driven

· Long waiting lists

· Handling surgery bookings

Benefits of Better Outcomes: 

· Consumers have improved continuity of care and increased financial/location accessibility previous unavailable.

· Shared information between GP, psychologist and mental health workers.

· Improved communication and improved outcome for patient.

· Obvious advantage for patient to see psychologist in a non-threatening environment.

Future directions: 

· Our Division could easily employ another two psychologists (funding permitting of course!)

· Working with another Division to hold Level 2 training.

· Would like to see a greater choice of Level 1 providers and rural training opportunities.

· Establishing referral pathways with schools through Mindmatters + GP

NSW Central West Division of General Practice
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Contact person: Dr Louise Roufeil, Program Director

Contact details: 02 6332 6646 or l.roufeil@cwdgp.org.au
Locality: 

The Central Western region lies in NSW west of the Blue Mountains. It covers an area of 60,287 square kilometres stretching from Lithgow to Lake Cargelligo and in 1996 had a population of 178,970 (ABS Census 1996). The ARIA (Accessibility/Remoteness Index of Australia) classifications range from 1.62 in Orange to 5.71 in Lake Cargelligo. The demographic composition of the region is diverse with non-metropolitan cities, towns, villages and isolated rural communities. 
Mental health in the Division prior to Better Outcomes:  

The availability of psychological services varies greatly across the region. In 2003, psychology services in the Central West were estimated as:

· Area health psychologists:  18 FTE

· Commonwealth-funded psychologists (under the More Allied Health Services Program - MAHS):  0.64 FTE

· Department of Community Services Psychologists: 1 FTE

· Private practitioners: Data not readily available but telephone book listings suggest they are clustered in larger centres such as Lithgow (2), Orange (5) and Bathurst (7).

In addition to the above, psychological services are available through Centacare in Bathurst and there is an inpatient facility for psychiatric patients in Orange. Psychological services west of Orange would appear to be particularly limited and long waiting lists exist for the public services in all centres. GPs in the central west have traditionally had a strained relationship with mental health teams, with extremely limited psychiatric and mental health crisis services available outside the larger cities of Bathurst & Orange.

The Division has been aware for some time of the huge demand for mental health services in the region, with regular GP surveys indicating this as their major area of perceived need for service delivery. Consequently, prior to the commencement of Better Outcomes, the Division had been attempting to improve services by:

(i) Working with Charles Sturt University’s “Clinical Psychologist in General Practice Project” which involved the placement of students undertaking 8 week placements for their clinical masters in psychology degrees in general practices in Bathurst; and 

(ii) Using the bulk of our MAHS funding to provide psychological services to general practice. Currently under MAHS, we provide psychological services to the following towns: Molong, Cowra, Canowindra, Blayney, Tullamore, Condobolin, Trundle, Kandos, & Rylestone. 

Psychological services west of Orange are very limited and even in the larger rural cities of Bathurst, Orange & Lithgow, there are very few public mental health services and what exist have long waiting lists. With these issues in mind, an application was made to establish an access to allied health services (AAHS) pilot project in the central west. The original towns to be serviced by the project were Bathurst, Lithgow, Orange, Oberon, Parkes & Forbes.
Current mental health environment:  

The Division has received extraordinary support for our psychological services from all stakeholders: GPs, Area Health Service and clients of the service. With MAHS & AAHS services combined, we currently provide psychological services to 15 communities in the central west, for many of whom we are the only visiting mental health service. We have several GPs undertaking Better Outcomes registration in order to access psychologists – although we will find it financially difficult to provide these additional services in new communities.

Implementation of Better Outcomes:

Access to allied health model

Since poor access to psychological services was the major area of concern in our Division, this has been the focus of our events in implementing the Better Outcomes initiative. Given the range of rural cities, small towns & isolated rural communities in our Division, we have piloted four service delivery models to make use of both existing human resources and the needs of specific communities. For example, in the larger cities of Lithgow & Orange, we used a voucher system to make use of the existing private psychologists in these cities; in the more remote towns, we employed a psychologist from Bathurst to travel out to the towns (Parkes, Oberon & Forbes); in Bathurst we used the presence of the university and its specific expertise to run the “Clinical Psychology in GP” model and a postnatal depression group therapy program in that town. In all instances, we tried to place psychologists in the GP rooms to maximize collaboration and provide mutual education. A recent GP focus group suggests this has been of HUGE value to GPs, and to psychologists. 

Education and training 

Our Division has focused on supporting GPs to do Familiarisation & Level 1 training in order to get access to psychologists. Initially, we ran SPHERE training but more recently have found that supporting GPs to do the training via the web (e.g. PriMed) is preferred by our GPs given their rural location, heavy workloads, & the high number of one-doctor towns.

Support for GPs to use the 3-step process

We have tried to minimize the data collection and red-tape associated with the 3-step process to assist GPs, but have been conscious of the best practice approach offered by such a model and have thus encouraged its usage.   This has not always been a huge success as high workloads mean all of our GPs find it difficult to follow the process.

Support for GPs registered to deliver focused psychological strategies 

The Division has not focused on this area as very few of our GPs have sufficient time to deliver the interventions given the high workloads of rural practice. This has not been a problem and even though several of our GPs hold significant qualifications in mental health, they simply cannot find time to manage the interventions themselves.

Promotion and uptake of the access to urgent psychiatrist support

The Division has advertised this service extensively in our weekly electronic newsletter.

GPs’ experiences  

As noted, we have had extraordinary support from GPs. This has included two GPs taking a day away from busy rural practices to travel to Canberra in support of additional funding for the project. For the external evaluation of our pilot project, the evaluators conducted focus groups with GPs. They rated the following as benefits of the program:

· Enhanced access to psychological service
All GPs commented on the inadequacy of alternatives to Better Outcomes (e.g., community/mental health services) and acknowledged that the program avoided the extensive delays in accessing community psychologists. Better Outcomes psychologists were also seen as providing more timely feedback to GPs than existing community and mental health services. Due to the delays in accessing existing community/mental health services, GPs had previously been highly reluctant to refer patients to these services. 

Thus, prior to Better Outcomes, many patients with mental health problems were not referred for specialist psychological treatment but rather dealt with by the GP in what was succinctly referred to by one GP as an "opportunistic, acute and reactive" way. Many GPs noted that once referral to a competent and efficient psychological service was actually a viable option to them, they realised just how many patients needed to see a psychologist. GPs felt that patient care had significantly improved as a result of their increased access to best practice approaches for treating depression and anxiety disorders.

· Improved GP-psychologist communication
GPs commented on the benefits of enhanced communication between psychologist and GP, and recognized the benefits of a genuine team approach that incorporated GP, psychologist and patient. Many GPs commented on the value to them of the "chat in the tea room". GPs mentioned they would often confer with the psychologist about their management of other patients and the suitability of patients for referral to the program. One GP stated that he had noticed a change in the way he practised since having the psychologist in the practice. That is, he "saw" psychological issues in his patients that may have been contributing to their ill health that he would have previously overlooked. 

· Recognition that GPs have an important role to play in managing patients with psychological problems but that they have insufficient time to treat these patients.

There was unanimous agreement amongst GPs that they do not have sufficient time to help patients with psychological problems. Moreover, despite being trained to at least level 1 (and some to level 2), they felt that they were inadequately skilled in brief interventions and cognitive behavioural interventions to be of assistance to these patients. Many commented that they do not have the time to become sufficiently skilled in these techniques and would prefer to obtain the skills of well-trained specialists. 

· The program fills a big gap in the current mental health system


In general, GPs noted that mental health teams play an important role but they are at the "pointy end" of the mental health spectrum. GPs saw the Better Outcomes program, therefore, as filling a big gap in mental health services. It was noted that even "if there were unlimited facilities in public health, e.g., mental/community health, 19 out of 20 people would still come to their GP first and want to go through a program such as this".

· The program saves money on many levels

There was unanimous agreement amongst GPs that the Better Outcomes program ultimately saves money. Firstly, GPs argued that the early intervention model prevented an enormous loss to the community in terms of potential economic and family dysfunction. Secondly, they felt it had massive direct and indirect financial savings in terms of the "health dollar" as presentations at emergency departments for problems such as panic attacks are reduced, the number of visits to GPs is substantially reduced, and psychiatric costs are reduced. The biggest financial saving was perceived to be in the area of reduced medication usage by patients attending the Better Outcomes service.

The only negative aspects of the program identified by GPs were insufficient service hours to meet the need ("There is not enough service available - we are just touching on the tip of the iceberg") and the extensive paperwork/red tape. 

Consumers’ perceptions:  

Consumers were offered the opportunity to be interviewed regarding their experience with the services by the external evaluation team. When provided with the opportunity to comment on the effectiveness of the service in general, only one interviewee indicated that the service had been no help at all. The majority of interviewees indicated that although their initial problems had not been fully resolved, they believed that they now had an improved ability to cope with issues and problems that may arise. Two respondents made specific mention of the benefits of psychological interventions in facilitating the effectiveness of medical treatments that they were simultaneously receiving. A total of 80% of interviewees reported they would not have been able to access any other service other than to continue to see their GP.

Some of their comments included:

"It's the best idea - I don't know where I would have ended up without it"

"Accessing through the doctor is such a natural process - everyone has a doctor and they know so much - helps people access so much more than if they were on their own."

Allied health professionals’ perceptions:  

Generally, the program was seen to be very successful and something that should be continued. One of the main advantages was that the co-location was seen to be much easier for the clients. A number of clients, especially males, indicated that they would not have gone to community services. The clients also seemed to appreciate the collaboration between the GP and the psychologist.  Another major advantage was felt to be the close relationship with the GP, which not only provided the opportunity for continuity of care for the clients, but also provided an opportunity for mutual education. This was particularly important in terms of having to educate some GPs about why shorter (and hence more) sessions could not be run and on the appropriateness of the referrals. The problem of inappropriate referrals such as children often reflected the fact that the GPs in question were overwhelmed and working in areas lacking in resources. 

Although the psychologists mentioned some concerns about the program (eg too much paperwork), the overall evaluation of the program was very positive and enthusiastic and it was strongly felt that it should continue. The problems were almost all seen as the result of the huge discrepancy between resources and need. 

Barriers: 

Our major barrier has simply been insufficient funds to meet the huge demand for mental health services in the central west. There have been administrative complexities (e.g. paperwork, difficulty finding out which GPs were accredited, recruiting psychologists etc), but the only real barrier has been trying to explain to GPs why they cannot have sufficient service hours to meet the need. 

Benefits of Better Outcomes: 

In the recent focus group conducted by the evaluators contracted to evaluate Better Outcomes nationally, our GPs concluded that having psychologists working alongside them in general practice had revolutionised their practice and made continuing to be a rural GP a more attractive option.
Future directions: 

GPs in the central west have come to expect psychological services to be provided in the general practice setting. The Division has been able translate the Better Outcomes funding into high quality service delivery and to provide the maximum amount of service delivery for funding dollar. There is a high expectation in our Division that Better Outcomes will continue and with additional funding so that the mental health needs of our community will be met.

North West Slopes Division of General Practice
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Contact person: Tanja McLeish, Program Development Manager

Contact details: 02 6766 1394 or tanjamcleish@nwsdgp.org.au
Locality: 

The Better Outcomes initiative has been rolled out to GPs across the Division, which includes the regional centre of Tamworth (ABS 2001 est. 62,354), and the towns of Quirindi (ABS 2001 est. 4,713) and Walcha (ABS 2001 est. 3,115) approximately a one-hour drive from the Division office.
Mental health in the Division prior to Better Outcomes:  

Mental health is an area of significant need in our Division, not only at a population level but also in regards to availability of affordable and accessible services. Over the past three and a half years the Division has been involved in a partnership project with the New England Area Mental Health Service in an attempt to address problems of access, communication and education with the public services. This project has produced a number of positive outcomes (clinical resources, opportunities for joint education between GPs and mental health staff, improved liaison and communication from the Mental Health Inpatient Unit etc) but has recently finished due to a lack of ongoing funding. 

Mental health has featured strongly on the Division’s CPD calendar (e.g. SPHERE Levels 1 & 2, Teams of Two). Often the GP is the sole professional available to provide assistance to people with mental health needs in local communities. This has increased pressure on GPs to continue to update their skills in this field. 

There are some private providers working in the area (i.e. psychologists, counsellors), however a large number of patients presenting to their GP with mental health problems are unable to afford the costs associated with private services, which has severely limited opportunities for referral. There are no psychiatrists practicing and living locally, which has in the past resulted in patients travelling long distances to metropolitan areas or not accessing these professionals at all. With funding under the Medical Specialists Outreach Assistance Program (MSOAP) the Division has been able to fly in a psychiatrist once a fortnight. More recently a second psychiatrist has begun visiting on the alternate week to see GP referred patients under this scheme. These services have proven extremely valuable to both GPs and patients alike.

Current mental health environment:  

At a local level both the New England Area Health Service and Mental Health Services are undergoing restructures. What impact this will have on GPs in our Division and people with mental health problems is unknown.

The Division continues to offer mental health education opportunities for GPs, access to psychiatrists under MSOAP, and support to GPs interested in the Better Outcomes in Mental Health Care Initiative (e.g. access to allied health services has allowed GPs to refer patients with mental health problems to psychologists free of charge, who otherwise may not have accessed treatment because of a lack of affordable providers to refer to, and/or the stigma of accessing public mental health services).

Implementation of Better Outcomes:

Familiarisation Training has been provided locally in Tamworth, Quirindi and Walcha by two staff and a GP trainer to maximise opportunities for GPs to attend a training session. These sessions have been followed up with Level 1 training offered on two separate occasions in Tamworth and Level 2 training held once in Tamworth. ‘Teams of Two’ education has also been delivered for the first time in 2004, with plans to continue rolling out modules based on positive GP and mental health staff feedback from the first session. Further Familiarisation Training has been supported on a 1:1 basis between Division staff and interested GPs via e learning, and ADGP’s web-based training. Educational opportunities have been promoted to GPs via fax out, mail outs and the Divisions newsletter and are also advertised on the Division website.

GPs have been offered practice visits to assist them with implementation of the 3-step process or phone support if preferred. This has been promoted to GPs via a regular column in the Division’s newsletter. 

The Division has also explored the feasibility of implementing a peer support group for GPs in mental health to be facilitated by one of the psychiatrists visiting Tamworth under MSOAP. This activity is still in its planning stage.

The Division has been successfully running an access to allied health service since September 2003. The model operates with two contracted psychologists who provide focused psychological strategies for patients referred by registered GPs in the Division. 66 referrals have been made to the end of June 2004. The service is fee free and operates from the psychologists’ private practices. The Division would like to implement a practice-based model should further ongoing funding become available and evaluate both models.

The Division has promoted the access to psychiatrist support via its mental health column in the Divisions newsletter and also through distribution of a single page outline of the service at a recent educational event. Unfortunately at this stage no evaluation of local usage of this component has been completed.

GPs’ experiences:  

GPs have described benefits of attending education such as the SPHERE Level 2 CBT Strategies. One GP commented on: “an improved understanding of what I can expect my patients to receive”, and the importance of effective communication with treating professionals providing evidence-based care. Another GP described the access to allied health services component as invaluable. Previously her patients faced many difficulties accessing the assistance they required and probably would not have accessed treatment at all. 
Another GP commented on how relieved she felt in being able to offer her patients a referral (i.e. referral to allied health provider) that would not financially burden the patient. The time between referral of patients and their first assessment is also significantly shorter than the waiting time to access public mental health services.

Consumers’ perceptions:  

Consumers who have been referred to allied health services under the Better Outcomes initiative have provided positive feedback to their GPs. The service providers employed by the Division have been well received by most consumers. The fee free service has been appreciated by patients especially those facing financial difficulties.
Allied health professionals’ perceptions:  

The two psychologists participating in the initiative have found the service to be quite effective. A number of patients are receiving treatment that may not have accessed psychological services privately because of issues such as expense and misconceptions they held about what psychologists offer. Both psychologists agree the initiative has led to an increase in communication and improved understanding of professional roles. One psychologist has even instigated regular case conferencing time with a GP who makes numerous referrals for eating disordered patients. The psychologist has described these meetings as extremely beneficial for both herself and the patients
Achievements: 

GPs have continued to up-skill in the area of mental health becoming more familiar and proficient with the use of evidence-based treatments such as CBT. 

Support has been provided to those GPs undertaking the difficult task of treating people with mental health problems via access to allied health services, education and training opportunities, practice visits to discuss implementation issues
Barriers: 

GPs have described the ‘red tape’ and requirements attached to registering and maintaining registration for the initiative as barriers to participation (i.e. 20 hours skills based training, rigid 3-step process billing and time allocations and ongoing educational requirements). These requirements have come on top of other government initiatives introduced into general practice in recent years (i.e. asthma 3+ plan) and, for GPs in this Division, extremely heavy workloads and pressure from the community each day to take on more patients.

A number of GPs were extremely dissatisfied that the initiative was released with many components incomplete or unknown at the time of Familiarisation Training e.g. access to allied health or access to psychiatrist support. There was a great deal of confusion surrounding these components.

There has been a lack of earmarked funding to support ongoing education for GPs registered with the initiative outside of the SPHERE programs. This is a significant barrier for Divisions in rural areas trying to support their members with local educational opportunities where presenters often have to be brought in from metropolitan centres.

Benefits of Better Outcomes: 

Better Outcomes has improved the level of mental health treatment available for patients in this area and has gone some way to supporting those GPs working in this difficult field.

Future directions: 

This Division is keen to promote the initiative further but feels a number of issues need to be addressed. These include provision of earmarked funds for Divisions to provide local educational opportunities to GPs who wish to remain registered, a review of RPL requirements to allow for more flexible entry into the initiative, and increased flexibility in GPs application of the 3-step process and consultation number and times. With some improvements in these areas we would expect to see an increase in the number of GPs in this Division registering for the initiative and consequently more patients identified with mental health problems being referred for appropriate evidenced-based treatments. This can really only occur with an ongoing commitment of funding to the program at a national level.

Acknowledgement and thanks go to Mrs Deborah Pryor (BA Psych Hons, MAPS) for her invaluable assistance with this program and her ongoing support.

North West Tasmania Division of General Practice
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Contact person: Debra Mordha: Program Officer

Contact details: debramordha@nwtasdgp.com.au or 03 6432 1440
Locality: 

The region includes the West Coast and King Island, and is classified RRMA 4-7.  It encompasses the 64 telephone district in Tasmania, a region with a population of 107,910 (ABS 2001) spread over an area of 22,202 square kilometres.  

The region has a widely dispersed population.  There are three major local government areas centred around urban settlements: Burnie (19,261), Central Coast (20,971) and Devonport (24,334), but there are significant centres of population at Waratah-Wynyard (13,819), Latrobe (8,165) and Circular Head (8,480).  The Division also services sparsely populated and remote areas such as Kentish, the West Coast and King Island. 

The region has suffered a continuous decline in population since 1991. Over a ten-year period, it has continued to have one of the highest unemployment rates in the nation (10.9% in September 2002) and an employment participation rate of 58.3%. The long-term unemployment rates are 41.2% for males (16% more than the national rate) and 21.8% for females (3% greater than the national rate).
Mental health in the Division prior to Better Outcomes:  

GPs identified significant concerns about depression and anxiety within the northwest community but there was no capacity in the Division at the time to provide appropriate support. Our state mental health services were under resourced and GPs as primary care givers were being asked to deal with mental health issues they felt ill equipped to manage. We began with small steps in GP professional development, peer education and support groups, community education, special interest areas and the forging of networks and referral pathways with a range of specialist services.

Current mental health environment:  

Since the establishment of the primary mental health program, the Division has implemented a variety of strategies to address the community’s mental health needs.

Community education

Community education in the North West has consisted of presentations developed and delivered via ABC radio programs, newspaper articles, internet discussion panels, school groups, both students and teachers, and a number of community groups such as Rotary and  support groups.

Collegial practice and process development

The three Divisions within Tasmania work very closely, and while each has its own approach to its unique situation, commonalities are recognised and information shared. This occurs through the co-ordination of the Tasmanian General Practice Divisions (TGPD) Mental Health Development and Liaison Officer’s development and maintenance of statewide meetings, which take place monthly by teleconference, and/or face-to-face meetings. 

Eating Disorders. 

The NW Division collaborated with allied health, TGPD and consumers to form a focus group to  concentrate on the area of eating disorders. The  outcome of this focus group was the development, publication and  distribution of an eating disorders booklet, including patient information sheets and treatment pad, called ‘Health and Body Image’. This resource has now been adopted by a number of Divisions in other areas of Australia. 

Forensic Training 

This training included  physical  examination , and how to ‘Respond Appropriately to the Victims of Sexual  Assault’, the ‘Culture of Violence’, and ‘The Expert Witness’. This last was accompanied by role-plays in the Supreme Court and was of great benefit to the GP participants.  When we put this training  together we had only one GP left on the NW coast who was trained in forensic examinations, this number is now at approximately 15.  This training has now been adopted and used to train GPs in other Divisions.

Methadone and Buprenorphine Prescribing. 

This training has been taken up by GPs in larger centres such as Burnie and Ulverstone, but has also been completed by GPs in outlying isolated areas such as Smithton, the West Coast and the Shearwater areas. Where we originally had two GPs dealing with all Methadone and Buprenorhpine Prescription, we now have approximately 12 GPs who have completed the training and are registered.
Implementation of Better Outcomes:

Education and training for GPs 

Familiarisation Training 

The Division ran three  sessions of Familiarisation Training prior to this becoming available through CD Roms produced by the ADGP, and  finally the training becoming available on the ADGP website.

Level 1 Training 

The Division has developed, and has GP Mental Health Standard Collaboration    (GPMHSC) approval for a Level 1 mental health training package, which has been delivered to GPs on four separate occasions with a total of 40% of NW GPs attending.

Level 2 Training

The Division has developed, and has GPMHSC and RACGP approval, for a Level 2 MH Training package, which is being run over a period of 14 months. The group attending the training has consisted of 21 GPs meeting each month for a two hour session which is facilitated by our GP MH Mentor, with the assistance of a guest allied health professional and a guest consumer according to the topic of the evening

CPD events

The Mental health program has conducted approximately 45 education events per year, to which MH Services and allied health have been invited to take part either as presenters or participants, in a minimum of 30 of these events each year.

Support for GPs to use the 3-step process

Ongoing and continued training and communication pathways

Program officer and GP mentor time is set aside to support GPs with any issues they may have in taking up the 3 step process. More importantly perhaps is the high level of involvement of allied health professionals in the training and education around mental health issues. Each training event builds new and stronger alliances, which in turn encourages GPs to become   a part of this healthy community of shared care, with the knowledge of not being left alone to deal with mental illnesses they are ill equipped to   handle.

State Mental Health Services   

The NW Tasmania Division has developed and maintained a strong working relationship with mental health services in the region. Development of protocols and procedures has occurred through quarterly meetings, which include state mental health services, GPs, non-government organisations (NGOs), Medical Specialist Outreach Assistance Program (MSOAP), and TGPD. Through these meetings we have worked together to produce a number of resources such as referral procedures, discharge summaries, patient information and assessment tools.

Support for GPs registered to deliver focused psychological strategies 
Peer Circles

Due to the rural and remote nature of the N W Tas Division, our Peer Circles have been conducted via both teleconferences and face-to-face meetings. For each topic covered guest speakers have been invited such as workers from allied health organisations and/or  psychiatrists.

Balint Groups. 

The Division has been running Balint groups for GPs for the past two and a half years. The first two years included two separate groups meeting each month as RACGP Small Group Learning Cycles, each facilitated by a psychiatrist. In 2004 the groups were combined to create one NW Balint Group.

Division’s access to allied health model
The NW Tas Division’s project ‘Partnerships in Mental Health’, has been, and  continues to be, an outstanding success in its approach to a rural and remote population who suffer quite substantially from anxiety and depressive  disorders. The project uses a voucher system and has contractual agreements with all independently operating psychologists in the North West region. The GP uptake of the project has tripled over the past nine months since we began, allowing us to apply successfully for expansion funding to meet the growing demand for access to this project both by GPs and by the community. Some of the most significant issues which have been identified by participants are:

· the regularity of appropriate referrals by GPs;

· the very early identification and intervention this project has encouraged; and

· the ability for patients to  access help in a centre close to them; 

GPs’ experiences: 

Have you any comments to make on the overall project?

· Excellent idea

· Much needed

· Psychologist presence at review good but would be okay without and difficult to achieve for psychologists

· Going very well overall

Has this project been helpful in terms of taking some of the weight off your shoulders/relieving you in terms of time?

· More time consuming to do the referrals but patients will be getting better treatment

· Absolutely

· Yes

· Absolutely – I know people are getting expert mental health care

In terms of GP feedback from training events, each one has had extremely positive and encouraging evaluations that have indicated a very high degree of both learning and satisfaction.

Consumers’ perceptions:

 ‘I would have been able to see a psychologist but would not have accessed it as frequently or for six sessions due to cost. Excellent program - thank you so much.’

‘It was excellent’

‘No co-payment as finances are lower than usual at the moment, I really appreciate it. Thanks.’

‘No suggestions regarding improvement of the project because I feel it has been very helpful, even though I have a long way to go it has been a very positive step. Thank you.’

‘I really don’t think I would have survived this alone, thank you for this opportunity to heal.’

Allied health professionals’ perceptions:  

State mental health services

The following is cited from letter of support from Parkside Community Mental Health Team: 

‘The Division has … shown commitment to building and maintaining relationships with Parkside Community Mental Health and other mental health organizations through inviting mental health workers to participate … in a number of educational activities… As mental health workers we have been somewhat isolated and have had extremely heavy workloads for a number of years. We have found the Division to be an actively supportive organization … Prior to the Division actively pursuing communication links with us, and others, we had little positive contact with GPs and they had little understanding of what we were here for.’ (08/07/2004)

Non-government allied health professionals

The following is cited from a letter of commendation from the NW Tasmanian branch of the APS

‘The NW Tas branch of the Australian Psychological Society feel privileged that their members have been involved in such an exemplary program. …While accessibility and availability of psychological services has clearly been improved, patients are now experiencing ‘collaborative care’. The involvement with the Partnerships in Mental Health program has clearly resulted in strong partnerships being formed between psychologists and GPs, as well as continuing commitment to collaborative care with patients who do not fall under the Partnerships in Mental Health umbrella. … This commitment has increased the efficacy of treatments offered to patients, and in turn, the positive outcomes achieved. In fact the reason that the outcomes are so positive is often attributed to the early identification of mental health symptoms by the GP and the early intervention received …’ (8/07/2004)

Achievements: 

Education uptake and involvement

The multi-disciplinary approach to training, and enthusiasm shown by participants for becoming involved in this has been outstanding. A number of GPs who have already completed a level 2 training course have opted to take part in our Level 2 training purely for the experience and activity involved. The GPs have shown a strong acceptance of the variety of training techniques, which include role-play and feedback, and according to their feedback, their involvement has had the highest and most beneficial results of any training to date. This is further advanced by the relationships being built within the training arena, and the peer support that has come out of it.  More than half of our GP population has been involved in Familiarisation, Level 1 and Level 2 training, though not all have registered with the GPMHSC at this point.
Barriers: 

Early Barriers

To begin with, the general feeling was that this would be just another load of red tape that would not be worth the bother, and would interfere with patient care and with the already onerous workload. This has been overcome to a very large degree by the enthusiastic and supportive approach to marketing the initiative by the Division.

Recent Barriers

The extra paperwork continues to have a negative effect on busy GPs, and until they have actually taken part in the project and experienced it, they continue to be wary. However, the training is being used in patient care, and those who have been skeptical up to this point are beginning to become involved due to the positive views of their peers.

Benefits of Better Outcomes: 

Benefits for GPs

The most significant benefits for GPs have been the training and knowledge sharing. Through sharing care with mental health specialists GPs feel less isolated – reducing the stress they feel when dealing with mental health issues in a primary care setting.        

Benefits for patients

Patients are receiving specialist care from the allied health professionals and are         developing stronger and more trusting relationships with their GPs due to the supportive action being taken on their behalf. They are also benefiting from the free services that would have otherwise been inaccessible.

Benefits for AHPs

Participating AHPs are benefiting from a developing relationship with GPs and the shared care aspect of the treatment program. They are further benefiting from the early identification of mental illness by a more highly educated GP population, and therefore able to intervene in a timelier manner, for the best outcome for the patient.

Benefits for the state service

Due to the earlier intervention, a large number of people are being treated early by AHPs and thus taken some of the load away from the state service. They have also benefited through a much lower number of inappropriate referrals since the initiative began.

Quote from one MHS team leader: “ appropriateness of referrals has improved by 400%!”
Future directions: 

The Better Outcomes Initiative has promoted quality in the management of depression and anxiety through appropriate collaborations between GPs and mental health specialists.   This approach needs to be consolidated and further extended to focus on drug/alcohol and mental health co-morbidities, other medical co-morbidities as well as focusing on the needs of children.  
Perth & Hills Division of General Practice
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Contact person: Judith Bancroft, Coordinator Care & Counselling Program

Contact details: judith.bancroft@phdgp.com.au & 08 9376 9200
Locality: 

The Perth and Hills Division of General Practice is located in the eastern third of metropolitan Perth with a population of 270,639 people and encompassing an area of 3,089 square kilometres, spanning the Perth inner city district through to the urban fringe and outer metropolitan Swan region. The Division has a mixture of relatively high-level income populations in the inner city, Kalamunda, and Mundaring regions, through to underprivileged populations in the Bassendean and Swan regions, which are also associated with high concentrations of indigenous Australians.  The areas within the Division that are experiencing rapid growth, the Perth inner city and Swan regions, are differentiated by the economic means of their populations, and the size of their areas and populations. There are a total of 87 general practices operating within the boundaries of the Division.  Working at these practices are 320 general practitioners (GPs).
Mental health in the Division prior to Better Outcomes:  

From 1996 to 2000, compared to the state rate, the east metropolitan health service (EMHS) male and female residents’ standardised hospitalisation rates due to mental disorder were greater than expected (DoH 2001). For residents in the north and south metropolitan health services standardised public hospitalisation rates for mental disorders were less than the state rate. 

Mental disorders hospitalisation rate of EMHS residents is higher than expected when compared to the state rate and is the leading cause of hospitalisation for the 20-44 age range.

The Perth Division of General Practice and the Swan Hills Division of General Practitioners amalgamated in July 2002 to form the Perth & Hills Division of General Practice.  GPs of both Divisions had previously demonstrated a significant interest in mental health in response to the high need. The former Swan Hills Division had run a successful GP Psychiatry Program for several years, working well with the local service provider (Swan Clinic) and the Perth Division of General Practice had run a clinical psychology service in selected GP practices for financially disadvantaged patients since September 1996.  The Perth & Hills Division was therefore well placed to apply for allied health pilot funding, which commenced in 2002.

Current mental health environment:  

Comparative hospitalisation rates are not yet available; therefore it is not possible to note any impact in statistical terms by the implementation of the Better Outcomes in Mental Health Care initiative.  

Implementation of Better Outcomes:

Education and training

The Division worked enthusiastically to promote the Better Outcomes initiative, conducting both group and individual Familiarisation Training.  Level 1 and Level 2 events have in the main been centrally organised through the Primary Mental Care Divisional Liaison Officer (DLO) with the former state based office for WA Divisions (General Practice Divisions of Western Australia).  The overall success of Better Outcomes in Western Australia is due in no small part to the excellent collaboration between the DLO and the mental health program officers in the Divisions of General Practice in WA as the administrative tasks for this initiative have been onerous for all involved.
GP support

In 2003 GPs were supported through individual practice visits, breakfast and lunchtime meetings with psychiatrists to support the case management of patients and through a peer support program, although only a relatively small number of GPs regularly attended these meetings.

Number of GPs

The Perth & Hills Division now has 101 GPs who have completed Familiarisation Training and 75 of those have registered with the Care & Counselling Program (the access to allied health pilot).

Access to allied health pilot

Our original allied health pilot was the Healthy Minds Program (the same name as our own clinical psychology service prior to Better Outcomes).  However, the program underwent major restructuring in late 2003 and the Care & Counselling Program commenced in November 2003 with a move to a direct referral system for GPs (rather than through a clinical coordinator) and an increase in the number of counsellors.  Twelve allied health professionals (AHPs) are currently contracted to the Division for the provision of focused psychological strategies (FPS). GPs are provided with a synopsis of each AHP and their particular areas of interest over and above general counselling and the provision of FPS.  The referring GP selects the AHP in consultation with their patient, and the patient then calls the AHP for an appointment.  AHPs work out of 16 sites, a mix of general practice surgeries and private consulting rooms, with 53% of consultations taking place in a general practice location.

Access to urgent psychiatrist support

This service has been promoted through the Divisional newsletter.  To date little feedback has been received on the uptake by GPs of this service.  
GPs’ experiences:  

GPs have embraced the program enthusiastically, or more specifically the allied health pilot, which is by far the most successful and useful component of the program from our perspective.  In general most GPs comment about the onerous amount of paperwork (as does the Division and the AHPs) involved in the initiative.  It is certainly a disincentive for many.  However, because of the success of the allied health pilot, GPs will not be able to have unrestricted access to the Care & Counselling Program and a referral cap will regrettably have to be introduced.  This will be extremely unpopular and does nothing to promote Commonwealth programs or the credibility of those who implement them (i.e. Divisions).  

GPs (93%) have also commented on the improvement of working relationships with the AHPs (and vice versa). GPs also revealed that they felt less isolated in delivering mental health care and were more confident in managing mental health care – one commenting – 

 “Not so likely to rely on drug therapy”

However, as also revealed in the annual survey, 65.5% of GPs stated that involvement in the Care & Counselling Program had not influenced their mental health skill development – comments included:

“Need to do a large amount of training to gain sufficient skills”

Consumers’ perceptions:  

Response from consumers has been overwhelmingly positive.  Comments include:

“Very happy with the program, good service, safe and sound counselling.”

“Quite literally changed my life.  Helped me deal with deep grief and gave me the tools to take control of my life – to develop emotionally, spiritually.  The program must be kept for the sake of the health of the community – invaluable service.”

Allied health professionals’ perceptions:  

AHPs have commented that the program has provided them with the opportunity to communicate with the GPs regularly to address patient needs, and has also improved their understanding and awareness of the GP’s role.

“Many clients have a history of mental health problems and the referral has been well timed, before it becomes a chronic disorder.”
Achievements: 

The Division has diligently implemented Better Outcomes.  The Care and Counselling Program does address the needs of the majority of financially disadvantaged patients experiencing high prevalence disorders, who would be otherwise unable to access private psychological services (as did the Division’s previous Healthy Minds Program).   The indication is that provision of access to counselling through a direct referral fund holding model is an appropriate solution to addressing the mental health needs of the community, for those patients whose presenting illness is situational, short term, and in the initial stages – i.e. requiring 12 or less sessions.
Barriers: 

PAPERWORK, PAPERWORK, PAPERWORK 

The onerous amount of paperwork/red tape is the most commonly cited reason by GPs for not wishing to register with the initiative.  Less than 25% of GPs in the Perth & Hills Division are registered with this initiative.  Even those who are utilising the Care & Counselling Program still complain about the amount of form filling required and the cumbersome nature of the 3-step mental health process.   Some GPs who had been frequent referrers to our previous Healthy Minds Program resented the fact that they now had to undergo training to access the same kind of service.  Other GPs saw this program as being unfair to patients of GPs who were not registered.

Benefits of Better Outcomes: 

Basically it was the only way the Division could continue to provide a heavily subsidised clinical psychology service for our financially disadvantaged patients.  
Future directions: 

The Division would certainly like to see the program continue and expand, although any expansion should not be at the expense of the program becoming even more prescriptive.  Clinical service provision needs to be better resourced financially.
Riverina Division of General Practice
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Contact person: Dr Aine McGovern, Mental Health Program Manager & Clinical Psychologist

Contact details: a.mcgovern@rdgp.com.au or (02) 69233104

Locality: 

The Riverina Division of General Practice (RDGP) has a membership of 80 GPs who service 35 practices. This represents 98% GP membership of the Division. The Division is situated in southwestern NSW, and is made up of twenty two postal code boundaries and nine major local government areas. It is approximately 28510 square kms in area and incorporates the city of Wagga Wagga. Its boundaries are defined by West Wyalong to the north, Stockinbingal to the east, Tumut and Tumbarumba to the south and Lockhart to the west.

The population of the Division reflected in ABS census data is 118,005. The Division has a similar population structure to that of NSW, however the major local government areas (LGAs) within the Division show very different population structures. As an example, Wagga Wagga’s LGA has a structure reflecting greater numbers of young people, which may be attributed to the influence of the university, defense force populations and the employment opportunities within the city. 

2.0% of the Divisions population is identified as being Aboriginal and 0.1% as Torres Strait Islanders.  Residents of the Riverina Division have a lower than average income compared to the state, being more likely to have gross incomes of less than $500 per week.

Mental health in the Division prior to Better Outcomes:  

Prior to securing funding for the access to allied health services project the Riverina Division of General Practice has been involved in a number of mental health activities including the MAHS (More Allied Health Services Program) and the Mental Health Shared Care Project.

MAHS Program

The RDGP has been operating the MAHS program for four years. At the time of the original submission and continuing through to the present, services offered under the MAHS program included asthma education, diabetes education, dietetics and nutrition, generalist counselling, occupational therapy, podiatry and psychology services in fifteen towns including: Adelong, Batlow, Coolamon, Cootamundra, Gundagai, Harden, Henty, Junee, Lockhart, Temora, The Rock, Tumbarumba, Tumut, West Wyalong and Young. Services are also provided to the ATSI population through the AMS located in Wagga Wagga. MAHS staff is either employed directly by the Division, seconded from GMAHS by contractual agreement or private practitioners contracted to provide a service. The majority of these services operate within GP practices. Anecdotally, GPs and MAHS workers have reported an increase in liaison over patient care within the MAHS model and a consumer satisfaction survey identified that patients feel comfortable being referred to an allied health professional working within their GP’s rooms.

Shared Mental Health Care Project

In 1997, a two-year ‘Shared Mental Health Care’ project commenced in Wagga Wagga. The aim of the shared care program was to enhance the involvement of GPs in the care of their patients with a mental illness, ultimately resulting in greater continuity of care. GPs were encouraged to participate in shared care meetings for a number of their patients, with set protocols and meeting formats. There were no restrictions on GP or patient involvement in the Shared Mental Health Care Project, and a number of GPs embraced the strategy as a means to more coordinated care for the patient. The evaluation report of the Shared Mental Health Care project stated, “They have achieved a marked improvement in the sharing of mental health care responsibilities in the area and have enhanced mental health care. They have broken down many of the barriers that existed between GPs and other groups, and have had a positive impact on the confidence of GPs in handling these cases”.
Both the MAHS counselling services and the Shared Mental Health Care Project were developed and supported in recognition of the limited availability of mental health resources within the local community. A reduction in staffing levels within local health and community health centers over a period of years further compromised access of GP patients to these services in a timely fashion.
Current mental health environment:  

Accessing mental health services in Wagga and the surrounding areas has become increasingly difficult for GPs and patients in recent years with the depletion in staffing levels in local public health and mental health services. Currently, there are two psychologists receiving generalist counselling referrals in Wagga and no psychologists servicing the other towns within the Division. Private psychology services within the Riverina Division are also scarce and charge quite substantial fees for service taking them beyond the reach of a significant proportion of individuals within the community.

The advent of the Division’s Psychology Program has increased the availability of psychology services within the Riverina. The effect of this has been not to divert referrals away from existing public and private services, but to increase the availability of psychological services to patients who would otherwise have been managed solely by the GP. This is reflected in comments made by GPs and by consumers responding to the satisfaction survey, the results of which are discussed further below.

Implementation of Better Outcomes:

Education and training for GPs 

The Division has been extremely pro-active in marketing all levels of training to facilitate the uptake and maintenance of GPs registered to participate in the Better Outcomes program. 

Familiarisation Training 

· Face-to-face Familiarisation Training was initially ‘road-showed’ in June and July 2002 in three locations throughout the Division attracting a total participation of 30 GPs.  

· In addition to the face-to-face option, a further nine GPs have completed Familiarisation Training utilizing the CD provided by the ADGP. In some instances where GPs opted for the CD option, it was necessary for the Division to ‘walk’ the GP through the CD training in order for the training to be completed.

· Recently the Division jointly facilitated training specifically for GP registrars.  This has boosted the numbers of GPs completing Familiarisation Training by approximately seven.

Level 1 training.

· The Division has facilitated two SPHERE level 1 training opportunities (October/November 2003 and July/August 2004).  These programs resulted in thirteen and seventeen GPs respectively completing the Level 1 training.  

· During 2004, seven GP registrars and a further three GPs completed Level 1 training either through face-to-face or through e learning.  The Division and the University of New South Wales’ School of Rural Health jointly facilitated the third face-to-face training.
· Five GPs received RPL, with each application supported by the Division to varying degrees.

· One GP attended an out-of-area weekend Level 1 training opportunity that was funded by the Division as this GP was participating in other GP activities when the local training was being offered.

This equates to 39 GPs and seven GP registrars having completed the minimum training requirements to participate in the Better Outcomes program.

Level 2 training

It has been much more difficult to encourage the uptake of Level 2 training, however, three GPs have completed this and a further three have expressed interest in completing it.  The Division sourced appropriate and suitable Level 2 training, but could not recruit the minimum number of GPs required to participate.  This remains ‘on the table’ for the Division.

Support for GPs to use the 3-step process
The Division has ensured all GPs registered for the Better Outcomes program are provided with ongoing training opportunities and informal networking opportunities with other GPs involved in the program.

These have included: 

· ‘Teams of Two’ – three workshops have been co-facilitated with the local community mental health team during 2004 and all have been very well attended and evaluated.

· GP upskilling – the Division successfully recruited the services of a psychiatrist under the Medical Specialist Outreach Assistance Program (MSOAP) and each month during 2004, the psychiatrist has facilitated, for GPs, an education/case study evening.  This has proved to be a very valuable model of education for the attending GPs.  

· Secondary consultation – the visiting psychiatrist has provided a secondary consultation opportunity for the psychologists employed by the Division, through the access to allied health model, on a monthly basis.  This has provided the psychologist with a further level of support that more effectively enables the delivery of clinical interventions for GP referred clients.

· GP visits – three monthly visits have been made to the GPs involved in the Better Outcomes program to allow opportunities to note any concerns or issues; provide additional support and to monitor independently the progress and interaction of the Psychology staff delivering services in the practice.  A Division staff member outside the mental health team undertakes this role.

· Program Manager – the Division has successfully secured funding for a .4FTE position as a program manager to facilitate the ongoing maintenance, direction and support of the Division’s Better Outcomes program.  A clinical psychologist who also delivers clinical services under the Better Outcomes program holds this position. This person provides a pivotal role in ensuring the quality of service delivery.

· Steering Committee – this has been established to guides the program and more broadly the Division’s mental health program.  The membership includes GPs, psychology staff, community mental health staff, and evaluation staff.  Attempts have also been made to secure community participation – however, to date this has not been successful.

Division’s access to allied health model

The Division opted for employing psychologists to deliver services in GP surgeries at no cost to the patient. The psychologists deliver individual interventions to patients referred by GPs. Each of the four psychologists employed work three days per week providing clinical services to thirteen practices. Clinics in each of these practices operate either weekly or fortnightly. 

Utilising psychologists as opposed to other allied mental health workers arose from previous experiences the Division had in the MAHS program where both psychologists and social workers have been employed and the discernable differences GP utilized each discipline for.  The MAHS program experience was also used as a guide for having services located in the GP surgery where experience revealed higher rates of attendance compared to when services have been located elsewhere.

Promotion and uptake of the access to urgent psychiatrist support
The primary method of promotion for the psychiatrist support has been through regular updates in the Division weekly fax out and the Division monthly newsletter. The Division at this time does not know uptake by GPs of this service
GPs’ experiences:  

A survey of GPs within the Riverina Division of General Practice was recently completed as part of the twelve-month evaluation of the Better Outcomes in Mental Health Care Initiative.  The respondents included those registered for Better Outcomes and those not.
GPs noted potential barriers to commencing and completing the 3-step mental health process such as:

· Paper work;

· Time;

· Patients being booked for only 15-minute consultations and not the required longer sessions;

· Distance (for outlying rural general practitioners); 
· Transport difficulties for patients having to come back another day;

· Patients willingness to be involved;

· Patient compliance;

· Some patients dropping out of the process as they were not convinced that they had a psychological problem;

· Recall and follow up for the review session;

· At times there was no need to get patients back a second time for a long consultation to organise a mental health plan as that could have done during the first consult

Suggestions on ways to deal with these issues included:

· Patient education on what the process involves and the importance of follow up;

· Use of a register with a recall system;

· Improving paperwork through electronic systems;

In terms of the access to allied health program some of the issues noted were:

· Appointment availability with psychologist;

· Psychologist’s visits started later than expected;

· Need to increase the availability of psychologists and continuation of the service;

Some GPs comments about the training:

Training for BOMH should be compulsory and should be funded
More focused training but hopefully the Cognitive Behaviour Therapy component in the next part will cover this.
GPs also commented about ways to improve Better Outcomes:

Availability of ongoing and more psychological support within GP

Clone psychologist 2 or 3 times over, lessen the paper work somewhat

Improved communication with GP

Consumers’ perceptions:  

A consumer satisfaction survey for the access to allied health services project was also undertaken.   Overall consumers were very satisfied with the service.  Some minor improvements were suggested with many comments such as:

“… I found it extremely helpful and beyond reproach”

Allied health professionals’ perceptions:  

Comments from all the psychologists employed in the program indicate that there are a number of aspects of the Better Outcomes program that have been particularly valuable in facilitating the quality of service provision, chief among these have been the location of the service in the GP practice, the quality of the relationship with the GPs and the subsidisation of the service for patients. 

The psychologists have noted that locating the service in general practices, particularly in the more remote locations of the Division area, has facilitated patient attendance at appointments. In addition this arrangement has also fostered strong working relationships with GPs and practice staff. The benefits of these relationships have been substantial in ensuring the appropriateness of referrals and also in treatment planning in locations where there are often few other referral options. 

The psychologists also commented favourably on the model of service that has been developed for service provision. The allocation of resources into the provision of therapy rather than case management has been enabled by the gate-keeping role exercised by the GP. This ensures that the types of patients referred are able to benefit from this type of intervention. In return, the psychologists have commented that the focus on the provision of psychological interventions is a much more professionally rewarding endeavour that enhances their job satisfaction and as a consequence the continuity of their employment. 

Achievements: 

The Riverina Division of General Practice is particularly proud of the rate of uptake of registrations for Level 1 of Better Outcomes. At present there are 34 GPs registered for the initiative while approximately another fifteen GP registrars have completed the training requirements to register for the initiative. This represents over 40% of GPs within the Division area and fourteen practices (seven in Wagga and seven in more remote towns). The interest and commitment shown by RDGP members in completing the requirements for registration with this initiative is substantial. It reflects a strong commitment to quality health outcomes for patients in recognition that the 3-step process offers a management structure for mental health issues and also that access to psychology services is a critical component of treatment planning in this area.

The establishment of the psychology program has also been a major achievement over the past fourteen months and one that has been received well by consumers and GPs alike. The psychologists within the program have, at the time of writing, provided services to over 170 people who would otherwise have had limited access to psychological interventions. The establishment of this service is the cornerstone of the Division’s Mental Health Program and has facilitated the provision of increased support to GPs in this often under resourced area.

Barriers: 

The following comments have been made by GPs regarding the barriers they foresee in registering for Level One of the Better Outcomes initiative:

· Concern that Better Outcomes has specific item numbers that identify the patient as having a mental illness:  
‘The fact that the Medicare Item number identifies the patient as having seen the GP for a mental health issue is a barrier to me registering despite the fact that I’ve done the training’. 

‘Too much written work, not enough time, it is easier to treat the patient using a level C/D consultation: patient is not identified as having mental illness’
· Dissatisfaction with the training and other requirements:

“Another bureaucratic attempt to get GPs to “jump through hoops” – I feel my current mental health management capacity is above average – I attend talks and read journals regularly; I attained a high distinction in psychiatry in Uni; I have maintained an interest in mental health issues; I rather resent that I need “further training” essentially for “more money”
· Impact on practice and the role of general practice:

‘How many areas of expertise are rural procedural GPs expected to have- if it isn’t enough keeping up with obstetrics, women’s health, anesthetics, medicine, diabetes. I am now denied access to psychologists because I need to share my time between clinical practice/medical CME/my personal life/hospital on call 2 in 5’. 

 ‘I am worried that medicine as a whole is returning to the paternalistic attitudes of the 1960s and not enough is being done to maintain patient autonomy’

Benefits of Better Outcomes: 

GPs found the following aspects of Better Outcomes helpful: 
· Psychologist available to assist patients free of charge and in familiar setting

· Practice based

· Payment for work which already forms part of my general practice

· There is a structure in place for dealing with a wide range of mental health issues

· Availability of psychologist at bulk billing rates

· Also available for verbal support to GP

· Availability of psychological services particularly to patients who cannot afford them.

· The acceptance that patients have with a psychologist working from the same rooms as their GP

· Feedback from psychologists and the management of the patients mutual health in a team

· Reinforcing treatment/management is appropriate

· Increased focus on a very ignored area 

· Ongoing sessions in training GP in mental health – “Teams of Two”

A substantial benefit of the Better Outcomes initiative and the access to allied health services project particularly has been the provision of challenging and professionally satisfying job opportunities for psychologists. This is of particular significance in rural areas where the opportunities for professionals are often scarce or unsatisfying. The funding for the allied health services project has enabled the RDGP to attract the services of a senior psychologist (who relocated from a metropolitan area) and to provide an opportunity for three intern psychologists to develop their careers while remaining in a rural location. This represents significant and sustainable outcomes from the Better Outcomes initiative for rural Divisions such as RDGP.

Future directions: 

The vision of the RDGP with regards to the development of the Psychology Program over the next twelve months is to consolidate the levels of service delivery in existing practices across the Division and also to introduce a number of new initiatives to address significant gaps in service delivery. 

· The first initiative that we are currently planning is the establishment of a small child and adolescent clinic. The process of planning for this clinic is in its infancy and will involve consultation with a number of key community organizations, specialists and GPs. The aim of the service is to operate under the principles of early intervention and prevention. It is envisaged that the clinic will commence operations in early 2005 and while it will commence as a very limited service, it is hoped that the clinic will grow to represent a significant addition to the services currently available for children and adolescents.

· The provision of group work is also a goal to which we are working over the next 12 months. Provision of both treatment groups for new patients and support groups to maintain the gains made by patients seen individually by the psychologists are both being explored as potential options.
The Division is also committed to supporting and building upon the current level of commitment made by GPs to the Better Outcomes initiative. This will include ongoing practice visits to support the GPs using the 3-step process and the Psychology Program, as well as the provision of a stimulating and relevant continuing professional development calendar to maintain skills within the field of mental health. 

Southern Highlands Division of General Practice
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Contact person: Olivia Waters, CNC/ GP MH Liaison Nurse

Contact details: Olivia@shdivgp.com.au or 02 48616084

Locality: 

Bowral NSW. This covers the towns of Bowral, Mittagong, Moss Vale Robertson, and Bundanoon (please see map).
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The Southern Highlands region of NSW lies south west of Sydney and covers a rural area of 2,700 square kilometres. The Wingecarribee Shire extends from Balmoral in the north to Wingello in the south, Robertson in the east and Wombeyan Caves in the west.  The main towns of the Shire include Bowral, Moss Vale, and Mittagong. The Southern Highlands Division of General Practice covers the whole of the Wingecarribee Shire area and also covers the town of Bargo, which lies on the outskirts of the Wollondilly Shire. The Wingecarribee Health Service (WHS) serves the Wingecarribee Shire and is part of South Western Sydney Area Health Service. WHS was previously part of Southern Area Health Service and the transfer was implemented because the Wingecarribee needs and services relate to southwest Sydney rather than Canberra/Goulburn.

The population of the Wingecarribee Shire in the 2002 Census was 39,346. The shire has a population growth rate double that of NSW, mainly due to people migrating to the area from Sydney. 93% of the population in the area speaks English at home, and there is a higher than average number of households on low incomes. The economy in the area is primarily associated with agriculture, which consists of grazing, dairy farms, vineyard and olive groves, as well as tourism.

The Southern Highlands Division of General Practice Needs Assessment, updated in 1999, indicated a higher number of younger people (0-14 yrs) – 24% compared to 21.4% for NSW and older people (65+ yrs) -14% compared to 12.7% for NSW. The ASTI population is 1% (362 people) compared to 1.7% for NSW. There is a low proportion of people born in other countries, with the majority of those being from the UK and Ireland. 

The Southern Highlands Division of General Practice of was established in 1994, and registered as an incorporated association in 1995. Currently, there are 47 general practitioners in the Division area in seventeen practices with six solo practices, eleven multi doctor practices and two one-doctor towns. Two practices provide outreach GP services to villages in the shire. Membership of the Division is 100% of eligible GPs. The entire region of the Southern Highlands Division of General Practice, with the exclusion of Bargo, is classified as RRMA 5. 

Currently, 18 GPs are registered in the Better Outcomes initiative.

There are a number of rural issues within the Wingecarribee Shire. The Bowral and District Hospital is a rural hospital, with no resident staff and limited specialist staff. As a result, the hospital has GP visiting medical officers (VMOs) who support specialists in the fields of obstetrics, paediatrics, surgery, medical, anaesthetics, as well as mental health. 

Mental Health Services in the Southern Highlands:

From 1989-1997, there were 59 completed suicides in the Wingecarribee Shire. In 1996, there were eleven completed suicides, and in 1997, fifteen completed suicides. This suicide rate is higher than the rest of the state, with the crude rate for death by suicide being 10:100,000 per year (NSW Health, 2000). 

Unfortunately there are limited mental health services in the Southern Highlands. The Wingecarribee Mental Health Service consists of a small mental health team (MHT), comprising a small crisis team and an even smaller rehabilitation team. The MHT consists of a manager, a clinical nurse consultant (CNC), four registered nurses and three child and adolescent mental health workers (two registered nurses and one psychologist). In addition, there is a hospital liaison clinical nurse consultant who attends to all emergency department presentations. Due to the shortage of staff, it has been virtually impossible to provide long-term case management to those who are in need.  

The MHT has access to one consultant psychiatrist who consults GP VMOs when mental health referrals are made to the Bowral & District Hospital.  There are two mental health beds in the medical ward for voluntary patients. In addition, the consultant psychiatrist sees two patients per week at the request of the MHT, and those patients who are on community treatment orders. The Wingecarribee Mental Health Service has access to gazetted beds at the Chisholm Ross Centre in Goulburn, however the MHT has difficulty accessing that facility because of the distance to and from the unit, which involves over two hours of travelling time.

There are also four private psychiatrists in the area, however only one works full time. Most of the private psychiatrists have a waiting list of at least two weeks, which leaves limited options for the GP and the consumer when faced with the need for acute care or advice. Two generalist counsellors, both part-time, have been appointed in the past two months at Bowral Community Health Centre. 

The Division has been involved in a number of significant mental health initiatives:

Mental Health GP Shared Care in the Southern Highlands

Since the Division employed the Mental Health GP Liaison Nurse in January 2002, substantial progress has been made in mental health shared care; however it has been challenging to achieve this due to the difficulties in recruiting and retaining staff in mental health services.   All of the mental health team and 31 out of a possible 41 GPs attended a mental health education evening where time was set-aside for both parties to meet one another and discuss various issues.  Both parties were enthusiastic and committed to working together for the benefit of consumers.  Other activities included the compilation of a mental health patient information folder and CD. There has been strong and positive feedback regarding the usefulness this resource for both GPs and their patients. In addition and updated version of this CD has also been distributed to all the GPs in the area. The GP Mental Health Liaison Nurse also attends MHT meetings in order to provide updated information on GP shared care and to offer and receive suggestions on how this process can continually improve.

‘Teams of Two’ Pilot

One of the first ‘Teams of Two’ pilots was conducted by the Division, in conjunction with NSW Alliance of Divisions and the Centre for Mental Health, which funded the project. This was a joint learning initiative for GPs and mental health professionals. The meeting encouraged the sharing of clinical information, as well as discussion on ways the two parties can work together in the future. The pilot was deemed very successful, with 100% of those attending saying they would like to participate in future meetings. So far, there have been 4 Teams of Two nights in the Wingecarribee.

More Allied Health Services Project (MAHS)

In 2002, the Division’s mental health needs assessment indicated that mental disorders were the most common health complaints presenting to general practice. In addition, stress, anxiety and depression were the three most common types of mental health problems encountered by GPs. Due to the Wingecarribee Mental Health Team only being able to provide crisis management; people with mild to moderate depression and anxiety were unable to access the necessary care to improve their symptoms. GPs were frustrated that their patients were not able to find help anywhere in the Southern Highlands unless they were able to afford private psychology services, something that was not possible for those who were unemployed or on the pension. It is known that there is a high incidence of mental illness within these two population groups.

A clinical psychologist at the Southern Highlands Private Hospital was running a successful anxiety, stress management and depression group program for people with private health insurance (the Day Patient Program). The clinical outcomes of this program were shown to be extremely successful. Through funding from the MAHS program, the Division was able to provide placements in this group program for up to 40 Healthcare cardholders and other low-income persons during 2002-2003. This program continued in 2003-2004. This Division sponsored program has a substantial waiting list.

Although patients who attend this Day Patient Program at the Southern Highlands Private Hospital have a reduction in their symptoms, there is often a gap in services that the program cannot provide. The patient often requires further assistance from a private psychologist at completion of the program. Additional assistance may be necessary to help implement the strategies the patient has learnt in the program, as well as addressing other issues that the program does not cover. Some patients are too anxious to attend the program, and may require one-on-one intervention with a private psychologist prior to being exposed to a group situation, particularly in the case of social phobia and generalised anxiety disorder. 

In mid 2004, this program was taken out of the hospital to reduce stigma. The Program was completely restructured buy focussing more on CBT, motivation and increasing self- esteem. The Division also incorporated an exercise component to the Program. The mental health nurse (and sometimes the clinical psychologist) walks with the patients for 30-60 minutes three times per week. During this time, there is the reinforcement of what is taught in the group, as well as general counselling. General conversation is also encouraged in order to take the focus of persistent automatic negative thoughts. Although the first program is yet to be completed, it is clear that there has been a significant improvement in patient symptoms. 

Due to the lack of specialist services in the area, GPs have faced many difficulties when caring for their mental health patients. Most patients seeking psychological help are not in a financial position to pay for such care.  People suffering a mental illness have a greater chance of recovery using an integrated mental health care approach, such as evidence based biomedical and psychosocial strategies for mental disorders (Ian Falloon, 2001).

Implementation of Better Outcomes: 

Education and training for GPs

The Division held one Familiarisation Training night, followed by a number of small group Familiarisation Training afternoons at the Division.  All eligible GPs were notified about the training. The five components of Better Outcomes were also promoted through email and faxes, to make sure that GPs received the information. All GPs were visited in their practice a number of times to talk about the initiative, and to provide ongoing support. Promotional material as well as updates on the initiative has been provided through email and the Division newsletter.

The Division has organised Signals I and II training, SPHERE, and Level 2 SPHERE. Other GPs have completed hypnotherapy courses in their own time.

Support for GPs registered to deliver focused psychological strategies 

It is up to each GP to ask for help when they need it, and they know that the GP Liaison Nurse is always here to assist them. GPs registered with Level 2 usually do not require additional assistance, as they are the GPs who have a specialised interest in Mental Health care.

Division’s access to allied health model 

Method of referral to the allied health professional: The GP will assess the patient using the proformas for 3-step mental health process. The GP will then identify key issues and establish collaborative goals with the patient and complete the mental health plan proforma. As outlined under the initiative, the GP will refer the patient for six appointments with a named psychologist, using the referral proforma, followed by another six appointments if the GP feels that additional therapy is needed following review of the patient. The GP and psychologist will together decide what type/s of focused psychological strategy is desirable for the patient as outlined under the Better Outcomes. The GP will choose the most appropriate service provider for the patient, using the service directory provided by the Division.

After the referral is completed, the GP will fax the referral to the mental health liaison nurse in order to collect the minimum data set, and forward on the referral to the psychologist. The psychologist will phone the patient to book the patient into their first session. 

Following the first session, the psychologist is then able to book the patient in for the following appointments. The psychologist will provide up to six sessions of focused psychological strategies, after which the patient is referred back to the GP for review.

The psychologist will report on the patient’s progress during the course of treatment if appropriate, with a mandatory report being required at the 6th and 12th session, on the course of treatment.

The Division will ensure a standard form of report in consultation with the psychologists and the GP committee. This report form will also be in conjunction with the incentive guidelines.  

Promotion and uptake of the access to urgent psychiatrist support

It is too difficult to determine who is accessing this part of the initiative. However all promotion has been achieved through email to the GPs.

Impact following the implementation of Better Outcomes:

There has been a great impact in the Southern Highlands because of Better Outcomes. More people are able to access assistance for non-acute conditions such as anxiety and depression. This is something that people in the Wingecarribee were never able to access previous to the initiative. Last year there were 72 referrals, and in the new financial year, there were 51. It is felt that there has been pressure taken off the mental health team and the emergency department. GPs are finally able to provide the best care for their patients.
GPs’ experiences: 

Many GPs continue to be excited about the program as they see a real improvement in their patients who have been sick for years. CBT has been the only thing that has worked.

“It's wonderful; it has given an opportunity to get our un-insured patients from the bottom half of the social scale to get decent psychological care and there should be more of it”.

“I think its good from point of view of making it more lucrative to spend some time with mental health patients”

“I think it has been very positive – very good initiative”

“Excellent, very helpful for my patients and I think it’s moving in the right direction to improve access of the patients in mental health”

Consumers’ perceptions:  

Most patients valued the fact that they had someone to talk to about their problems in a non- judgmental manner. They also liked the fact that they were taught various strategies to help them manage their illness, and gain more control over it. Obviously they liked that their mental state improved significantly.

Allied health professionals’ perceptions:  

All psychologists stated that it is an excellent initiative, in the sense that GPs have learnt more about CBT through their training. They are receiving more information in the referrals that they what they once received. The local psychologists believe that the access to allied health pilot was a huge breakthrough in mental health care In Australia and that it should be continued indefinitely.  
Achievements: 

Most patients have improved in their K10 and their DASS scores. All patients self reported feeling better in relation to their symptoms.

Last year there were 72 referrals made to the allied health pilot. Out of the twenty registered GPs in the area, fifteen GPs referred to the program. In the new financial year four of the non-participating GPs from the previous year have sent in referrals. This means that every GP except for one, now have made referrals to the Program.
Barriers: 

· Getting more people to attend the training. Not all GPs who had completed Familiarisation Training were able to attend the Level 1 or 2 training. 

· It was not easy getting the pharmaceutical companies to come to a rural area to roll out the training. 

· GPs wanting to refer their patients to the program when they were not registered with Better Outcomes. These GPs were not approached to participate in the program because they were not working in an accredited practice.

· Convincing GPs to complete the paperwork. 

· GPs also did not like that they felt they had to work a different way to which they had practiced previously. Some GPs preferred to send referrals directly off to the psychologist rather than the referral going via the Division. Prior to the allied health project commencing, all GPs were visited and given information packs that the MH Liaison Nurse developed. These information packs included a simple flow chart on how to refer, the actual referral forms and consent forms, and what to include when referring, however they still preferred to call to make enquiries and request the necessary paperwork. This project has been very time consuming for the Mental Health Liaison Nurse. 

· The requirement for the Division to enter data on a national database following commencement of the project.   The Division’s database was not compatible to up load onto the national database.

Benefits of Better Outcomes: 

There have been many benefits which include: better patient care, better education for GPs, GPs being able to spend more time with their patients, and GPs getting a greater understanding of CBT. Hopefully GPs recognise that CBT is just as effective/if not better than prescribing medication for a lot of cases.
Future directions: 

· To continue to promote access to psychiatrist support;

· To continue the allied health project; and

· To organise more training, have more GPs registered with the initiative, and to provide continuing mental health education in the future. 

When the evaluation is completed, there will be additional recommendations.

Sunshine Coast Division of General Practice
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Contact person: Deborah Hookham, Access to Allied Health Pilot Coordinator

Contact details: 07 5456 8888

Locality: 

The Sunshine Coast has a mix of rural and coastal communities 1% hours north of Brisbane. The region has one of Australia's fastest growing populations. It has a relatively low ATSI and CALD population.

Mental health in the Division prior to Better Outcomes:  

Prior to Better Outcomes a More Allied Health Service (MAHS) - mental health - had been running in the northern region of the Division for 18 months. Mental health was the area of need, identified by GPs, as requiring allied health support approximately four to five years ago.

The Division had a dedicated mental health position from approximately 2000. 

A mental health special interest group of GPs has been in existence since that time as well as a consumer I carer group. The Division has engaged GPs in many mental health activities and programs since its inception in 1994. At the time of the submission for Better Outcomes approximately 26% of our GPs were actively engaged in mental health education and networking opportunities. 

Current mental health environment: 

The More Allied Health Service (MAHS) had been extended to other rural regions of the Division but with budget restriction this has been reduced somewhat for this financial year.  Both MAHS and access to allied health (Better Outcomes) continue to provide a dedicated, predictable, efficient and accessible service for GPs to refer patients with mild to moderate mental health disorders. Plans exist for a needs analysis around allied health support services for GPs. Ongoing participation in further levels of training is yet to be measured. Referrals to the access to allied health component are currently higher than for this time last year.
Implementation of Better Outcomes:

A mental health working party of GPs was established. As well, a “Special Interest Group in Mental Health' was formed.  This offered peer support and supervision with a psychiatrist and allied health staff. 

From July 2001 to March 2002 a total of 84 GPs participated in mental health training offered by the Division. 

Familiarisation Training was offered in June 2002. A total of 164 GPs completed Familiarisation Training.   67 GPs complete SPHERE and 66 qualified through recognition of prior learning. 

The orientation to the access to allied health program was conducted through three GP evening meetings and via telephone and practice visits.

Ongoing promotion of all aspects of Better Outcomes has taken place through the Division newsletter (monthly to all practices), weekly fax (to all practices) and the Better Outcomes Fax (monthly to participating GPs). 
GPs’ experiences:  

GPs report an improved understanding of allied health roles and psychosocial issues impacting on patient health.  GP views on the benefits for their patients being able to access to allied health are on the whole very positive.

“The psychologist did a lot of work in terms of that person understanding their psychological needs and their self-destructive behaviour.  They were able to make decisions for the future and were more positive and directed.”

“For GPs to have access to psychologists and social workers which help us manage depressed and anxious patients is really great.  We have a lot of positive feedback from patients coming back from the allied health professional.”

One GP commented that prior to Better Outcomes being instigated:

“We basically did not have a service for patients with mainstream psychological distress.  We did have a service for severely mentally ill, however most do not fall into that category.”

The 3-step mental health process has presented some difficulty for GPs with complaints about paper-work, patients not returning for three consultations or GPs reluctant to recall a well patient for a third long consultation.  GP suggestions on improving access to allied health were: 

· Improve wait times;

· Increase personnel;

· More GP training or less restrictions on GPs who are eligible to refer;

· Make it paperless.

Consumers’ perceptions:  

Consumers have reported positive experiences from participating in the access to allied health component.  A number felt that is arrested further decline in their health.

“I got my life back” 

And another:

“I truly believe that I would have attempted suicide again if I have been unable to get this help”

Reported benefits were:

· Gaining strategies to deal with life;

· Regaining confidence;

· Having a supportive relationship with therapist;

· Prevented suicide; and

· Provided alternative to use of medication.

Analysis of therapeutic outcomes via both patient and therapist outcome tools show significant improvement for consumers

Allied health professionals’ perceptions:  

Allied health professionals (a mix of employed and contractors) have overall found the access to allied health program to work well for themselves, their clients and the GP.  Some have found it challenging to work within the six to twelve session model of case suggesting more sessions are required for clients with complex, long-standing issues and co-morbid conditions.  All are hopeful of the initiative continuing and suggest the service remains free for low-income consumers and that increased resources are required to meet current demand and allow for promotion.

Barriers: 

· Paperwork; 

· Requirement for dedicated mental health training for GPs; 
· Requirement for accreditation; 
· Uncertainty about funding beyond June 2005; 
· Decreasing funding whilst demand is growing and an inability to fully promote the initiative due to financial constraints; 
· Confusion amongst GPs, consumers and other mental health providers and stakeholders in those Divisions implementing both MAHS and Better Outcomes programs.
Achievements:  

· Being able to provide an accessible service that directly supports GPs with patient care in an area that traditionally consumed much GP time and resources; 

· Being able to provide training and support in mental health care for GPs;

· Reducing isolation for GPs doing mental health care; and 

· Moving more to multidisciplinary shared care that is still GP driven and owned. 
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