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‘fPartlcnpatory action research was used to adapt the WHO programme
There were 3 phases to the study, Firstly a co-operative inquiry group of
10 GPs adapted the WHO materials. Secondly the findings of the inquiry
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__ The findings of the study are presented as a mode! of the primary care
_consultation wnth a specuf“ ¢ focus on the recognition and management of
 mental dasorders The approach includes the use of one hypothesis for

‘mental probtems and assessment in the ‘lobby of general practice. Six

E govermng variables for this appmach are described: ciies, communication
 skills, contmu;ty of care, confidence, course teols and commumty
,resources . ~ ~ ' - '

‘Conclusxon. - - ‘
_ This study presents a practlcal model of the pnmary care consultatlon, ‘
~ which focuses on an approach to the recognition and management of
_ mental disorders. This model has been used to adapt the WHO; .

_programme for the South African context The model may be of use to

 general practitioners, educational designers, teachers of family medicine /
. primary care as well as district managers who wish to enhance the quality
z of care for pattents with mental disorders.
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cause.' Globally 24% of primary care | mary care facility found a prevalence
patients have a diagnosable mental | of 14.4%.° However, despite being
Mental disorders represent 10% of | disorder and this can range from | common and resulting in significant
the global burden of disease and | 53.5% in Santiago to 9.7% in | disability, less than 50% are recog-
depression alone is the fourth leading | Shanghai.’ One study in a Soweto pri- | nised by primary care providers.” Of
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those recognised less than half
receive any medication and of those
who do, benzodiazepines are most
frequently prescribed. The majority of
mental disorders however are man-
aged in primary care and not in spe-
cialist psychiatric services.”

In response to this situation the
World Health Organisation (WHO)
developed an educational programme
and set of management guidelines
that were based on the Tenth
Revision of the International
Classification of Diseases (ICD-10).**
This educational programme focused
on the six most common conditions:
depression, anxiety disorders, alcohol
use disorders, sleep problems, unex-
plained somatic complaints and
chronic tiredness. For each of these
six conditions a set of desktop tools
were provided that included diagnos-
tic checklists, flowcharts and ques-
tionnaires, explanatory handycards
and patient information leaflets.

In the UK the ICD-10 Guidelines
were  introduced to  general
practitioners (GPs) through a study
day, but had no impact on the overall
detection of mental disorders, the
accuracy of diagnosis or prescription
of antidepressants.® This UK study
however was unable to tell us how
the educational intervention should
be modified to have a greater impact.
It has been noted that empirical
educational research frequently leads
to negative findings and controlled
trials are unable to describe what a
program did do, what it ought to do,
and how it could be modified to edu-
cate more successfully’ This study
therefore takes a different approach
to evaluating the WHO educational
programme and looks at how the
programme should be modified for
GPs in the South African context by
exploring in detail the nature of the
relationship between the GPs and the
educational process. New insights and
knowledge generated are presented
in the form of a model that may be of
interest to other designers of educa-
tional interventions.

Methods

Participatory action research was
chosen as the most appropriate
methodology to understand the
experience of the GPs and at the
same time to adapt the programme.
The value of this approach was also
confirmed in the UK where action
research was adopted as a way to
develop and research a national men-
tal health training programme for
general practice after the programme
failed to develop effective training ini-
tiatives using more  traditional
approaches.?

The methodology had three phases.
In the first phase the original WHO
materials were adapted by means of a
co-operative inquiry group. In the
second phase the findings of the
inquiry were incorporated into the
design of a web-based distance edu-
cation programme. In the third phase
the web-based programme was evalu-
ated by means of an action inquiry.
Each of these phases is outlined
below.

The co-operative inquiry group was
advertised and GPs with a known
interest in mental health were also
invited. Ten GPs from the Western
Cape committed themselves to the
group and although they shared a
common interest in the topic these
GPs came from a variety of practices,
including private practices in subur-
ban and inner city areas as well as
public practices in community health
centres on the Cape Flats and sur-
rounding townships. First languages,
used by patients and doctors, includ-
ed English, Afrikaans and Xhosa. The
GPs used the WHO materials in their
diverse practices over a 6 month
period and completed 4 action-reflec-
tion cycles. The co-operative inquiry
group explored how the WHO mate-
rials should be adapted to be more
practical and useful to GPs in the
South African context.

All 10 group meetings were audio-
taped and the process of planning,

group reflection and knowledge con-
struction was recorded. Key group
discussions were also recorded on
newsprint and each facilitator kept
detailed personal notes of both
process and content contributions
within the group. Important discus-
sions and decisions were subsequent-
ly documented in a written summary
of each meeting that was distributed
to each member.

Individual members kept observation
notes and narrative accounts of what
happened in their practices. In
between group meetings people com-
municated their writing electronically
using a group list server that main-
tained an electronic archive. At the
end of the 6 months each person
wrote a document describing his or
her own personal inquiry and these
were shared on the list server. The
principal researcher then drew up a
tentative ‘reflective summary’, which
was used as the basis for constructing
the final group consensus.

A number of criteria were considered
as key to the quality of the inquiry:
alignment with purpose, ownership of
the inquiry process, development of
reflectivity, democratic and collabora-
tive group dynamics, commitment to
practical action, documentation of the
inquiry, transferability of the findings
and construction of practical knowil-
edge.

Following this the findings of the co-
operative inquiry group were incor-
porated into the instructional design
of a web-based distance education
programme that was advertised to all
South African GPs.

Finally the 16-week distance educa-
tion programme was further adapted
by means of an action inquiry with
the nineteen GPs who participated in
the first course. At the end of each of
the eight 2-week modules the GPs
submitted a detailed reflective journal
of their experience and learning.
Altogether 92 journals were posted
on the Internet and analysed using
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qualitative methodology. The journal
text was coded, categorised and
developed into themes. Six quality
criteria were considered in this
process: the reflectivity of the
researcher, respondent validation by
means of reflective summaries posted
to the course  participants,
peer review of the analysis by an
independent research  consultant,
documentation and thick description,
fair dealing between participants and
transferability of the findings.

The methodology of the co-operative
inquiry group, the instructional design
process and the methodology of the
action inquiry are fully described else-
where ™!

Results

The findings of the study are present-
ed as a model of the consuitation
(Fig 1). This model is discussed below
in relation to the original WHO
materials and is illustrated by
quotations from the co-operative
inquiry group and web-based reflec-
tive journals.

GPs reported that the WHO’s six
most common conditions were them-

selves so inter-related that it made
more sense to initially consider them
as one hypothesis of ‘mental prob-
lem’. The testing of this one hypothe-
sis was reportedly more efficient in
the consultation than initially consid-
ering six separate conditions.

“My biggest problem with these diag-
nostic labels — there is so much over-
lap of symptoms between depression,
anxiety, sleep disorders, fatigue,
somatic symptoms and, yes, stress to
make it difficult at the beginning to
decide which of these sections to
use. That probably explains why | have
tended to use the somatic complaints
section more, as it allows me to
address patients offers before defining
them into disease entities.” SM

This one hypothesis could easily be
considered alongside other physical
hypotheses in a way that enabled the
GP to confidently include psychologi-
cal and physical hypotheses at the
same time. This concept therefore
was seen as a practical way of
improving initial recognition in the
consultation and not as a diagnostic
category in itself. A number of ques-
tions to test the hypothesis were
developed from the WHO materials

and modified for the local context.
Table | gives an example of questions
developed for a Xhosa speaking com-
munity.

If the patient tested positively to this
hypothesis they were seen to have
entered the ‘lobby’ of general prac-
tice.The GPs reported that the WHO
materials did not include an open
assessment and management area
where GPs could make sense of
patient’s mental problems without
forcing them into a diagnostic catego-
ry. Some patients were sub-threshold
for diagnostic categories and for
some the ICD-10 categories did not
help manage the patient. For example
‘adjustment disorder’ or ‘anxiety, not
otherwise specified’ while useful for
research purposes did not help the
GP and patient reach a practical man-
agement plan. These patients were
reportedly better assessed and man-
aged in a holistic way by considering
clinical, individual and contextual
issues (Table 2). The “messy entrance
hall” or lobby was visualised as having
a number of siderooms that repre-
sented specific diagnostic categories
such as major depressive episode,
panic disorder and so on.These side-
rooms should ideally be linked to spe-

Figure I: Fig |.Model of the consultation for the recognition and management of mental disorders

Test one hypothesis of
‘mental problem’

Unexplainad
sematic

Consider a more
specific
diagnosis

Assess in the
‘lobby’ of general
practice

Manage in the ‘lobby’ of
general practice

Consider more specific
treatment or therapy
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Table I: Questions to test the hypothesis ‘mental problem’ in a
Xhosa community

ike:fs .

I. Are you thinking too much?
2. How are you sleeping at the moment?

3. Do you feel exhausted or tired even when you are not working
hard?

Do you feel sad or like crying for no reason?

5. As a person there are things that you enjoy doing — do you find that
you no longer enjoy these things?

6. Do you sometimes have the feeling as though you are going to hear
bad news!?

Have you ever experienced traumatic events that made you feel
extremely threatened or endangered? Or witnessed someone else
in this situation?

. (a) Have you ever felt you should cut down on your drinking?
(b) Have people annoyed you by criticising your drinking?
() Have you ever felt bad or guilty about your drinking?

(d) Have you ever had an eye-opener first thing in the morning to
steady your nerves or to get rid of a hangover!

If positive to any one further assessment may be required:
If positive to 2,3,4,5 then consider depression

If positive to 1,2,6 consider anxiety disorders

If positive to 8 consider alcohol use disorders

If positive to 7 consider post traumatic stress disorder

e ]
Table I: Assessment in the lobby of general practice

Clinical

Consider whether other medical conditions could be causing the
symptoms

Consider whether the symptoms could be a side-effect of
medications

Consider possible lifestyle factors

Consider whether the person has a more specific mental disorder

Individual
Ideas “What do you think might be causing the problem?”
Fears “What was the worst thing you were thinking it might be?”

Expectations “What were you hoping we might be able to do for
this?”

Context
Consider key areas for psychosocial problems
Consider a genogram to explore the family “Who else is at home
with you?”

cific therapies. The GP should consid-
er whether the patient belonged bet-
ter in one of these rooms, but could
also decide to keep the patient in the
lobby. A new section, for use in the
lobby, entitled ‘mental problems’ was
added to the educational programme
with its own diagnostic checklist,
flowchart and management
handycard. Sleep problems, chronic
tiredness and unexplained somatic
complaints, from the original WHO
materials, were incorporated into this
new section ‘mental problems’ as
these were not in themselves specific
diagnoses.

“In the package, the most relevant
section dealing with these somatic
complaints was the ‘Unexplained
Somatic Complaints’ and | found this
section very useful in explaining my
patients somatic ‘offers’. It occurred
to me, however, that these were not
strictly speaking ‘unexplained’ yet, and
so this was not the right section to
use in these patients. We therefore
needed to consider a first diagnostic
category in the package that would
deal with undifferentiated symptoms
and somatic complaints. Something
like a “lobby” in a house of mental
disorder management, where patients
would be managed before moving
them to specific rooms if diagnostic
criteria satisfied their allocation into
one of the six rooms.” SM

From the experience of GPs with the
course materials six factors were
identified that could influence the
process of recognition and manage-
ment as well as the use of the educa-
tional programme in the practice
environment. These .were referred to
as the six C’s: Cues, Communication
skills, Continuity of care, Confidence,
Course tools, Community resources
and referral.

GPs reported that the WHO materi-
als needed to be linked to the pres-
entation of cues from the patients
and not used as screening materials
for all primary care patients.
Diagnostic criteria were of little use if
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the GP did not know when to use
them with specific patients. Many GPs
did not have well developed psycho-
logical ‘illness scripts’ and as a result
failed to pick up cues and test for
mental problems.

“Patients with mental disorders will
in most instances not complain of a
problem in the mind but will present
with a physical complaint as an ‘entry
ticket’...I was pleased to notice that |
had been able to pick up mental
problems using simple cues that | had
ignored in the past. It is a sadness that
| realise that through the years in
practice | may have been missing so
many mental illness.” JIAM

“Once | began picking up on cues and
allowing the patient to talk, it was as
if a tap had been opened. Suddenly a
lot of patients were confiding in me
and allowing themselves to express
their emotions.” |2VB

The GPs reported that the WHO
programme, while referring to com-
munication skills, did not actively
address the issue and this was found
to be a critical factor.

“From the outset it was obvious that
| sorely lacked the communication
skills which encourage patients to dis-
cuss their psychological problems.”
J7vB

GPs also reported that continuity of
care in the health system was as
important as communication skills in
the consultation. In some settings,
especially with a high workload and
short consultation time, the process
of recognition, assessment and man-
agement needed to spread out
between several consultations.

“l cannot spend half-an-hour with a
patient - although often | do — due to
enormous workload. So, once | have
established that the patient is suffer-
ing from a mental disorder, | like to
hand out the leaflet and questionnaire
and ask the patient to return a couple
of days later” JOFY

The confidence of the GP in his or
her ability to explore and manage
mental disorders was reported as
another important factor. Consciously
developing a practical approach in the
consultation, rather than simply
increasing GP’s knowledge of specific
conditions boosted confidence.

“| feel gradually more confident now
that | don’t have to run away from
many of the psychiatric conditions |
may encounter in the practice.” J4AM

The provision of simple desk-top
tools to support each step in this
model of the consultation appeared
to enable the GPs to change and inte-
grate a new approach into their prac-
tice. GPs asked for Posttraumatic
Stress Disorder to be added as one
of the anxiety disorders in the South
African context.

“It is not simple to recognise mental
health problems, however by using
these structured questions it makes it
easier to arrive at a diagnosis with
some certainty. The mini-mental state
examination is not well suited for the
busy practices we find ourselves
in...Also keeping the DSM-IV criteria
within easy reach is not possible. In
most instances this is what makes
most GPs to be uncomfortable in
dealing with mental disorders.” ]2AM

The awareness of and accessibility of
other community based resources
and referral opportunities was
reported as another important factor.

“We won’t diagnose psychological
problems adequately until we have
resources to deal with them. | realise
that | don’t diagnose alcohol abuse, as
| have no faith that | can do anything
for sufferers. However | diagnose
depression well, when | have time to
deal with it or a psychologist to
whom the patient can go. So it will
take a change in the system rather
than just a few guidelines.” BS

In addition to this model of the con-
sultation and its governing variables a

number of other factors were identi-
fied that impinged on the success of
the educational programme.The most
important of these factors were the
beliefs and assumptions of the GPs
regarding mental disorders. GPs had a
number of fears and concerns regard-
ing these patients. For example they
were concerned about being manipu-
lated or fooled by patients, being
overwhelmed by psychosocial issues,
and missing physical problems.
Mental patients were seen as requir-
ing extra time that was not available
and were seen as ‘difficult’ or ‘heart
sink’ patients. Many GPs had the
belief that mental disorders are
uncommon and severe and that they
must clearly differentiate between
either physical or psychological expla-
nations for their patient’s symptoms.
The ability of GPs to engage with the
programme and to change their prac-
tice depended to some extent on the
degree to which the course enabled
the articulation and reflection of
these beliefs and assumptions.

“As a GP | am usually used to rush
for making a diagnosis and to sort
out the patients physical problem.
Module | [weeks 3-4 in the course]
was an eye opener to me to know
that |, like many other GPs was miss-
ing many patients inner diagnosis.”
J78S

“Most importantly it had a great
impact in awareness in the extent of
mental disorders in my practice.
When | used to think of bipolar ill-
ness, major depression, schizophrenia,
manic episodes etc. Now | also think
of many other conditions like sleep
disorders, generalised anxiety disor-
der, unexplained somatic complaints
etc” J7SS

“Patients are not malingerers, they
give definite ‘cues’ when they are
experiencing psychosocial problems
and they desperately need the doctor
to recognise and act on them.” J7VB

Another important factor that need-
ed to be addressed was the diversity
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of practice settings, languages and
cultures within the South African con-
text. Learners could adapt and modify
the materials as part of the educa-
tional programme for their particular
context.

Discussion

This study presents a model of the
consuitation that demonstrates a
practical approach for GPs who want
to recognhise and manage mental dis-
orders.The model can also be used as
a framework to guide educators in
the design of more effective interven-
tions for both undergraduate and
postgraduate students. A feature of
action research is that this conceptual
model was developed out of GP’s
practical experience with the WHO
Educational Programme rather than
from theory. In addition the findings
of this research have already been
implemented in the form of a web-
based distance education programme
for GPs. Some elements of this
model are supported by other
researchers who have also highlighted
the importance of patient-centred
interviewing and treatment, the ther-
apeutic effect of the doctor-patient
relationship, a biopsychosocial
approach to clinical reasoning and
care, synergistic attitudes and values,
and the ability to diagnose and man-
age common mental disorders."?

This study did not attempt to evalu-
ate the educational intervention by
using pre-determined outcomes to
measure changes in recognition and
management, but rather focused on
understanding how to design a practi-
cal and useful educational experience
for the GPs. The alignment with pur-
pose in the co-operative inquiry
group was initially hampered by the
need for participants to use the
WHQO materials in their practices
rather than designing their own
actions to explore questions regard-
ing recognition and management of
mental disorders. However this prob-
lem was overcome by the facilitators
continually re-aligning the GPs at each

group meeting. The participation of
the web-based students in the inquiry
process was more difficult than in the
co-operative inquiry group due to the
need for asynchronous interaction at
a distance. However each student
was required to produce a reflective
journal at the end of every 2-weeks
as both part of the educational and
research agendas and this provided
sufficient  qualitative material to
explore their experience.

This is the first time that the WHO
programme has been evaluated in
Southern Africa. This study is also
unusual in being conducted by pri-
mary care practitioners as a recent
review of the mental health literature
in South Africa found no papers by
primary care practitioners.” The find-
ings are important in that they show
how the WHO’s universalistic and
specialist-orientated perspective can
be integrated with the more relativist
and generalist-orientated perspective
of the GP to create a practical and
efficient approach to recognising and
managing the common mental disor-
ders.

In implementing this model as part of
an educational intervention the edu-
cational principles used in the instruc-
tional design will also be important. In
the design of the web-based distance
education course it was recognised
that learning that motivates adults:"

* Is perceived as relevant to self

* Makes use of the previous
experience of the learners

* lIs participatory and actively involves
the learners

* Is focused on clinical problems

* Is designed so that they can take
responsibility for their own learning

* Can be immediately applied in
practice

* Involves cycles of action and
reflection

* Is based on mutual trust and
respect

Future research in the South African
context should explore if this

approach is also useful for clinical
nurse practitioners and for under-
graduate medical students.  This
model of the consultation may best
be introduced at the undergraduate
level by combining inputs from psy-
chiatrists and family medicine / pri-
mary care."” Research into mental dis-
orders is one of the top |10 priorities
in the Essential National Health
Research initiative and the need for
further development and testing of
models such as the one described
here is highlighted in recent reviews
of the literature.”

Conclusion

This study presents a practical model
of the primary care consultation that
focuses on an approach to the recog-
nition and management of mental dis-
orders. This model has been used to
adapt the WHO programme for the
South African context. This model
may be of use to general practition-
ers, educational designers, teachers of
family medicine / primary care as well
as district managers who wish to
enhance the quality of care for
patients with mental disorders.

Acknowledgements

| would like to thank Sanofi-
Synthelabo for their sponsorship of
the WHO Mental Disorders in
Primary Care initiative and the devel-
opment of this distance education
programme. | would like to thank the
members of the co-operative inquiry
group for their participation in this
study: Dr Felicia Christians, Dr Strini
Govender, Dr Solly Lison, Dr Roy
Maroney, Dr Nokuthula Mathe, Dr
Shadrack  Mazaza, Dr  Aubrey
Michalowsky, Dr Sedi Namane, and
Dr Bev Schweitzer. | would also like
to thank Prof. Pierre de Villiers and
Dr Meulenberg-Buskens for their
supervison and support of this
research. Finally | would like to thank
the students in the distance learning
course for their participation in the
action inquiry.

SA Fam Pract 2002, 25(5)



References

Brundtland, G.H. Speech on burden of disease concept. 15th
December 1998 Hépitaux Universitaires de Genéve. Geneva: World
Health Organisation, 1998.

Ustun TB; Sartorius N. Mental lliness in General Health Care:
An International Study. Chichester: Wiley & Sons; 1995.

Thom R, Zwi R, Reinach S. The
prevalence of psychiatric disorders at a primary care clinic in Soweto.
S Afr Med ] 1993;83:653-5.

WHO Mental Disorders in Primary Care: Educational Package,
Geneva: WHO, 1998.

WHO Diagnostic and Management Guidelines for Mental Disorders in
Primary Care ICD-10 Chapter V Primary Care Version, Géttingen:
Hogrefe & Huber Publishers, 1996.

Upton MWV, Evans M, Goldberg D, Sharp D. Evaluation of ICD-10 PHC
mental health guidelines in detecting and managing depression within
primary care. Br} Psychiatry 1999; 175: 476-82.

Torbert W. Why educational research has been so uneducational: the
case for a new model of social science based on collaborative inquiry.

In: Reason P and Rowan | (Eds) Human inquiry: a sourcebook of new

paradigm research. Chichester: John Wiley & Sons, 1981, 141-151.

Singleton A and Tylee A. Continuing medical education in mental
iliness: a paradox for general practitioners. Br ] Gen Pract 1996; 46,
339-341.

Mash B and Meulenberg-Buskens 1. “Holding it lightly”:The
co-operative inquiry group as a method for developing educational
materials. Med Educ, 2001; 35: 1108-14.

. Mash B. Development of the program ‘Mental Disorders in Primary

Care’ as Internet-based distance education. Med Educ 2001; 35(10),
996-999.

. Mash, R). The development of distance education for general

practitioners on common mental disorders through participatory
action research. Stellenbosch University. PhD Thesis, 2001.

. Goldberg D, Gater R. Implications of the World Health Organisation

study of mental iliness in general health care for training of primary
care staff. Br ) Gen Pract 1996;46:483-5.

. Thom, R. Mental Health Services: A review of Southern Africa

literature. Johannesburg: Centre for Health Policy, University of
Witwatersrand, 2000.

Spencer ), Jordan R. Learner centred approaches in medical education.
BM] 1999;318:1280-3. .

A R R R

HIGHER DIPLOMA/
MASTERS IN
FAMILY MEDICINE
(M. Fam Med)

Would you like to obtain a higher qualification
in Family Medicine from the University of
Cape Town?

UCT now offers a choice of o Diploma in Fomily Medicine
and a further option of a Masters degree. The course
offers opportunities for doctors to develop skills to defiver
high quality, cost-effective care in @ community setting
using a bio-psycho-social approach.

The course is based on principles of adult learning,
thereby encouraging self-directed learning, reflection on
personal experience, crifical thinking, collaboration and
mutual support.

Who should apply?

This course is aimed ot doctors looking at o career in
primary care — both in the public and private sectors. The
Masters course, which requiries prior completion of the
diploma course, caters for doctors who want to under-
take research and teaching in their practices or academic
institufions.

Entry requirements for Diploma:

MBChB or equivalent degree. Applications must be in by
31 October 2002, and interviews will take place in
November 2002, for the course starfing in February
2003. A curriculum vitoe and the names of two referees
must also be supplied.

Application forms are available from Ms Marilyn de Vries,
Dean’s Suite, Fuculty of Health Sciences, University of
Cape Town, Anzio Road, Observatory 7925. Telephone:
(021) 406-6340. Fax: (021) 406-6667 or email:
mdevries@curie.uct.ac.za

For further information, please contact Professor Derek
Hellenberg on telephone: (021) 406-6510 or email:
dhellenb@cormack.uct.ac.za or visit our website at
http://www.uct.ac.za/depts/cmh/mfom/htm
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