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Previous surveys of the Australian
community’s knowledge of depres-
sion suggest a strong preference for
receiving psychological interventions for
the treatment of depression.'? At the
same time, there is community concern
that it is often difficult to access general
practitioners who devote the time or
have the skill or commitment to provide
high quality mental health services.
Further, there is recognition that specific

psychological treatments (provided by
mental health specialists) are also very
expensive or difficult to access.’
However, nonpharma-cological treat-
ments are highly effective for both acute
treatment and prevention of recurrence
of depression.*

General practitioners, therefore, have
a key role in facilitating appropriate
referral to specialist mental health
providers who can deliver specific psycho-
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logical treatments. This requires GPs to
take into account a number of competing
clinical, practical and organisational
issues. This article describes a simple four
step approach to such referral, which
should assist GPs in their ongoing man-
agement of patients with depression. The
four step approach includes:
1. Assessment of the patient from a clini-
cal and contextual perspective. This
should take into account not only clin-
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Table 1. When to refer to
specialist mental health care
from general practice

* Severe depression with melancholia

Psychotic depression

* Severe depression with risk of suicide

Atypical depression

* Partial or no response to treatment

Unexpected response to medications

* Bipolar disorder (or a family history of
bipolar disorder)

* Complex comorbidity of psychiatric

and medical disorders

Multiple factors contributing to the

depression

Specific treatments required beyond

the GP’s skill level

ical, but also practical issues that may
affect referral (eg. patient preference
for treatment, cost, travel)

2. Education of the patient about their
illness, attitudes and the benefits of
different forms of treatment, particu-
larly when this requires referral to
another practitioner

3. Navigation of local mental health ser-
vices, and

4. Monitoring of referral and the
patient’s long term progress.

Step 1. Assess the patient

A full clinical assessment is essential to
confirm the diagnosis of depression and
to guide the treatment/management plan
and referral. A symptom checklist can
assist GPs to determine if the patient is
suffering from a depressive disorder
(Figure 1). Assessment should also deter-
mine the type, severity and duration of
the episode. Self rating scales of symp-
toms (eg. Kessler Psychological Distress
Scale [K10[°) or disability (eg. Short Form
Health Survey®) may assist this process.
It is also important to assess any immedi-
ate stressors that may have contributed to
the current episode, and any supports that
may assist the patient with recovery.
A medical and psychological risk assess-

For more than two weeks have you:
1. Felt sad, down or miserable most of the
2. Lost interest or pleasure in most of your

If you answered ‘Yes’ to either of these
checklist below.

O Stopped going out

O Not getting things done at work

O Withdrawn from close family and friends
O Relying on alcohol and sedatives

O Stopped doing things you enjoy

O Unable to concentrate

O Overwhelmed
O Unhappy, depressed

O Irritable

O Frustrated

O No confidence
O Guilty

O Indecisive

[ Disappointed
O Miserable

O Sad

YES NO
time? O O
usual activities? 0O O

questions, complete the symptom

O ‘I'm a failure’

O ‘It’s all my fault’

O ‘Nothing good ever happens to me’
O ‘m worthless’

O ‘Life is not worth living’

O Tired all the time

O Headaches and muscle pains
O Churning gut

O Can't sleep

O Poor appetite/weight loss

If you answered ‘Yes’ to question
1 and/or 2, and ticked 3 or more
of the above symptoms, you
probably have a depressive illness.

Figure 1. Are you depressed?*®

ment is also essential. The assessment for
referral is incomplete without a good
understanding of the patient’s:

attitudes and beliefs toward mental
illness*’

preferences for treatment®
psychosocial and family history
cultural background’

socioeconomic circumstances”, and
language skills."

Practical issues of direct and indirect costs
including travel expenses, lost time at
work, and professional fees are also rele-
vant when making a referral."

Recommendations about which

patients with depression ought to be
referred for specialist care are shown in
Table 1. Clearly, each decision to refer
will be strongly influenced by the GP’s
level of training and expertise.

Step 2. Educate the patient
about depression

The GP has a key role in promoting
choice for the patient by providing accu-
rate information about depression.
Patient handouts (Figure 2, 3), books,
accurate websites and lists of local
support groups can assist with this process
(see Resources). Of particular impor-
tance, is the GP’s role in dispelling myths
about depression such as ‘(people should)
just pull themselves together’” or ‘just get
over it’.”

Community attitudes toward depres-
sion and its treatment/management also
need to be actively addressed by GPs if
patients are to accept referral for specialist
mental health care. Most of the commu-
nity does not view depression as a major
health issue and most have only superficial
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Figure 2. What causes depression?'

When do you need to see a specialist psychiatrist or clinical psychologist?

Your doctor may suggest that you see a specialist if:

* Your depression is severe (eg. melancholic, psychotic)

* Your depression is chronic

* Your depression is associated with a high risk of self harm

* Your depression has failed to respond to treatment

 If your doctor does not feel that s/he has all the resources or skills required to treat you effectively

Figure 3. How GPs and mental health care specialists can work together*
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knowledge about its treatment/manage-
ment.” Further, the majority of depressed
people do not actively seek out profes-
sional assistance.” Of those who do, only
2% choose a psychiatrist and 2% choose a
psychologist as their first choice of treat-
ment.”> Therefore, the GP needs to
convincingly communicate the benefits of
treatment/management when referring a
patient with depression to specialist mental
health care. Figure 3" provides a useful
patient resource, which can be used to
explain how GPs can work with specialist
mental health care providers.

Step 3. Navigate the
local system of mental
health services

General practitioners seeking to refer
patients to specialist mental health
providers often experience difficulties
with accessing the right service. Such
access problems may in part be due to
inadequate or nonuniformly distributed
resources, but they are compounded by
the complexity of specialist mental health
care delivery.” General practitioners are
expected to comprehend a myriad of idio-
syncratic services, characterised by
varying admission criteria, communication
processes and funding sources. These
issues often exacerbate the task of manag-
ing an already complex clinical situation.
Perhaps more than with any other GP
referral, the ability to navigate the local
system is essential to make an effective
mental health referral. There are differ-
ences between and within states and
territories in terms of the options avail-
able, but key examples are services
provided by private psychiatrists, private
allied health professionals, public mental
health services, private psychiatric hospi-
tals, community health services and
nongovernment organisations.

In addition to these key services, which
exist to a greater or lesser degree in local
areas, there are some newer, innovative
state, territory and commonwealth initia-
tives that are providing additional referral
options for GPs. The Better Outcomes in

Mental Health Care (BOiIMHC) initiative,
for example, enables GPs to access psy-
chological and other allied health services
to support their patients with high preva-
lence disorders such as depression and
anxiety. About 70 Australian divisions of
general practice are trialling different
models of access to allied health services
under this scheme.”

Step 4. Monitor referral
and the patient’s long term
progress

Regardless of which specialist mental
health provider the patient is referred to,
there are good reasons for the GP to be
closely involved in the patient’s ongoing
care and to continuously collaborate with
the specialist. The GP needs to ensure
that the patient and carers are satisfied
with the specialist to whom they have
been referred, and that the patient does
not fall through the gaps of a complex
mental health system. This includes:
e checking that the patient has actually
attended for the appointment
e ensuring the specialist is meeting
patient and carer needs/expectations
e ongoing communication and clarifica-
tion of roles with the specialist, and
e careful handover back to the GP when
specialist treatment is concluded.
The patient’s long term follow up is
aimed at preventing relapse and identify-
ing early symptoms of recurrence.
Regular review consultations encourage
adherence to the treatment plan and
ensure that physical care (eg. smoking
cessation, monitoring cardiac risk factors)
is not neglected.

Conclusion

Patients with depression presenting to
general practice do not always receive the
psychological treatments that they
prefer'® and that could benefit their condi-
tion.” In some cases, specific
psychological treatment is best delivered
by a specialist mental health care
provider. The GP, therefore, has a critical
role in referral of such patients to the spe-
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cialist mental health system. A simple
four step approach can assist in this role:
assessment of the patient, education of
the patient, navigation of local mental
health services, and monitoring referral
and the patient’s long term progress.

Acknowledgment

The contribution of beyondblue: the national
depression initiative toward this series is greatly
appreciated.

Conflict of interest: none declared.

References
1.

Jorm A F, Medway ), Christensen H, et al.
Public beliefs about the helpfulness of
interventions for depression: Effects on
actions taken when experiencing anxiety
and depression symptoms. Aust N Z J
Psychiatry 2000; 34:619-626.

Highet N J, Hickie I B, Davenport T A.
Monitoring awareness of and attitudes to
depression in Australia. Med J Aust 2002;
176 (Suppl)20:563-S68. Available at:
http://www.mja.com.au/public/issues/176_
10_200502/hig10079_fm.pdf. Accessed 27
October 2003.

McNair B G, Highet N J, Hickie | B,
Davenport T A. Exploring the perspectives
of people whose lives have been affected
by depression. Med J Aust 2002; 176
(Suppl)20:569-S76. Available at:
http://www.mja.com.au/public/issues/176_
10_200502/mcn10080_fm.pdf. Accessed
27 October 2003.

Ellis P M, Smith D A R. Treating depres-
sion: the beyondblue guidelines for
treating depression in primary care. Not so
much what you do but that you keep
doing it. Med ] Aust 2002; 176
(Suppl):S77-S83. Available at:
http://www.mja.com.au/public/issues/176_
10_200502/ell10082_fm.pdf. Accessed 27
October 2003.

Kessler R C, Andrews G, Colpe L, et al.
Short screening scales to monitor popula-
tion prevalences and trends in nonspecific
psychological distress (paper). Cambridge,
MA: Department of Health Care Policy,
Harvard Medical School, 2000.

Ware J E, Kosinski M, Keller S D. A 12
item short form health survey. Med Care
1996; 34:220-233.

Groom G, Hickie I, Davenport T. Out of
hospital, out of mind! A report detailing
mental health services in Australia in 2002
and community priorities for national
mental health policy for 2003-2008.
Canberra: Mental Health Council of
Australia, 2003.

Jorm A F, Korten A E, Jacomb P A, et al.
Helpfulness of interventions for mental dis-

1002 - Reprinted from Australian Family Physician Vol. 31, No. 12, December 2002

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

orders: beliefs of health professionals com-
pared with the general public. Br ]
Psychiatry 1997; 171:233-237.

Salisbury C. A health service and
Aboriginal and Torres Strait Islander part-
nership to develop and plan mental health
services. Aust J Primary Health Interchange
1998; 4:18-30.

West J C, Pingitore D, Zarin D A.
Characteristics of psychiatric patients for
whom financial considerations affect
optimal treatment provision. Psychiatr Serv
2002; 53:1626-1629.

Pirkis J, Burgess P, Meadows G, Dunt D.
Access to Australian mental health care by
people from non-English speaking back-
grounds. Aust N Z J Psychiatry 2001;
35:174-182.

Bishop L M. General practitioners play a
vital role in providing information. Med ]
Aust 2002; 176 (Suppl):S61.

Andrews G, Henderson S, Hall W.
Prevalence, comorbidity, disability and
service utilisation. Overview of the
Australian National Mental Health Survey.
Br J Psychiatry 2001; 178:145-153.
Hickie I, Scott E, Morgan H, et al. A
depression management program:
Incorporating cognitive behavioural strate-
gies. Melbourne: Educational Health
Solutions, 2000; 11.

Jackson-Bowers E, Holmwood C, Wade V.
Allied health professionals providing psy-
chological treatments in general practice
settings. Aust Fam Physician 2002;
31:1119-1121.

Meadows G, Liaw T, Burgess P, et al.
Australian general practice and the
meeting of needs for mental health care.
Soc Psychiatry Psychiatr Epidemiol 2001;
36:595-603.

Nathan P E, Gorman ] M, eds. A guide to
treatments that work. New York: Oxford
University Press, 1998.

Hickie I, Scott E, Morgan H, et al. A brief
guide to depression management (2nd
revision). Melbourne: Educational Health
Solutions 2001; 1.

Griffiths K M, Christensen H. The quality
and accessibility of Australian depression
sites on the world wide web. Med | Aust
2002; 176 (Suppl):597-104.

Correspondence

Email: Grant.Blashki@med.monash.edu.au



