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ABSTRACT 

An exploratory research project was carried out with the overall 

objective of identifying strategies which may improve collaboration between 

general practitioners (GPs) and psychiatrists at the pnmary care level. This 

research project is described within two contexts: a) the historical quantitative 

qualitative research debate. and b) the disease mode1 along with other models 

of health care delivery. Two consecutive studies were conducted: one 

qualitative (first), the other quantitative (second). 

The qualitative study was conducted in eastem Montreal between 1998 

and 1999. The general study objective was to identify the key strategies which 

may increase collaboration between GPs and psychiatrists in the delivery of 

mental health services in primary care settings. In order to achieve this 

objective. information was cdlected on working patterns involving GPs and 

psychiatrists, their perceived roles and respective expectations, the bamers to 

collaboration. and suggestions for improvement of collaborative service 

delivery. All information was gathered from a purposefully selected sample of 

fve GPs and five psychiatrists. Ten individual indepth interviews and one 

focus gmup session were conducted. 

Three groups of strategies were identified: 1) communication, 2) 

Continuing Medical Education (CME) for GPs in psychiatry. and 3) access to 

consulting psychiatrists in primary Gare settings. These groups of strategies 

set the basis for the quantitative study. 



This study wnsisted of a suwey wnduded in the fall of 2000 in the 

metropditan area of Montreal. The survey had two objectives. The first was to 

cdlect the opinions of both GPs and psychiatrists practicing in Montreal with 

respect to strategies for improving cdlaboration between them at three levels - 
communication. CME for GPs in psychiatry, and on-site collaboration in 

primary care settings. The second was to identify demographic and pracüce 

characteristics of physicians associated with the acceptance of such 

strategies. 

A questionnaire was specifically designed to elicit physicians' 

agreement or disagreement with the strategies of collaboration and was 

mailed to 203 GPs and 203 psychiatrists randomly selected. The survey 

response rate was 86% for GPs and 87% for psychiatnsts. The physicians 

expressed favorable opinions about most strategies involving 1) the 

improvement of communication and 2) the organization of CME activiües 

conceming GPs' practices in the field of psychiatry. However, they did not 

indicate agreement with the strategies involving on-site cdlaboration in 

primary care settings. Physician gender, age, place of practice, type of 

pradice (such as seeing patients with or without appointrnents), and 

responsibility for administrative duties were significantly associated with the 

degree of agreement with the proposed strategies. 



The improvement of collaboration between GPs and psychiatrists is 

linked to specific strategies and physician characteristics. Most physicians 

may accept strategies involving communication and organization of CM€ for 

GPs in psychiatry. However. strategies of on-site collaboration may be only 

accepted by specific groups of GPs and psychiatrists who might share 

characteristics associated with propensity for closer collaboration. 

KEY WORDS: coilaboration; general practitioner; psychiatrist; primary 

are; qualitative methods; quantative methods. 



Le système de soins de sant6 au Quebec a connu des transformations 

importantes. Des soins autrefois offerts dans le milieu hospitalier ont ét& 

transfér6s vers les services externes de première ligne. En outre. dans le 

domaine de la santé mentale. on observe que les omnipraticiens ont une 

clientde renfermant beaucoup de patients souffrant de troubles mentaux. 

Dans la population générale. seule une faible proportion des individus 

atteints de troubles mentaux recherchent de l'aide professionnelle. Ceux qui 

le font s'orientent vers les services externes de premiere ligne. Les 

omnipraticiens sont souvent les professionnels auxquels ces individus en 

détresse s'adressent d'emblée. Géneralement, ces professionnels voient la 

majorité des patients souffrant des troubles mentaux et jouent donc un rôle 

important dans l'offre des soins en sant6 mentale. Toutefois. les 

omnipraticiens ne peuvent a eux seuls dispenser à ces patients tous les soins 

requis. La collaboration avec diffbrents professionnels est donc fortement 

conseilMe, en particulier avec les psychiatres. 

Dans ce contexte, un projet de recherche de nature exploratoire a etc 

r4aIis4, pour identifier les stratégies susceptibles de promouvoir la 

collaboration entre omnipraticiens et psychiatres au niveau des soins de 

premihre ligne. Ce projet de recherche comporte une combinaison fructueuse 

d'une 6tude qualitative et d'une étude quantitative et se complète par une 

rbflexion conceptuelle l'égard du debat historique entre la recheche 
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qualitative et quantitative, ainsi que du modele de la maladie par rapport a 

d'autres rnodéles d'offre des soins de santé. 

L'btude qualitative fut realisée, dans le Montréal Est. entre 1998 et 

1999. L'objectif génbral de cette étude était d'identifier des stratégies cibles 

aptes A accroître la collaboration entre omnipraticiens et psychiatres et ainsi 

optimiser la qualit6 des soins en sant6 mentale dispensés en première ligne. 

Pour atteindre cet objectif, des informations furent recueillies au sujet des 

'patterns' de travail impliquant omnipraticiens et psychiatres; au sujet de leurs 

attentes respectives quant B leur collaboration et leur perception de leurs &les 

propres; au sujet des obstacles a la collaboration ainsi que des suggestions 

visant améliorer des services assumés conjointement. Toutes ces 

informations furent recueillies auprès d'un échantillon minutieusement 

sélectionné. L'échantillon était composé de cinq psychiatres et cinq 

omnipraticiens. Dix entrevues individuelles en profondeur furent réalisees 

ainsi qu'une session de groupe de discussion. Le traitement des donnees fut 

r6alis6 par une analyse de contenu. laquelle &tait guidee par un systeme 

préétabli de codage. Trois groupes de stratégies de collaboration furent 

identifies: a) la communication; b) la formation médicale continue en 

psychiatrie (FMCP) pour les omnipraticiens; c) I'acc& à des psychiatres 

consultants. Les deux premiers groupes de stratégies ont 8t6 perçus comme 

étant facilement réalisables avec la participation r6ciproque des 

omnipraticiens et psychiatres. Par contre, les psychiatres ne croient pas 

beaucoup à la viabilitb du dernier groupe de stratégies. a cause des 
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restrictions de temps et de r6munbration affectant d6jà leurs conditions de 

pratique. II fut possible de tracer les profils des médecins les plus favorables 

à un modèle de collaboration. En effet. les jeunes omnipraticiens ayant 

complbté une r6sidence en médecine familiale, à l'emploi d'un CLSC. non- 

rémunérés & l'acte et prodiguant aux patients un suivi a long terme semblent 

être plus enclins à collaborer. II en est de même pour les psychiatres 

impliques dans la formation de residents en médecine familiale et ceux qui 

privilégient. lors de l'approche du patient, un discours actif plutet qu'une 

Bcoute passive. La caractéristique principale commune à ces deux profils 

demeure l'intérêt du médecin (omnipraticien ou psychiatre) à développer des 

pratiques de collaboration. 

Ces stratégies et ces profils ont seM de base à l'étude quantitative. 

Celle-ci a consisté en une enquête tenue en automne 2000 dans la grande 

r6gion métropolitaine de Montreal. Cenquete comportait deux objecüfs. Le 

premier visait à recueillir les opinions des omnipraticiens et des psychiatres 

pratiquant Montrbal relativement aux stratégies destinees à améliorer la 

collaboration entre ces médecins à trois niveaux: communication, FMCP 

destinée aux omnipraticiens et collaboration sur place au sein des services 

externes de première ligne. Le second objectif visait à identifier les 

caractéristiques d6mographiques et les profils de pratique des médecins 

favorisant l'acceptation de ces stratégies. 

Un questionnaire fut donc spécialement conçu pour mesurer, selon une 

échelle "Likert" à cinq points, le degré d'accord ou de d6saccord chez les deux 



groupes de médecins au sujet des stratégies de collaboration. Ce 

questionnaire fut expédié par coumer à 203 omnipraticiens et 203 psychiatres 

choisis au hasard B partir d'une liste Blectronique fournie par le Collège des 

mddecins du Quebec. A la suite de cet envoi postal, trois lettres de rappel 

furent envoyées aux médecins non-répondants et. en dernier recours pour les 

non-repondants, un appel teléphonique en a été fait. Les données de 

l'enquête M analysées selon les mbthodes statistiques bivariees et 

multivari6es. Le taux de réponse au sondage fut de 86% chez les 

omnipraticiens et de 87% chez les psychiatres. 

Les deux groupes de médecins se montrèrent d'accord avec les 

stratbgies de communication. Ces stratégies comportent deux dimensions: a) 

le contenu des demandes de consultation faites par les omnipraticiens; et b) 

I'echange d'information entre omnipraticiens et psychiatres lorsqu'un patient 

est référ6 au psychiatre. 

Les strategies de FMCP pour les omnipraticiens comportent également 

deux dimensions: a) l'organisation d'activiis de FMCP (ateliers, conf6rences, 

mises A jours) conçues pour les omnipraticiens; b) les rapports de consultation 

des psychiatres considt5rés comme rune des ressources de FMCP destinee 

aux omnipraticiens. Les psychiatres, tout comme les omnipraüciens, ont 

exprime leur acceptation du mod6le propose en vue d'organiser la FMC 

traditionnelle. Ces activitbs devraient 6tre interactives et axees principalement 

sur les thdmes couramment observ6s en pratique par les omnipraticiens. Par 

contre. en ce qui à trait B l'utilisation des rappocts de consultation des 



psychiatres comme ressource de FMCP destinee aux omnipraticiens. les avis 

des deux groupes de méâecins différent. Si les omnipraticiens approuvent 

sans réserve cette stratégie. les psychiatres expriment seulement une 

tendance à l'accepter. 

Les stratégies d'accès A un psychiatre consultant ne renferment qu'une 

dimension. Cette demiére decrit les tâches du psychiatre consultant 

susceptibles de faciliter l'accès des omnipraticiens aux services psychiatriques 

dans les services externes de premiére ligne. Les deux catégories de 

medecins. mais particulièrement les psychiatres. n'expriment pas leur accord 

avec ce dernier groupe de stratégies. Notons enfin que le sexe du médecin. 

son lieu de pratique. son type de pratique (tel que l'accueil des patients avec 

ou sans rendez-vous) et ses responsabilités administratives influencent 

significativement le degré d'acceptation des stratégies proposées. 

Comme ces deux études le démontrent, la collaboration entre les 

omnipraticiens et les psychiatres peut s'accomplir par des stratégies 

spécifiques. Ces deux catégories de médecins expriment en general une 

opinion positive par rapport aux strategies destinees B améliorer la 

communication mutuelle et à l'organisation des activit6s de FMCP (fondées 

sur la pratique), conçues pour les omnipraticiens. D'apres leur perception. 

l'implantation de ces stratégies dépendrait d'initiatives locales et provoquerait 

un bouleversement minimal des pratiques diniques bien établies. Toutefois. 

les stratégies impliquant, pour les omnipraticiens, un meilleur accès aux 

psychiatres consultants au sein des services externes de premiere ligne sont 



moins biens accueillies, particulièrement par les psychiatres. On croit que 

l'implantation de ces stratégies requerrait des changements majeurs des 

pratiques cliniques pour la plupart des omnipraticiens et psychiatres. Ces 

stratégies tendent à se limiter à certains groupes de mbdecins qui partagent 

déjà entre eux les caract&ristiques facilitant une étroite collaboration. 

Finalement, ce projet de recherche a permis d'identifier des stratégies 

susceptibles de promouvoir la collaboration entre omnipraticiens et 

psychiatres et ainsi leur permettre d'offrir une réponse plus adequate aux 

besoins des patients souffrant de troubles mentaux. 
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The exploratory research project described below was camed out with 

the overall objective of identifying strategies which may enhance collaboration 

between general practitioners (GPs) and psychiatnsts at the primary care level 

according to physicians' views. As exploratory research'. this project fills a 

gap in the emerging knowledge conceming the improvement of collaboration 

between GPs and psychiatrists through a combination of qualitative and 

quantitative research methods. Two consecutive studies were conducted: one 

qualitative (first), the other quantitative (second). 

The qualitative study was conducted in eastem Montreal between 1998 

and 1999. The general study objective was to identify the key strategies which 

may increase collaboration between GPs and psychiatrists in the delivery of 

mental health services in primary care settings. In order to achieve this 

objective. information was collecteci on working patterns involving GPs and 

psychiatnsts. their perceived rotes and respective expectations. the barrien to 

collaboration, and suggestions for improvement of collaborative service 

delivery. All information was gathered from a purposefully selected sample of 

five GPs and five psychiatrists. Ten individual in-depth interviews and one 

focus group session were conducted. The data treatment process consisted 

of content analysis and was guided by a pre-established coding system. A 

description of this qualitative study and of its paraal results (suggestions for 

improved collaboration) is presented in the article "Slrategies of Collaboration 

For further information on exploratory research see Van der Maren, J-M. Méthodes de Recherche pour 
PÉducation. 2"d ediüon. Montreal: Les presses de PUniversîté de MonbBal, 1996; pp. 191-200. 



between Generel Practitioners and Psychiatrists: A Qualitative Study on 

Physicians' Vie ws. " 

The quantitative study consisted of a survey which was conducted in 

the fall of 2000 in the metropolitan area of Montreal. The survey had two 

objectives. The first was to collect the opinions of both GPs and psychiatrists 

practicing in Montreal with respect to strategies for improving collaboration 

between them at three levels - communication, Continuing Medical Education 

(CME) for GPs in psychiatry. and on-site collaboration in primary care settings. 

The second was to identify demographic and practice characteristics of 

physicians associated with the acceptance of such strategies. Based on the 

results of the qualitative study, a questionnaire was specifically designed to 

elicit physicians' agreement or disagreement with the strategies of 

collaboration and was mailed to 203 GPs and 203 psychiatrists randomly 

selected. The process of data analysis was conducted by using cornputer 

software SPSS for Windows, version 9.0, and consisted of bivariate and 

multivariate statistical analyses. The survey response rate was 86% for GPs 

and 87% for psychiatrists. A detailed description of the survey is presented in 

the article "S trategies of Collaboration between General Practitioners and 

Psychiatrists: A Survey of Practr'ioners' Opinions and Charactenstics. " 



A LITERATURE REVIEW ON THE INTERFACE BETWEEN 

PSYCHIATRISTS AND GENERAL PRACTITIONERS 

In their seminal work, Psychiatnc IMness in General Practice, S hepherd 

and colleagues (1) some 40 years ago dernonstrated that psychiatric disorders 

were a common reason for consulting a generaf practitioner in England. At 

that time they also highlighted the importance of general practitioners (GPs) as 

mental health providers and suggested that their roles as such should be 

strengthened instead of expanding the psychiatric sector. This work was the 

starting point of vanous studies investigating the "hidden psychiatric morbidity" 

in primary care settings. 

In 1978. Regier and colleagues' (2) called primary care "the de facto 

mental health care system." This proclamation was based on the following 

epidemiological data from that period: a) at least 15% of the Arnerican 

population was affectad by mental problems each year; b) of these mentally 

compmmised people, only one in five received psychiatric assistance in the 

specialized sector; and c) three in five individuals with psychiatric problems 

were seen in the primary care/outpatient medical sectors (general medical 

setüngs). In essence, more than half of those esümated to have mental 

' On the prevaknce of psychiatric d'irders and the helpseeking process of rnentally il1 individuals, se8 
1) Kessler RC, McGonnagle A, Zhao S, Nelson CS, Hughes M. Eshleman S, Wichen HU, Kendler KS. 
Lifeb'me and 12-month prevalence of DSM-III-R psychiatric disorders in üw United States: resub from 
the National Cornorbidi Survey. Aichives of General Psvchiatry 1994; 51: 8-19: 2) Howard KI, Carniile 
TA. Lyons JS, Vessey JT, Lueger RJ, Saunders SM. Patterns of mental heahh service utilaation. 
Archives of General Psvchiaw 1996 53: 696-703; 3) Fournier L. Lesage AD, Toupin J, Cyr M. 
Telephone surveys as an alternative for esümating prevalence of mental disorders and service 
utilkation: a Montreal catchment area study. Canadian Journal of Psvchiatry 1997;42: 73743. 



disorders in the United States were identified or received their psychiatric care 

in general medical settings. It is quite likely that these numbers at the primary 

care fevel have increased due to the current emphasis on shifting resources 

from hospitals to primary care and community settings. 

GPs are often the first professionals consulted in the help-seeking 

pmcess of mentally disturbed individuals (3). Globally they see the majority of 

patients with mental disorders (4. 5) and play an important role in the delivery 

of mental health care (6). However. as highlighted by Kates and colleagues 

(7). GPs alone cannot provide mentally i l1 individuals with al1 the care they 

need. Collaboration with other professionals. especially with psychiatrists, is 

widely recommended (7-9). 

In the following sections an overview of psychiatric disorders in 

community and primary care setüngs will be presented, as well as a 

description of models of collaboration between GPs and psychiatrists. 

Psychiatrie disorders in community and primary care settings 

The prevalence of mental disorders in the community is reported to 

range from 13-29.5% (10). This wide range of prevalence rates may be 

explained by methodological differences among the studies. in ternis of 

instruments, number of disorders studied. and period of reference for the 

prevalence rates. According to the United States Surgeon General's report on 

mental health (1 1 ). anxiety disorden are the most frequently occumng mental 



disorders. They encompass a group of conditions that share pathological 

anxiety as the principal common disturbance. The one-year prevalence of 

such disorders is over 16% in the U.S. The most prevalent anxiety disorders 

are a) general anxiety disorder, b) panic disorder. and c) phobias. 

Some mooâ disorden are quite frequent as well. Data was collected in 

the National Comorbidity Survey. a nationwide study of the American 

population, ages 15-54 years, that was designed to estimate the prevalence. 

risk factors, and consequences of psychiatric morbidity and comorbidity. 

Blazer and colleagues (12) analyzed this study's data and estimated the 

followhg prevalence rates of major depression in the general population: a) 

the prevalence of current (30day) major depression was 4.9% and b) the 

lifetime prevalence of the same disorder was 17.1 %. In Canada surveys were 

conducted in community samples in a) Quebec (10). b) Ontario (13), and c) 

Alberta (14). The following prevalence rates of major depression were 

estimated respectively: a) Quebec - 29.6% (lifetime) and 7.7% (six-month); b) 

Ontario - 4.1% (one-year); and c) Alberta - 8.6% (lifetime). Anxiety and 

depressive disorders together are responsible for between one quarter and 

one third of al1 primary health care visits worldwide (1 5). 

Somatoform disorders and substance abuse disorders are also 

cornmon psychiatric disorders in prirnary care settings. The prevalence of 

alcohol abuse ranges frorn 5-1 5%. with higher prevalence rates in urban areas 

of lower socioeconomic status. Current and lifetime substance abuse 



disorders are more prevalent in patients with major depression and other 

depressive disorders (1 6). 

Based on several primary care studies. Goldberg and Huxley (17) 

outlined the pathway to psychiatric care through an epidemiological model. 

They explain the model through five levels and four selectively permeable 

filters among the levels (see Table 1). Each level represents a different 

population of individuals. Level 1 represents individuals in the community. 

Level 2 is represented by psychiatnc patients (detected as such or not) 

receMng care from primary care physicians. The first filter is located between 

the first and second level and is represented by the illness behaviors of 

patients (that is. severity and type of symptoms. attitudes of relatives. 

availability of medical services, and ability to pay for treatment). Level 3 is 

represented by patients whose psychiatric problem is identified by their 

primary care physician. The second filter is represented by the primary care 

physician's ability to detect psychiatric disorders among his or her patients in 

level 2. Level4 is represented by patients receiving care from psychiatrists in 

out-patient clinics and private pracüces. The third filter is represented by 

primary care doctors who determine the patients being referred for outpatient 

psychiatric care. Levef 5 is represented by patients admitted to psychiatric 

hospitals (as the authon point out, these are the psychiatric patients 

mentioned in national statistics). Psychiatrists determining the patients 

admitted to psychiatnc hospitals represent the fourth filter. 



Table 1: Pathwayr to psychiatric caro (modifieci from Goldberg and Huxley 1980) 

v Levd 2: patients in primary care setüngs . 2 

230 (detected and non-detected psychiatrie problems) f GPs* ability to deted f 

il niter 2 i psydia(r[c d i h m  
r - - - - - - - - - - - i - - - - - - - - - - - - - i - - - - - - - - - - - - - * * * * * * * *  --------------------, 

These authors have shown that some 250 individuals per 1000 at risk 

per year are detected as showing significant psychiatric morbidity in 

community surveys at level 1. Some 230 mentally disturbed individuals receive 

care in primary care settings (level 2). On average, GPs recognize some 140 

individuals as suffering from psychiatric morbidity at level 3. Of those only 17 

patients are referred to psychiatrists at level4. Finally, 6 patients are admitted 

to a psychiatric unit or hospital at level5. It is worth noting that the factors that 

decrease the prevalenœ of 230\1000 at level 2 to 17\1000 at level 4 operate 

in the GPs' offices. Therefore. GPs play a decisive role in managing the help 

seeking process of mentally il1 ind~duals. 

Lesage (1 8) wnducted a hm-tiered epidemiological community survey 

to measure the prevalence of mental disorders and to cotlect information on 



the helpaeeking process of mentally il1 individuals in Eastern Montreal. First. 

a representative sample of 893 adults was surveyed (DISSNDSM-R-III) by 

phone. Then 109 individuals from that sample were subjected to clinical 

interviews. The results of the study were compatible with the epidemiological 

mode1 proposed by Goldberg and Huxley. which inspired the model presented 

below (Figure 1). This model confirms the following: a) there is a high 

prevalence of psychiatrie disorders in the community; b) many mentally il1 

individuals do not seek care; c) those who seek treatment use primary care 

services; and d) only a few mentally il1 individuals use specialty service. 

Lesage also reported the following reasons why people (109 

respondents) do not consuit a physician on mental health issues: a) belief that 

they can d v e  their mental problems by themselves (66%); b) belief that aie 

problems are transient and will be solved by themselves (50%); c) perception 

that consultation is too expensive (47%); d) lack of knowledge on where to 



seek help (34%); e) past experience with consultation that was perceived to be 

ineffedive (32%); f) inability to secure an appointment (9%); g) fear of being 

hospitalized against will (3%). The author notes that respondents wuld 

choose more than one of these reasons. Accordingly. the addition of 

percentages exceeds 100%. 

American researchers also identified factors related to the help-seeking 

behavior of mentally il1 individuals. Coryell and colleagues (19) compared 

individuals with depression who did not seek treatment with individuals who 

did. They found that the likelihood to seek treatment is increased by the 

following factors: a) age (older individuals); b) characteristics of the depressive 

episode (such as cessation of de-functioning, suicida1 thoughts. duration of 

the episode); and c) family member treatment for an affective disorder (major 

depressive or bipolar I disorciers). 

Several studies have reported comorbidity among psychiatric disorders 

as well as comorbidity between them and somatic disorders. Hilty and Servis 

(16) surnmarüe the results of studies on comorbid major depressive disorder 

and anxiety disorders. Of patients meeting criteria for a major depression, 

75% had a lifetime history of comorbid anxiety disorder. This combination is 

so frequent (5.1-6.6% prevalence rate) that a mixed anxiety-depression 

disorder was proposed for patients who do not meet the criteria for major 



depression or generalized anxiety disorder but who have a substantial number 

of clinically relevant symptoms. This mixed disorder is listed in the !CD-10 but 

not in the DSM-IV. The US. Surgeon General's Report on Mental Health (1 1) 

cites studies which confinn the frequent association between major depression 

and anxiety. About one-half of those with a primary diagnosis of major 

depression also have an anxiety disorder. The comorbidity of anxiety and 

depression is so frequent that it has led to theories of similar etiologies. In the 

same report the comorbidity between mood disorden and substance use 

disorders is mentioned as well. Substance use disorders are found in 2440% 

of individuals with mood disarders in the U.S. Without treatment. substance 

abuse worsens the course of mood disorders. Personality disorders and 

several somatic disorders (such as cancer. neurological diseases, cardiac 

diseases, rheumatoid arthritis, etc.) are also mmorbid disorders of major 

depression (1 1, 20). Rouchell, Pounds and Tiemey (20A) reviewed studies on 

the impact of major depression on morbidity or mortality of cardiovascular 

disease and stroke. They presented the following results based on their 

review: a) major depression was the best predictor of myocardial infantion, 

angioplasty, and death dunng the 12 months following cardiac catheterization; 

b) major depression in hospitalized patients following a myocardial infarction 

was an independent factor for mortality at &month follow-up. and c) patients 

with depressive episodes following a stroke were 3.4 tirnes more likely to die 

during a 10-year period than patients without such episodes. 



Burden and costs 

Psychiatrie disorders cause marked human suffenng and disability to a 

large number of patients, especially in primary care settings (16. 4). The 

Global Burden of Disease study. conducted by WHO, the World Bank and 

Harvard University, has been discussed in two recent major American reports 

(1 7. 21 ) It calculated the disease burden through a measure called Disability 

Adjusted Life Years (DALYs). This expresses years of life lost to premature 

death and years lived with a significant disability in ternis of severity and 

duration. It allows comparison of the burden of disease across many different 

disease conditions. Major depression. for example, by this measure. ranked 

second only to ischemic heart disease in magnitude of disease burden. 

Patients with major depression are high utilizen of medical resources (22. 23) 

and quite often are undiagnosed as psychiatrie cases. Such patients. 

particularly those with somatic complaints, tend to a) make more visits to 

primary care setüngs than non-depressed patients; b) receive prescriptions of 

multiple dnigs with the ovenise of anxiolytics and analgesics; c) undergo 

unnecessary medical tests and hospitalizations. The high utilization of 

senrices and the increased number of sick days (absenteeism) have very 

important social and ewnomic consequences (4). especially . The economic 

impact of depression in al1 settings is estimated to exceed US $43 billion per 

year in the U.S. (16). 



Despite the harming consequences of psychiatric disorders, the most 

prevalent ones, such as depression and anxiety disorders. can be effedively 

treated. However. too often they are not recognized or treated, especially in 

primary care setüngs (24). 

Detection of psychiatric disorders in primary care settings 

There are numerous factors that should be considered bamers to the 

recognition and treatment of psychiatnc disorders in primary care settings. As 

states Cole and Raju (25). they al1 must be taken into account. rather than 

simply focusing on improving knowledge and skills of primary care physicians. 

Patient factors 

Patient expression of psychiatric symptoms (psychological vs. somatic 

cornplaints) and patient attiides toward mental health issues are important 

barriers to the recognition and treatment of psychiatric disorders in primary 

care settings. Some patients do not recognize they have symptorns of a 

psychiatric disorder and instead they focus on somatic etiologies of their 

symptoms. Lipkin (26) expfains that those patients see a GP without 

acknowiedging their complaints as psychological. They Wear the "many- 

colored somatic robes of physical complaints." he says. In primary care 

setangs matization refers to at least three overlapping. but conceptually 

distinct (27) groups of psychiatric disorders: depressive, anxiety and 



somatoform disorders. According to Goldberg and Bridges (28). GPs are 

more likely to deted and treat a patient's mental disorder when it is defined 

psychologically. rather than in somatic ternis. These authors found that 

patients with somatic cornplaints - "somatizers" - are more hostile to mental 

illness on various attitude scales. In addition. if they had symptoms of either 

depression, neurasthenia or panic, they would be less likely to consult a doctor 

because of such symptoms or to mention them to him or her. 

In a study of 700 patients attending hospital family medicine units. 

Kimayer and colleagues (29) differentiated three categories of "somatizers" 

based on symptom attributions among patients with depression or anxiety 

disorder: a) initial somatizen. b) facultative somatizers. and c) true sornatizers. 

Only the latter category of patients rejected any wnnection between their 

psychiatric disorder and concomitant somatic symptoms. The other two 

categories of patients acknowiedged psychosocial causes to their syrnptoms 

when they were asked. It is worth noting that psychiatric case detection 

among GPs can also be associated with higher initial severity of 

psychopathology, occupational disability in occupational role. as well as with 

reason (psychological versus somatic) for medical encounter (29A). 

Furthemiore, in the first part of a two-tiered study involving 4098 

patients and 91 GPs. Marks and colleagues (30) identified demographic 

characteristics of patients associated with high rates of psychiatnc case 

detection. Unemployrnent. female gender. and marriages which ended by 

separation. divorce or death are factors associated with an increased 



likefihood of the GP detecüng a psychiatric disorder- In addition, GPs are 

more likely to deted psychiatric disorders in patients whom they have seen 

more than five times before. However. other characteristics of patients appear 

to be associated with case underdetection. These characteristics include the 

1524 age group, students. the unmamed. those educated beyond the age of 

23, and male patients. The authors explain it is possible that GPs tune their 

alertness to psychiatric cases in primary care settings according to certain 

stereotypes. A middle-aged housewife with a broken mamage may be 

perceived by GPs as a negative stereotype of the psychologically healthy. 

whereas a young educated bachelor would represent the positive stereotype. 

As a result. in the latter case a GP would be less alert to the possibility of a 

psychiatric disorder. 

Phvsician factors 

Physician training. attitudes towards psychiatry. communication skills, 

and personality attributes should al1 be wnsidered in a physician's ability to 

detect ps ychiatric disorders. 

Medical school preparation in psychiatry and residency training do not 

allow ample time for trainees to leam the full range of complex psychiatric 

nosology and therapeutic options (16). In addition. trainees gain more 

exposure to hospital settings rather than primary care ones. 

Forinal medical training is based on a system of values which does not 

embrace psychiatry. For instance. when a medical student tells classrnates or 



professors that he or she plans to seek residency in psychiatry. the readion is 

often negative (31). Furthemore. some physicians believe that a) mental 

health problems are not legitimate medical problems, and b) others should 

manage a patient's mental problems or treat a patient's mental disorders (1 6). 

Most primary care visits last an average of eight to twelve minutes (32). 

During these visits physicians may limit the dialogue with patients by asking 

closed-ended, leading or negative questions (33). As a result. physicians miss 

important information (e.g. emotional state, psychosocial facts) about their 

patients and are less likely to detect psychiatric disorden. 

In the second part of the two-tiered study. Marks and colleagues (30) 

studied the ability of GPs to detect psychiatric disorders in association with a) 

GPs' personality attributes (extraversion. neuroticism. and conservatism), b) 

GPs' attitudes towards psychiatry (that is, treatment of emotional disorders. 

and role of psychogenic factors in physical illness), and c) GPs' interviewing 

techniques. F i - f ive GPs completed personality inventories and provided 

researchers with details about their training and professional background. 

These GPs conducteci 2098 interviews Mile the main researcher made 

detailed observations on their verbal and non-verbal interviewing styles. The 

findings supported the importance of GPs' interviewhg style and GPs 

personality attributes in the detedon of psychiatric disorders. GPs. who are 

interested in psychiatry. express empathy. ask the patient questions about his 

or her farnily and problems at home as wel as questions with a psychiatric 

content, are more f ikely to recagnize psychiatric disorders in their patients. 



Studying the ability of 45 family practice residents to make accurate 

raüngs of psychiatric disorden, Goldberg and colleagues (34) confirmed the 

findings that the interviewing styie and personality attributes of physicians 

have an impact on the detection of psychiatric disorden. Self-confident, 

outgoing physicians with high academic skills tend to detect psychiatric 

disorders more accurately. 

The detedion of psychiatric disorders by GPs is an important issue in 

the delivery of psychiatnc services. However, as Tiemens and colleagues 

(29A) point out. recognition of psychiatric disorders is a necessary but not a 

sufficient condition for treatment delivery. lncreasing recognition. they Say. is 

likely to improve outcornes only if GPs have the skills and the appropnate 

resources to deliver adequate interventions. 

Omanizational and financial factors 

In addition to the baniers associated with patients and physicians. a 

number of other challenges contributes to the underdetedion and 

undertreatment of psychiatric disorders. In 1978 WHO called upon the 

countries of the worid. through the Dedaration of Alma Ata (MA). to improve 

primary care as a basic measure to achieve the aim of 'Health for Ail." Ever 

since. health policies worldwide have tried to implement primary care services 

and integrate them into the specializeâ sector (348). Mental health services 

have followed this tendency through a longtemi process known as 

"desinstitutionalization." Overall it aims at decreasing the institutionalization of 



new patients, dehospitalization of those long term in-patients (reduction of 

psychiatric beds), as well as divenifying and multiplying psychiatric services in 

the community (34C). 

However. the current organization of mental health services does not 

allow such services to manage eficiently al1 the individuals with mental 

disorders. The epidemiological rnodel presented before is a sound estimation 

of patient need for care. The prevalence rates and the pattern of health service 

utilization illustrated by the model are astonishing. Lecomte and Lesage (35) 

state it is a "tâche colossale" to provide al1 mentally il1 individuals with the care 

they need. 

Collaboration with primary care professionals (physicians. nurses. 

psychologists, social workers, etc.) and community resources (such as AA) 

would help to achieve this task (18). However, the coordination and integration 

of services between the specialty mental health sector and the primary care 

sector is yet to be accomplished (7). 

The following problems were mentioned by participating physicians in 

our qualitatiie study: a) perceiveci shortage of mental health professionals 

(including psychiatrists); b) poor distribution of human resources (most 

psychologists work in the private sector: many GPs work in walk-in clinics); c) 

unavailabilrty of structureci psychotherapy in several primary care settings; d) 

access to psychotherapy in psychologists' private practices only through 

private health insurance plans; e) long waiting lists to consult a family 

physician or a psychiatrist (for patients who were referred); f) poor 



collaboration betwaen the primary care sector and the specialty sector (most 

psychiatric services do not recognize primary care physicians' roles as mental 

health providers); g) medical-legal problems (for instance. GPs' skills to 

conduct a psychiatric evaluation are questioned; they need psychiatrists to 

validate their assessrnent of a patient's psychiatric condition, so that the 

patient's work leave or retum is approved by a health insurance Company). 

Most of these problems were discussed in the document "Shared Mental 

Heaîth in Canada" (7). 

Reimbursement systems can also prevent individuals from receiving 

psychiatric care. The fee-for-service mode of remuneration, for example. 

allows physicians to select the medical services which are more proftable. 

lndividuals with health problems that can be solved fast will bring physicians 

more inwme. The larger the number of patients seen. the larger is the 

amount of remuneration. As a result, individuals who require more time to 

solve their health problems. such as individuals with psychiatric problems. may 

not receive adequate care. Most physicians in Quebec (as well as in many 

industrialized countries) are paid on a fee-for-service basis (36). 



Models of collaboration 

Collaboration throughout this section is used to mean shared mental 

health care. This is defined in the document "Shared Mental Health in 

Canada" (7) as follows: 

"(. . .) Shared car8 is a pnxess of cdlabamtion between the family physician and 
the psychiatnst that enables the responsibiliües of care to be apportroned according 
to the treatment needs of the patient at dMemnt points in time (. . .). (.. .) the key 
principles that shouM guide cdlabomtive actMties (...) [are]: 1) impmving 
communi68iion; 2) building new linkages between îàmily physkians and 
psychEetn'ss and psychiattic servfces; and 3) Mtegrating psychiatrists and 
psychktrk servkes wialin pn'mary care seitings (. - .). " 

This document was prepared by a joint working group of the Canadian 

Psychiatrie Association and The College of Family Physicians of Canada. It is 

the first most relevant report on shared mental health care published in 

Canada. "Shared care" is the Canadian way of naming models of collaboration 

between GPs and psychiatrists at the primary care level. 

As outlined in the document (7). in theory the general practitioner and 

the psychiatrist are natural partners in the mental health care system. Their 

work together is a key step towards a better-integrated and more efficient 

health care system. Too often, however, they fail to establish a collaborative 

working relationship. Two of the main reasons for such failure are a) the 

difficulty of access to psychiatrie consultative or treatment services and b) the 

poor communication between GPs and psychiatrists in the referral proœss as 

well as a lack of personal contact behnreen them (7. 37-39). Thus, there is a 

need to improve this refationship, especially in the wnent climate of 



realignment of health services with an emphasis on shifting resources from 

hospital to mmmunity settings (7.40). 

Assessing the expansion of specialized services in the yean 1970-75 in 

England (the landmark country for models of collaboration between the 

specialty sector and prÏmary care settings). Williams and Clare (41) identifiecl 

three models of collaboration between GPs and psychiatrists - the 

"replacement" model. the "increased throughputn model. and the "liaison- 

attachment" model. 

In the 'replacement" model the psychiatrist replaces the GP as doctor 

of first contact. and provides specialty care diredly to patients. (Although k i n g  

rapidly substituted by managed care's integrated models of collaboration. this 

model has been representative of the Arnerican health system for years. and 

is also known as the Amencan bypass where individuals can wnsult medical 

specialists without wnsulting primary care physicians.) 

The "increased through-put" model consists of GPs being encouraged 

to make more referrals to specialty services. so that patients receive better 

services. However. as the authors explain. both these approaches would 

swamp psychiatric services that could never expand to meet such demand 

resulting in the exclusion of individuals from any form of psychiatric care. 

The third model, the "liaison-attachment" m d e l  involves on-site 

collaboration between psychiatrkts and GPs in primary care settings. 

Psychiatrists move their hospital-based practices into primary care settings to 

collaborate directiy with GPs. Mitchell (42) explains that in this model both 



psychiatrists and GPs work together with other members of the pnmary health 

care team. It emphasizes the psychiatrist's role as an educator in mental 

health issues and involves him or her in training and supervision of GPs and 

other primary care professionals. 

Strathdee and Williams (43) camed out a survey to obtain information 

about the working pattems of psychiatrists at the primary level. Among 109 

psychiatrists who answered the survey. the authors identified three main 

working pattems, which appear to have emerged through spontanwus 

initiatives of certain psychiatrists and GPs rather than through a "central 

organizing body." 

The first pattern was the "shifted out-patient clinicw one, which was 

adopted by 64% of the respondents. It consisted of psychiatrists transfemng 

their practices from psychiatric outpatient clinics to primary care settings. 

Psychiatrists stated that the stigma attached to mental illness would be 

lessened when patients are seen in primary care settings rather than in 

psychiatric outpatient clinics. Mitchell (42) points out that this working pattem 

may not impmve contact with GPs. 

Twenty-sight per cent of the surveyed psychiatrists adopted the second 

pattern, which was the "consultationw pattern. It consisted of psychiatrists 

mainly assessing patients individually or with GPs. and giving advice to GPs 

on aie treatment of nonieferrd patients. For some psychiatrists 

(psychotherapists) this woiking pattern consisted of giving Balint-type 

seminars and studying the doctor-patient relationship with GPs. The third 



pattern was adopted by a minority of psychiatrists and consisted of the liaison- 

attachment model described above. 

In a very concise and informative introduction about the models of 

collaboration involving psychiatrists and GPs in primary care settings, Barber 

and Williams (44) outline another model of collaboration. It combines 

psychiatrists' clinical tasks in the '%onsultation" pattem with psychiatrists' tasks 

of training and supervision in the 'liaison-attachment" model. foming the 

%onsultation-liaison" model. In this model psychiatrists participate in the 

management of several patients and share skills and knowledge with health 

professionals. 

According to Lipowski (45). the consultation-liaison model may bring 

significant changes in the way psychiatry is practiced due to Me type of 

training. skills and professional attitudes that it requires from psychiatrists. He 

notes that liaison psychiatrists are often in contact with seminal developments 

in clinical practice. ducation, research, and modes of health care delivery in 

both general medicine and psychiatry. 

Pincus (46) developed a set of conceptual models of collaboration 

between general health and mental health systems of care. He observeâ that 

these models of collaboration Vary according to the degree of emphasis on 

one or another of three groups of elements. Contractual elements consf ie  

one group, involving issues such as the mechanisms of patient referral. the 

means of transferring clinical informaüon between the hnro systems of care. 

access to patient records, and the assurance of follow-up care for the patient. 
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Another group consists of functional elernents. These include any possible 

combination of services, ranging from diagnostic evaluation through various 

models of short and long term treatrnent to substance abuse treatment. The 

last group encompasses educational elements. These include basically the 

aspects of the relationship between GPs and psychiatnsts which reinforce 

GPs' knowledge and skills in mental health, and, by the same token, increase 

psychiatristst understanding of general health issues relevant to patient care. 

As seen in figure 2, Pincus (46) also identified different ways in which 

psychiatnsts and GPs provide care to patients: 

a) joint care - both the GP and the psychiatrist are involved in patient care. 

which may include joint sessions with the patient and frequent communication 

between the physicians; 



b) consultation - the GP is the principal provider of care to the patient. and 

may request consultation from the psychiatrist; some communication between 

providers may be maintained; 

c) referral - the psychiatrist provides most care to the patient with limited 

communication with the GP; 

d) independent - both the psychiatrist and the GP provide care to the patient 

with no communication between them; 

e) autonomous - patient care is provided by either the GP or the psychiatrist 

with no involvement between them. 

The models described above have inspired physicians in different 

countries. In the United States, for example. the Rochester pmgram (47) 

provided several local GPs with access to a consulting psychiatrist (and to 

non-medical therapists) in primary care settings. As a result. several benefits 

were reported: a) patients who would not attend care in psychiatnc services 

received mental health care in primary care settings (mitigating the stigma of 

mental health care); b) communication was improved between mental health 

staff and primary care providers (better coordination of care); and c) primary 

care providers increased their knowledge about mental health diagnosis and 

treatrnent (professional development). In Australia (48) and in lsrael (49) 

models of collaboration similar to the ones described above have also been 

irnplemented. 

In Canada, the McMaster approach, a pioneer rnodel of collaboration, 

combines the access to psychiatnc consultation with the provision of 



psychiatric training for GPs in their pnmary care offices. It emphasizes the 

importance of understanding the needs of general practitioners and helping 

them make optimum use of available psychiatric sewices (37, 50). Kates and 

wlleagues have described their different ways in applying the McMaster 

approach at the pnmary care level: case reviews (51 ), telephone back up (52), 

and visits to pnmary care practices on a regular basis (53). The benefits of this 

cdlaborative approach are reported to be shared by patients, physicians, and 

the health care system. 

It is worth noting that in Canada groups of physicians involved in 

rnodels of collaboration between GPs and psychiatnsts have also reported 

their satisfactory pradices. In Ontario. Turner and Sorkin (54) from the Toronto 

Doctors Hospital have outiined their implemented strategies of shared care 

with local GPs at the psychiatric consultation level. In Quebec, twenty years 

ago the department of psychiatry of Hôpital Sainte-Croix in Drummondville 

(55) developed a collaborative model with local GPs to overcome the shortage 

of psychiatrists. The model emphasizes the exclusive role of psychiatrists as 

available consultants to GPs. In addition, the department of psychiatry in 

Drumrnondville offers a special training in psychiatry for GPs on the following 

topics: main psychiatnc syndromes. psychophamadogy, psychotherapeutic 

approaches, and some legal aspects of psychiatry. In this context GPs 

express their satisfaction W h  the access to psychiatnc consultation. 

The interface between psychiatrists and GPs, briefly reviewed above, 

provided to a great extent the theoretical background of this research project. 



In the following sections an overview of qualitative and quantitative research 

approaches is outlined to highlight the complexity of combining these 

approaches. 

THE QUANTITATIVEQUALITATIVE DUALISM: TOWARDS A 

COMBINATION OF METHOOS 

The studies conducted in this project combined qualitative and 

quantitative research methods. It is important to comprehend the basic 

differences involved in the quantitative and qualitative approaches to research. 

which go beyond the rnethodological and indeed are grounded in the 

philosaphical. 

For at least two centuries scholars have debated quantitativequalitative 

dualism. It can be traced back to the seventeenth and eighteenth-century 

controversies on the ideas of great philosophers such as Descartes and Kant 

(56). As Groulx (55) explains. the academic debate surrounding quantitative 

qualitative dualism has been tradiüonally carried out by two sociological 

schools: the Columbia School and the Chicago Schml. These schools have 

pushed forward other foms of dualism: survey vs. monograph and statistical 

analysis vs. interpretative analysis. 

Academics worldwide continue to engage in this debate. Several books 

on science methodology present at least one chapter about this dualism. Most 

of them reinforce dualism by pointing out that it is founded on substantive 



dwerences in the two paradigms (57.58). However. advocates for the 

integration of quantitativequalitaüve approaches can be identified in vanous 

disciplines from sociology to epidemiology (57). Often these advocates offer 

the rationale for integration by pointing to al1 the benefits to research activities 

which could emanate from the combination of qualitative and quantitative 

methads of data collection. 

In the following sections a bnef historical perspective of the quantiiative- 

qualitative dualism is presented along with a description of its underlying 

paradigms. The realist paradigm which determines quantitative methods and 

the c o n ~ t n i ~ v i s t  paradigm which detemines qualitative methods (59) will be 

reviewed. Then quantitative and qualitative methods will be outlined and their 

corn bination is discussed. 

A brief historical perspective 

According to Hamilton (56). René Descartes (1 596-1 650) through his 

work, "Dismurse on Methodm (1637), was the founder of the quantitative 

research field. Descartes argued that the real search for truth lies in objectivity 

as expressed in mathematics. He believed that the principles of natural 

philoeophy had to be embedded in "certainty and seîf evidence." These 

beliefs are still very strong today. Guba end Lincoln (58) explain thaï 

mathematics is often t e n d  the "queen of the sciences," and disciplines such 

as physics and chemistry which are specifically given to easy quantification 



are generally known as "hard." Less quantifiable fields, such as social 

sciences, are termed "soft." lndeed the more a research field lends itself to 

quantification, the more it is perceived to be scientiically mature. Hamilton 

(56) argues that lmmanuel Kant (1 724-1804) was the founder of the qualitative 

research field. He explains that Kant's ideas published in the "Critique of Pure 

Reason" (1781) broke from Cartesian objectivism and set the basis for 

qualitative thinking. Kant believed that human perception emerges from the 

senses (e.g., sensitive receptors and afferent nerves), and also from the 

"mental apparatus" which organizes the incoming sense information. He 

emphasized that the integrative dimension of the CNS plays a significant role 

in the organization of human perceptions. For Kant, human knowledge is 

ultimately based on understanding, an intellectual state that is more than just 

the consequence of experience. Thus, human claims about nature cannot be 

independent of an "inside-the-headn process of the knowing subject (56). 

Based on this, one can easily understand the underlying fallacy of the famous 

saying, "Numbers speak for themselves." 

Paradigrnatic perspectives 

In his specialized dictionary, Schwandt (60) presents the following 

definition for the term "paradigm" based upon Thomas Kuhn's (1922-1996) 

monograph, The St~ctum of Scientific Revolutbns: 



"On one hand. a paradigm refers to a type of cognitive framework - an 'exernplat or 
set of shared solutions to substantive probkms used by a very well-defined specific 
community of scientists (...) both to generate and to solve punks in their field. (...) 
On the other hand, Kuhn used the tenn b mean a 'disciplinary matrix' - 
commiûnents, beliefs, values, rnethods, outlooks. and so forth shared xross a 
discipiine (.. .)." 

Guba and Lincoln (58) view paradigm as a set of beliefs that deals with 

ultimate or first principles. They explain that these beliefs represent a 

worldview that defines, for an individual, the nature of the world, the 

individual's place in it, and the range of possible relationships to that world. 

These authors add to this definition that the beliefs are accepted simply on 

faith, however "well argued," they Say. It is impossible to establish their 

ultirnate tmthfulness. 

In short, paradigm can be understbbd as a conceptual framework that 

refleds the ideas, beliefs and values of a group of academics. It represents 

their worldview and their rationale to address problems and solutions in the 

process of producing knowiedge. 

In a very elucidating article, Levy (59) presents a concise overview of 

the basic differenœs involving the realist paradigm and the construdivist one. 

Guba and Lincoln (58) also present a comprehensive and detailed description 

of several paradigms including these two. A brief compilation of both 

pataaigrns as described in the worù of these authors is presented below. Both 

paradigms are compated according to thme of their distinct and intertuvinecl 

fields - epistemdogical, methodological. ontological. 



Epistemological field 

This field describes the relationship between the researcher and his or 

her study object (the knower and what can be known). 

Reatistic paradiam 

The principal realistic postulate in this field is that the researcher is a 

completely detached being from the phenornenon under observation. This 

postulate supports an objectivist and dualist epistomology characterized by the 

Cartesian interaction of body and mind. The knower must be one of objective 

detachment in order to be able to discover "how things really are" and "how 

they really work." The epistemology of the realistic paradigm is based on the 

belief that the researcher is neutral. 

The researcher and the object of investigation are assumed to be 

interactively linked so that the findings are literally created as the investigation 

proceeds. Accordingly. it is believed that the researcher serves in a creator 

d e  and is not neutral. 



Methodological field 

This field concems the techniques and procedures that can help the 

researcher find out whatever he or she believes can be known, These tools 

are used in the reflection, representation, reconstruction and creation of 

problems and solutions. They must be used in accordance with the 

epistemology and ontology of each paradigm. 

Realistic oaradiam 

Given that the researcher must be "neutral," al1 factors which interfere 

with the investigation (e.g. values, analytical views, actions) must be as much 

as possible wntrolled to ensure that the researcher does not influence the 

phenornenon being studied or is not influenced by it Acwrdingly, even the 

suspicion of an influencing action triggers employment of specific strategies to 

minimize or eliminate the influence in either direction. Since the prescribed 

procedures are rigorously fotlowed, replicable true results are achieved. 

Constnictivist ~aradiarn 

The pnnciple of interaction is recognized and valued. Individual 

(intramental) constructions can be elicited and refined only through interaction 

between the researcher and participants of a investigation. Guba and Lincoln 

(58) point out that these varying constructions are interpretd using 

conventional hemeneutical techniques, and are compared and contrasted 



through a dialedical interchange. The final aim is to distill a consensus 

construction that is more infonned and sophisticated than any of the previous 

constructions including those of the researcher. 

Ontological field 

This field defines what is the form and nature of reality and what there 

is that can be known. It defines the spectnim of entiiies that can be known in 

the research process. 

Realistic   ara di am 

The realistic ontology affirms that there is only one reality, which is 

independent, pre-existent and ordered. Therefore, what can be known about 

it is "how things really aren and "how things really work." Then only those 

questions that relate to rnatters of "real" existence and "real" action are 

admissible. Other questions. such as those concerning rnatters of moral 

significance (e.g. individual or group values), fall outside the realm of a 

legitimate research process. All discoveries about a certain entity (abject) are 

strictly isomorphic in a singular and true reality. This means that one fact 

observed in one place should be observed elsewhere the same way. 



Constructivist paradiam 

For the constnictivists, there are multiple realities which are accessed in 

the form of numemus. intangible mental constructions. socially and 

expen'entially based. These constructions are local and specific in nature, 

although some of their elements are shared among many individuals and even 

across cultures. The fomi and contents of such constructions depend on the 

values and perceptions of one individual or groups of individuals holding them. 

Constructions are not isomorphic . They are alterable, as are their associated 

realities. They are in dynamic change constantly. Therefore. constructivists 

do not see these constructions as universally "replicable." 

The choice of a paradigm: doubt and belief 

Any given paradigrn represents simply the most infomed and 

sophisticated view that its proponents have been able to devise, according to 

the epistemological. ontological. and methodological assumptions of the 

paradigm. The sets of information produced in any paradigm are always 

human constructions. They are al1 inventions of the human mind and hence 

subjected to hurnan error. No construction can be incontrovertibly right (58). 

lnspired by the work of Charles Pierce, William James and John 

Dewey. Levy (59) attributes the choice of one paradigm to belief. To support 

this statement. he describes the relationship between belief and doubt. Doubt 

p d u œ s  a state of discornfart and uncertainty in individuals. This stimulates 



the individuals to seek an idealized state of certainty, e.g., faith in something. 

This search for certainty can explain why realism has been so popular. 

Realism has wntributed to the construction of a system of stable beliefs and 

routine actions. This stability is expressed with factual and measurable 

certainties. The results of realist investigations are perceived as isomorphic to 

a pre-existent reality of such sort that doubt is hidden. One can also argue 

that therein lies one of the principal reasons why constnictivism has remained 

as a second dass paradigm. Constnictivism believes in the importance of 

permanent doubt. Hence, it is a system of beliefs in a constant state of 

change which influences our vision of the world and ourselves. 

Combining quantitative and qualitative methds 

As presented above, quantitativequalitative dualism stems from quite 

distinct philosophical assumptions and has fueled a heated debate on whether 

or not these two different realms can be united. Despite the strong opinion of 

those who argue against such union, increasingly investigators adopt research 

designs combining qualitative and quantitative rnethods. 

Quantitative and qualitative methods (research designs) 

Streiner and Goering (61) explain that quantitative research methods 

involve different techniques, which range from in vitro examination of nerve 



endings through brain imaging to community surveys and randomized. 

controlled clinical trials. Each of these techniques helps to answer specific 

research questions. Similarly, several qualitative research methods can be 

identifid and are available to the researcher. None is useful in all situations, 

but collecüvely the research methods are capable of addressing a wide range 

of problems. 

Tesch (62) considers qualitative research methods any research 

method that uses qualitative data. She defines qualitative data as any 

information the researcher gathers that is not expressed in numbers. 

Accepting this definition, the range of qualitative data indudes words (text), 

drawings, paintings. photographs, films, videotapes. music. and sound tracks if 

used for research purposes. There are almost no limits to the human 

creations and productions one could study. She points to researchers who 

have even worked with household garbage! As a result. more than 40 types of 

qualitative research methods, considering just words as data, are cited in her 

book (such as action research. case study, Delphi method. ethnography, 

grounded theory). 

Given so many options of research methods, which one (s) should be 

used? That depends on the problem, question (s). and objectives of the 

investigation. Fink (63) advises in a very pragmatic way that when research 

questions involve how many or how much, quantitative methods should be 

adopted. However. when researchers intend to understand (how) a social 



process. a wntext of life. etc.. qualitative methods would be more appropriate 

(61 1- 

Data collection techniques 

Creswell (64) descnbes four basic types of data collection techniques in 

the qualitative area: a) observational methods (ranging from non-participant to 

participant); b) interviews (ranging from stnictured to open-ended. individual or 

group interviews); c) document analysis (ranging from private to public); and d) 

audio-visual techniques (e.g.. film. videos, photography). Interviews are the 

favorite data collection technique of qualitative researchers (65). Qualitative 

inquiries often range from informal and unstmctured interaction (e.g.. 

ethnographic field interview) to a more formal and semi-structured interview 

that covers a set of pre-selected points (61). Two forms of interviewing 

techniques have been included in mixed (qualitative and quantitative) research 

designs: indepth individual inteMews andlor focus group sessions (66.67). 

Quantitative methods of data collection used in psychosocial studies 

(such as surveys) also include interviews. Self-administered instruments are 

used, tao. According to Fink (63). the interviews in the context of surveys tend 

to be semi-structureci or structured (questionnaires). They can be conducted 

in-person or on the phone and a pre-established script is often strictly 

followed. As for ~e~administered instruments. they are given to individuals 

through the mail, via the lntemet or on-site. Essentially these techniques are 



wncemed with measurement, quantification and instrument building, and with 

making sure that instruments are valid and reliable (68). 

Sampling strategies 

Sampling strategies take different forrns in qualitative and quantitative 

studies. According to Streiner and Goering (61). in quantitative studies 

random sampling and predetermination of sample size constitute significant 

research strategies. They explain that subjects are chosen at random for 

different reasons: a) to meet the assumptions of statistical tests; b) to avoid 

bias; and c) to allow valid generalizations to the population from which the 

sample was drawn. The sample size is estimated early in the investigation so 

that statistical tests have enough power to detect significant differences 

between groups (that is. differences which are not due to chance). 

In qualitative studies, however, the sample size is not detemined a 

priori. Sampling is an ongoing process. Researchers continue to enroll new 

participants in the study until they are not leaming anything new from them, 

that is when theoretical saturation (69) of the subject under investigation is 

achieved. It is worth noting that study participants are purposefully selected 

according to the specific information they hold (researchers can leam the most 

from them). 

There are several sampling strategies in qualitative inquiries. 

Hubeman and Miles (70) present a list of those strategies. some of which are: 



a) maximum variation; b) homogeneous; c) cntical case; d) confirming and 

disconfirrning case; e) snowball; 9 extreme or deviant cases; and g) 

convenience. Streiner and Goering (61) observe that. in contrast with the 

large sample sizes of quantitative studies, the final sample size of qualitative 

ones is often small (up to 20 participants), which alfows indepth, detailed 

analyses. 

Data aiialysis and data quality 

Quantitative data (numbers) analysis involves statistical techniques 

(descriptive and inferential statistics). The credibility of the information 

generated from quantitative data is based on the validity (e.g. cnterion validity) 

and the reliability (e.g., alpha coefficient) of the research instruments. quite 

often expressed numerically. Generalization of results can be made for the 

sampled population. 

Qualitative data (words) analysis can be conducted in different ways 

(e.g., content analysis, discourse analysis). However, a general data analysis 

process can be described regardless of the data collection method used. 

Qualitative raw data usually take the fonn of a text (e.g., verbatirn of recorded 

interview. field notes). which is carefully examined by the investigator with the 

help of a coding system. The investigator is the main tool in this process of 

extracting from the text the researched information. 



The credibility of the information produced depends on validity 

(confinability - verification of findings with the informants) and reliability 

(consistency - intrahnter coder agreement) critena. The generalization of 

findings does not follow the usual inference from a sample to the population 

from which the sample was drawn (70). The concept of transferability may be 

wnsidered the qualitative version of generalization. despite some controversy 

among qualitative authors (60). 

Triangulation is a qualitative research term meaning combination of 

different data collection methods. which can enhance the quality of gathered 

data. The central point of this strategy is to examine a single social 

phenornenon from more than one viewpoint (60). lllustrating triangulation with 

an example of triangulation, Yin (71) describes a case study wnducted in a 

single schwl on the implementaüon of organization innovations. The study 

included a structured survey of a larger number of teachers. open-ended 

interviews with a smaller nurnber of key persons. an observational protocol for 

measunng the tirne that students spent on various tasks. and a review of 

organizational documents. At the end of the description. Yin (71) highlights 

that al1 sources of evidence were reviewed and analyzed together. so that the 

case studfs findings were based on the convergence of information from 

different sources. 



Qualitative quantitative combined studies 

Streiner and Goering (61) describe the conditions and the appropriate 

sequence for combining qualitative and quantitative studies. They view the 

respective methods as the appropriate twls for different and complementary 

tasks. When better understanding is needed in a new area, a qualitative study 

may be conducted before a quantitative one. These authors explain that the 

qualitative study will provide a broad understanding of a given context and 

may reveal research landmarks for the area under study. such as dependent 

and independent variables. This can facilitate the measurements of 

subsequent quantitative studies. A qualitative study followed by a quantitative 

one is also the sequence used for the development of a new instrument of 

measurement (as is the case in the research project described in this text). 

Another sequence is conducüng a qualitative study after a quantitative one. 

This may be necessary when a quantitative study yields unclear results about 

a given study object. Then a qualitative study would provide investigators with 

a better understanding of the results. 

Qualitative and quantitative studies can also be wnducted at the same 

time when an investigation involves questions of how many, how much and 

how. The authors (61) illustrate this combination of methods with the example 

of an investigation on mental illness and pathways into homelessness. A 

classical epidemiological sutvey including a large representative sarnple of the 

population of homeless was conducted in order to assess the distribution of 



mental illness and the factors that are associated with homelessness. In 

parallel, in-depth intewiews were conducted with a smaller subset of subjects 

in the larger sample as well as with their family, providers. and friends. These 

intewiews allowed a detailed understanding of the process by which 

individuals start using shelten or living in the street. Similar combinations 

have been used to address questions on dnig addiction and AIDS (57). 

A focus group session is a discussion in which a small number of 

people (6 to 10) talk about a topic proposed by a group facilitator (61). Focus 

group sessions have been used separately or in combination with other 

research techniques such as individual interviews, participant observation, 

surveys. and experiments (72). 

Marshall (73) conducted a study which is a fine example of the 

combination of methods involving focus group sessions. In the study. semi- 

structured audio taped interviews (12 GPs and 12 specialists) were conducted 

along with four focus group sessions and a parallel survey to identify the main 

barriers to effective educational interaction between GPs and specialists and 

to suggest ways of ovemming these bamers. 

The combination of qualitative and quantitative approaches is always 

made only at the methodological level. Even when combining methods, 

rasearchers still remain either on the qualitative or quantitative approach (e.g. 

difhrent sampling strategies. different data analysis). The opposite 

epistemological and ontological assumptions of realistic and constructivist 

paradigms do not allow an end to the long lasting debate about dualism. 



The qualitativequantitative combination in this research project 

As outlined above, the combination of qualitative and quantitative 

methods is possible, despite the dualism debate involving them. In the context 

of this research project, a qualitative study was conducted in advance of a 

quantitative one. Methoâological assumptions (such as sampling strategies 

and data analyses) underlying qualitative and quantitative research were 

rigorously followed in both studies (as seen in the articles presented in the 

following section). The qualitative study provided a diverse corpus of 

information on collaboration involving psychiatrists who had hospital-based 

practices and GPs practicing in primary care settings. It allowed the 

identification of occasions of interaction between GPs and psychiatrists - 
patient referral and the training of residents in family medicine programs. It 

also allowed the identification of physicians' perceived roles and respective 

expectations in collaboration schemes, barriers that hold back the expansion 

of collaboration schernes. and suggestions on how to overcome the barriers in 

order to improve collaboration. 

At this point in the research project, it was important to know how to use 

al1 this qualitative information to meet the overall objective of the project 

(identifying strategies. which may enhanœ collaboration between general 

pratiiioners and psychiatrists at the prirnary care level). According to this 

overall objective, it was then dear that aie most important piece of information 

in the qualitative results was the one about suggestions to improve 



collaboration. From this point on. the focus of the project was on the 

suggestions to improve collaboration. Given the number and variety of 

suggestions (involving physicians, patients and the organization and funding 

of services), a selection process was perforrned to identify suggestions which 

were indicated as a priority by physicians. and those that would be 

implemented easily and faster. 

As a result. three groups of suggestions were identified to improve a) 

communication between GPs and psychiatrists, b) Continuing Medical 

Education for GPs in psychiatry, and c) GPs' access to consulting psychiatrists 

in primary care settîngs. These suggestions set the basis for designing a 

research instrument which measured their acceptability by GPs and 

psychiatnsts practicing in the metropolitan area of Montreal. The instrument 

also confimied the perception that emerged in the qualitative study that certain 

GPs and certain psychiatrists are more likely to engage in models of 

collaboration at the primary care level. A detailed description of these 

suggestions in the context of both studies is presented in the following articles. 
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ABSTRACT 

Obiective: To understand how to improve collaboration between psychiatrists 

and family physicians (FPs) in primary care settings. 

Desian: Qualitative study using ten in-depth interviews and a focus group 

session. A content analysis of data was perforrned. 

Settinq: Catchment area in eastem Montreal. 

Participants: Five FPs and five psychiatrists. 

Main findinas: Three groups of strategies of collaboration were identified: a) 

communication; b) Continuing Medical Education (CME) for FPs and c) access 

to consulting psychiatrists. The first two groups of strategies may be 

implemented with the participation of both FPs and psychiatrists. However, the 

last one was not perceived by psychiatrists as viable due to time and 

remuneration restrictions in their cunent practice conditions. 

Conclusion: Strategies of communication and of CME for FPs in psychiatry 

can be an option to improve collaboration between FPs and psychiatnsts. 

However. strategies of access to consulting psychiatrists require significant 

alterations of established clinical mutines and professional roles. 

Kev words: primary care, family physician, psychiatrist, wllaboration, in-depth 

interviews; focus group. 



BIOGRAPHICAL NOTE 

1. Ricardo J. M. Lucena. M.D., MSc. is a psychiatnst and a PhD. candidate at 

Université de MonWal, Centre de Recherche Femand-Seguin, Hôpital Louis- 

H. Lafontaine in Montreal, 

2. Alain Lesage, M.D., M-Phil. is a psychiatrist and a researcher at Centre de 

Recherche Femand-Seguin. Hôpital Louis-H. Lafontaine in Montreal. 



INTRODUCTION 

Farnily physicians (FPs) are often the first professionals consulted in the 

help-seeking process of mentally il1 individuals (1. 2). Globally they see the 

majority of patients with mental disorden (3.4) and play important d e s  in the 

delivery of mental health care (5). However. FPs alone cannot provide 

mentally il1 individuals with al1 the care they need (6). Collaboration with other 

professionals is widely recommended (6-9). Even an official liaison between 

the College of Family Physician and the Canadian Psychiatrie Association was 

developed to promote collaborative mental health care, as described in 

Canadian Family Physician (October 1 999 issue). 

Models of collaboration between FPs and psychiatrists have been 

described in different countries. such as England (1 O, 1 1 ). Australia (1 2. 13) 

and the US. (14). The effecüveness of some models has already been 

confirmed in ternis of helping FPs in the detection and management of mental 

disorders at the pnmary care level(15). In Canada. the McMaster approach, a 

pioneer model of collaboration. has been outlined in detail (16-20). Other 

experiences of collaboration in Ontario (21) and Quebec (22) were also 

described. 

In addition to discussing these models, a few studies investigated 

dimensions of collaboration through pracütioners' views. Williams and 

Wallace (23) surveyed both FPs and psychiatrists on how to improve wrïtten 

communication in a patient referral process. A questionnaire was sent to both 



psychiatrists and FPs so that they couid indicate items of fundamental 

importance in a FP's referral letter and in a psychiatrist's answer. Moreover. 

100 referral letten were studied regarding the two sets of items considered 

important by both professionals. The authors found a good degree of 

correlation between what psychiatrists expected and what they received in 

referral letters frorn FPs. However. they found a small degree of correlation 

between the information FPs expected and received from psychiatrists and 

psychiatric services. 

Bindman and colleagues (24) studied communication between FPs and 

- psychiatric teams, as well as the FPs' views on their involvement in patient 

care. FPs reported that the information they received from psychiatric teams 

about the psychiatric care of their patients was limited. Most FPs perceived 

their d e  as providing physical care and repeating prescriptions of 

psychotropic drugs. 

Studying FPs' working arrangements with mental health providers and 

their attitudes towards developing doser collaboration with psychiatrists in 

primary care settings, Barber and Williams (25) found that FPs had primary 

care links with psychiatrists. psychologists. psychiatric nurses and social 

workers. They also found that FPs held positive attitudes towards 

colla boratiin with psychiatrists in prima ry care settings. 

Valenstein and colleagues (26) surveyed FPs' involvement in 

collaboration schemes with mental health professionals in community settings. 

The FPs indicated that they shared the treatrnent of approximately 30% of 



their depressed patients with a mental health provider who was contacted only 

in about half of these cases. The authors identified CO-location of FPs' and 

mental health professionals' practices (in the same building) as an important 

factor for collaboration. 

Most of these studies (24-26) investigated only FPs' perceptions of 

collaboration with psychiatrists. Only one study (23) included the views of 

both FPs and psychiatrists with respect to improving one dimension of 

collaboration. However, no study investigated both FPs' and psychiatrists' 

views on how to improve several dimensions of collaboration. Considering 

these studies and the fact that qualitative methods comprise a powemil t w l  to 

answer questions in pnmary care (27. 28). a qualitative study was then 

designed with the overall purpose of collecting FPs' and psychiatnsts' views on 

how to improve collaboration between them in primary care settings. 

METHOD 

The study was conducted in Montreal between 1998 and 1999. The 

sampled population was composed entirely of family physicians and 

psychiatnsts who work in eastern Montreal. This disûict corresponds to the 

catchment area of a psychiatrie hospital (H6pital Louis H. Lafontaine) that 

serves a population of 356,077 (29), largely cornposed of native French 

speakers. The hospital is undergoing a major process of bed reduction over 

five years in order to place a greater ernphasis on wmmunity care (30). For 



this reason, strategies for collaboration between psychiatrists and FPs are 

urgently needed. 

The recmitment of physicians for the study began with the identification 

of a key informant who was considered to be involved in collaborative care 

practices, who could be easily accessed. and who could effectively contribute 

to the study. To meet the basic criteria for inclusion in the study, one had to 

be a practicing physician (FP or psychiatrist) and to be able to provide us with 

information on different aspects of collaboration between FPs and 

psychiatrists. This physician was then contacted by one of the investigators 

and invited to participate. At this point the number of participants was not yet 

defined. It was determined as the inteMewing period wntinued and when no 

further concepts were generated or new information was obtained. that is. 

when data saturation was achieved (31). As a result, a small motivateci and 

articulate group of ten physicians was selected. including five FPs (three 

wornen, two men) and five psychiatrists (three men. two women). They al1 

signed an informed consent fom, which was submitted along with the study 

proposal for analysis and appnval by the ethics and research cornmittee of 

Hôpital Louis H. Lafontaine. 

Ten individual indepth audio-taped in te~ews were conducteci by one 

of the authors (RJML) and a research assistant. About one week before each 

interview, the intewiewer met the interviewee to provide an overview of the 

shdy and to deliver the questions for the interview (on current working 

arrangements. perceived roles. respective expectaüons. the barriers and 



suggestions for improvement of collaboration'). This was done so that the 

participating physician could begin reflecting on the questions and preparing 

for the interview. FPs were asked a direct question about the suggestions for 

improvement of collaborative are: What should be done to make possible the 

kind of collaboration that you would like to have with psychiatrists?" 

Psychiatrists were asked, What should be done to make possible the kind of 

collaboration that you would like to have with FPs?" 

The interviews lasted on average 90 minutes. The tapes were 

transcribed and a verbatim was produced for analysis. First, the interviewer 

read the verbatim of al1 the interviews. Second, he chose the two most 

comprehensive interviews in ternis of diversity of information on the study 

themes: one from FPs, the other from psychiatrists. Then he analyzed the two 

interviews guided by a list of codes. At the same üme, the research assistant 

wnducted a similar analysis independently. This coding list was divided into 

five sections: 1 ) working arrangements, 2) roles. 3) expectations, 4) bamers. 

and 5) suggestions. Each code in the list was grouped in one of the sections 

and was extra- from the literature on collaboration, especially from the 

document Shared Mental Hea& in Canada (6), prepared by a joint working 

group of the Canadian Psychiatrie Association and the College of Family 

Physicians of Canada, whose contents address the same points of the 

interviews. For example, the code "S-amelior/comuniW was used to label al1 

In this article we are only presenting physicians' suggestions for improvement of 
colla borat ive care. 



passages of verbatim where participants gave a suggestion to improve 

(uam61iorer) communication. 

After this preliminary assessment, the interviewer and the research 

assistant compared the results of the ind ividual analyses and discussed the 

consistency of the coding systern by checking codes and their respective 

quotations. Some codes were redefined, others deleted and new codes were 

added. The next step was to quanüfy the consistency of our coding systern. 

Therefore, we coded and recoded separately random segments (over a 

hundred) of the verbatim of the two interviews. Then we calculated the code- 

recode reliability, as described in Huberman and Miles (32) for segments 

coded and recoded by the same person (intracoder agreement rate) and for 

the segments coded by each person individually (intercoder agreement rate). 

These showed 98% and 87% respectively. From here on, the verbatim of the 

other interviews was coded by the interviewer and the data reduction process 

was concluded. The wmputer software Atlas.ti, version 4.1 was used in the 

data analysis proœss. It facilitated the analysis by organizing codes. 

quotations, memos and conœptual networks in just one analflical unit 

(hemeneutic unit). Each interview had its own unit in the software, which 

allowed vertical (in the same interview) and horizontal (across interviews) 

analyses. 

A summary of the results of the analysis was presented to each 

participant ind~dualiy. This was an opporkinity to have the participants' 

feedback on the analysis of the content of their interviews (confirmability). 



Subsequently a focus group session was arrangeci to discuss the summary. It 

followed a discussion guide based on the summary of results and was 

conducted by a professional group facilitator. It was audio-taped and lasted 

120 minutes. The tapes were transcribed. and the same data analysis 

procedure outlined above was applied to the verbatim of the focus group 

session. This final encounter with participants enriched the results of the 

interviews and highlighted psychiatrist's negative attitudes towards on-site 

collaboration with FPs in primary care settings. 

Participants 

All five psychiatrists recmited conduded work at Hdpital Louis H. 

Lafontaine (outpatient clinic or psychiatrie emergency) and were remunerated 

on a mixed system of sessional fees and fee-for-service. The sample of FPs 

was composed of two FPs from public CLSCs (centres for local health and 

social services). two in private practice, and one pradcing in an emergency 

room of a general hospital. FPs were paid on a fee-for-sewice basis 

exdusively or combined with other forms of remuneraüon. All physicians in the 

study had at least ten years in practice. All were intewiewed individually. 

Seven out of ten participating physicians attended the group discussion. 



including four psychiatrists (two men, two women) and three FPs (two women, 

one man). 

Emergent themes 

As a result of the analysis of the participants' suggestions to improve 

collaboration, three main groups of strategies were identifid: communication, 

CME for FPs in psychiatry, and acœss to a consulting psychiatrist. These 

strategies were drawn from verbatim extracts rather than from the author's 

opinion. 

Stmtegies of communication 

lmprovina written communication 

Psychiatnsts and FPs agreed that written communication is the easiest. 

The most common context for written communication is the referral process. 

In this situation, the referring FP should include in his or her consultation 

request relevant elements of the patient's clinical history (see Table 1). 

INSERT TABLE I 

The psychiatrist should focus his or her answer ta the FP's request on 

two issues: a) the diagnosis and b) the therapeutic plan, which should be 



organized as an algorithm (point-by-point management plan). o: .... Send us a 

msponse telling us, 'The steps we suggest are this; if this doesn Y work, try this; if that doesnt 

work, then try mis, etc. etc'. . .." 

!rn~rovino   ho ne communication 

Phone communication should be used for a quick exchange of 

information between FPs and psychiatrists who already work together and 

whose patients are known by both physicians. For example. the consuking 

psychiatrist would cal1 the refening FP to inform him or her of the results of an 

urgent patient assessment. Phone calls should be scheduled preferably for 

certain hours when both FPs and psychiatrists are available to talk. In a 

referral process, phone wmmunication between these physicians shouM not 

be mediated by other professionals (e.g.. nurses or social workers). FPs and 

psychiatrists should talk to each other direcüy. Participants also stated that 

prior personal contact between FPs and psychiatrists facilitates phone 

communication. 

Strategies of CME in psychiatry for FPs 

Im~rov in~  educational linkaaes 

Educational activities were described by participants as a very 

important tool for collaboration. Programs should be organized in amdance 

with input from FPs on their perceived needs to improve their work with 



ps ychiatt'k patients. Psvchiatrist- '. , .I think the fimt step 3 to ask ourseh/es what do [FPs] 

neeâ as training. What will really atûact FPs [to this training]?. . . " 

The participants suggested that certain psychiatrists and certain FPs 

from the same catchment area take leadership in the organization of CME 

activities. They also suggested that CM€ acüvities take different formats, as 

seen in Table II. 

INSERT TABLE II 

FPs considered a psychiatrist's consultation report as their principal and 

regular source of continued medical education in the mental health field. 

Quick clinical exchanges on the phone with psychiatrists also contribute to 

increasing FPs' skills in mental health. 

Strategies of access to a consulting psychiatrist 

A visitina ~svchiatrist at primarv care settincls 

The psychiatnsts in the study expressed their willingness to collaborate 

with FPs. However. citing a lack of time and appropriate remuneration, none 

of them suggested regular visits to prirnary care settings. They also felt it 

would be difficult for FPs to meet them at psychiatrie services. Psvchiatrist: o.. 1 

do not have the energy to tour medical cliniics. 1 I ink  it would be a waste of üm. .  . 1 am not 

even supposed to be paid if 1 am not on the premises of the hospital. . ." 



In contrast. al1 FPs described satisfactory experiences they had had 

with visiting psychiatrists at the primary care level. AI1 these experiences twk 

place within the context of a family rnedicine residency training. where a 

visiting psychiatrist discussed cases with residents and the practicing FPs 

were allowed to attend the case discussions. "..At the family medicine clinic 

where 1 work we have a consufiing psychiatn'st who visits once a week. ... This Î& ideal! 1 am 

fully sa fistied.. . " 

FPs have suggested the following visiting model to facilitate their 

access to psychiatnc consultation. One consulting psychiatrist would be 

formally linked to one or several FPs. Once a week the psychiatrist would visit 

pnmary care services. such as CLSC and family practice units. He or she 

would discuss complicated cases with FPs. help them with workefs disability 

issues and, when required, perform direct patient assessments. 

DISCUSSION 

Collaboration between FPs and psychiatrists seems to be more 

compfex than reported recommendations imply (6. 8, 9). Blount (33) explains 

that collaborative care between mental health providerç and primary care 

physicians lies on a continuum which ranges from occasional courtesy 

communication at one extreme to on-site collaboration and team work at the 

other. Pmviders working in close collaboration need to share a common 

system of values. perceptions. language and thinking about their joint work to 

provide patient care. 



Based on their satisfactory experience in the context of a family 

medicine residency program, FPs proposed a visiting model to facilitate their 

access to psychiatric consultation. Similar models of on-site collaboration may 

be successful in a specific context (16-20) and represent a singular way of 

providing care. which requires significant alteration of established dinical 

routines and professional roles. Thus it seems to be quite difficult to apply 

these models with al1 practice contexts involving FPs and psychiatrists. 

As outlined in Amencan national surveys (34, 35). psychiatrists dedicate 

most of their work time to direct patient care. They also allocate time to 

administration. teaching, and research. Therefore, it is understandable that it 

would be diffiwlt for them to participate in extra activities (e.g. collaboration 

with FPs). Moreover. they need to possess specific skills (beyond the 

traditional theoretical framework of hospital psychiatry) in order to serve as 

consultants for FPs in primary care settings (19.36. 37). 

By the same token, FPs work under very tight schedules in primary care 

settings (38, 39) and deal with different medical scenarios which Vary from 

childhood asthma and immunization ta cancer screening and congestive heart 

failure in the elderfy. In this context, detecting and treating psychiatric 

disorders may not be a priority (40). In addition, the feefor-service system of 

remuneration motivates the delivery of medical services in short intewals of 

time, eight to twelve minutes (41). which is incompatible with the length 

required for psychiatnc appointments, thirty to ninety minutes (41 ). 



Accordingly, it would be reasonable to take gradua1 steps in the 

organization of closer working arrangements between FPs and psychiatnsts. 

First, communication should be improved between FPs' offices and 

psychiatnsts' outpatient clinics, which wnstitute the comerstone of the current 

psychiatnc network of services and are the main link between the network and 

primary care settings (42). Then attention should be brought to non-traditional 

sources of CME for FPs in psychiatry, such as the psychiatrist's consultation 

report, and to the organization of CME activities based on practitioners' 

perceived needs. Physician acceptance of a practice-based approach for the 

organization of CME activities has also been reporteci elsewhere (43, 44, 16, 

19). 

On-site collaboration schemes developed as a consequence of the 

initiative of individual FPs and psychiatrists (1 0) should receive appropriate 

administrative and financial support. In this matter, it should be highlighted that 

female FPs and young FPs (25), young psychiatnsts (10, 45). as well as FPs 

and psychiatrists practicing in the same building (26) may engage more 

promptly in closer working arrangements. 

FUTURE DIRECTIONS FOR RESEARCH STEMMING FROM THIS STUDY 

Surveys could be designed to collect the opinions of both FPs and 

psychiatrists with respect to the strategies of communication. CM€ for FPs in 

psychiatry, and access to mnsulting psychiatnsts. Demographic and practice 



characteristics of physicians more likely to engage in schemes of collaborative 

care could also be identified. Furthemore, exploratory studies on strategies of 

collaboration should be conducted using qualitative methods. In these studies, 

samples should inctude FPs both from urban and rural areas and psychiatrists 

in private practices. 

LIMITATIONS OF THE STUDY 

We identified the following limitations of Our study. First, despite the 

diversity of the FP population (46). FPs participating in this study were quite 

hornogeneous, considering their knowledge and positive attitudes in relation to 

the detection and management of mental disorden in their patients. Therefore, 

strategies presented here may not be fully accepted by FPs with different 

characteristics Second. the physicians' perceptions were wllected through 

individual interviews and a focus group session. However, no data collection 

method of direct observation, such as participant observation. was used to 

validate the wllected information. 



CONCLUSION 

The improvement of collaboration between FPs and psychiatristç can 

be achieved through groups of strategies. Strategies involving communication 

and organization of CME for FPs in psychiatry may elicl more positive 

attitudes among physicians than those involving on-site collaboration in 

primary care settings. 
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TABLES 

Table 1: Elements of FP's consultation request 

Diagnostic impression 

Therapeutic approaches attempted so far (medication, dosage, type of 
psychotherapy, length of the intervention. patient response) 

m Physical health problems 

Previous psychiatric contacts 

Aim of the consultation 

Table II: Formats of CME activities 

rn Regular meetings to discuss cases and review relevant educaüonal materials; 

Balint groups 

Lunch or dinner lectures 

Workshops 

Half-day medication updates 

Formal symposia and conferences 
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ABSTRACT 

The description of rnodels of collaboration and the key pnnciples underlying them 

provide important information for designing services. However, in order to apply this 

broad corpus of information to clinical services and policymaking, we need to know 

which key principles (or strategies) of collaboration are the most accepted by local 

physicians. In this mntext, a survey was designed with two objectives: 1) to colfect 

the opinions of practicing GPs and psychiatrists in Montreal with respect to strategies 

for improving collaboration between these two groups of physicians, and 2) to ident@ 

demographic and practice characteristics of those physicians associated with the 

accéptance of such strategies. A questionnaire was specifically designed to elicit 

physicians' opinions about strategies involving communication, Continuing Medical 

Education (CME) for GPs in psychiatry and access to consulting psychiatrists, as well 

as to identii the profiles of the respondent physicians. It was mailed to 203 GPs and 

203 psychiatrists randomly selected. The response rate was 86% for GPs and 87% 

for psychiatrists. Physicians expressed favorable opinions a bout most strategies 

invohring 1) the improvement of communication and 2) the organization of CME 

activities conœming GPs' practices in the field of psychiatry. However, they did not 

indicate acceptance of the strategies involving on-site collaboration between GPs and 

psychiatrists. Physician gender, age, place of pracüce, type of practice (such as 

seeing patients with or without appointments), and responsibility for administrative 

duties were significantly associated with the degree of acceptance of the proposed 

strategies. 

KEY WORDS: Collaboration; general practitioner; psychiatrist; prirnary care; 

questionnite designing; survey. 



INTRODUCTION 

A woridwide tendency has developed for health services to be designed 

with a focus on primary care (1, 2, 3). In the field of mental health. studies 

have shown that the prevalence of mental disorders in the community ranges 

from 13 to 29.5% (4-8). and that only a small portion (about 13%) of 

individuals with a mental disorder seek professional help (5. 8. 9. 10). Those 

who do. seek it at the primary care Ievel (5. I l ) .  General practïtioners (GPs) 

are often the first professionals wnsulted in the help-seeking process of these 

individuals (9. 12). Globally they see the majority of patients with mental 

disorders (13, 14) and play an important role in the delivery of mental health 

care (15). However. GPs alone cannot pmvide mentally il1 individuals with al1 

the care they need (16). Collaboration with other professionals is widely 

recommended, especially with psychiatnsts (1 6-1 9). 

Models of collaboration involving these physicians have been 

extensively outlined in the literature (20-23). some of which were implemented 

in Ontario (24-29) and in Quebec (30). Key principles underlying models of 

collaboration have been identfied (16. 31, 32). However. only a few studies 

have considered the views of pracütioners conceming collaboration. 

Stmthdee (33) studied the extent and the nature of collaboration 

between GPs and psychiatnsts. She identified three main models of 

collaboration (shiffed outpatient, consultation. and liaison-attachment). which 

were developed as a consequence of the initiative of certain GPs and 



psychiatrists. Physicians involved in closer working arrangements (liaison- 

attachment model) were in the minonty. 

Williams and Wallace (34) surveyed both GPs and psychiatrists on how 

to improve wntten communication in a patient referral process. The authors 

found a good degree of correlation between what psychiatrists expected and 

what they received in the referral letter. However, the GPs' degree of 

correlation was small and their needs from psychiatrists and psychiatnc 

services were not being met. 

Bindman and colleagues (35) studied communication between a group 

of GPs involved in the care of severe mentally il1 patients and psychiatric 

teams. as well as the GPs' views on their involvement in patient care. GPs 

and patients were interviewed. GPs report4 that the information they received 

from psychiatric teams about the psychiatric care of their patients was limited. 

Most GPs perceived their role as providing physical care and repeating 

prescriptions of psychotropic dmgs. More than half the patients confirmed the 

GPs' perceived role. 

Studying GPs' working arrangements with mental health providers and 

their attitudes towards developing closer collaboration with psychiatrists in 

primary Gare settings, Barber and Williams (36) found that GPs had pnmary 

care links with psychiatrists, psychologists, psychiatric nurses and social 

workers. They also found that GPs held positive attitudes towards 

collaboration with psychiatrists in primary car8 settings. Despite the GPs' 



openness to collaboration models. the authors suggested caution in the 

interpretation of these results due to the small study sample. 

Valenstein and colleagues (37) surveyed GPs' involvement in 

collaboration schernes wlh  mental health professionals in community settings. 

The GPs indicated that they shared the treatment of approximately 30% of 

their depressed patients with a mental heaith provider who was contacted only 

in about half of these cases. The authors identifid co-location of GPs' and 

mental health professionals' practices (in the same building) as an important 

factor for collaboration. 

Von Guten and Villoz (38) wnducted interviews with a group of 

physicians involved in a consultation liaison service offered in a general 

hospital. The physicians reported a positive impact from the consultation in 

the management of their own practices and in patient outwmes. They 

suggested that the refemhg physician should be better integrated in the 

consultation process when a refend patient is hospitalized. They also 

suggested that referring physicians should often participate in the evaluation of 

the quality of a consultation liaison service. 

Most of these studies (35-38) investigated only GPs perceptions of 

collaboration with psychiatrists. and one (38) did not focus on primary care 

settings. Only two studies induded the views of both GPs and psychiatrists. 

However. in one of them (33) only physicians involved in collaboration were 

recniited and in the other (34) only one dimension of cdlaboration (written 

communication) was investigated. No study surveyed both types of physicians' 



views about specifk strategies of collaboration and no study involved random 

samples of physicians. 

Therefore, a survey was designed with two objectives. The first was to 

collect the opinions of both GPs and psychiatrists practicing in Montreal with 

respect to strategies for improving collaboration between them at three levels: 

communication, Continuing Medical Education (CME) for GPs in psychiatry. 

and on-site collaboration in primary care settings. The second objective was to 

identrfy demographic and practice characteristics of physicians associated with 

the acceptanœ of such strategies. 

METHOD 

Questionnaire development 

The development of our questionnaire evolved as follows. First, we 

reviewed the literature on coilaboration between GPs and psychiatrists. 

Second. we conducted ten indepth interviews and one focus group session in 

a purposefully selected sample of five GPs and five psychiatrists. Third. we 

designed the first drafts of the questionnaire. The sources of the items were 

the following: a) the analyzed verbatim of the interviews and foais group 

session. b) the document. "Shared Mental Health Care in Canadaw (16), and c) 

other questionnaires (37. 39). 

The items (53 in total) were grouped into three sections of strategies: 

Section A: communication; Section B: Continuing Medical Education (CME); 



and Secüon C: access to consulting psychiatrists. Each item was the same for 

both psychiatrists and GPs. and was measured through a 5 point Likert Scale 

(1 = strongfy disagree to 5 = strongly agree). 

Another section (Section D) was also developed to collect dernographic 

and practice related data. It was specific for each group and included the 

following variables: 1) gender; 2) age; 3) year of graduation; 4) years in 

practice; 5) place of practice - hospital or community settings. including private 

practice, CLSC (community heakh center). psychiatric outpatient clinic. 

rehabilitation enter and emergency rwm; 6) type of practice I (solo or group 

practice); 7) type of pracüce II (practice with appointment. without 

appointment. or both); 8) fom of remuneration (fee-for-service. fee-for-service 

combined with another form of remuneration. sessional fees, salary. hourly 

fees); 9) teaching (yes or no); 10) research (yes or no); 1 1 ) administration (yes 

or no); 12) hours of work per week; 13) GPs only - residency training in family 

medicine (yes or no); 14) GPs only - percentage of patients with mental health 

problerns followed by GPs; and 15) psychiatrists only - psychiatric clientele 

(adult, childrenladolescent. elderly). 

Then, when a preliminary version of the questionnaire was ready. it was 

subrnitted to the analysis of a grwp of professionals (three GPs. three 

psychiatrists and one psychologist) who are members of the Cornmittee on 

Support of Psychiatrie Shared Care from Régie régionale de Montreal-Centre. 

The questionnaire was also presented individually to different clinicians. 

researchers and health planners. Although the basic structure (Sections A, B. 



C. and D) of the questionnaire was the same, the suggestions of these 

advisors helped to improve the layout of the questionnaire and the wording of 

the items (some items were rewritten, others deleted and new items were 

added). 

Subsequently, the questionnaire was subjected to a pretest which was 

conducted with a small group of physicians (7 GPs and 6 psychiatrists). 

Following the pretest, the questionnaire and the survey proposal were 

submitted to the analysis and approval of the ethics and research committee 

of Hbpital Louis H. Lafontaine in Montreal, affiliated with Université de 

Montrbal. 

Sampling 

Those eligible for participation in the survey were GPs and psychiatnsts 

practicing medicine in Montreal whose preferred language of conespondence 

with the Quebec medical association (Le Collège des médecins du Québec) is 

French. It is important to note that the vast majority of physicians (75% of GPs 

and 74% of psychiatrists) working in Montreal use French as their prefened 

language. Furthemiore, this survey was designed in a French-speaking 

environment (Centre de Recherche Fernand-Seguin). Physicians connected 

with the developrnent of the questionnaire (GPs and psychiatrists who 

participateci in the interviews. in the focus group session, in the pretest of the 

questionnaire and in the questionnaire design) were exduded. The estimated 



sample size for both GPs and psychiatrists was 125. with type I error at -05 

and power of -80 for ho-sided tests. This estimation was bas& on the results 

of the pretest of the questionnaire. Expecting a dropout rate of 30%. 203 GPs 

(9% of al1 eligible GPs) and 203 psychiatrists (36% of al1 eligible psychiatrists) 

were randomly selected from an electronic list provided by Le Collège des 

médecins du Québec. 

Research design 

A mail survey was conduded in the fall of 2000 and was based on 

Dillman's total design method (40). lnitially 406 envelopes including a cover 

letter, a copy of the questionnaire and a stamped return envelope were sent to 

203 GPs and 203 psychiatrists. Each questjonnaire mailed was assigned a 

number so that we could be aware of its retum. Subsequent to the mailing. 

three follow-up reminders were sent to non-respondents and one phone 

contact was made. 

Data analysis 

The process of data analysis was conducteci by using cornputer 

software SPSS for windows, version 9.0 (41). The primary analysis had two 

stages. First. the response rate was deteminec! and significant group 

differences ôetween the respondents and the non-respondents were 



investigated. Second. a profile of respondent physicians was made according 

to demographic and pradice variables. The secondary analysis included two 

stages as well. First. the dimensions underlying the strategies of collaboration 

were identified through exploratory factor analysis. Second. significant 

differences between GPs and psychiatrists and the identified dimensions were 

assessed using covariance analyses on (AW) factorial design. This statistical 

method minimizes biases related to age and the other characteristics of 

physicians. Weighted-mean analyses were wnducted using GramSchmidt 

orthogonalization (42) of the comparisons. The critical level of significance was 

set at 5%. 

RESULTS 

Response rate 

Out of 406 mailed questionnaires. 306 questionnaires (142 GPs and 

164 psychiatrists) were received. A total of 53 physicians (38 GPs and 15 

psychiatrists) were deemed inelig ible for su wey participation for the following 

reasons: respondent retired; respondent exclusively in administration or 

research; respondent on medical leave; respondent (GP) pradicing as 

specialist; respondent moved; respondent on sabbatical; and respondent 

(psychiatrist) exdusively forensic or insuranœ consultant. Exduding these 

ineligible physicians. a response rate of 86% (142/165) for GPs and 87% 



(1 6411 88) for psychiatrists was achieved. Twenty three questionnaires of the 

306 were not fully completed. To assure the quality of answen. they were not 

considered in the analysis process. The analyses were therefore conducted on 

283 questionnaires (131 GPs and 152 psychiatrists). No significant differences 

were found between the respondents and the non-respondents, regarding sex, 

medical specialty (GP or psychiatrist) and year of graduation in medicine. 

Information on these variables was available for both respondents and non- 

respondents. 

INSERT TABLE I 

Sample demographics and practice characteristics 

Demographic and practiœ characteristics of the sample are 

summarized in Table 1. The malefiemale ratio did not differ significantly 

between GPs and psychiatrists. Similady. the mean age, although higher for 

psychiatnsts, did not differ significantly. The proportion of physicians older 

than 49 years was similar between the two groups of physicians. GPs diiTered 

from psychiatrists in ternis of place of work, type of practiœ, and fom of 

remuneration. Teaching. administration and research acüvities were more 

frequent for psychiatrists. No significant differenœ was found between the two 

groups in ternis of hours of work per week. Over haIf of the psychiatnsts (67%) 

see only adult patients. GPs estimate that about 20% of the patients they see 



have mental health problems. Most (73%) GPs in the study did not complete a 

residency in family medicine (probably due to the fact that the residency in 

family medicine became a requirement for pracüce after most physicians in the 

sample had graduated). 

INSERT TABLE II 

Dimensions of the questionnaire 

The exploratory factor analysis by principal axis factoring (varimax 

rotation) enabled the identification of five dimensions (or factors) underlying 

the strategies of collaboration outlined on sections A. B and C of the 

questionnaire. The scree plot test showed five well distinct factors with the 

following eigen values: F1=6.0; F2=3.4; F3=2.1; F4=1.9; F5=1.6. These 

factors explain 50.4% of the total variance. As seen in Table II. each item 

loads on just one factor and each factor loading is higher than .40. Moreover. 

al1 factors show satisfactory alpha coefficients (43). al1 of thern higher than .70. 

Similar results were found for the factor analyses conducted separately for 

GPs and for psychiatrists. In brief. al1 factors identified represent basically 

intertwined groups of strategies: a) strategies of communication: F3 and F4 (r 

= .237; p < .01); b) strategies of CME: Fi and F5 (r = .277; p < .O1); and c) 

strategies of access to consuking psychiatrists: F2. 



As shown in Table II, strategies of communication are represented in 

two dimensions: F3 and F4. F3 intduces the elements that GPs should 

include in their consultation request to a psychiatrist and F4 describes the 

direct information exchange between GPs and psychiatrists which should take 

plaœ in the context of a patient referral. Strategies of CME are also 

represented in two dimensions: FI and F5. FI clusters mostly items of the 

questionnaire which describe the organization of CME adivities (such as 

workshops. conferences and briefings) for GPs in psychiatry. As for F5. it 

points out the importance of the psychiatnst's consultation report as a source 

of CM€ for GPs in psychiatry. Finally, the strategies of access to consulting 

psychiatrists are represented in only one dimension (F2). It includes mainly 

items describing a consulting psychiatrist's tasks which may facilitate GPs' 

access to psychiatrie services in primary care settings. 

Acceptance of the strategies of collaboration for GPs and for 

psychiatrists 

A mean score was calculated for GPs and for psychiatrists in each 

dimension of the questionnaire. Scores higher than four represent agreement 

with the proposed strategies, whereas scores between three and four 

represent only a tendency to express agreement. As can be seen in Table III. 



the mean scores for F3. F4 and F1 were above 4, and between 3 and 4 for F5 

and F2. GPs and psychiatrists express clear agreement with most strategies. 

except those related to access to consulting psych iatrists. Psychiatnsts accept 

more than GPs themselves the elements suggested to be included in the GP 

consultation request GPs fully accept the psychiatnst's consultation report as 

an important source of CM€, whereas psychiatrists do not fully express their 

agreement. GPs and especially psychiatrists do not express agreement with 

the strategies of access to wnsulting psychiatrists. 

INSERT TABLE IV 

Acceptance of the strategies of collaboraüon according to physician 

demographics and practice characteristics 

Sig nificant associations were identified between the strateg ies of 

collaboration and the following variables: age, gender. place of work. 

administration and type of pradice. 

Stratedes of communication 

As seen in Table IV, the OP'S consultation request [F3] was accepteci at 

a higher level by the psychiatrists independent of their age category (FI, 273 = 

18-65), although the physicians younger than 50 years old agreed to a higher 



level (FI, 273 = 4.13). Female GPs and female psychiatrists scored higher than 

men (PI, 272 = 5.92). No significant differences in relation to the strategies of 

direct information exchange (F4] were found for GPs or psychiatrists across 

the demographic and practice characteristics 

INSERT TABLE V 

Strateaies of CME for GPs in ~svchiatrv 

As seen in Table V, physicians 50 or more years old scored higher their 

- agreement with the strategies of organization of CME activities [FI] (FI, n3 - 
4.47). Considering these strategies. female psychiatrists expressed a lower 

level of agreement than female GPs (PI, 271 = 9.57) and male psychiatrists (FI, 

271 = 7.22). This obvious difference led to a significant gender by specialty 

interaction (FI, 27, = 8.38, p < .O1). A physician's place of work also had an 

effed on the scores. In community setüngs, psychiatrists saired lower than 

GPs (PI, 272 = 5.89). Conversely. at hospitals psychiatrists swred higher than 

GPs (PI, 272 = 4.93). This inversion of scores lad to a significant interaction 

(PI, 272 = 9.97). Neither teaching nor administration yields score differences 

between the two groups of physicians. However. GPs practicing with 

appointments scored significantly higher than both psychiatrists with 

appointments (FI, = 8.14) and GPs without appointments (PI, 266 = 7.94). 

This difference led to a significant interaction (Pl, 265 = 4.09; pc.05). 



As shown in Table V, physicians 50 or more years old (FI, 273 = 5.01) scored 

higher in the psychiatrist's consultation report as CME [Fq. No gender effect 

was found in this strategy. No influence of place of work, type of practice or 

teaching was observed. A significant interaction (Pl, 272 = 4.80) involving 

administrative responsibilities was observed. Psychiatrists not involved in 

administration scored lower than GPs (Pl, 272 = 21 -1 6)- 

Strateaies of access to consultina ~svchiatrists 

In the strategies of access to consulting psychiatnsts [FZ] significant 

interactions were obsewed between the two groups of physicians and age 

categories (FI, 273 = 4.31; pe.05). gender (Pl, 272 = 7.77; ~1.01) and place of 

work (Pl, 269 = 8.50; pc.01). Younger psychiatrists expressed the lowest score 

of al1 physicians and differed from older psychiatrists (FI, 273 = 7.13) and 

younger GPs (FI, 273 = 49.83). In addition. older GPs scored higher than older 

psychiatrists (FI, 273 = 15.86). Female GPs scored higher than male GPs (Pl, 

m = 6.65). Both female GPs (PI, 272 = 51.43) and male GPs (Pl, 272 = 18.88) 

scored higher than psychiatrists. No gender difference was observed among 

psychiatrists. At place of work the very high score of GPs in the community 

differeâ from both GPs at hospitals (F'q, ~9 = 5.40) and psychiatrists in 

community settings (PI, 2pe = 62.67). Teaching. administration and type of 

practice did not interfere Wh this group of strategies. 



DISCUSSION 

Co-location (in the same building) of the practices of primary care 

physicians and mental health professionals has been i d e n t i i  as a strong 

predictor of collaboration (37). The benefits (mostly for GPs' practices) of on- 

site collaboration between primary care physicians and mental health 

professionals have been reported (23, 44, 45). However. GPs and especially 

psychiatrists in this survey did not express agreement with psychiatrists 

moving their consultation practices to primary care settings or even visiting 

such settings periodically. 

lnitially it should be pointed out that on-site collaboration is an intense 

and complex form of collaborative care. Mount (46) explains that collaborative 

care between mental health providers and primary care physicians lies on a 

continuum. which ranges from occasional wurtesy communication at one 

extreme to on-site collaboration and team work at the other. Providers working 

in close collaboration need to share a comrnon system of values, perceptions, 

language and thinking about their joint work to provide patient care. Can GPs 

and psychiatrists integrate their quite distinct clinical backgrounds to work as 

"naturaf partners." as has been suggested (16)? 

The busy clinicaf routines of GPs and psychiatrists should be 

considered. GPs work under very tight schedules in primary care settings (47, 

48) and deal with different medical scenarios which Vary from childhood 

asthma and immunization to cancer screening and congestive heart failure in 



the elderiy. In this context, detecüng and treating psychiatric disorders may not 

be a priority (49). In addition, the fee-for-service system of remuneration 

motivates the delivery of medical services in short intervals of time. eight to 

twelve minutes (50). which is incompatible with the length required for 

psychiatric appointrnents, thirty to ninety minutes (50). 

By the same token, as outlined in American national suweys (51, 52). 

psychiatrists dedicate most of their work time to direct patient care. They also 

allocate their time to administration, teaching, and research. Therefore. it is 

understandable that it would be difficult for them to participate in extra 

acüvities (e.g. collaboration with GPs). Moreover, they neeâ to possess 

specific skills (beyond the traditional theoretical framework of hospital 

psychiatry) in order to serve as consultants for GPs in prirnary care settings 

(27, 53, 54). In summary, on-site collaboration between psychiatrists and GPs 

represents an organizational change which requires significant alteration of 

established clinical routines and professional roles. 

Accordingly, it would be reasonable to take gradua1 steps in the 

organization of doser working arrangements between GPs and psychiatrists. 

First, communication should be improved between GPs' offices and 

psychiatrists' outpatient dinics, which consütute the wrnerstone of the current 

psychiatric netwark of services and are the main link between the network and 

prirnary care settings (55). Personal contacts should be built between 

psychiatrists and GPs at this point with the support of their respective 

organizations of work. Then attention should be brought to non-traditional 



sources of CME for GPs in psychiatry. such as the psychiatrist's consultation 

report, and to the organization of CME activities based on practitioners' 

perceived needs. Physician acceptance of a practice-based approach for the 

organization of CME activities has also been reported ekewhere (56. 57. 24. 

27). The organization of these activities would require the leadership of some 

GPs and psychiatrists. 

On-site collaboration schemes developed as a cansequence of the 

initiative of individual GPs and psychiatrists (33) should receive the 

appropriate administrative and financial support. In this matter, it should be 

highlighted that female GPs and young GPs (36). young psychiatrists (33, 39). 

as well as GPs and psychiatrists pracücing in the same building (37). are more 

likely to participate in closer working arrangements with mental health 

providers. 

LIMITATIONS OF THE STUDY 

Our study has the following limitations. First, the questionnaire used in 

this survey was a new instrument with no psychometric characteristics (such 

as reliability and validity) which had been previously established. The 

validation proœss of Our instrument has just begun and should be continued 

by other researchers, in order to reinforce the validity and reliability of ou? 

results. Second, no pilot study was conducted, and therefore a preliminary 

analysis of the items of the questionnaire was not done to increase the content 



validity of our instrument. A pilot study could have allowed a more accurate 

sample size estimation. Third, English speaking physicians. a minority in 

Montreal. did not participate in the suwey therefore limiting the extent of 

generalization of our results. 

CONCLUSION 

The literature on models of collaboration and the key principles 

underlying them provides important information for designing services. 

However, in order to apply this broad corpus of information to local clinical 

services and policyrnaking, we need to know what key principles (or 

strategies) of collaboration are the most accepted by local physicians. 

According to physicians practicing in Montreal, strategies of collaboration 

involving 1) the improvement of communication and 2) the organization of 

CME activities conceming GPs' practices in the field of psychiatry are more 

acceptable than those involving on-site cdlaboration between GPs and 

psychiatrists. Physician gender, age. place of practice. type of practice (such 

as seeing patients with or without appointrnents), and responsibility for 

administrative duties were significantiy associated with the degree of 

acceptance of the pmposed sfrategies. 



IMPLICATIONS 

- The opinion of local pracütioners is now available to be considered in the 

design of health services. 

- Strategies considered to be the most accepted in the implementation of 

collaboration schemes have been identified. 

- Physician demographic and practice charaderistics associated with the 

acceptance of the strategies of collaboration can be considered in the 

identification of physicians who may engage more promptly in models of 

collaboration. 
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Table 1: Phyrician demographics and p-ce charactoristies 

Ccnder 72lX) 96156 X2i = 1 3%; p ,162 
(male 1 fernale ratio) 

Avtnge 8ge 48.9 f 1.0 51 .4 f .98 tn=-l.81; pr.Oll 
(mean of years & SEM?) 

Agc dlrtributioa 70 1 9  70 1 80 x21 - 1.m p = -161 
(60 1 250 years ratio) 

Plan of  work 25 1 106 88/63 $1 = 16.75; p c .O00 
(hospitaVcommuniîy settings ratio) 

T y p . o f ~ œ I  34 1 92 63 186 = 7.00; p < -008 
(soldgroup pradice ratio) 

R m u ~ o n  
(fBB-fOT--ce/ fee-for-seniice combinedl 81 I14ltM8111 1SI501761414 X24=134.56;p<.000 
sessional fees/ sahy/ hourly fees ratio) 

Average hou= of work 42 f 1 .O 43 t .91 h--.S(ltl; p=.= 
(mean d hours * S.EM.7 



Table II: Factor stnicturs of the s t m b g l e s  of cdlaborrtion between GPs and psychlatdsts 

FACTORS FI FZ F3 F4 FS 

Items per factor 8 8 7 5 2 

FI (Orgaoizatioa of CME activitics) 

CME: could be organized by both GPs and psychiatnsts 
Workshops: could include case discussions 
Workshops: could offu pertinent handouts 
Workshops: could be in the form of  a joint presentation 
Conferences: could alIow fiee exchangcs beîween GPs and the presenting psychiatnst 
Haifday briefings: couid take place at  appointeci intervais 
Workshop: important source of  CME for GPs 
C o n f i c e :  important source of  CME for GPs 

Consulting psychiatrists: preestablished hours to takt GPs' calls 
Consulting psychiatrists: catchment area defined on the basis of GPs' ofTice addresses 
Consulting psychiatrists: in CLSC 
Consulting psychiatrists: in gencral -ce clinics 
Consulting psychiatrists: available for joint clinical evaluations with GPs, if necessary 
Consulting psychiatrists: available for patient home evaluations, if nccessary 
Consulting psychiatrists: specific consultation service for patients on work leave 
Consulting psychiatn'sts: carry out ducational acîivitics at the GP's office 

F'3 (Elemcnts of r CP's consultation rcqucst) 

Prcvious treaanent trials 
Assessrnent of the r c f d  patient's suicide or homicide nsk, if applicable 
Pertinent medical anteccdcnts o f  the r s f d  patient 
Pertinent psychiaîric antecedents of the referrcd patient, if applicable 
Indication of whctha or not the referral involves a casc of  patient work leave 
R c f d  paîient's contact with non medical mental hcalth p rofkona l s  
Refeming GP's expcctations and needs conceming the psychiatrie evaluation 

F4 (Dinct information excbange betwecn GPs and psychiatrists) 

Phone cdls: urgent cases 
Phone catls: nfcrring GPs should bc allowed to talk d i d y  to the psychiatrist 
Phone calls: cffcçtive and casy way of informaîion exchange 
On-site information exchange: ùnportant source of CME for GPs 
Information exchange on the phone: important source of CME for GPs 

FS CPsychiatrist's consplt.tion repoit as CME) 

Psychiaîrïst's consultation report: could be an excellent source of  CME for GPs 
Psychiatrist's consdtation report: important source of CME for GPs 

Extraction methad- P r i n c w  Axis Fucrorin.g 
Roraîion meriodr Varilluzx with Kuirer Nonnalùation (rotation conwrged in 7 iteraiions) 



Table III: Acceptance of the strategies of collaboration by physician specialty 

Strrtegies o f  Means and SEM.' Statisticai 
dl.boratkn SignHianm 

GPt Psyc hiaûïsts 
(N431) (N4 52) 

' S.E. M. (standad enw of üte mean) 
- p  <.O01 



Table RI: Ac~eptanœ of the stmtegies of communication by physician demographics and practke 
characteri.tiC8 

F3 
VARiABLE CATECORTES GPs consultation mquest 

F4 
Di- information exchange 

(a) meen scom f standard e m o f  üm men; (b) aue-adiusted mean scom î sianderd e m o f  the man; 



Tabla V: kceptmm of tha unkglm of CME and amsa to corrrulting psychktrlsb by phyrlclrn domognphlcr and pncllca ctunctorîrtlw 

VARIABLE CATECORIES Org8nhrllon d CME rdMtkr 

GP hychhtrbt 

(a) me#r scwa r aî- emw dîhe meen; (b) age+c!jusîed m a n  scom dandard e m  ot the man;  



DISCUSSION 



A FURTHER LEARNING FROM THE QUALITATIVE AND QUANTITATIVE 

STUDIES 

Both studies have identifid that the improvement of collaboration 

between GPs and psychiatrists encompasses at least two broad dimensions: 

specific strategies and physician characteristics. As noted earlier, most 

strategies of collaboration included in the questionnaire evolved from the 

suggestions that emerged in the qualitative study. Strategies of 

communication and strategies of CME for GPs in psychiatry were accepted by 

both GPs and psychiatrists. and were perceived by physicians in the 

qualitative study as more easily implementable. However, physicians 

(especially psychiatnsts) did not indicate acceptance of the strategies involving 

on-site collaboration at the pnmary care level. The degree of acceptance of 

the proposed strategies is discussed below with respect to the various socio- 

demographic and practice characteristics of physicians. 

In relation to the strategies of communication, both groups of physicians 

accepted the items that should be included in a GP's consultation request. 

Nonetheless, GPs expressed less acceptance of these items than 

psychiatrists. On one hand. the inclusion of the proposed items would provide 

consulting psychiatrists with detailed information on the referred patient's 

clinical history, which can facilitate the psychiatrie evaluation. On the other 

hand, GPs may perceive the inclusion of such items as additional work for 

them, when working under the tight schedules of primary care settings (74, 



75). Furthemore, they may not perceive al1 items as equally important or they 

may even think that the items involving psychiatric aspects of the patient's 

history should be investigated and assessed by the consulting psychiatrist 

(38). 

Both groups of physicians accepted the direct information exchange 

between GPs and psychiatrists, which can take place in the context of a 

patient referral. In the qualitative study, physicians pointed out that effective 

communication exchange either on the phone or in writing may avoid 

additional time and costs in the consultation process, such as further 

consultation requests or personal contact between physicians. However, 

effective communication must preserve confidentiality of the information being 

exchanged. Kates (76) notes. "Increased communication can be a two-edged 

sword. Sensitive and confidential information can reach individuals who may 

not be directly involved in patient care." Thus, the content of physicians' notes 

should include only relevant data which are written in a manner that does not 

allow specific sentences to be taken or used out of context, and access to a 

patient's chart should be limited to individuals diredy related to the care of the 

patient (76). 

Relative to the strategies of CME for GPs in psychiatry, boai GPs and 

psychiatrists expressed their acceptame of the propos4 form to organize 

traditional CME acüvities. such as workshops. conferenœs and briefings. 

These acüvities should be interacüve and mainly based on themes currently 

observed in GPs' pradices. It is worth noting that interactive CME sessions 



that enhance participant activity (such as the format of conferences and 

workshops described in the qualitative study) can be effective to improve 

physician performance (conceming counseling, cancer screening, 

hypertension management, etc.) and, on occasion, patient outcornes (e.g. 

reduction in patient distress) as well (76A). In addition, physicians in other 

studies (37, 53, 73, 77, and 78) positively reinforced a practice-based 

approach for the organization of CM€ activities. 

In Marshall's study (73) about the interaction between GPs and 

specialists in educational adivities, physicians noted that educational activities 

involving both groups of physicians is a two-way process, where both groups 

learn from each other. although GPs are often portrayed as the only leamers. 

GPs in the study illustrated this idea of a two-way process with the example 

that some GPs can teach their specialist colleagues about the benefds of a 

holistic approach, about teaching methods, and about communication skills 

(such as interviewing skills). DeGniy (79) reinforces and expands this idea of 

"two-way process" by describing a cross consultation model where a GP visits 

a mental health center to provide severe mentally il1 individuals with general 

health care. The visiting GP (as a consulting psychiatrist in primary care 

settings) can play the role of consultant and educator. In this context 

psychiatrists may interact with the visiting GP and leam more about the 

general health of their patients. 

Following the same principle of practice-based CME. an important 

source of CME for GPs was revealed in the psychiatrist's consultation report. 



GPs fully accept this statement, especially those not involved in 

administration. probably because they spend more time seeing patients and 

can better appreciate the beneffis that a specialist's consultation report may 

bring to their clinical performance. By the same token, older psychiatrists with 

more years in practice tend to recognize the contribution of the psychiatnc 

consultation report in GPs' dail y leaming . Non-traditional sources of CME 

such as interaction between GPs and psychiatrists to discuss shared cases 

has already been recognized as an accredited educational activity. Describing 

a pilot projed involving a service of consultation-1 iaison psychiatry for GPs, 

Meadows (80) explains that The Royal Australian College of General 

Practiiioners recognizes the discussion of cases between GPs and 

psychiatrists participatirtg in the project as continuing medical education. It 

awards two CME points per hour. or one point per patient referred. 

The benef~s (mostiy for GPs' practices) of on-site collaboration 

between primary care physicians and mental health providers have been 

reported (81, 82, 83). However. GPs and especially psychiatnsts did not 

express cornplete acceptance of strategies involving on-site collaboration 

either through consultant psychiatnsts pracücing in primary care settings or 

through their periodic visits to such settings. The results of the quantitative 

study reinforce the idea that most seasoned GPs (with an average of 20 years 

in pracüoe) rnight not need or accept a psychiatrist in their offices as a regular 

consultant and even less as an educator. Despite seeing many patients with 



psychiatric problems (1.4. 5. 17) in their regular pracüces. GPs may only need 

a psychiatrist's help in specific situations. 

Reviewing some of Goldberg's and Shepherd's studies. Strathdee (84) 

points out that GPs refer to psychiatrists only a very srnall number (one in 

twenty) of their patients with a psychiatric disorder. For example. GPs who 

participated in the qualitative study stated that they need psychiatrists' support 

to evaluate and validate their assessrnent of a patient psychiatric condition. so 

that the patient's work leave is approved by an insurance Company. 

As Shepherd and colleagues (1) suggested, GPs' roles as mental 

health providers should be strengthened, and there is no one better than GPs 

themselves to express their perceived needs in tems of assistance frorn 

psychiatrists. One cannot just consider the generation of studies (24) showing 

the lack of training of GPs in psychiatry. The population of GPs is extremely 

diverse in ternis of psychiatn'c skills. Shepherd and colleagues (1) and later 

Marks and colleagues (30) confirmed this diversity in ternis of the detection of 

psychiatric disorders (some GPs detect more, othen detect less). 

Other authors reported this diversity in tems of the provision of 

psychiatric care. Bindman and colleagues (85) studying a pool of GPs 

responsible for the follow-up of severely mentally il1 patients implied that the 

psychiatric treatment provided by these GPs consisted basically of 

pharmacothera py. 

Analyzing the responses of 7974 patients. aged 15 to 64 years old. who 

participated in a retrospective, home-interview survey (The Mental Health 



Supplement to the Ontario Health Survey), Lesage and colleagues (6) 

reported that the mental health treatment provided by primary care physicians 

involved fewer visits and consisted mostly (57%) of the prescription of 

psychotropic medication. 

Craven and colleagues (86) conducted focus group sessions to leam 

about the practices of family physicians as mental health care providers. 

Physicians who had been in community practice for five or more years and 

had expressed interest in psychosocial problems and mental health care 

delivery were recniited to the study. The authors reported that most 

physicians were cornfortable with the prescription of antidepressants and with 

monitoring antipsychotic medication initiated by psychiatrists. Several 

physicians in the study indicated that they spent time (3 to 5 half or one hour 

sessions per week) in providing patients with psychotherapeutic interventions, 

which they defined as supportive counseling. 

Psychiatnc care provided by physicians in these studies ranged from 

psychopharrnacatherapy (prevailing form of treatment) to "supportÏve 

counseling." However, as noted by both GPs and psychiatrists in our 

qualitative study, many GPs do not deal with patients' psychiatnc problems at 

all. Therefore. it is quite possible that specifïc groups of GPs might be more 

likely to participate in wllaboration schemes with psychiatrists than othen. 

For example, in the quantitative study GPs working in community settings 

expressed a tendency to accept more on-site collaboration than their 

colleagues in hospitals. This may be understood by the fact that GPs 



practicing in community settings such as CLSCs may have experienced on- 

site collaboration with psychiatrists involved in the training of residents in 

family medicine programs. Female GPs expressed the highest tendency to 

accept on-site collaboration with psychiatnsts. which corroborates Barber's 

and Williams' (44) finding that female GPs are more open to participating in 

models of collaboration with mental health providers. 

As shown in both qualitative and quantitative studies. psychiatrists in 

general did not express a favorable opinion about on-site collaboration with 

GPs in primary care settings. However. psychiatrists. like GPs. do not 

consthte a homogenous group either. Some psychiatrists seem to be more 

resistant than others to engage in cdlaboration schemes with GPs. Contrary 

to findings in other suweys (84, 87). younger psychiatrists (under 50) 

expressed the least favorable opinion about on-site collaboration with GPs in 

primary care settings. Although no signifiant differences were found between 

male and female psychiatrists conceming on-site collaboration with GPs. it is 

worth mentioning that more than half (59%) of psychiatrists under age 50 in 

the quantitative study were female. In contrast to female GPs. female 

psychiatrists expressed lower scores in al1 the proposed strategies, except in 

the strategy involving the items that should be included in a GP's consultation 

request. 

In French speaking Switzerland, Goerg and calleagues (88), studying 

gender differences between male and female psychiatrists. identified some 

reasons which make female psychiatrists differ from their male counterparts. 



Female psychiatrists work less hours per week than male psychiatrists and 

often have to balance professional demands with domestic tasks. pregnancy 

and child care. Moreover, most of them tend to adopt a theoretical 

psychological model (involving psychoanalytical concepts). rather than a 

theoretical eclectic model (involving concepts of social psychiatry) which may 

encompass collaboration with GPs. Participating psychiatnsts (both female 

and male) in the qualitative study explained that, due to a lack of time and 

appropriate remuneration. they could not make regular visits to primary care 

settings. 

THE UNDERSTANDING OF DISEASES VERSUS SlCK PERSONS 

In previous sections, a brief description of the paradigms underîying the 

quantitativequalitative dualism was presented in the context of the 

combination of research methods. However, in the context of medicine, those 

paradigms provide the basis for another form of dualism: the understanding of 

diseases vs. sick persons. This understanding varies among physicians and 

has been expressed in models of medical training and practice. In the 

following sections, the disease model, the prevailing one in medicine for 

centuries, is describeci along with other models of health care delivery. This 

description consists of an "a posteriori" reflection on collaboration between 

GPs and psychiatrists. It emergeâ at the final stage of this research project as 

an analysis and integration of the qualitative and quantitative studies. 



Explaining the evolution of the disease mde l  (which is still the 

prevailing mode1 in medical reasoning and practices today). McHugh and 

Slavney (89) compare the writings of Hippocrates (who wrote about sick 

persons) and Sydenham (who wrote about diseases). These authors 

examined the work of Henry Sigerist and presented the following quote on sick 

persons and diseases: 

"(..,) Hippocrates recognued only disease, not diseases. He knew only sick 
individuals (...). The patient and his malady were for him inseparabfy connected as 
a unique happening, one which would never mur. But mat  Sydenham saw above 
al1 in the patient, what he wrenched forth to contemplate. was the typical, the 
pathological process which he had obsenmd in others before and expected to see 
in others again. In every patient there appeared a specific kind of illness. For him 
maladies were entities (...)." 

In contrast with the Hippocratic thinking about healing a sick person. 

Sydenham. a seventeenth-century English physician. influenced by the 

Cartesian thinking of rational analysis. "urged physicians to make careful 

observations of patients and particulady to note how the symptoms of their 

illness unfolded so as to differentiate one from another according to its own 

nature" (89). Sydenham applied to the study of diseases the axiomatic 

principle that symptoms corne in recognizable clusters, and that careful 

observation of the development and remission of these clusters is the best 

way to predict the outwme for the patient. McHugh and Slavney (89) also 

illustrateci Sydenham's thinking with the following quote: 



'( ...) Nature. in the production of disease, is uniforrn and consistent; so much so, 
that for the same disease in diierent peisons oie syrnptoms are for the most part 
the same; and the sebarne phenomena that you would observe in the sickness of 
a Socrates you would observe in the sickness of a simpleton. Just so the universal 
characters of a plant are extended to every individual of the species; and whoever 
(1 speak in the way of illustration) should accurately describe the colour. the taste. 
the smell, the figure etc., of one single violet would find that his description held 
good, there or themabouts, for al1 the violets of that particular species upon the 
face of the earth." 

McHugh and Slavney (89) explain that Sydenham's thinking influenced 

the modem medical capacity for identifying and differentiating particular 

diseases. Once diseases were identified as individual entities, physicians then 

tried to discem their underlying mechanisms and causes. In the eighteenth 

century, the M a n  physician Morgagni identified the correlation between 

particular pathological changes in the tissues of the body and specific clinical 

symptoms and signs. This correlation strengthened the conception of 

diseases as specific entities which can be associated with the various organs 

of the body. The next step in the understanding of diseases was to identify the 

etiologiwl agents causing organic pathology. Conceming infectious diseases, 

this understanding was achieved through the work of Koch. a nineteenth- 

œntury Gerrnan physician who identified the anthrax bacillus in infected 

tissues of affiicted patients and devised the fundamental niles by which 

infectious diseases are to be discovered. 

The basic assumption of the disease model is that there is a part of the 

organic 'machine" that is not working well. Thus, the physician must identify 

the problem (diagnostic) and fix it (treatment). Following this reasoning. 

physicians will be able to identm and fix any health problem with similar 

patterns. This caricatureci description of the disease model is the conceptual 



approach that directs moâem medical pradices. It implies the notion that 

diseases are conceptually distinct clinical entities which can be observed. 

differentiated and classified. Physicians can then identm and treat them in 

their patients. In this trend of thought. the Hippocratic idea of sick perrons is 

long lost. Signs. symptoms, pathological mechanisms in different organs. and 

etiological agents are the main wncern of medical investigations. In spite of 

its limits. the disease model is also applied to psychiatnc disorders. McHugh 

and Slavney (89) note that the same medical reasoning (clinical syndrome - 
pathological process - etiology) is followed in psychiatry. The first step is the 

identification of a characteristic cluster of psychological signs and symptoms 

occurring in many patients. The next step is the association of the cluster with 

a particular neuropathology taking place in the brain. The final step is the 

identification of etiological factors promoting the pathological process (such as 

neurotoxicity and genetic defects resulting in abnomal neuronal development 

and degeneration) in the nervous tissue. The elucidation of the etiology of a 

given disease may enable its prevention and cure. However. McHugh and 

Slavney (89) also note an important limit of the disease model in psychiatry: a 

temptation to presume a brain source for al1 psychiatnc disorders - "a twisted 

neumn for every twisted thought." 

The disease model expanded continually, especially in the decades 

following World War 11 (90). In that pend advances in fundamental medical 

research led to great benefits for health care. In psychiatry, for example, the 

introduction of chlorpromazine (1954) in the treatrnent of major psychoses. 



especially schizophrenia, allowed patients with lifelong hospitalizations to be 

able to Iive in community settings (91). As explains Eisenberg (90). the 

technologic revolution in medical research and its consequent explosion of 

new knowledge determined the growth of subpecialization in difberent medical 

fields. lntemal medicine, for example. became increasingly fragmented into 

subspecialties with an ever nanower fows on one or another aspect of 

disease biology. In psychiatry, the discovery of new dnigs (such as 

antipsychotic drugs. tricyclic antidepressants and lithium). the re-ernergence of 

diagnosis and classification of disorders (due to the relative specificity of the 

new therapeutic agents) along with the growing evidence for hereditary 

transmission of psychosis motivated the rebirth of biologically oriented 

ps ychiat ry. 

It is important to note that the first haif of the twentieth century was a 

period where psychiatnc pracüces were influenced by psychodynamic 

concepts of treatrnent. In that period. attention was drawn to the patient's 

experience as a unique k ing  embedded in feelings. thoughts and behaviors. 

Efforts were made to understand the meaning of the patient's metaphors 

throughout the course of his or her illness. An intense doctor-patient 

relationship was the core of psychiatnc practice. As Eisenberg (90) remarks. 

diagnosis and classification. the hallmarks of the disease model, were almost 

irrelevant to psychiatnc practice. because psychotherapy. the principal rnethod 

of treatment. dealt with personal issues rather than with diseases. 



With the technical revolution described above. this psychiatric practice 

oriented towards individuals and their life stories was little by little reoriented 

towards the disease model where 'brainless" practices were replaced with 

"mindless" aspirations (e-g. the causes of psychiatric disorders will be 

ultimately discovered in the brain, and psychiatry will no more be a marginal 

medical specialty of Eisenberg's (90) "witch docton" dealing with obscure 

maladies and bizarre individuals). Psychiatry may then be included in the 

mainstream of rnedicine under the legitimacy of neurology and its brain 

diseases. Price and colleagues (92) announce that al1 mental processes are 

ultimately biological and that any alteration of these processes is biological. 

Therefore, the everlasting dualism. mind versus brain, nuiture versus nature, 

and functional versus organic should be abandoned. These authon go way 

beyond this reductionistic announcement and introduce major mental 

disorders such as schizophrenia, rnood disorders, obsessive-compulsive 

disorder. panic disorder. addiction and autism as biologically based diseases 

with emerging predidable alterations in genetic coding. structure or functional 

neuroanatomy. These disorders may be strong candidates for the condition of 

disease; however, as outlined before. there is still a long way to go so that 

they fit into the disease model (clinical syndrome - pathological process - 
etiology). It is worth mentioning that disorder is a cfinical syndrome (cluster of 

symptoms and signs) whose pathological process and etiological agents have 

not yet been discovered (89). 



Eisenberg (90) approaches the disease model in ternis of its meaning 

for patients and physicians. He emphasizes the importance of integrating 

professional and lay viewpoints. that is. disease and illness. He defines both 

terrns as follows: "Diseases are abnonnalities in the structure andlor function 

of body organs and systems; illnesses, in the patient's world, are experiences 

of disvalued changes in states of being and in social function." He also 

defines sickness as being the broad concept that encornpasses patient 

(illness) and the physician (disease) perceptions. These perceptions 

interpenetrate and influence each other, although only physicians' perceptions 

(disease) are endorsed by the disease model. 

AIUiough not fully inserted in the disease model, biologically oriented 

psychiatry is endoned by acdaimed psychiatric periodicals. In the American 

Journal of Psychiatry a variety of articles on neuroscienœ is published. Some 

of thern are theoretical and propose new paradigms for psychiatry. One (93) 

describes in detail the asœndancy and decline of psychoanalysis in the U.S., 

the genetic contrd of protein synthesis and neuromodulation mechanisms, 

and even a very interesting definition of individuality based on the interaction 

of biology and environment. Another (94) attempts to redefine the role of 

psychiatry in medicine. One point of redefining psychiatry is to rid 

psychotherapy of psychiatric practice. The authors consider psychotherapy a 

lower risk and time consurning treatment, which can and should be learned 

and performed by less expensive non-physician personnel. Psychiatrists 

should perform physical treatments (such as phamacotherapy and ECT). 



Is it just the biological perspective that rnatten? What about the 

different perspectives of psychiatry? Psychiatry is a medical specialty which 

encompasses disciplines ranging from sociology to biochemistry. Tyrer and 

Steinberg (95) describe it is a kaleidoscopic field that embraces at least five 

models of understanding psychiatnc problems: the disease. the 

psychodynamic, the behavioral. the cognitive and the social models. In 

addition. McHugh and Slavney (89) observe that the capacity to gather a 

comprehensive body of information on every single patient from history. 

mental state. physical examination and complementary exams must be a 

fundamental skill of a competent psychiatrist. Although having a prefened 

perspective (or model), psychiatrists need to rnaintain an eclectic identity as 

clinicians. It is a suwival strategy! If psychiatrists confine themselves to a 

single model of practice, they may easily lwse ground with other clinicians. 

Neurologists c m  medically tteat brain diseases and non medical professionals 

(such as psychologists. social workers and nurses) can provide patients with 

psychotherapy. 

While psychiatry overemphasizes the disease model . Eisen berg (90) 

draws attention to the emergence of person-onented and famify-onented 

medicine. This comprehensive way of practicing medicine has rnuch of its 

theoretical basis on the biopsychosocial model proposed by Engel (96) in the 

late seventies. Engel explains his model as follows: 



"( ...) The doctor's task is to account for the dysphoria and the dysfuncüon which 
leads indiiiduals to seek medical help, adopt the si* rok. and accept the status of 
patienthood, He must weight the relative contributions of social and psychological 
factors implicated in the patients' dysphoria and dysfunction as well as in his 
decision to accept or not patienthood and with it the responsibili to oooperate in 
his own health care. By evaluating al1 the m r s  contributhg to both illness and 
patienthood. rather than giving primacy to biological factors alone, a 
biopsychosocial model would make it possible to explain why some individuals 
experience 'illness' conditions which ohers regard mefely as 'problem of living' be 
they emotional reacnions to Iife cimmstances or somatic symptoms. (,..) * 

Comparing the biopsychosocial model adopted (at least theoretically) 

by general medicine and psychiaûy's orientation towards the disease model, it 

is not difficult to understand why some GPs in Marshall's study (73) stated that 

they can teach their specialist colleagues about the benefits of a patient 

hoiistic approach! 

A FINAL WORD ON COLLABORATION 

As outlined above, the disease model, which has guided medical 

practices for centuries. does not fulfy incorporate major psychiatric disorden 

such as schizophrenia and mood disorders. It is less likely then that the 

disease mode1 helps GPs dealing with the amorphous presentation of 

psychiatric problems currently found in primary care setüngs. It appears to be 

more likely that the biopsychosocial m d e l  (96) can help GPs in dealing with a 

patient's psychiatric problerns. However. in the busy pace of primary care 

practices, how often do GPs have the chance to use Engel's comprehensive 

model? Moreover. many seasoned GPs were trained and currently practice 

medicine entirely in the confines of the disease model. Can al1 GPs be 



considered mental health providers? What kind of mental health care can they 

deliver? As shown in several studies (1. 6, 17. 30. 34, 85. 86). GPs do play a 

role as mental health providers. But this role varies considerably. It ranges 

from prescnbing (or just monitoring) medication to psychotherapeutic 

approaches. Mechanic (97). analping findings of major epidemiological 

studies (such as E.C.A. study). draws attention to the peril in the statement 

that GPs are "a suitable altemative or substitute for more specialized services 

for the mentally ill." Throughout the article he defends the idea that there is a 

significant difference in the quality of care received in the specialty sector 

versus the care received in primary care settings. He even states that some 

evidence points to the fact that "mental health services provided by the 

general meâical sector are relatively shallow and not well matched with 

indicators of possible needs." He concludes by pointing out three relevant 

issues in the broad perception of GPs as key providen of mental health care: 

a) GPs Vary in their interest and sense of responsibility in mental health 

matters; b) reimbursement systems (such as fee-for-service system) provide 

strong disincentives for psychosocial services; and c) many GPs feel poorly 

prepared and uncornfortable in dealing with mentally il1 persons. 

Strosahl (74) proposes a model to deliver mental health care in primary 

Gare settings. This model validates to a certain extent Mechanic's concem 

about the quality of mental health care provided in the general medical sector. 

Strosahl (74) describes a primary care mental health care model that is not 

specialty orientecl, but rather is consistent with the goals. strategies, pace and 



culture of primary care. It involves a behavioral health therapist providing 

direct consultative services to primary care providers and, where appropriate. 

engaging in temporary management of patients with primary care providers. 

The model also involves detecting and addressing a wide range of somatic 

and mental health problems with the aims of early identification, quick 

resolution, long-terrn prevention, and wellness. Consultation visits are brief 

(1 5 to 30 minutes) and limited in number (1 to 3 visits). This brief description 

of this model raises at least one question about how adaptable mental health 

care can be to the "quick" Pace of primary care settings. 

Despite the problems involving the interface between psychiatry and 

primary care settings. collaboration between GPs and psychiatnsts is possible. 

First, Blount's (98) perception of collaboration as a continuum which ranges 

fmm occasional courtesy communication at one extreme to on-site 

collaboration and team work at the other should be recalled. Then it is 

reasonable to imagine that physicians' perceptions of collaboration can be 

placed in different points of this continuum. Most physicians seem to perceive 

collaboration towards the communication extreme and few of them seem to 

perceive it towards the extreme of on-site collaboration and team work. 

Therefore. strategies of collaboration involving communication and possibly 

those involving CM€ activities for GPs in psychiatry may be accepted by most 

physicians (both GPs and psychiatrists). However. strategies of on-site 

collaboration may be only accepted by specific groups of GPs and 



psychiatrists who may share several facilitating factors of closer collaboration. 

including sirnilar understandings of diseases and sick penons. 

SUGGESTIONS FOR FUTURE RESEARCH 

Pincus (46) summarizes different areas of research involving the 

interface between psychiatry and general medical settings at the pnmary care 

level. Figure 3 below is a modified diagram of Pincus' work to illustrate the 

extension of this field of investigation and in which research area this project 

can be inserted. 

Figure 3: Rosaarch amas invdv(ng th. In- of psychhtry and glcierai d k i m  (modHhd Pincus 1W7) 

Both qualitative and quantitative studies in this research project can be 

associated with the shaded area of "Provitfer Charactensti~. " These studies 



add new information regarding how to improve collaboration between GPs and 

psychiatrists at three levels: a) communication. b) CM€ for GPs in psychiatry. 

and c) access to consulting psychiatrists in primary care settings. Physicians' 

views on how to improve collaboration led to the identification of several 

strategies of collaboration. In addition, the attitudinal (acceptability of three 

groups of strategies). dernographic. and practice characteristics of the 

physicians were identifid. 

Several studies about the prevalence of psychiatrie disorders. the 

detection of these disorders in the general medical sector. GPs' management 

of these disorders in ternis of referral patterns and treatment. and the impact 

of this management in patient outcornes have been conducted in the other 

research areas represented in the diagram. However, litüe information is 

available in the areas of provider and patient characteristics (including their 

views) wnceming collaboration between primary care settings and the mental 

health specialty sector. The invesügation of provider and patient 

characteristics in the context of collaboration between primary care settings 

and the mental health specialty sector should be expanded. 

In June 2001, following the 2"d National Conference on Shared Mental 

Health Care, the conjoint working group of the Canadian Psychiatnc 

Association and the Collage of Family Physicians of Canada sponsored a one- 

day research meeting to organize a national research agenda on collaboration 

between the primary care and the mental health specialty sectors. In this 

meeting. one question was recurrently asked: 'Who does what h r  whom?' 



This bottom line question might yield valuable information concerning who are 

the providers more likely to participate in collaboration schemes. what kind of 

mental health services they would be able to provide and for whom (patients) 

these services should be provided. that is. who are the patients that would 

benefit the most from collaboration schemes. 

Collaboration schemes can involve professionals other than physicians 

such as psychologists. nurses and social workers. In Quebec, for example, 

studies (3. 18) have shown the involvement of psychologists in the delivery of 

mental health care at the primary care level. In addition. participating GPs in 

the qualitative study of this project described their collaboration schemes with 

psychologists. In England. nurses play a strategic role (8) in the delivery of 

mental health services at the primary care level. Therefore, qualitative 

research designs involving the triangulation of methods such as in-depth 

interviews, focus group sessions and participant observation should be 

envisaged. A study with such design may provide a broad picture of the views 

of different professional groups (psychologists. nurses and social workers) on 

collaboration schemes (in terms of working arrangements. roles. mutual 

expectations. barriers and suggestions for improved collaboration) in primary 

care settings or between the primary care and the mental health specialty 

sectors. 

Surveys similar to the one conducteci in this research project muid be 

of interest to other Canadian provinces. Further administration of the 

questionnaire especially designed for the survey in this project would increase 



its validity and would allow broader generalization of the results obtained. 

Studies (qualitative, quantitative, or both) involving GPs and psychiatrists 

should also investigate their views about mental health services that can be 

offered in primary care settings. and about the profile of patients to whom 

these services should be available, 

As stated before. information on patient charactenstics is also 

necessary. The diversity of psychiatric patients in the community or attending 

care in different health care settings should often be considered and 

highlighted in any investigation involving these patients. Describing pathways 

to psychiatric care. Goldberg and Huxley (17) provide an overview of 

psychiatric patients. The population of these patients seems to be quite 

diverse. 

Nonetheless, the main representation of psychiatric patients is still 

oriented towards severely rnentally il1 patients (mainly psychotic patients). 

This representation is pictured not only in lay people's minds. It also seems to 

be shared by health providers. planners and even researchers. Severe 

mentally il1 patients constitute only a small portion (1% to 3%) of the general 

population receiving mental health care. They must continue to receive the 

Gare they need. However, in addition, attention should be drawn to the 

"hidden psychiatric rnorbidity" in the community as well as in the general 

medical sector worldwide (99). Therefore. researchers conducting any study 

involving patients and collaboration schemes should highlight the diversity of 

psychiatric patients in ordet to expand and update the social representation 



about these patients. As a result. it is possible that the proportion of 

psychiatrie patients seeking and receiving the assistance they need would 

increase. 

In addition to this contribution to the update of a social representation. 

studies should collect patients' views on collaboration schemes involving 

professionals (physicians and non-physicians) in different health care sectors 

(primary care and mental health specialty). Researchers should identify who 

are the patients that would accept and beneffi the most from collaboration 

schemes involving physicians and other health professionals. Who are those 

patients whose perception of health care fts better in the disease model or in 

the biopsychosocial model? The disease model delegates to physicians the 

exclusive task of "healing" patients. Patients are expected to be heald and 

not to participate in the healing process. In contrast, in the biopsychosocial 

model patients are expected to cooperate in their own health care. It is worth 

noting that the concept of patients k i n g  considered as physicians' partners in 

their health care is considerably developed. Savard (1 00) devised The Savaml 

Heam Record which consists of a file folder where patients keep a vanety of 

information about their health care. Patients can gather information on their 

medical history, prescriptions, results of medical exams. participation on 

ptevention programs and so forth. The folder indudes a very clear and 

concise manual on how patients can better organize their medical information. 

It contains even a glossary on comrnon medical conditions and ternis as well 

as common medical record abbreviations. 



Another subject that should be investigated in this research area is the 

transfer of patients from the mental health sector to the general medical sector 

or vice-versa. How do patients perceive this transfef? What are their views on 

the links (such as the doctor-patient relationship) that they have already 

established with providers in a given sector? In their views. how disniptive 

would a transfer be to those links? Answers to these questions should be 

available in the context of shared care programs where the main focus is to 

transfer severe mentally il1 patients (mainly compensated psychotic patients) 

from the mental health sector to the care of GPs in primary care settings, as is 

the case in the program described by Meadows (80) in Australia. 

Despite al1 the information still needed from the views of providers and 

patients about how to improve collaboration, this research project has unveiled 

pieces of information that should be considered in the process of improving 

collaboration between GPs and psychiatnsts. 



CONCLUSION 

The improvement of collaboration between psychiatnsts and GPs can 

be achieved through groups of strategies. GPs and psychiatnsts in general 

express a positive opinion conceming strategies to improve their 

communication and practice-based CME activities for GPs in psychiatry. The 

implementation of these strategies is perceived to depend on local initiatives. 

Further, they are seen in a positive light because they cause only minimal 

dismption to well established clinical pracüces. Strategies involving the 

improvement of GPs' access to consulting psychiatnsts in primary care 

settings elicit less positive opinions. especially among psychiatrists. The 

implementation of these strategies is perceived to require major changes in 

clinical practices for most GPs and psychiatrists. These strategies seem to be 

viable among specific groups of physicians who share common views of 

health Gare delivery. lndeed through collaboration schemes GPs and 

psychiatrists along wlh other health care providers may be better able to meet 

the increasingly cornplex demands of the diverse population of psychiatrie 

patients. 



REFERENCES OF THE INTROOUCTlON AND DISCUSSION 

1. Shepherd M., Cooper B., Brown AC, Kalton G. Psvchiatric lllness in General 

Practice. London: Oxford University Press, 7966. 

2. Regier DA, Goldberg D, Taube CA. The de facto US mental health services 

system. Archives of General Psvchiatry 1978; 35: 685-93. 

3. Lefebvre J, Lesage A. Cyr M, Toupin J, Fournier L. Factors related to 

utilization of services for mental reasons in Montréal, Canada. Social 

Psvchiatrv and Psvchiatric E~idemioloav 1 998,33: 291 -98. 

4. k t ü n  TB. Gater R. lntegrating mental health into prirnary care. Current 

O~inion in Psvchiatrv 1994; 7: 173-80. 

5. Ostün TB. Korff MV. Primary mental health services: access and provision 

of care. In: Ostün TB and Sartorius N, (Editors). Mental lllness in General 

Health Care: An International Studv. Chichester: John Wiley 8 Sons Ltd., 

1995; pp 347-60. 

6. Lesage A, Goering P. Lin E. Family physicians and the mental health 

system: report from a mental health supplement to the Ontario Health survey. 

Canadian Farnilv Phvsician 1997; 43: 251 -56. 



7. Kates N, Craven M. Bishop J, Clinton T, Kraftcheck D, LeClair K, Leverette 

J, Nash L, Turner Ty. Shared Mental Health Care in Canada. Canadian 

Journal of Psvchiatry 1997; 42: attached report. 

8. Goldberg D, Gournay K. The General Pradiüoner. the Psvchiatrist and the 

Burden of Mental Health Care. Maudsley Discussion Paper No. 1. London: 

Instituts of Psychiatry, 1997. 

9. (Anonymous]. R ~ D D o ~ ~  du Grou~e de Travail sur I'Accessibilit6 aux Soins 

Psvchiatriques et aux Services de Santé Mentale. Montreal: Collège des 

Médicins du Québec, 1997. 

10. Fournier L. Lesage AD, Toupin J. Cyr M. Telephone suweys as an 

alternative for estimating prevalence of mental disorders and service 

utilkation: a Montreal catchment area study. Canadian Journal of Psvchiatrv 

1 997;42: 73743. 

11. U.S. Department of Health and Human Services. Mental Health: A Report 

of the Sumeon General. http://www.surgeongeneral.gov/sgofFice.htm. 

Rockville, MD: US. Department of Health and Human Services, Substance 

Abuse and Mental Health Services Administration, Center for Mental Health 



Services. National Institutes of health, National lnstitute of Mental Health. 

1999. 

12. Blazer DG. Kessler RC, McGonagle KA. Swartz MS. The prevalence and 

distribution of major depression in a national community sample: the National 

Comorbidity Survey. American Journal Psvchiatrv 1 994; 1 51 : 979-986. 

13. Offord DR. Boyle MH, Campbell D, Goering P. Lin E. Wong M, Racine Y. 

One-year prevalence of psychiatric disorder in Ontarians 15 to 64 years of 

age. Canadian Journal of Psvchiatry 1996; 41 : 559-63. 

14. Bland RC. Newman SC. Orn H. Period prevalence of psychiatric disorders 

in Edmonton. Acta Psvchiatrica Scandinavica. Su pplementum 1 988;338:3342 

15. [Anonymous]. World Mental Health: Priorities and Problems in Low-lncome 

Countries. New York: Oxford University Press, 1995. 

16. Hilty DM. Servis ME. Psychiatry and primary care. In: Hales RE. Yudofsky 

SC. Talbott JA, (Editors). The American Psvchiatric Press Textbook of 

Psvchiatrv. Third edition. Washington, D.C.: American Psychiatric Press. Inc.. 

1999 pp 1617-1643. 



17. Goldberg 0, Huxley P. Mental lllness in the Communitv: The Patbwavs to 

Psvchiatric Care. London: Tavistock Publications, 1980. 

18. Lesage A. Perpectives épidémiologiques sur le virage ambulatoire des 

seMces psychiatriques. Santé Mentale au Quebec 1996; XXI (1): 79-96. 

19. Coryell W. Endicott J. Winokur G. Akiskal H. Solomon D, Leon A. Mueller 

T, Shea T. Characteristics and significance of untreated major depressive 

disorder. American Journal of Psvchiatrv 1995; 1 52: 1 124-1 129. 

20. Moreno RA, Moreno DH. Transtomos do Humor. In: Lou& Neto MR, 

Motta T. Wang YP. Elkis H, Organizadores. Psiauiatria Basica. Porto Alegre: 

Artes Mbdicas. 1995 pp 136-166. 

20A. Rouchell AM. Pounds R. Tiemey JG. Depression. In: Rundell JR. Wise 

MG. editon. Textbook of Consultation-Liaison Psvchiatry. Washington. D.C.: 

American Psychiatnc Press, Inc., 1996 pp 31 0-345. 

21. U.S. Department of Health and Human SeMces. Healthv Peo~le 2010, 

http:lEwww.surgeongeneral.gov/sgoffice. htm. Rockville, MD: U .S. Department 

of Health and Human Services, Office of Disease Prevention and Health 

Promotion, 2000 Chapter 18 (mental health and mental disorders). 



22. Rouchell AM, Pounds R. Tiemey JG. Depression. In: Rundell JR. Wise 

MG. editors. Textbook of Consultation-Liaison Psvchiatrv. Washington. D.C. : 

American Psychiatric Press. Inc.. 1996 pp 31 0-345. 

23. Dubovsky SL. Buzan R. Mood Disorders. In: Hales RE, Yudofsky SC. 

Talbott JA. editors. The American Psvchiatric Press Textbook of Psvchiatrv. 

Third edition. Washington. D.C.: American Psychiatric Press, Inc.. 1 999 pp 

479-565. 

24. Higgins E. A review of unrecognized mental illness in primary care. 

Archives of Familv Medicine 1994; 3: 908-1 7. 

25. Cole SA.. Raju M. Overcoming bamers to integration of primary care and 

behavioral healthcare: focus on knowledge and skills. Behavioral Healthcare 

Tornorrow 1996; 5: 30-37. 

26. Lipkin MJ. Psychiatry and Primary care: two cultures divided by a common 

cause. In: Goetz R, Pollack Dl Cutler O (Editors). Advancina Mental Health 

and Prirnaw Care Collaboration in the Public Sector. San Francisco: Jossey- 

Bass Pu blishers. 1 999; pp 7-1 5. 



27. Kirmayer LJ, Robbins JM. Three forrns of somatization in pnmary care: 

prevalence, CO-occurrence. and sociodemographic characteristics Nervous 

and Mental Disease 1991; 179: 647-55. 

28. Goldberg D, Bridges K. Somatic presentations of psychiatric illness in 

pnmary care setting. Journal of Psvchosomatic Research 1988; 32: 137-44. 

29. Kirmayer LJ, Young A, Robbins JM. Symptom attribution in cultural 

perspetive. Canadian Journal of Psvchiatrv 1994; 39: 584-95. 

29A. Tiemens B. Ormel J, Simon G. Occurrence, recognition, and outcome of 

psychological disorders in primary care. Amencan Journal of Psychiatry 1996; 

153 (5): 636-644. 

30. Marks J, Goldberg D. Hillier V. Detenninants of the ability of general 

pract'iioners to detect psychiatric illness. Psvcholoriical Medicine 1979; 9: 337- 

353. 

31. Sabshin M. The future of psychiatry. In: Hales RE. Yudofsky SC. Talbott 

JA, editors. The American Psvchiatric Press Textbook of Psvchiatry. Third 

edition. Washington. D.C.: Amencan Psychiatric Press. Inc.. 1999 pp 1693- 

1701. 



32. Griffii James. The importance of nondichotomized thinking. In: Blount A 

(Editor). Intearateci Primarv Care: The Future of Medical 8 Mental Health 

Collaboration. New York: W. W. Norton & Company, Inc., 1998; pp 44-62. 

33. Arborelius E, Osterberg E. How do GPs discuss subjects other than 

illness? Fomulating and evaluating a theoretical model to explain successful 

and less successful approaches to discussing psychosocial issues. Patient 

Education and Counselinq 1995; 25: 257-68. 

34. Goldberg D, Steele JJ. Johnson A. Smith C. Ability of prirnary care 

physicians to make accurate ratings of psychiatrie symptoms. Archives of 

General Psvchiatry 39:829-833, 1982. 

34A. [Anonymous] World Health Omanization: Primarv Health Care. Reoort of 

the International Conference on Primary Health Care Alma Ata. 1978. Geneva. 

World Health Organization; 1978 ('Health for All' Series. No 1 ). 

348. Kinmonth AL, Thompson C. The hiture of mental health research in 

primary care settings. E~idemiofcmia e Psichiatria SocMe 1997; 6 (1 ): 17-20. 

34C. Wallot HA. La dance autour du fou: entre la oompassion et l'oubli. Tome 

1. Beauport (QuBbec): Publications MNH lm., 1998, pp. 357413. 



35. Lecomte Y, Lesage A. Les enjeux des cliniques externes de psychiatrie. 

Santé mentale au Québec 1999; XXlV (2): 7-27. 

36. Contandriopoulos AP, Champagne F, Baris E. La rémunération des 

professionnels de santé. Journal d'Économie Médicale 1993; 11 (718): 405 

421. 

37. Kates N, Lesser A. Dawson D, Devine J, Wakefield J. Psychiatry and 

Family Medicine: the McMaster Approach. Canadian Journal of Psvchiatry 

1987; 32: 170-74. 

38. Williams P. Wallace B. General Practitioners and Psychiatrists - Do They 

Communicate? British Medical Journal 1974; 1: 505-07. 

39. Cummins RO, Smith RW, lnui TS. Communication Failure in Primary Care: 

failure of consultants to provide follow-up information. JAMA 1980; 243: 1650- 

52. 

40. [Anonymous]. Plan de Transformation: Les Orientations et le Modele 

d'oraanisation des Services en Psychiatrie. Montréal: Hopita1 Louis-H. 

Lafontaine, 1 997. 



41. Williams P. Cfare A. Changing patterns of psychiatric care. British Medical 

Joumal 1981 ; 282: 375-77. 

42. Mitchell, ARK. Psychiatrists in primary care settings. British Journal of 

Psvchiatrv 1985; 147: 371-379. 

43. Strathdee G.. Williams P. A survey of psychiatrists in primary care: the 

silent growth of a new service. Journal of the Roval Colleae of General 

Practiiioners 1984; 34: 61 5-1 8. 

44. Barber R, Williams AS. Psychiatrists working in primary care: a survey of 

general practitioners' attitudes. Australian and New Zealand Joumal of 

Psvchiatrv 1996; 30: 27846. 

45. Lipowski W. Consultation-liaison psychiatry: an overview. American 

Joumal of Psvchiatrv 1974; 131 (6): 623-630. 

46. Pincus HA. Patientoriented models for linking primary care and mental 

health care. General Hos~ital Psychiatrv 1987; 9: 95-1 01. 

47. Nickels MW. Mclntyre JS. A mode1 for psychiatric services in primary care 

settings. Psvchiatric Services 1996; 47 (5): 522-26. 



48. Carr VJ, Donovan P. Psychiatry in general practice: a pilot scheme using 

the liaison-attachment M e t .  The Medical Joumal of Australia 1992; 156: 

379-82. 

49. Laufer N, Jecsmien P, Hermesh H, Maoz B. Muni& H. Application of 

models of working at the interface between pnmary care and mental health 

services in Israel. lsrael Joumal of Psvchiatw and Related Sciences 1998; 35 

(2): 120-7. 

50. Kates N, Craven M. Crustolo AM. Nikolaou L, Allen C. lntegrating mental 

health services within pnmary care: a Canadian program. General Hos~itai 

Psvchiatw 1997; 1 9: 324-32. 

51. Kates N., Craven M., Webb S., Low J., Peny K.. Case Reviews in the 

Family Physician's Onice. Canadian Joumal of Psvchiatry 1992; 37: 2-6. 

52. Kates N. Crustolo AM. Nikolaou L. Craven M. Farrar S. Providing 

psychiatrie backup to family physicians by telephone. Canadian Joumal of 

Psvchiatrv 1 997.42: 955-59. 

53. Kates N. Craven M. Crustolo AM. Nikolaou 1. Allen C. Farrar S. Sharing 

care: the psychiatrist in the family physician's office. Canadian Joumal of 

Psvchiatry 1997.42: 960-65. 



54. Turner TV Sorkin A. Sharing psychiatrie care with prhary care physicians: 

the Toronto Dodors Hospital expience (1991-1995). Canadian Journal of 

Psvchiatry 1 997; 42: 950-54. 

55. Dongois. M. Vingt ans de collaboration omnipraticiens-psychiatres. 

L'Actualité Médicale 1999; 20 (41 ): 1-2. 

56. Hamilton D. Traditions, preferences, and postures in applied qualitative 

research. In: Denzin NK, Lincoln YS, edtiors. Handbook of Qualitative 

Research. Thousand Oaks: Sage Publications. 1994 pp. 60-69. 

57. Groulx LH. Le debat qualitatifquantitatif: un dualisme à proscrire? 

Ru~tures: Revue Transdisci~linaire en Santé 1997; 4 (1 ): 46-58. 

58. Guba EG. Lincoln YS. Competing paradigms in qualitative research. In: 

Denzin NK. Lincoln YS. (Editors). Handbook of Qualitative Research. 

Thousand Oaks: Sage Publications. 1994 pp. 1051 17. 

59. Levy R. Croyance et doute: une vision paradigrnatique des méthodes 

qualitatiies. Ru~tures: Revue Transdisci~linaire en Sant6 1994; 1 (1 ): 92-1 00. 



60. Schwandt TA, Qualitative Inauirv: A Dictionarv of Ternis. Thousand Oaks: 

Sage Publications, 1 997. 

61. Goering PN. Streiner DL. Rewncilable differences: the mamage of 

qualitative and quantitative methods. Canadian Journal of Psvchiatw 1996; 

41 (8). 491497. 

62. Tesch, R. Qualitative Research: Analvsis TYD~S and Software Tools. New 

York: The Falrner Press, 1990. 

63. Fink A, Kosecoff J. How to Conduct Survevs: A Stewbv-ste~ Guide. 

Thousand Oaks: Sage Publications. 2"d edition, 1998. 

64. Creswell J W. Qualitative lnauiw and Research Desian: Chwsina amonq 

Five Traditions. Thousand Oa ks: Sage Publications, 1 998 pp. 1 09-1 38. 

65. Denzin NK, Lincoln YS, edtiors. Handbook of Qualitative Research. 

Thousand Oaks: Sage Publications. 1994 pp. 353-360. 

66. Cohen M. Woodward CA. Ferrier B. Williams AP. lnterest in different types 

of patients: what factors influence new-to-practice family physicians? 

Canadian Familv Phvsician 1996; 42 (2): 21 70-21 78. 



67. Rourke JTB. Rourke L. Rural family medicine training in Canada. 

Canadian Familv Phvsician 1 995; 41 : 993-1 000. 

68. Oppenheim, AN. Questionnaire Desicrn. Interviewinca and Attitude 

Measurement. London: Pinter Publishers Ltd. New edition. 1992. 

69. Glaser B. Strauss A. The Discovew of Grounded Theorv. Chicago: Adeline 

Publishing Company, 1967; pp. 61 -62. 

70. Huberman AM, Miles MB. An Ex~anded Sourcebook: Qualitative Data 

Analvsis. Thousand Oaks: Sage. 2nd edition, 1994 pp. 16-39. 

71. Yin RK. Case Studv Research: Design and Methods. Second edition. 

Thousand Oaks: SAGE Publications, Inc. 1994; pp 78-1 01. 

72. Morgan DL. Fows Grou~s as Qualitative Research. Thousand Oaks: 

Sage, 2"6 edition, 1997. 

73. Marshall M. Qualitative study of educational interaction between general 

practitioner and specialists. British Medical Journal 1998: 31 6: 442445. 

74. Stmsahl K. lntegrating behavioral health and primary care aewices: the 

primary mental health care model. In: Blount A (Editor). lntearated Prirnarv 



Care: The Future of Medical & Mental Health Collaboration. New York: W. W. 

Norton 8 Company. Inc., 1998; pp 139-166. 

75. Starfield B. Pnmarv Care: Balancina Health Needs. Services. and 

Technoloay. New York: Oxford University Press, 1998; pp5574. 

76. Kates N. Confidentiality. In: Goetz R, Pollack O, Cutler D (Editors). 

Advancina Mental Health and Primarv Care Collaboration in the Public Sector. 

San Francisco: Jossey-Bass Publishers, 1999; pp 75-82. 

76A. Davis O, O'Brien MA, Freemantle N, Wolf FM; Mazmanian P; Taylor- 

Vaisey A. Impact of formal continuing medical education: Do conferences. 

workshops. rounds, and other traditional continuing education activities 

change physician behavior or health care outcornes? JAMA 1999; 282 (9): 

867-874. 

77. Davis DA. Thomson MA, Oxman AD. Haynes RB. Changing physician 

performance: a systematic review of the effect of continuing medical education 

strategies. JAMA 1995; 274 (9): 700-05. 

78. Owen PA. Allery LA, Harding KG. Hayes TM. General practitioners' 

continuing medical education within and outside their pracüce. British Medical 

Journal 1 989.299 (6693):238-40. 



79. deGruy W. The primary care providefs view. In: Goetz R, Pollack D, 

Cutler 0 (Editos). Advancino Mental Health and Primarv Care Collaboration in 

the Public Sector. San Francisco: Jossey-Bass Publishers, 1999; pp 33-39. 

80. Meadows GN. Establishing a collaborative service model for primary 

mental health care. Medical Journal of Australia 1 998; 1 68: 1 62-1 65. 

81. Katon W. Gonzales. A review of randomized trials of psychiatrie 

consultation-liaison studies in primary care. Psvchosomatics 1994; 35: 268-78. 

82. Cam VJ, Lewin TJ, Reid LA, Walton JM, Faehmann C. An evaluation of 

the effecüveness of a consultation-liaison psychiatry service in general 

practice. Australian and New Zealand Joumal of Psvchiatvy 1997;31: 71 4-725. 

83. Bower P, Sibbald B. Systematic review of the effect of on-site mental 

health professionals on the clinical behavior of general practitioners. British 

Medical Joumal 2000; 320:614--7. 

84. Strathdee, G. Prirnary care-psychiatry interaction: a British perspective. 

General kîos~itai Psvchiat~ 1987; 9: 102-1 0. 



85. Bindman J.. Johnson S., Wright S., Szmukler G., Bebbington P., Kuipers 

E., Thomicroft G.. lntegration between primary and secondary services in the 

care of the severely mentally ill: patients' and practitioners' views. British 

Journal of Psvchiatry 1997; 171 : 169-1 74. 

86. Craven MA, Cohen M. Campbell D, Williams J, Kates N. Mental health 

Practices of Ontario Family Physicians: a study using qualitative methodology. 

Canadian Journal of Psvchiatry 1997; 42: 943-49. 

87. Lamontagne Y, Élie R. Les psychiatres et le virage ambulatoire: un 

sondage d'opinions. Le Médecin du Quebec 1 998; 33 (7): 67-71 . 

88. Goerg D; Fischer W; Zbinden E; Guimon J. Pratiques et orientations 

théoriques des femmes et des hommes psychiatres. Schweizerische 

Medizinische Wochenschrift 1999; 129 (6): 225-34. 

89. McHugh PR. Slavney PR. The Persoedves of Psvchiatry. Second edition. 

Baltimore: The Johns Hopkins University Press. 1998. 

90. Eisenberg L. Interfaces between medicine and psychiatry. Com~rehensive 

Psvchiatry 1979; 20 (1): 1-14. 



91. Persidis A. Copen R. Mental disorder dnig discovery. Nature 

Biotechnoloqy 1999; 1 7: 307-309. 

92. Prince B. Adams R. Coyle J. Neurology and psychiatry: closing the great 

divide. Neurolociv 2000; 54: 8-1 4. 

93. Kandel E. A new intellectual framework for psychiatry. American Journal of 

Psvchiatrv 1998; 1 55 (4): 457469. 

94. Liebennan J. Rush A. Redefining the role of psychiatry in medicine. 

American Journal of Psvchiat~ 1996; 153 (1 1 ): 1388-1 397. 

95. Tyrer P. Steinberg D. Models for Mental Disorder: Conce~tual Models in 

Psvchiatry. Third edition. Chichester: John Wiley 8 Sons LM., 1998. 

96. Engel G. The need for a new medical model: a challenge for biomedicine. 

Science 1977; 1 96 (4286): 129-1 36. 

97. Mechanic D. Treating mental illness: generalist versus specialist. Health 

Affairs 1 990; 9 (4): 6 1 -75. 



98. Blount A. Introduction to integrated primary care. In: Blount A (Editor). 

lntearated Primaw Care: The Future of Medical & Mental Health Collaboration. 

New York: W. W. Norton & Company. Inc., 1998; pp 1-43. 

99. Üstün TB and Sartorius N, (Editors). Mental lllness in General Health 

Care: An International Study. Chichester: John Wiley & Sons Ltd.. 1995. 

100. Savard M. The Savaid Health Record: A Six S t e ~  Svstem for Manaainq 

Your Health Care. Alexandria (Virginia): Time Life Inc., 2000. 



APPENDICES 



GUIDE FOR THE IN-ûEPTH INTERVIEWS 

GPs' and psychiatrists' versions 
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GUIDE FOR T E  IN-OEPTH INTERVIEWS - GPs' VERSION 

Questions des entrevues individuelles 

VERSION OMNIPRATICIEN 

1. (Rôle) Dans sa pratique, le médecin gén&aliste rencontre beaucoup de 
patients dont le problème de santé touche, en tout ou en partie, le domaine de 
la santé mentale. Comment percevez-vous le r61e du médecin generaliste à ce 
niveau? 

2. (Rapport de travail) En lien avec ce que vous avez dit jusquwà prbsent sur 
le travail du médecin généraliste dans le domaine de la sant6 mentale. 
j'aimerais que vous parliez plus spécifiquement de vos rapports avec les 
medecins psychiatres. 

3. (Satisfaction) Étes-vous satisfait de vos rapports de travail avec eux ? 
(Pourriez-vous préciser ?) 

4. (Attentes) Quel genre d'aide ou de soutien des médecins psychiatres 
aimeriez-vous recevoir pour faciliter votre travail auprès de vos patients ? 

5. (Barriares) Quelles sont d'après vous les principales baméres pour établir 
ce genre de collaboration avec les psychiatres ? 

6. (Suggestions) Que faudrait-il faire pour rendre possible le genre de 
collaboration que vous souhaitez avec les psychiatres ? 

7. (Convergence \ divergence) Diriez-vous que la plupart de vos cdlegues 
(gbnéralistes) partageraient les opinions que vous avez exprimées? Le cas 
Bchéant, poumez-vous m'indiquer ce qui seraient les principaux points de 
convergence ou de divergence ? 
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GUIDE FOR THE lNIDEPTH INTERVIEWS - PSYCMA TRISTS'S VERSION 

Questions des entrevues individuelles 

VERSION PSYCHIATRE 

1. (Rôle) Dans sa pratique. le médecin généraliste rencontre beaucoup de 
patients dont le probléme de santé touche, en tout ou en partie, le domaine de 
fa santé mentale. Quel genre d'aide ou de soutien pourriez-vous offrir aux 
médecins gén6ralistes pour faciliter leur travail auprès de leurs patients? 

2. (Rapport de travail) En lien avec ce que vous avez dit jusqu'à present sur 
le travail avec le médecin généraliste dans le domaine de la sante mentale. 
j'aimerais que vous parliez plus spécifiquement de vos rapports avec les 
médecins généralistes. 

3. (Satishction) Etes-vous satisfait de vos rapports de travail avec 
eux?(Poumez-vous pt6ciser ?) 

4. (Attentes) Qu'attendez-vous des medecins géneralistes pour rendre 
possible un rapport de collaboration avec les psychiatres? 

5. (Bamdres) Quelles sont d'aprés vous les principales barrières pour établir 
ce genre de collaboration avec les médecins gén&alistes? 

6. (Suggestions) Que faudrait-il faire pour rendre possible le genre de 
collaboration que vous souhaitez avec les médecins généralistes? 

7. (Convergence \ divergence) Diriez-vous que la plupart de vos collègues 
(psychiatres) partageraient les opinions que vous avez exprimées? Le cas 
échéant, pourriez-vous m'indiquer ce qui seraient les principaux points de 
convergence ou de divergence ? 



GUIDE FOR THE FOCUS GROUP SESSION 

Facilitator's and participants' versions 
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GUIDE FOR THE FOCUS GROUP SESSION - FACILITATOR'S VERSION 

GUIDE DE DISCUSSION (Version animateur) 

GROUPE DE DlSCUSSlON PORTANT SUR LES SOINS PARTAGÉS 
PSYCHIATRIQUES 

MONTREAL, LE 9 AVRIL 1999 
(13 h à 15 h) 

1. Prbsentation de l'animateur et de l'objectif de la rencontre 

Objectifde la rencontre 

Engager la discussion sur la synthèse des résultats. selon les 5 
dimensions des soins partagés psychiatriques (rapports de travail, 
raies, baniéres, attentes et suggestions), abordées dans l'étude, 
afin d'atteindre de nouveaux insights sur les resultats des entrevues 
individuelles et du document «Les soins de sant6 mentale partagés 
au Canadas, ainsi que mieux les expliquer, les compléter, les élargir 
et les confinner. 

Tour de table et présentation des participants 10 minutes 

2. Discussion sur les rapports de travail entre g6n6ralistes et 
psychiatres 

*Quels sont vos commentaires sur la description des rapports de travail 
dans la synthdse des résultats? Qu'est- qu'on peut ajouter cette 
description pour la compl6ter. pour Ig61argir, pour l'expliquer, pour la 
confirmer? 

1. Diriez-vous que les rapports de travail entre les g6neralistes et les 
psychiatres se deroulent souvent au niveau écrit. non-personnalis6 et dans le 
cadre d'un processus de référence d'un patient et qu'ils ne se rencontrent 
presque jamais? 

II. Diriez-vous que. lorsqu'il y une interaction personnelle et régulière au 
niveau clinique entre les g&n&alistes et les psychiatres, celle-ci amve toujours 
dans le cadre de l'enseignement? 

III. Peut-on dire que le niveau de satisfaction actuel des psychiatres et des 
gbn6ralistes en ce qui concerne leurs rapports de travail est consid4rablement 
faible? 



IV. Quels sont les professionnels non-médecins qui travaillent en collaboration 
avec les genéralistes et les psychiatres en ce qui concerne les patients 
psychiatriques? Que font plus particulièrement ces autres professionnels? 

20 minutes 

3 Rôles iremus et attendus des g6nbralistes et des psychiatres 

A) Rôles perçus (g6n6alistes) 

'Quels sont vos commentaires sur ta description des rôles perçus par 
chacun des rnbdecins, gén6ralistes et psychiatres, pattir de la 
synthbe des résultats? Qu'estce qu'on peut ajouter cette description 
pour la compl6ter, pour l'élargir, pour l'expliquer, pour la confirmer? 

1. Peut-on dire que le g6n6raliste perçoit un de ses rôles comme étant celui 
d'etre responsable de poser un diagnostic et de mener l'approche 
th6rapeutique. soit au niveau de la médication so l  au niveau de la relation 
médecin-patient? 

II. Perçoit4 également son r81e comme celui d'assumer le suivi à long terme 
de certains patients psychiatriques? Quels sont ces patients (les troubles de 
l'humeur, d'anxibté, de somatisation, d'adaptation, de personnalité, les 
troubles mentaux chroniques stables. quelques cas aigus.. .)? 

III. Est-ce qu'on peut dire que le généraliste perçoit aussi son rôle 
d'intervenant au niveau de 1'8ducation du patient et de sa famille en ce qui 
concerne les troubles mentaux? 

B) Rdles perçus (psychiatres) 

1. Peuton dire que le psychiatre se perçoit comme un cons.ultant et un 
éducateur face aux g6n&alistes? 

II. Est-ce qu'on peut dire que le psychiatre perçoit 6galement son rôle comme 
clinicien, responsable d'assumer le suivi de certains cas psychiatriques, tels 
que les cas psychiatriques s6v6res. compliqu& ou refractaires au traitement 
qui exigent les soins de sant6 secondaires ou tertiaires? 

III. Peuton affirmer que le psychiatre a un rôle à jouer au niveau de la 
psychothbrapie? Lequel? 



C) Rdles attendus (g6n6ralistes) 

*Quels sont vos commentaires sur la description des rôles attendus de 
chacun des m6decins. g&n&raliste et psychiatre, partir de la synthbe 
des résultats? Qu'est-ce qu'on peut ajouter cette description pour la 
compl&ter, pour l'élargir, pour l'expliquer, pour la confirmer? 

1. Est-ce qu'on peut dire qu'un de rôles attendus par rapport au gen6raliste est 
d'assurer la continuité des soins de santé. comme pourvoyeur primordial. pour 
les patients psychiatriques avec le soutien du psychiatre? 

II. Un autre rôle attendu est-il également de fournir plus d'information au 
psychiatre propos d'un patient et prhciser le but de la demande de 
consultation? 

III. Peuton dire aussi qu'un de rôles attendus par rapport aux généralistes est 
d'accepter les appels du personnel non-m6dical? 

D) ROles attendus (psychiatres) 

1. Un des rbles attendus par rapport aux psychiatres est-il d'être disponible 
pour une consultation rapide? 

II. Est-ce qu'on peut dire qu'un des rBles attendus par rapport aux psychiatres 
est également celui d'éducateur des generalistes et des autres sp6cialistes à 
travers la consultation? 

III. Peut-on affirmer aussi qu'un de rôles attendus par rapport aux psychiatres 
est d'assumer la prise en charge de patients psychiatriques envers lesquels le 
generaliste n'est pas confortable d'assumer le suivi en premiére ligne? 

20 minutes 

4. Principales bani&res, freins et difficult6s a I'ex6cution efficiente 
des aches 

*Quels sont vos commentaires sur la description des bar r ihs  dans la 
synthdse des résultats? Qu'estse qu'on peut ajouter a cette description 
pour la compI6ter. pour 1'6Iargir. pour l'expliquer, pour la confirmer? 

Wuelles sont les principales barrières dans la synthèse des rbsultats qui vous 
empêchent d'améliorer le travail quotidien avec votre partenaire méâecin 
(generaliste ou psychiatre) et avec les patients psychiatriques dans le cadre 
des soins partages psychiatriques? 



'Quelles sont les barrières les plus urgentes à surmonter? Quelles sont les 
moins difficiles? Quelles sont les plus difficiles? Pourquoi? 

20 minutes 

5. Principales attentes des g&n&ralistes et des psychiatres 

'Quels sont vos commentaires sur la description des attentes 
r6ciproques des g6n6ralistes et des psychiatres a partir de la synthese 
des r6sulta(s? Qu'estce qu'on peut ajouter b cette description pour la 
corn pl6ter. pour IS6largir, pour l'expliquer, pour la confirmer? 

1. Est-ce que les gén6ralistes s'attendent à ce que les psychiatres leur offrent 
une consultation rapide (dans un intervalle maximal de 15 jours), dans un 
cadre autre qu'a l'institution et qu'ils envoient toujours un rapport de 
consultation aux généralistes? 

II. Les généralistes s'attendent-ils à ce que les psychiatres les avisent quand 
ils décident de prendre en charge les soins psychiatriques d'un patient? Et 
est-ce les généralistes s'attendent à ce que certains patients aient accès à la 
psychothérapie? 

III. Les g6n6ralistes s'attendent-ils egalement à ce que les psychiatres 
participent ii leur éducation continue, à travers le rapport de consultation, à 
travers les stages de formation a Louis H., à travers la formation en 
psychothbrapie et à travers l'organisation conjointe de journées scientifiques, 
de conférences et d'ateliers? 

6) Psychiatres 

1. Est-ce que les psychiatres s'attendent A ce que les g6néralistes leur 
fournissent plus d'information sur l'histoire d'un patient et sur leurs attentes 
par rapport à la consultation lors de la réf6rence du patient en psychiatrie? 

II. Les psychiatres s'attendent-ils B ce que les généralistes prennent en charge 
les patients psychiatriques chroniques stables et ceux atteints d'un trouble 
mental transitoire d'intensite Iégdre ou modérée, tout en ayant accès 
rapidement à un psychiatre? 

15 minutes 



6. Suggestions d9am&lioration pour un meilleur rapport gh6ralistes 
et psychiatres 

Puels sont vos commentaires sur la description des suggestions P 
partir de la synthbe des résultats? Qu'est-ce qu'on peut ajouter a cette 
descriptton pour la cornpl&er, pour IS6largir, pour l'expliquer, pour la 
confirmer? 

'Quelles sont les suggestions les plus urgentes B considérer? Quelles sont 
celles qui peuvent être implantées plus facilement et qui peuvent avoir un 
impact consid6rable en ce qui concerne les soins partagés psychiatriques? 
Quelles sont les suggestions les plus difficiles ZL implanten Pourquoi? 

20 minutes 

7. Retour avec les participants et mot de la fin 

10 minutes 



xxix 

GUIDE FOR THE FOCUS GROUP SESSION - PARTlCPANTS' VERSION 

GUIDE DE DISCUSSION (Version participant) 

GROUPE DE DISCUSSION PORTANT SUR LES SOINS 
PARTAGÉS PSYCHlA TRIQUES 

MONTRÉAL. LE 9 AVRIL 1999 
(73 hB 15 h) 

1. PrBsentation de l'animateur et de l'objectif de la rencontre 

2. Discussion sur les RAPPORTS DE TRAVAIL entre g&n&ralistes et 
psychiatres 

'Quels sont vos commentaires sur la description des rapports de travail dans 
la synthèse des rbsultats? Qu'est-ce qu'on peut ajouter B cette description 
pour la compléter. pour l'élargir. pour l'expliquer. pour la confirmer? 

3 ROLES PERCUS ET ATTENDUS des g6n6ralistes et des 
psychiatres 

A) RBles perçus (g6n6ralistes et psychiatres) 

'Quels sont vos commentaires sur la description des rôles perçus par chacun 
des médecins, généralistes et psychiatres, à partir de ta synthése des 
r6sultats? Qu'est-ce qu'on peut ajouter à cette description pour la compléter, 
pour I'elargir, pour l'expliquer, pour la confirrnen 

B) Rôles attendus (gdn&ralistes et psychiatres) 

'Quels sont vos commentaires sur la description des rôles attendus de chacun 
des médecins, generaliste et psychiatre, à partir de la synthese des resultats? 
Qu'est-ce qu'on peut ajouter à cette description pour ia compl6ter. pour 
1'6largir. pour l'expliquer, pour la confirmer? 

4. Principales BARRI~~ES, freins et difRcult6s P l'exécution 
efficiente des taches 

'Quels sont vos commentaires sur la description des baméres dans la 
synthèse des résultats? Qu'est-ce qu'on peut ajouter à cette description pour 
la compléter, pour I'blargir, pour l'expliquer, pour la confirmer? 



5. Principales ATTENTES des g6n6ralistes et des psychiatres 

*Quels sont vos commentaires sur la descnption des attentes réciproques des 
genéralistes et des psychiatres à partir de la synthèse des résultats? Qu'est- 
ce qu'on peut ajouter à cette description pour la compléter. pour l'élargir. pour 
l'expliquer, pour la confirmer? 

6. SUGGESTIONS d9am&lioration pour un meilleur rapport 
g&n&allstes et psychiatres 

'Quels sont vos commentaires sur la descnption des suggestions à partir de la 
synthése des résultats? Qu'est-ce qu'on peut ajouter à cette description pour 
la completer, pour l'élargir. pour l'expliquer, pour la confirmer'? 

7. Retour avec les participants et mot de la fin 



CODING SYSTEM (list of codes) 



C O M G  SYSTEM (LIST OF CODES) 

LEXIQUE DES CODES 

1. Rôle 

1.1 R-omni.P (rôle omnipraticien perçu): ce code s'applique aux citations dans 
lesquelles I'ornni décrit le r61e qu'il joue auprés des patients atteints de 
maladie mentale. Par exemple, ce rôle peut consister à (< répéter la 
prescription de psychotropes pour les malades aux prises avec des troubles 
mentaux sévères ». 

1.2 R4mni.A (r61e omnipraticien attendu): ce code réfère aux citations 
decrivant le rôle attendu eVou recommandé que devrait jouer I'omni auprès 
des patients atteints de maladie mentale. Par exemple, les attentes et les 
recommandations des associations des médecins (l'Association des psys du 
Canada, le Collège des médecins de famille du Canada, etc.). 

1.3 R-psy.P (rôle psychiatre perçu): ce code s'applique au rôle perçu par le 
psy comme étant le rôle à jouer auprès des omnis qui traitent de patients 
souffrant de maladie mentale. Par exemple. il peut s'agir d'un rôle de 
a consultant et /ou d'éducateur pour I'omni )) ou de « donner du suivi 
seulement au patients atteints d'une maladie mentale sévère ». 

1.4 R-psy.A (rôle psychiatre attendu): ce code se rapporte aux citations 
decrivant le rôle attendu etlou recommandé que devrait jouer le psy auprès 
des omnis qui traitent de patients atteints de maladie mentale. Par exemple. 
les attentes et les recommandations des associations des médecins 
(I'Association des psys du Canada, le Collège des medecins de famille du 
Canada, etc.). 

2. Rapport de Travail 

2.1. Rap.travû: ce code illustre l'absence de rapport de travail entre les omnis 
et les psys. 

2.2. Rap.trav1: ce code s'applique aux citations où l'on decrit le rapport de 
travail omnüpsy. ses barriéres. ses avantages etc. II permet aussi d'expliquer 
le processus de référence d'un patient (qui est r6f6ré au psy par I'omni) et de 
décrire les différents types d'omni. 

2.3. Rap.trav2: ce code decrit le rapport de travail entre I'omni ou le psy et un 
autre professionnel, comme les psychologues, les travailleuses sociales. 
d'autres spécialistes de la médecine etc. 



2.4 Rap.trav3: œ d e  s'applique aux citations qui font état de la satisfaction 
à l'égard du rapport de travail. 

3. Omni Bien Place 

3.1. Omni Bien PlacBO: ce code s'applique aux citations où il est question de 
la place privilegiée que I'omni occupe dans le système de santé pour 
dispenser des soins en sante mentale (pour aider la majorité des patients 
atteints). Plusieurs raisons peuvent expliquer la position pnvilégi6e de I'omni : 
omni plus accessible, omni connaît ses patients. omni bien placé pour voir le 
patient comme un tout et pour considérer l'unit6 physiquelmentale etc.. 

3.2. Omni Bien Placel: ce code se rapporte aux citations où l'on indique que 
I'omni represente une image moins menaçante ou plus positive que le 
psychiatre. 

03 Association: Omni Bien Placel x B-Prejuge 

4. Inter.SM (Interet en sant6 mentale): ce code se rapporte aux citations ou il 
est question de I'intbrêt des omnis en sant6 mentale ou face aux soins 
partagés, par exemple. les omnis intéressés par la SM ou par les SP. II 
s'applique aussi aux citations où I'omni affirme prendre en charge ses ptes 
psys. Par consbquent, le suivi du pte est assure. 

5. Voie.comuni (voie de communication): œ code se rapporte aux citations 
où on dbcrit la façun dont les omnis et les psys communiquent entre eux. 

6.1. B4ass.psy (classification psychiatrique): ce code s'applique aux 
citations où il est question des problèmes résultant de l'utilisation des 
classifications psychiatriques pour Btablir un diagnostic, par exemple, le DSM 
IV. II peut aussi Btre attribue aux probl6mes lies B la complexité de la 
terminologie psychiatrique et aux modifications dont elle a été l'objet à travers 
le temps. 

6.2. Bconfid (confidentialité): ce code fait référence aux citations où la 
confidentialitb est decrite comme étant une barriére à la communication et la 
collaboraüon entre les omnis et les psys. En effet, certains omnis et psys ne 
se sentent pas à l'aise d'échanger des informations sur le cas d'un patient en 
raison de son caractère confidentiel. 

4 Association: B-confid x B-manq.comuni. 

6.3. Bmanq.def.role 1 model 1 resp 1 att (manque de d6finition de rbles. de 
mod6les. de responsabilités et d'attentes): ce code refere aux citations qui 
présentent le manque de definition face aux responsabilités (et r6les) 
respectives de I'omni et du psy comme Btant une barrière à la communication, 



à la collaboration et à la définition des attentes entre ces deux catégories de 
m6decins. Ce code se rapporte également aux divisions arbitraires de 
patients. Par exemple, ales psys s'occupent de la psychiatrie lourde et les 
omnis. des petits cas>) ou td'h6pital psychiatrique pour les psychotiques, le 
CLSC pour les non-psychotiques». 

6.4. Bdif.acces (difficulté d'accès) 

*6.4.1. Bldif.acces0: ce code illustre la difficulté d'accès à un 
psychiatre. à un setvice psychiatrique ou à n'importe quel professionnel de la 
santé mentale. II correspond aussi aux listes d'attente, aux causes ainsi 
qu'aux conséquences liées à la difficulté d'accés aux soins psychiatriques 
(notamment, à la psychothérapie). 

*6m4m2m B-dKaccesl: Ce code s'applique aux citations où on parle de la 
dichotomie des extr6mes: urgence / liste d'attente; 

9 Association: B-dif.acces1 x les codes B- 
manq.def.role/modeYresp/att et S-def.role/model/resp/att 

'6.4.3 B-dif.acces2: ce code fait état des critères d'admission à un 
service de santé mentale. 

6.5. Bmanq.comuni (manque de communication): ce code réfère aux 
citations où il est question des problémes résultant du manque de 
communication entre les omnis et les psys. Ce code s'applique aussi à 
l'explication des causes de ce manque de communication. 

6 Association: B-manq-comuni x B-manq.def.role 1 model / resp 1 
att, B-confid et 8-manq-contact 

6.6. B.manqmcontact (manque de contact personnel): ce code s'applique aux 
citations où on parle du manque de contact personnel entre les omnis et les 
psys. Ce code peut également Btre attribue aux causes etfou aux 
conséquences de ce manque de contact. 

6.7. Bmanq.interlcomplfomi (manque d'inter&, de compétence. de 
formation): ce cade est destin6 aux citations où les omnis ou les psys 
expriment un manque d'intérêt, de compétence eüou de formation par rapport 
aux soins partages en santé mentale. Ce code s'applique également aux 
citations où les omnis font part de leur manque d'int6r6t. de compbtence etlou 
de formation en sant4 mentale. II réfère, aussi, aux citations où i f  est question 
des problémes liés à la formation médicale de base etlou à la residence 
médicale, soit pour le psy ou pour I'omni. 

6 Association: B-manq.inter/comp/fom x . B-rnanq-contact, B- 
manq-comuni, B-manq.suivi, 6-prejuge 



*6.8.1 B-planificationO: ce code se rapporte aux citations ou on fait 
mention de n'importe quel macm changement dans le système de santé tels 
tes reformes (reforme de services de santé mentale), les coupures 
budgétaires. le virage ambulatoire etc. II s'applique aux changements ayant eu 
lieu dans la société (chômage, violence, etc.). Ce cade réfère également aux 
problémes associés à l'exercice de la médecine (par exemple, les omni qui ne 
font que de la psychothérapie, les omnis qui travaillent comme s'ils étaient 
spécialistes ), ainsi qu'aux conflits entre les médecins. Pour le manque de 
reconnaissance du r61e de l'omnipraticien dans le plan de soins d'un patient 
PSY* 

9 .89 B-planificationl: ce code s'applique aux citations où on 
mentionne le manque d'effectif eüou les effectifs surchargés. Pour les 
citations, où on parie de la question de I'ornni être bon en tout sans que ses 
limites soient respectées. 

'6.8.3 Blplanification2: œ code réfère aux citations où on décrit les 
problemes d'administration et d'organisation des services de santé. ex.: la 
sectorisation. II s'applique, aussi, aux problbmes rencontrbs par les équipes 
de santé mentale (Dr Charles, Dr Christine) ainsi qu'aux problèmes 
empêchant le psy ou I'omni à se déplacer (chez I'omni, chez le psy, chez le 
patient, ect.). 

6.9. B-remuneration (remunération de méâecins, systeme de r6munération. 
etc.) 

'6.9.1 B-remunerationO: ce d e  s'applique à n'importe quelle citation 
qui présente les systémes de rémunération comme une barriere aux soins 
partagés (concerne les barrières générales associées à la rémunération des 
soins partages). 

*6.9.2 Blremunerationl: ce code réfère aux problémes de 
r4munération lies au temps requis B la consultation d'individus atteints de 
maladie mentale. Par exemple, les omnis traitent plus de cas d'hypertension 
que de cas de depression. Ils voient plus de patients souffrant d'hypertension 
que de dbpression dans une meme période de temps pour des questions 
monetaires. 

6.10. BPréjug6 (prejug6): ce code se rapporte aux citations où il est question 
des prbjug6s. notamment a l'égard des services de sant6 mentale. des psys, 
des patients atteints, etc. 

6.11. B-temps\cons\SM (temps de consultation en sant6 mentale): ce code 
réfère aux citations où il est question de I'impoutante quantii6 de temps devant 



être allouée aux patients psychiatriques. Le code s'applique aussi aux 
conséquences de cette exigence de plus de temps avec un patient. Les 
choses se règlent lentement en psychiatrie. 

6 Association: B-temps\cons\SM x B-remunerationl 

6.12. B-med.fast.food (mbdecine fast food): ce code illustre l'actuelle crise 
m4dicale où le principe de quantité prévaut sur celui de qualité. C'est la 
productivité qui compte avant tout. Par exemple. plus un médecin voit de 
patients. plus il est compétent. Ce code s'applique aussi aux citations qui font 
référence aux dimensions suivantes: a) la perte de qualité de la relation 
m4decingatient rbsultant de l'exigence de productivité dans la pratique 
médicale; b) le manque de valorisation du mbdecin resultant d'une 
consultation plus longue et. parfois, de meilleure qualit6; c) n'importe quelle 
citation liée B I'hyper valorisation de la médecine d'urgence. 

6.13. Bmanq.suivi (manque de suivi): ce code s'applique aux citations ou les 
médecins travaillant à l'urgence (E.R.) ne se sentent pas responsables du 
suivi des patients. notamment de ceux atteints de maladie mentale. Ce d e  
se rapporte aussi aux citations qui font réfhrence au a dispatching ». 

*:* Association: B-prejug6, B-manq/inter/compffom, B- 
rémunération0 

6-14. 6manq.partenariat (manque de partenariat): ce code se rapporte A 
toutes les citations où on fait état du manque et/ou du besoin de partenariat 
ainsi que des causes etfou des conséquences de ce manquehesoin de 
partenariat. de collaboration des soins partages entre les omnis et les psys. II 
fait également r6f6rence aux citations où il est question du psy qui  garde^ les 
ptes sans les retourner à I'omni. Pour les citations, où il y a un besoin de 
partenariat entre I'omni et le psy. à cause des arrêts de travail. 

*:* Association: B-manq/inter/comp/fom 

7. Att.omni (attentes de l'omnipraticien) 
.S. Association: R6le attendu x Attentes 

7.1. Att.omni0: ce code s'applique aux citations faisant état de l'absence 
d'attente et de besoin des omnis face au psys. 

7.2. Att.omni1: ce cade fait références aux attentes suivantes : support du 
psy en gbnéral; psy consultant accessible; psy Bvalue le patient dans un delai 
raisonnable; psy et omni bvaluent le patient conjointement; psy prbcise le 
diagnostic; psy precise le traitement et le pronostic; psy Bmet des 
recommandations quant au suivi d'un patient; psy donne des 
recommandations pour les cas r6sistants aux traitements. pour les 
complications aux traitements; psy offre des services aux ptes (par exemple, 
la psychothérapie). II s'applique également aux attentes des omnis en g6n6ral. 



7.3. AttomniZ: ce code se rapporte aux attentes suivantes : psy sort de 
l'institution; psy fait des visites au domicile des patients; psy se rend au 
bureau de I'ornni. 

7.4. Att.omni3: ce code se destine aux attentes suivantes : psy agit à titre 
d'éducateur; psy participe à la formation de I'omni en sante mentale; psy 
organise des journees de formation conjointement avec les omnis et ce. en 
fonction de leurs besoins; psy donne des informations sur les ressources 
disponibles en santé mentale tant au niveau de soins primaires (ressources 
dans la communauté) et secondaires que tertiaires; 

9 Association: att.omni3 et S-form2. 

8. Att-psy (attentes du psychiatre) 
9 Association: R61e attendu x Attentes 

8.1 . Att.psyû: aucune attente, aucun besoin. 

8-2. Att.psy1: omni prend en charge les patients atteints de maladie mentale 
qui peuvent être soignés dans les services de premiere ligne; omni travaille 
avec les ressources communautaires et le psy B la fois; omni rédige une lettre 
de référence plus détailke. Ce code peut aussi être attribué aux attentes des 
psys en général. 

9 Association: R61e attendu x Attentes 

9. SUGGESTIONS 

9.1. Sameliorlcomuni (ameliorer la communication) 

*9.1.1 S-ameliorlcornuniû: ce code réfère aux suggestions générales 
qui sont proposbes pour am6liorer la communication ou à n'importe quelle 
autre suggestion qui n'est ni incluse en S-ameliorlcomunil ni en S- 
ameliorlcomuni2. 

*9.1.2 Sameliorlcomunil: ce code s'applique aux suggestions visant 
B améliorer fa communication à travers le contact personnel dans le cadre de 
congrés, de conférence, de visites au bureau des omnis etc. 

*9.1.3 Sameliorlcomuni2: ce code est attribué aux suggestions visant 
& ameliorer la communication à travers des points de rep8re définis. Par 
exemple. avoir le nom. le numbro de tél6phone et le secteur de la personne 
(médecin, psychologue. travailleuse sociale. etc.) avec qui on va 
communiquer. 

9.2. S-def.rolelmodellresplatt (suggestion de dMnioon des ales. des 
modèles. des responsabilit4s eVou des attentes): ce code s'applique à 
n'importe quelle suggestion de dbfinition des &les, des responsabilités et des 
attentes des omnis par rapport aux psys et vice-versa. toujours dans le 



contexte des soins partagés. II réfère aux suggestions visant à définir des 
modèles de collaboration entre les omnis et les psys. Ce code fait aussi 
référence aux suggestions de division des patients, comme, par exemple. la 
suggestion d'élaborer des critères de sévérité des maladies mentales et de 
partager les malades mentaux entre les omnis et les psys. selon ces critères. 

O:* Association: S-def.role/model/resp/att x 6-manq-def-role / 
mode1 / resp / att II faut remarquer que la division 
arbitraire des ptes est une barrière au SP, tandis que la 
suggestion de division des ptes peut Atre une suggestion 
d'amélioration / implémentation des SP. 

9.3. S-form (formation): 

*9.3.1 S-formO: ce code s'applique B n'importe quelle suggestion visant 
l'amélioration de la formation au niveau du premier cycle. 

*9.3.2 S-foml: ce code réfère à n'importe quelle suggestion visant 
l'amélioration de la formation au niveau de la résidence médicale. 

*9.3.3 S-fonn2: ce code peut être attribue à n'importe quelle 
suggestion destirtee à l'amélioration de la formation au niveau des 
programmes d'éducation continue (pour les professionnels qui pratiquent d6jà 
la médecine) ou à n'importe quelle suggestion de formation en générale pour 
les omnis ou pour les psys. 

9.4. S-suivi: ce code s'applique aux suggestions de suivi des individus atteints 
de maladie mentale soit par I'omni soit par le psy. 

9.5. S-partenariats (partenariat) 

9.51 S-partenariatsO: ce code se rapporte aux strategies 
d'impl6mentation des soins partages ainsi qu'a leurs cons6quences positives. 
II refère également aux suggestions de formation d'équipes de sant6 mentale 
(CLSC, cliniques externes). 

'9.5.2 S-partenariatsl: ce code réffère aux suggestions de partenariat 
entre les départements de psychiatrie et de médecine familiale. 

9.6. 5-recherche (recherche et Blaboration de documents): ce code peut &re 
attribue n'importe quelle suggestion li& la recherche ou à la prdparation 
de documents destines aux soins partages. 

9.7. S-mmuneration (rbmunération de médecins. système de rémuneration. 
etc.): ce code s'applique à n'importe quelle suggestion de remun6ration en 
matiere de soins partages (suggestions liees a la rémunération pour mettre en 
œuvre etlou améliorer les initiatives de soins partagés). 



'9.8.1 S-PlanificationO: ce code se rapporte aux suggestions 
d'organisation et d'am6lioration du systeme de sant6 dans son ensemble. II 
rbfere aux suggestions de formation de groupes de travail dans les 
associations de psys et d'omis pour coordonner et surveiller les projets 
portant sur les soins partagés. II s'applique aussi aux suggestions liées à la 
prévention de façon Bviter la détérioration, la dbcornpensation des cas 
psychiatriques, au lieu de maintenir la dichotomie urgence/liste d'attente. 
Enfin, il peut être attribué aux suggestions visant à améliorer l'accès aux soins 
psychiatriques; 

*9.8.2 S-Planificationl: ce code s'applique aux suggestions visant à 
augmenter les effectifs; 

'9.8.3 S-Planification2: ce code fait référence aux suggestions liées à 
l'organisation, a I'am6lioration d'un service donn6. II peut aussi être attribué 
aux suggestions visant l'assouplissement de la sectorisation. 

10. Convergence \ divergence 

10.1 Point.conv.omni (Point de convergence-omni): ce code s'applique aux 
citations décrivant les points de convergence parmi les omnis. 

10.2 Point.div.omni (Point de divergenceomni): ce code concerne les 
citations faisant état des points de divergence parmi les omnis. 

10.3 Point.conv.psy (Point de convergence-psy): ce code s'applique aux 
citations décrivant les points de convergence parmi les psys. 

10.4 Point.div.psy (Point de divergence-psy): ce code concerne les citations 
faisant Btat des points de divergence parmi les psys. 
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r 7sgg3279S6 STRATEGIES DE COLLABORATION ENTRE 
MÉDECWS PSYCHIATRES ET M~DECINS G~~N~RALISTES 

(VERSION M~~DECIN GÉN&~AUSTE) 

u 
VEUKCEZ &PONDRE A CHACUN DES W S ,  SUON LES CONSIGNES 
CI-DESSOUS. IL N'Y A PAS DE BONNES OU W A J S E S  RÉPONSES. 

1. Ce questionnaire sera dêcodé par un lecteur optique. II 
e& donc jmpORant de noircir les cercles ainsi: 

II. VeuiIlez noircir yn seul c m l q  de Pbchelle suivante: 

Fortement en Plut6t en Je ne Plut& Fortement 
-désremrd désaccord rab pis  d'rccorâ d'accord 

SECTION & STRA~ÉOIES DE COMMUNlCAflON i 
. - --------- Fortement en Plutilt en Je ne Plutilt Fortemeut 

1. Dans sa dmmurd. da consultltiori on prychiatrim. - 
désaccord dbrrcord u& p u  d'record d'record 

1.1. mentiin« son impression diagnostique au sujet O O O O 
du patient d f w -  

O 
. - . * - -  . . -  - - . . *  

1 - .  
1.2. décrire les essais thérapeutiques antMeun. O O O O 

O 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
1.3. fmu une bvaluation des risquas de sukide ou I 

dhomiude chez le patient référé. sQ y a lieu. O O O O O 
3 

1.4. indure ies antbcedmts méaicaux pertinents du 
patient dl&&. O O O O 

. . . . . .  . . .  O 4 .  . . 
1 .S. indure les antecédents psychiatriques du patient 
réfhé. s'il y a leu. - O O O O O 

s . . .  .... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . - -  - . .  

1.8. prdciser d P M u a t k r i  prydiiotriqua bwi pamt  
. 

dl&& est motivh par un arrêt ou un retour au bavail. O O O O O 6 . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .. - 
1.7. indiquar ~OS contacts que b patient M M  aurait 
d6jA eus avec des prof~bnnds lml mbaira : 
Spadsiisés sn sanld mentab. O O O O O 

7 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

1.8. dainir ses attentes aê besoins quant i'évaluatim 
psychbwe. i 

! 
O O O O O 

8 - 
L J 



?kt& eo Je ne nutbt Fortement 
désmetord s.ir p u  d'accord d'-rd 

O Une semaine suivant la consultation 

'Si vous &es #accord avec l'énoncé ddems. O Oeux semaines suivant îa consultation 
veuillez noircir a des opîïtms suivanies pair 
v d î ~  le daai pour r m  du rapport ds - O Tds semaines suivant la consultation 
cmwtation: 

O Quatre semaines suivant la consukation 

4. II serait rscommand6 que le psychiatre i n l m  le 
gérihliste, dans les quaantehuit heures suivant 
rBvalwti~n du patient r ~ r d .  dss mesures O O O O O 
thaapwtiques O prendre. 

5. II serait utile de concevoir une carte de soins 
sur laquelle psychiatres e! ghdmiistw O O O O O 
&changeraient des inforrruüom au sujet ôe Ia 
phamiacothérapie #un patient suM cmjointefnent 





r 

xlix 

Oeshbgitaux. O O O O O, _ . _ . _ *  . . ._._.._ .. ...._*- ....___.-.-. - . a - -  ---. .-*.-.  . - . * C - - - - - - - - - - - - * - _ C  

ûesfcmdatkru8kRsriorikicratifs. O O O O 
O ,  _ _  .._ _ _ _  .._. ___.____.  . . ._._.  *.. . _ *  - - - -  - - - - - . .  - -  . .-.---- * - . - - -  * . - - - a  . .--- 

Les r é g i  rdgkmam. O O O O 
. . - .. - O, . . .  * .  . .  - - *  

~ = ~ ~ ~ *  O O O O - O, 

II.Cn=-d.-mddkd~ ' -  

c o i i t i n u o e n p r y c h ~ ~ ~ r u x ~  
poumi«i!... 



18.4. Mise b jou; O O O O 
OY _ _  . _ . _ _  _ _  * __. -. ._  _ _  .___.._...- _.--__.---- -- . - . . . . - - . . .  - . - - . - . . - . -  - * . -  . . .  . 

1. 
1 8 . 5 . L ' ~ s u r p l s G e a v s c u n ~ t f e , b n  . 
#une con#iltatkri; O O O O O 

a . . . . .  - . -  . - . -  . .- -.......- 2 . - . . . . . - .  - - - .  - . -  . . . .  . - . - .- . . --..- . *  

20. Un psychiatre d m l  WW jttmdd I 
g m i s t e s .  



I Veuillez rdpondre aux questions de 
la aux pages suivantes 



27. En qudle an* avez-wus obtenu votre MD 3 
3 

O CLSC 
O Cabinet prive 

O Urgence psychiatrique 
O C I W i e  externe de psychiatrie 

O Solo II Avec rsndez-VOUS 
O Sdo II Sam r8nô8z-v~~ 
O Solo II Avsc et sans rendez-vous 
O En groupe II A ~ ~ I c  rendez-vaus 
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O Tarif horoirs 
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I Veuillez rdpondre aux questions de 
la SECtKm D aux pages suivantes I 
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O Cabinet priv6 
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COVER LETTER (first copy of the questionnaire) 

Le 18 octobre 2000 

M u r  Aine Bédard 
Clinique Médicale Familiale de l'Est, 
1234. rue Ontario Est. bureau 567 
Monbeal (Qudbec) H1W 1 R7 

Docteur, 

Au cours des dernieres années, le système de soins de sante a m n u  des fransfmations importantes. Des w-ns, 
jadis offerts dans le milieu hospitalier. ont 618 transf4r4s vers les services externes de première ligne, tout en 
apportant des responsabilités addiüannelles aw rnedecins spécialistes et aux médecins généralistes. Dans le champ 
de la santé mentale, nous savons depuis longtemps que les médecins généralistes doivent composer avec une 
bonne partie des patients soufrant de troubles mentaux. Par contre. plusieurs 4tudes ont d6jà confimi6 qu'il as te  
peu de collaboration entre ces médecins et les mededns psychiatres. Cette collaboration peut permettre aux 
premiers de mieux s'acquitter de leurs taches en santé mentale. Des associations professionnelles telles que le 
Coll&e des médecins du Québec. le Coi- des médecins de famille du Canada et l'Association des psychiatres du 
Canada ont fmuld réamment des recommandatim à œ sujet Toutefois, l'opinion des médecins diniciens A 
l'égard de cette coilaboration reste encore à mnaitre. 

Dans œ contexte. le Coiiège des méâedns du Québec appuie et participe A une enquete d4veloppée par des 
cherdieun du Centre de Recherche FernandSaguin. affilie B I'Univeisite de Montréal. La Régie Régionale de la 
Santé et des Services Sodaw de Monîréai Centre appuie également cette enquete- L'objectif principal de l'enquete 
est de sonder l'opinion des médecins généralistes et des medeans psychiatres, à propos des stratégies susceptiMes 
d'am6liorer la collaboration entre ces médea'ru. 

Vous etes l'un des mededm à qui nous demandans de bien vouloir cunpMter le questionnaire annexd à cette lettre. 
Votre nom a 618 choisi, au hasard. B partir d'une riste de tous les Ir jdedns généralistes et de tous les médecins 
psychiatres qui bavaillent dans le sedeur francophone de Plle de Montréal. Pwr que les résultats de œüe &ide 
représentent véritaMement la pen- des médecins consultés, il est très important que chaque questionnaire soit 
compYté soigneusement et retoum6 en uorint l'enveloppe affranchie que nous joignons avec le questionnaire. Plus 
le taux de répaset sera Blevé ,  plus Popinion des mededns pourra Abe consid&ée dans l'organisation des modèies de 
coilaborabion. 

Si vous avez des questions a nous poser. veuillez nous contacter par coumer électronique, 
rluœna@ssss.gouv.qc~, ou par téléphone, en composant le (514) 2514015. poste 3503. 

Nous vais remerciacis A Pavanœ pour votre partidpatiori. 

Veuillez agréer, ûocteur. nos sen4iment.s les meilleurs. 

Yves Lamontagne. MD 
Président du Cdl- des MBdedns du Quebec 

Ricardo J. M, Luœna. MD, MAC. Alain Lesage. MD. M-ptifl. 
Coordorinalieun du projet 



Ixv 

REMINDER 1 (Thank you note) 

COLUGE DES MÉDECINS 
DU QUÉBEC 

Docteur Aline Bédard 
Clinique Médicale Familiale de l'Est. 
1234. rue Ontario Est. bureau 567 
Montréal (Wbec) Hl  W 1 R7 

Docteur. 

La semaine passée. nous MUS avons envoyé un questionnaire par la poste. Ce dernier vise A -der votre opinion a 
propos des stratégies susceptibks d'miorer la cdlaboration en- médecins gdn6ralistes et medeans psychiatres. 
Votre nom a éte choisi. au hasard. à partir d'une I i i  de tous les médecins gén6raîiites et de bus les médecins 
psychiatres francophones qui pratiquent B Montréal. 

Si vous avez d6jA retourné le questionnaire dûment mpiété. nous vous en remercions infiniment Si non. nous vous 
prions de le faire dans les plus brefs délais. Nous vous rappelons Pimportanœ de remplir œ questionnaire puisqul 
n'a été envoyé quY un petit échantillon, bien que mprûsentatif. de médecins francophones pratiquant a Montréal. 
Alors, votre réponse est essentielle. pour que les résulta& de cette enquete puissent vraiment représenter l'opinion 
des médecins. 

Si pour une raison ou une aum. MUS n'avez pas reçu le quesaorinaire. ou e n m .  si vous l'avez égaré. veuillez nous 
en faim part par téléphone en signalant le (514) 251 4015. poste 3503.11 nous fera plaisir de vous en faim parvenir 
une autre copie sous peu. 

Nous vous remerci0cls. une fois encore, de votre précieuse participation. 

Veuillez agréer, Docteur, nos sentiments les meilleurs. 

Yves Lamontagne. M.D. 
Président du Colm des Médedns du Quebec 

Ricardo J. M. Lucena, M.D., Msc Alain Lesage, M.D.. M-phil. 
Coordonnateurs du projet 



REMINDER 2 (second copy of the questionnaire) 

l e  7 novembre 2000 

Docteur Aline W a r d  
Clinique Médicale Familiale de l'Est. 
1234. rue Ontario Est. bureau 567 
Monbéal (Québec) HlW 1R7 

Docteur. 

II y a environ trois semaines. nous vous avons envoyé une lettre dans laquelle nous vous invitions i exprimer votre 
opinion, dans un questionnaire. I'égard des stratégies susceptibles d'améliorer la collaboration entre médecins 
genéralistes et médecins psychiatres. Toutefois. g cette date. nous n'avons pas reçu votre questionnaire. 

Nous conduisons cette enquete, parce que nous croyons 9 Pimportanœ de considérer i'opinion des médeans 
cliniciens dans l'organisation des services santé dans lesquels ils sont impliqués. Ainsi, les moâëles de cdlabmtion 
entre généralistes et psychiatres ne seront plus seulement une abstractiori M q u e  des planificateurs, mais. surtout, 
un ensemble de stratégies compatibles avec la ieaii i  de la pratique mtkkale 8 Montréal. 

Nous vous contadons à nouveau, dans le but de vous rappeler l'importance de votre réponse- Voîm nom a 416 choisi 
aléatoirement pour cette enquête. 8 partir d'une liste (contenant plus de deux mille noms) de I'ensemble des 
méâecins gén&alites et des médecins psychiatres francophones qui pratiquent d Monîréal. Dans œ procesa 
d'échantillonnage, un groupe d'environ 400 mededns a 616 constihr6 au hasard. II est donc essentiel que chaque 
méâeàn choisi nous retourne son questionnaire doment cornpiele. afin que les résulta& de l'enquête représentent 
vraiment l'opinion de tous les médecins figurant dans la T i t e  cklessus mentionnée. 

Nous espéions que MUS participerez ;1 la dalibation de ce- €?nqdte en compîêtant Ie questionnaire et en le 
retournant prochainement A cette fin, vous trouveret ci-joint. un exemplaire supplémentaire du questionnaire, ainsi 
qu'une envelappe-répocise affranchie et pr&adress&. Votre participation est largement appnkiée. 

Si vous avez des questions, veuillez nous amtacter par courrier 6lectronique, rluœna@ssss.gouv.qcca, ou par 
t4l6phone. en signalant le (514) 251 401 5, poste 3503. 

Nous vous mrcions, à l'avance, de votre W e u s e  partidpatiori. 

Veuillez agréer, Docteur, nos sentiments les meilleurs. 

Yves -tagne, M.D. 
Président du Coi- des Médecins du Quebec 

Ricardo J. M. Lucena. M.D.. Msc. Alain Lesage. MD.. M-phil. 
Coordonnateurs du projet 



REMINOER 3 (third copy of the questionnaire) 

COLLÈGE DES MÉDECNS 
DU QUEBEC 

Le 21 novembre 2 0 0  

Docteur Aline Bédard 
Clinique Medicale Familiale de Est.  
1234. nie Ontario Est, bureau 567 
Montréal (Québec) Hl W IR7 

Docteur. 

Nous vous écrivoris cette letire au sujet du questionnaire sur les stratégies susceptibles d'am4liorer la collaboration 
entre médeans gén8raiisîes et médeans psychiaûes. Nous n'avons toujours pas reçu votre questionnaire. 

Nous avons déjà reçu un nombre significatif et encourageant de questiorinaires cunpl6tés. Toutefois. la dssai~ lhn 
précise de Popinion des médecins A Pégard des sûatégies de collaboration depend de vous et des autres mëdecins 
qui partiapent à l'6tude. Partant de Pexpérienœ d'autres btudes. il se peut que vous fassiez d'un groupe de 
méâecins qui perçoivent les strat6gies de collaboration de façon considérablement diihrente des autres medeans qui 
ont déjà répondu. Nous reconnaissons. alors, l'importance d'avoir votre réponse. afin de décrire les direntes 
perspectives de l'opinion des médecins. Ainsi, les résultats de celte enquête p o u m t  véritablement représenter 
l'opinion de l'ensemble des médecins genéralistes et des médecins psychiatres francophones pratiquant à Montréal. 

Les résulîats de cette enquete pourront 6tre d'importance part iadih dans l'organisation des soins psychiatriques 
offerts dans les services de premieie ligne. Ils pourront permettre d'identifier des pistes d'action. pour améliorer la 
collaboration entre mededm gén&alistes et medecins psychiatres. 

Nous €!SpérOnS que MUS participerez la réalisation de cette enquête en mpi4tant  le questionnaire et en le 
retournant aussitôt que possible. A cette fin. vous trwverez a joint un exemplaire supplémentaire du questionnaire, 
ainsi qu'une enveloppe-répmse affranchie et pré-adressée. Votre participation contribuera 6nmément au succès de 
cette enquete. 

Si vous avez des questions, veuillez nous contacter par courrier 6lectronique, rlucena@sssç.gouv.qc-ca, ou par 
té18phoiie. en signalant le (514) 251 4015, poste 3503. 

Nous vous remercions. à l'avance, de votre précieuse participation. 

Veuillez agréer, Docteur, nos sentiments les meilleurs. 

Yves Lamontagne, MD. 
P r é s i i t  du Collège des Médecins du Québec 

Ricardo J. M. Lucena, M.D., M.sc. Alain Lesage. MD.. M.phil. 
Coordonnateurs du projet 




