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Executive Summary

Introduction

>

General Practitioners (GPs) are the most accessible of health care providers
and in a unique position to intervene in the detection and management of
comorbid mental health and substance use disorders (dual diagnosis) (McCabe
& Holmwood, 2002).
30% of patients presenting to General Practice have a diagnosable mental
health condition (Andrews et al., 1999),
12% are likely to have a dual diagnosis (Hickie et al., 2001b).
Many GPs fail to appropriately detect and mange patients with mental health,
substance use and their comorbidity (Hickie et al., 2001a; Kessler et al., 2002).
The Illawarra Division of General Practice (IDGP) in partnership with the
Shoalhaven Division of General Practice (SDGP) and the Illawarra Institute
for Mental Health (iiMH) were funded by the Commonwealth Department of
Health and Ageing under the NSW State Primary Mental Health Care
Initiative — Stage 2 to develop, implement and evaluate a GP Dual Diagnosis
education resource.
The aim of the project was to provide a pilot of an educational resource that
improved the skills of General Practitioners in identification and care of
patients with coexisting mental health and substance use disorder (Dual
Diagnosis).
The process involved extensive collaboration between:

o Illawarra and Shoalhaven Divisions of General Practice

o Illawarra Institute for Mental Health, University of Wollongong

o Illawarra Area Health Service (JAHS), Mental Health Integration

Project, Mental Health Service and Drug, Alcohol and HIV/AIDS
services

o NSW Transcultural Mental Health Centre (TMHC)

Development

>

Project management and Reference committee members developed and



>
>

determined most of the curriculum
Digital Media Centre (DMC) at the University of Wollongong was contracted
to support the development and design of an interactive CD-ROM based
training resource
Five education modules were developed

o Identification

o Assessment

o Motivational interviewing

o Referral

o Case coordination
Four video tape case vignettes provide continuity and context for knowledge
and skills development
Audio GP discussants provided meta-cognitive analysis and reflection.

The CD-ROM was designed for GPs to use for a minimum of 8 hours

Implementation

>
>
>

Three dissemination strategies were developed and evaluated
(1) GP only workshops plus CD-ROM
(2) Teams of Three workshops bringing together GPs, Mental Health and
Drug and Alcohol Service staff plus CD-ROM
(3) CD-ROM only, where GPs received the CD-ROM as a stand alone
product and completed it in their own time without workshop participation
Workshops were of 2 hours duration and strategies included

o Introduction and demonstration of the CD-ROM

o An interactive talk by a visiting presenter on one topic from the CD-

ROM

o Engaging participants in group problem solving around Dual Diagnosis
Seven workshops involving 125 participants were conducted

o 79 were GPs

o 28 were Illawarra Health Drug and Alcohol Service Staff

o 18 were lllawarra Health Mental Health Service Staff



Evaluation Design

» Evaluation involved multiple strategies and was divided into four major stages
» Needs and Environmental Analysis (see report submitted to the
Commonwealth Department of Health and Ageing 2002).
oGP focus groups
o Practice staff focus groups
o Division-wide questionnaire survey (2001) with 148 GP responses
» Division-wide questionnaire survey (2002) with 114 GP responses
o Cross-sectional data reported
o Comparisons provided with 2001 Division-wide survey
» Clinical Audit
o 5 GPs audited 100 consecutive patients each
o Data on 508 patient consultations
» Pre-post workshop evaluation and CD-ROM utilisation rates (70 GPs)
o Questionnaires assessing motivational and transfer to practice factors
o 5-week telephone follow-up to assess CD-ROM utilisation
Results

Needs and Environmental Analysis (2001 Survey)

>

YV V V VY V

44% of GPs regularly or almost always treated Dual Diagnosis

17% regularly used screening measures

36% used other specialist services to support their work in DD

26% regularly took on a coordinating role with DD

5% used EPC items in management of DD

Lack of time, difficulty with access to support services and poor feedback
when referrals made to support services were major barriers to care

About 90% of GPs used a computer in their practice

Division-wide survey 2002

>

Comparisons between 2001 and 2002 survey revealed significant decreases in

o Provision of counselling for DD



o Use of screening devices
o Use of specialist support network

o Use of EPC items

Clinical Audit

» Screening/Assessment

o 50% of cases GPs asked at least one mental health screening question

o Screening suggested possibility of at least one disorder in 38% of cases

o Depression (47%) and anxiety (41%) were screened more often than
substance abuse (35%)

o Depression (26%) and anxiety (25%) received positive screen more
frequently than substance abuse (16%)

o Symptom checklists or other assessment tools were used in only 7% of
positive screen cases

o Only 3% of all cases were thought to have a dual diagnosis

o Depression (14%) and anxiety (12%) were more often found to require

treatment than substance abuse (7%)

» Treatment/Management

o Depression
= 77% received pharmacological treatment
= 66% received psychological treatment
= 33% received treatment for physical health problems
= 27% referred to mental health services

o Anxiety
= 58% received pharmacological treatment
®  63% received psychological treatment
= 35% received treatment for physical health problems
= 20% referred to mental health services

o Substance abuse
®  12% received pharmacological treatment
= 58% received psychological treatment

= 39% received treatment for physical health problems



>

®  15% referred to drug and alcohol services
No GPs intended to use a care plan or case conference in the management of
these patients and for only two patients was there an intention by a GP to use

the 3 Step Mental Health Process.

Pre-post workshop evaluation and CD-ROM utilisation rates

> 70 GPs received the CD-ROM, consented to evaluation and were contacted at
telephone follow-up
» Pre-workshop measures indicated GPs participating in Dual Diagnosis training
were confident and engaged in good practices in the assessment and
management of DD more than the general Division-wide sample of GPs
» After the workshops 95% of GPs were
o highly motivated to learn more about dual diagnosis
o motivated to use the CD-ROM
o intended to use the CD-ROM
o intended to transfer what they learned into practice
» At 5-week telephone follow-up
o Only 31% of GPs had used the CD-ROM
o The CD-ROM was used for an average of 71 minutes
o 76% of GPs who had not yet used the CD-ROM, intended to do so
o Self-efficacy and motivational variables did not predict CD-ROM use
o Mode of delivery (workshop, teams of 3, CD-only) did not predict CD-
ROM use
Conclusions
» GPs do not detect as many patients with dual diagnosis needs as prior research
suggests present to General Practice
» There appear to be lower "actual" rates of detection and treatment than found
with GP self report
» GPs need skill particularly in screening, assessment and treatment of substance
abuse problems
» Checklists and other tools to support assessment are rarely used
» The use of EPC items and the 3-step mental health process is extremely low



>

Without specific interventions, GP counseling and referral to specialist support
services for DD show risk of decreasing

Advertising and recruitment strategies used attracted approximately a quarter
of all GPs to undertake some aspect of training in Dual Diagnosis

Workshops were able to enhance high levels of motivation and intention to use
the CD-ROM

Despite high levels of motivation only one third of GPs actually used the CD-
ROM and to a much lower extent than desirable

Those who used the CD-ROM indicated that they found it helpful

Recommendations

>

The evaluation indicated high need for ongoing education in dual diagnosis
therefore continued development and national rollout of the CD-ROM training
resources recommended

Independent review and evaluation suggests the need for an enhanced version
of the CD-ROM education resource with priority for re-scripted and
videotaped case studies with clearer examples of "ideal" practice.

A high priority should be an enhanced and more structured learning plan to
improve CD-ROM utilisation rates

Development of information systems and reporting to enhance continuing
education management, learning outcome assessment and evaluation of

national dissemination strategy

A more detailed proposal for the development and nationally
delivery of an enhanced product is enclosed.



1. Literature Review

1.1 Introduction

General Practitioners (GPs) are the most accessible primary health care provider,
standing in a unique position to intervene in the detection and management of
comorbid mental health and substance use disorders (dual diagnosis) (McCabe &
Holmwood, 2002). While some GPs do this well, research suggests many fail to
appropriately detect and manage patients with mental health, substance use and/or
comorbid disorder (Hickie et al., 2001a; Kessler et al., 2002). Poor training in the
management of mental health conditions such as depression at undergraduate and
postgraduate levels highlights the need for continuing professional development for
General Practitioners to enhance the quality of care given to these patients (Blashki,
Hickie & Davenport, 2003; Hickie et al., 2001a). However, a debate continues over
the impact mental health education has on skill development, clinical practice and
patient outcomes (Hodges, Inch & Silver, 2001). Research has reported that GPs who
participate in training and education, diagnose and manage more patients with
psychological distress than GPs who do not participate in such training programs
(Naismith et al., 2001). In contrast, research has found education does not always
increase the sensitivity and specificity of GPs’ recognition of mental illness
(Thompson et al., 2000) nor does it create improvements in patient outcomes (King et
al., 2002). However, the model of education delivered and the research methods used
have been implicated in determining whether mental health education leads to
changes in practitioner behaviour (Hodges et al., 2001). The information age has
brought with it an explosion of education options available for GPs through on line
course and CD ROM based education packages. However, it remains to be seen
whether GPs are accepting of this mode of education and whether it is an effective

means to deliver Continuing Medical Education.

1.2  Dual Diagnosis

1.2.1 Definition

The term ‘dual diagnosis’ and ‘comorbidity’ are interchangeably used to describe the

simultaneous occurrence of two disorders, characteristically psychiatric disorders.



Dual Diagnosis is the common term used to describe the coexistence of a mental
health and substance use disorder (ADCA, 2000; Brady, Hiam, Saemann & Humbert,
1996; Lindsay and McDermott, 2000; Rassool, 2002). This is generally referred to as
heterotypic comorbidity because it is the co-occurrence of different classes of mental
disorders (Angold et al., 1999 cited by Hall, Lynskey, & Teeson, 2000). In the
context of this research the term is more specifically restricted to include the
conditions of depression or anxiety in combination with substance abuse problems.
This is a focus as a result of their high prevalence within general practice (Ellen,

Norman & Burrows,1998; Hickie et al., 2001a; Biro, Deane & Wilson 2002).

Depression as characterised by feeling down or sad is considered a common
experience felt by many (Davies, 2000). However, a depressive illness is
distinguished from a depressed mood by its persistence and symptom severity.
Depression may become pathological as characteristic symptoms of a major
depressive episode become apparent. These symptoms include disturbances in sleep
and appetite, feelings of guilt and worthlessness, loss of interest in formerly
pleasurable activities, reduced concentration, suicidal ideation and other symptoms
(American Psychiatric Association, 2000). Depression is used to describe a number
of syndromes including major depression and dysthymia, which require certain
characteristics to be present over a designated period of time. Depression in the
context of educational resource development as part of the dual diagnosis project
includes specific diagnostic categories and also depressive conditions that may not
meet the full diagnostic criteria but create significant distress or impairment in the

social, emotional and occupational functioning of the patient .

Anxiety disorders are characterised by a variety of recurring fears that are irrational
and cause significant impairment to the person’s daily functioning (Treatment
Protocol Project, 2000). There are several types of anxiety disorders, each with its
own distinct features including; generalized anxiety disorder, panic disorder,
agoraphobia, social phobia, specific phobias, obsessive-compulsive disorder and post-
traumatic stress disorder. As with depression, the definition of anxiety in the context
of the current project includes those diagnostic conditions but also includes those who

have persistent symptoms such as feelings of apprehension or fear but may not meet



all formal criteria for a diagnosis. The source for this uneasiness is not always known
or recognized and may cause people to experience physical complaints that add to the

distress (Davies, 2000)

The term substance use disorder is given when use of alcohol or other drugs is causing
significant emotional, social and health problems (Treatment Protocol Project, 2000).
Those with a substance use disorder have a strong desire to use substances, have
difficulty controlling use and often experience problems associated with their use.
Substance use disorder typically encapsulates substance abuse and substance
dependence and is defined under a substance use disorder in the Diagnostic and
Statistical Manual of Mental Disorders (DSM) (American Psychiatric Association,
2000). A substance abuse diagnosis arises from continued use of substances in
situations that are hazardous or result in significant physical or mental problems,
disability or handicap (American Psychiatric Association, 2000; Davies, 2000). In
contrast, Substance dependence is associated with a strong desire to use, difficulties in
controlling use, tolerance and withdrawal. If this condition like depression and anxiety
satisfies some but not all of the diagnostic criteria it is still considered problematic

and falls under the definition of dual diagnosis in the context of this research.

As noted the educational resource was developed with a view to GPs being able to
identify problematic levels of depression or anxiety symptoms which may or may not
reach formal diagnostic criteria. This is consistent with recent research in primary care
that suggests that mood and anxiety disorder classifications using formal diagnostic
systems "...had strikingly weak associations with the severity of each syndrome's
symptoms..." (Nease & Aikens, 2003, p. 1031). The authors recommended a doctors
in primary care combine diagnostic and dimensional approaches based on severity of

symptoms.

1.2.2  The Prevalence of Dual Diagnosis in the Community

Over the last two decades there has been an extensive amount of research covering
comorbidity of substance use disorders and other psychiatric disorders (Andrews,
Hall, Teeson & Henderson, 1999; McCabe & Holmwood, 2002; Merikangas et al.,
1998; NSW Health, 2000a; Regier et al., 1994). An overview of this research



estimates the co-occurrence of these two conditions to be somewhere between 30%
and 80% (NSW Health, 2000a). The variation in estimates largely dependant upon the
conditions and populations that the research has targeted. For example, investigations
of clinical populations, those residing in psychiatric and drug and alcohol treatment
facilities show highest rates of dual diagnosis. Khalsa, Shander and Anglin, (1991)
reported 78% of patients presenting to a psychiatric assessment unit had a lifetime
prevalence of substance abuse disorder. Slightly lower estimates were reported in a
Western Australian study with 50% of patients admitted to a major psychiatric service
reporting some involvement in substance use (Morleym Saunders & Smith, 2002 cited
by Saunders & Robinson, 2002). For those attending drug and alcohol services it is
estimated that over 50% of patients have confirmed comorbid psychiatric disorders
with an additional 18% possible having a comorbid psychiatric disorder (Weaver et
al., 2001). Drug and Alcohol services staff believe that dual diagnosis is as high as
90% in their patient population (Bradley & Toohey, 1999, Cupitt, Morgan &
Chalkley, 1999).

The Epidemiologic Catchment Area (ECA) study conducted in the US demonstrates
variation in comorbidity rates based on the relationship of various psychiatric
conditions with alcohol and other drug use (Regier et al., 1990). In this study, one
third of people with a mental disorder had experienced a substance abuse disorder.
Investigations of those with a substance abuse disorder revealed 50% of patients
diagnosed with a drug disorder and 37% diagnosed with an alcohol disorder had a
comorbid mental disorder (Regier et al., 1990). The specific DSMIV diagnostic
conditions of antisocial personality disorder (84%) and schizophrenia (47%) had the
highest rates of comorbid substance abuse (Regier et al., 1994). Comparative rates for
affective and anxiety disorders showed comorbidity rates of 32% and 24%
respectively. Although the comorbidity rates with conditions such as depression and
anxiety seem lower their high prevalence within the community makes their

contribution to the total prevalence of comorbidity greater.

Comorbidity of depression and anxiety with alcohol and other drug use also show
some variation and appear geographically determined. In the US, Merikangas et al.,

(1998) found 35% of the research sample with drug dependency meet the life-time
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criteria for a mood disorder while 45% meet the criteria for an anxiety disorder. An
Australia study reported affective and anxiety disorders to be more prevalent among
those with alcohol use (47.7%) and drug use (52%) disorders (Teeson, Dietrich,
Degenhardt, Lynskey & Beard, 2002). The Australian National Survey of Mental
Health Wellbeing with its large sample size best outlines the prevalence of dual
disorders within Australia, estimating one in four persons with an affective, anxiety or
substance use disorder also have at least one other mental disorder (Andrews et al.,

1999).

1.2.3 The Relationship between Mental and Substance Use Disorders

The relationship between mental health and substance use disorders is complex.
Those with a dual diagnosis suffer from a range of conditions that vary in severity and
change over-time creating additional challenges for diagnosis and treatment (NSW

Health, 2000b).

Extensive efforts have gone into understanding the complex association between the
two conditions but with no conclusive findings (Merikangas et al., 1998). One
assumption implicates substance use as directly causing mental disorders (Batki,
1990). Examples include short-term psychosis resulting from cannabis use or a
serious depression as a result of long-term alcohol abuse. An alternate theory
implicates mental disorders as causing substance use disorders (Batki, 1990). Often
patients who experience the adverse side effects of conditions such as depression and
anxiety will resort to the use alcohol or other drugs to self medicate and alleviate
symptoms that accompany the disorder (Batki, 1990; Kushner et al 1996 cited by
Merikangas et al., 1998). However, most research argues against any causal
relationship between the disorders and suggest mental health and substance abuse
problems develop independently of one another (Kessler et al., 1997 cited by
Merikangas et al., 1998). Given the various forms of dual diagnosis is it easy to see
why there is no definitive causal formulation and there remains the need for further

research on this relationship.

1.2.4 The Clinical Significance of Dual Diagnosis

Persons with a dual diagnosis are considered to have a poorer prognosis than those
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with a single mental disorder (McDerrmott & Pyett, 1993). People with a dual
diagnosis are more socially isolated, experience greater financial and legal difficulties,
have higher rates of service utilisation and medication use (McDerrmott & Pyett,
1993; Scott et al., 1998; NSW Health, 2000a). In addition, they have more physical
health complaints as well as an increased rates of relapse, rehospitalisation, non-
adherence to treatment programs and suicide (McDerrmott & Pyett, 1993). Suicide
attempts are shown to increase when a person has two or more disorders (Beautrais,
Joyce & Mulder, 1996). Those comorbid disorders highly associated with suicide
attempts include depression, anxiety and substance use disorders (Beautrais et al.,

1996).

1.3 Dual Diagnosis in General Practice

1.3.1 The Prevalence of Mental Health, Substance Use and Dual Disorders in

General Practice

In Australia, one third of patients presenting to general practice suffer a diagnosable
mental health disorder while another one third suffer significant psychological
symptoms not yet meeting the criteria for a disorder (Andrews et al., 1999). This
prevalence suggests GPs sit in a unique position to identity and offer interventions for
these conditions. Depression and anxiety are among the most common mental health
conditions found in General Practice, (Biro, Deane & Wilson, 2002; Ellen, Norman &
Burrows, 1998; Hickie, 1999). In the [llawarra and Shoalhaven regions these
conditions along with substance use disorders are rated as the most frequent mental

health conditions encountered in General Practice (Biro et al., 2002).

Given that 20% of General Practitioner (GP) consultations are drug related, GPs are in
an excellent position to offer advice on drug and alcohol related issues (Mcllraith,
1987 cited by Jacka, Clode, Patterson, & Wyman, 1999). The National Survey of
Mental Health and Wellbeing reported that 1 in 13 Australians aged 18 years and
older to have had a substance use disorder in the previous twelve months (Teeson et
al., 2002). Of those, one in three sought assistance from health care professionals
typically General Practitioners. GPs were the most consulted health professional for

those with an alcohol use disorder (26%) and drug use disorder (28%) (Teeson et al.,
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2002). As with most mental health presentations to general practice, over 70%

presented for reasons other than their substance use.

It is estimated that 1 in 6 Australians who consult general practitioners are drinking
above the limits recommended by the National Health and Medical Research Council
(Whelan, 2002). Alcohol is the most widely and supported drug used in Australia with
70% consuming in excess of safe drinking guidelines (Stockwell et al., 2002).
Hazardous drinking particularly among young people is becoming a significant health
issue and a growing concern for General Practitioners in addition to the inappropriate
use of prescription medication and illicit drugs (Roche, Hothman & Richmond, 2002).
Of Australians aged 14 years and over, 33% have used cannabis (Australian Institute
of Health & Welfare 2002). In addition, there has been a significant increase in the
use of pharmaceutical drugs (Roche et al., 2002).

General Practitioners are the first and only point of contact for many people with
psychiatric and substance use disorders and also for most people with a dual diagnosis
(Hall, Teeson, Lynskey, & Degenhardt, 1999). Those patients with mild to moderate
comorbid mental health and substance use disorders, which represents the majority of
people affected by a dual diagnosis, will in most cases access General Practitioners as
their primary care provider (NSW Health, 2000b). Ninety-five percent of persons with
an alcohol use disorder and comorbid anxiety and affective disorders sought
assistance from a general practitioner in the previous 12-months in contrast to 12%
who sought assistance from a psychiatrist (Teeson & Burns, 2000). Estimates on the
approximate percentage of General Practice patients with a dual diagnosis are still not
conclusive, although Hickie and colleagues (2001b) in a cross sectional audit of
Australian general practices reported dual diagnosis to occur in 12% of the patient
sample. This is likely to be an underestimate given that many mental and substance

use disorders often go undetected in general practice.

1.3.2 General Practitioners’ Detection of Mental Health, Substance Use and Dual

Disorders

Despite the high prevalence of psychiatric, substance use and dual disorder

presentations, General Practitioners do not always identify these conditions
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(Kavanagh, 2000; McCabe & Holmwood, 2002). Dual disorders are frequently
unexplored by GPs with many not willing to engage in the identification and
management of such conditions (Allwell, Goldsmith, Osborne & Rolfe, 2002;
Holmwood & McCabe, 2002).

For conditions such as depression and anxiety, research has indicated at least half go
unrecognised in general practice (Ellen et al., 1998; Hall & Farrell, 1997; Hickie et
al., 2001a). In an Australian study of 43,247 patients attending General Practice, just
under 50% were classified as having a common mental disorder and of those
approximately half went unrecognised by the GP (Hickie et al., 2001a). Less than
optimal management of conditions such as depression and anxiety have also been
reported. In one study, only half of all patients with a severe psychological disorder
received either pharmacological or non-pharmacological treatment interventions

(Hickie et al., 2001b).

GPs have also been reported to experience difficulty in detection of drug and alcohol
problems, though results are less specific than for mental illness (Duffy, Ask &
MacDougall, 2001; Farmer & Greenwood, 2001; Whelan 2002). Farmer and
Greenwood (2001) found GPs reported lower than expected rates of detection and
treatment of problem drinkers. Moreover, GPs have been shown to pay little attention
to substance abuse issues; some purport this to be a result of inadequate education and

training (Roche et al., 2002).

Research claims that a high percentage of patients with a mental illness or substance
use disorder are going undetected has recently been challenged with new data
suggesting that poor detection is not as high as previously thought (Kessler et al.,
2002). Kessler et al., (2002) found that, while 49% of patients were not diagnosed at a
single consultation, 61% were diagnosed in subsequent consultations. They indicated
the detection these conditions increased as the number of consultations increased.
They estimated only 36% rather than over 50% of patients who had depression or
anxiety never received a diagnosis from their general practitioners (Kessler et al.,
2002). Although non-detection of mental illness may not be as high as originally

reported, it is still a problem and suggests increases in education and training may be
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required to reduce the deficit further (Phongsavan, Ward, Oldenburg & Gordon,
1995).

1.3.3  Barriers to care

The difficulty facing GPs in the detection and management of patients with mental
health, substance use and dual disorders may be related to a number of factors
including system issues within and external to general practice, factors residing in the
patients (e.g., motivation, insight) and factors that relate to General Partitioners
themselves (Duffy et al., 2001; Marshall, Deane & Dalley 2002; Pitterman, Blashki
& Liaw, 1997).

1.3.3.1 System Issues

Most Mental Health and Drug and Alcohol Services around Australia operate
relatively independently of each other, adopting different philosophies and clinical
practice in the assessment and management of patients with a dual diagnosis (NSW
Health 2000a). Different philosophies, poor inter service communication and
restrictions in access to treatment programs have meant many patients are falling
between service gaps (NSW Health, 2000a). This coupled with the demand for
services exceeding supply has left GPs as the gatekeepers to yet another medical
condition. Although GPs can provide a valuable role in care it is sometimes the case
that patients with a dual diagnosis need referral to other specialist care providers.
However, GPs in trying to effectively manage and refer these patients have reported
difficulties in accessing and communicating with these services (Marshall, Deane &
Dalley 2002). GPs perceive the poor communication, lack of available resources and
cohesion in the system hinders the care they provide resulting in many patients

receiving less than adequate treatment (Marshall, Deane & Dalley, 2002).

Why then are GPs themselves not providing more appropriate treatment
interventions? The fee for service remuneration system and GP shortages place
pressure on GPs to provide shorter consultations and compromise their ability to
assess and manage patients with single and comorbid mental health conditions (Duffy
et al., 2001). Many GPs in the Illawarra and Shoalhaven regions consider that treating

patients with mental health problems is time consuming and report better
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remuneration for counselling would increase their readiness to provide longer
consultations (Biro et al., 2002). Although recent incentives are now being offered
for GPs to conduct extended consultations (40 minutes) the uptake of such incentives
for patients with a dual diagnosis has been slow (Marshall, Deane & Dalley, 2002).
Some of these incentives are based on working with other service providers but for

this to be effective communication barriers must first be addressed.

1.3.3.2 Patient Factors

Patients with a dual diagnosis present a challenge to any GP because many deny that
they have a problem (eg drinking) and may be unwilling to disclose their conditions,
lack motivation to change, and/or are unwilling to engage in treatment interventions
(Marshall, Deane & Dalley 2002; McCabe & Holmwood, 2002). Adding to this GPs
have reported the abusive and aggressive nature of some patients prevents appropriate
care as well as disrupts the care provided to other waiting patients (Marshall, Deane &
Dalley 2002). Decisions to change substance use and behaviours associated with
mental illness are not always easy for a patient to make and prove frustrating for many
GPs. However, it has been highlighted that GPs themselves have the potential to
influence some of these patients’ factors, particularly a patients’ readiness to change
(Miller & Rollnick, 1991). It has been stated that denial is usually produced by the
way the consultation is handled and is a function of the interpersonal interactions that

occur rather than a trait that resides in the patient (Miller et al., 1995).

1.3.3.3 GP Factors

GPs vary in their ability to detect psychiatric and dual disorders with some more
willing than others to explore the presence of these conditions (Pitterman et al., 1997).
A GPs’ willingness to initiate discussion is influenced by available time, confidence,
knowledge and skills to intervene appropriately (Duffy et al., 2001; Jacka et al., 1999;
McCabe & Holmwood, 2002; Roche et al., 2002). Insufficient education and training
in this area is considered to greatly influence GPs’ willingness, as well as being the
most likely reason for many GPs being poorly prepared to detect and manage this

population within in the general practice setting (McCabe & Holmwood, 2002).

1.3.3.3.1 Educational Barriers

The deficiency of education and training in mental health alcohol and other drugs is
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well documented with research indicating GPs receive insufficient undergraduate and
postgraduate training on mental health and substance use conditions (Kaner., et al.,
2001; McAvoy, 2000; Pitterman et al., 1997). Fresh from medical school graduates
have demonstrated little knowledge and skill in the detection and management of
substance use problems (Roche, Parle, Saunders & Stubbs, 1993). Research involving
thirteen countries including Australia found approximately one third of GPs reported
not receiving alcohol related continued medical education and just under one third

receiving less than four hours of education on alcohol (Kaner et al., 2001)

In a survey of 420 GPs from 52 Divisions of General Practice across Australia it was
found that only 8.3% had formal post-graduate mental health qualifications but that
43.6% said they had completed some mental health training in the prior 5 years
(Richards, Ryan, McCabe, Groom, & Hickie, 2003). Those GPs who had undertaken
some specific mental health education more often used non-pharmacological
treatments. Not surprisingly, those GPs without mental health training more often
identified "incomplete knowledge about depression as a barrier to its effective
management". The two main barriers to the treatment of depression were lack of
access to mental health specialists (51.4%) and time, but the fourth highest barrier was
client’s reluctance to be referred (37.3%). When asked how much they wanted
education on "strategies for negotiating with patients who do not accept a diagnosis of
depression or anxiety" 45% endorsed the second highest item and 41% endorsed the
highest item. Thus, they indicated a very high demand for education in this domain
(Richards et al., 2003). Strategies for motivating clients and effecting successful

referral to mental health services is a major component of the CD-ROM package.

In the same study over the previous 12 months, 42% indicated they had received 5
hours or less and 7% had received no training about depression and anxiety. When
asked the methods by which they received training in depression and anxiety, the
majority (approx. 83%) indicated they received this through reading journals or
medical newspapers with 50% undertaking face-to-face training and 36% using
video/audio or CD-ROM. Whilst face-to-face education was rated as the most useful,
48% of respondents rated Video/Audio, CD-ROM modes as "Quite " or "Very" useful
and only 15% rated it as "Not at all" useful. Richards et al. (2003) noted that rural GPs
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were particularly in need of training in the assessment and treatment of depression.
We believe that given these findings and the geographic isolation of many rural GPs
the ability to provide a high quality CD-ROM educational resource with access to
web-based interaction with other GPs should be a high educational resource

development priority.

The effects of inappropriate education and training are reflected in GPs negative
perceptions of dealing people who have mental health and or drug and alcohol
problems. GPs often perceive mental health and more so drug and alcohol problems
as difficult to treat in General Practice (Biro et al., 2002; Carnwath, Gabbay &
Barnard, 2000). It has also been found that GPs hold stereotypical, negative beliefs
about patients who abuse drugs, and these beliefs typically relate to those that abuse
illicit drugs such as heroin (Carnwath et al., 2000; Holmwood, 2002; Roche et al.,
2002). Some GPs believe that all drug abusers are aggressive and cannot be trusted,
that their conditions are self-inflicted and as a result are undeserving of care
(Carnwath, et al, 2000; Roche et al., 2002). If patients do present with these problems
GPs will usually refer them immediately to more specialist care providers, but have

also been reported to refuse care and access to the practice (Carnwath et al., 2000).

Despite some of these unfavourable beliefs many GPs do perceive the care of patients
with mental health and or substance problems forms part of their role and
responsibility as a health care provider (Astolfi & Wiley, 2000; Carnwath, et al.,
2000). In one study, over 90% of GPs considered the diagnosis and management of
mental health conditions to be part of their professional responsibility (Biro et al.,
2002). Likewise most beleived GPs should develop the necessary skills to deal with
mental health conditions (Biro et al., 2002).

1.3.4 The role General Practitioners in caring for patients with a dual diagnosis

It has been recognised that GPs are well placed to treat mental health problems
particularly given statistics indicating 77% of Australians with a mental disorder who
access health services also consulted their GP about their condition (Australian
Institute of Health and Welfare, 2000). Contrary to perceptions that GPs’ typically

identify then refer patients with psychiatric conditions, a survey in the [llawarra
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reported GPs would more often treat rather than refer patients presenting to general

practice with depression or anxiety (Biro et al., 2002).

It has been demonstrated that patients whose depression was recognised by their GP
had a better outcome psychologically and socially than those who went unrecognised
(Dowrick & Buchan 1995 cited in Ormel & Giel, 1990). Research has shown a
reduction in the duration and severity of the condition in patients who disclosed
psychological concerns to GPs (Johnsone & Goldberg, 1976 cited in Dowrick &
Buchan, 1995). A randomised controlled trial by Dowrick and Buchan (1995)
revealed GPs were effective in the treatment of conditions such as depression. Patients
taking antidepressant medications and receiving counselling in general practice
showed greater improvement in their conditions than those receiving no treatment.
Unfortunately much research focuses on the need for GPs to treat mental health
conditions because of their prevalence within general practice rather than whether

GPs posses the skills to treat these conditions.

Contrary to findings with depression and anxiety, GPs are more likely to refer rather
than treat patients with drug and alcohol problems (Biro et al., 2002). This may reflect
the limited training they have received and the perception that other services are more
qualified to treat these conditions. The limited research in this area indicates GPs are
successful in delivering substance related treatment interventions such as
detoxification and methadone maintenance as well as being instrumental in altering
the consumption patterns of non-dependent drinkers (Bien, Miller & Tonigan, 1993;
Holmwood, 2002; Wilson, Watson & Raltson, 1994). Methadone maintenance
programs implemented by GPs have resulted in patient adherence to treatment
programs, a high percentage of patients not reverting back to heroin while on
methadone and lower rates of criminal convictions and time spent in prison (Keen et
al., 2000 cited by Allwell et al., 2002; Wilson et al., 1994). Wilson and colleagues
(1994) suggested that these outcomes could not be considered conclusive as GPs were
not the sole provides of methadone maintenance, instead the intervention was
provided in collaboration with drug treatment counsellors. Whether it was GPs
interventions that resulted in the positive patient outcomes or whether counsellors

who consulted with patients were largely responsible for improvements can not yet be
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distinguished.

In the treatment of alcohol use a number of randomised controlled trials in primary
care have demonstrated a decrease in patients alcohol consumption (Fleming, Barry,
Manwell, Johnson & London, 1997; Fleming, Manwell, Barry, Adams & Stauffacher,
1999). In a randomised controlled clinical trial where practitioners provided two 10 to
15 minute counselling visits it was revealed at 12-month follow-up that those who
received counselling were having fewer drinks per week and engaging in less
excessive drinking (Fleming et al., 1997). According to Whelan (1998), “the general
practitioner should expect some 10-30% of their patients to change their drinking as
a result of brief interventions” (p.71). Brief interventions include; assessment,
feedback, information on drinking levels and laboratory findings, advice and

education (Whelan, 1998).

Studies on the effectiveness of GPs in delivering brief treatment interventions for

patients with mental health and substance use problems offers some promise for the

successful treatment of dual disorders in general practice. GPs encounter people with

a dual diagnosis very frequently and the spectrum of the severity is much broader in

General Practice than in specialty services (NSW Health, 2000b). For this reason the

long-term management of these conditions in general practice is considered a viable

option particularly through brief interventions and good coordination with secondary

care providers (Holmwood & McCabe, 2002). Holmwood and McCabe (2002:12)

suggest the role of a general practitioner in relation to patients with a dual diagnosis

involve:

- Early detection and accurate diagnosis

- Provision of information on condition and treatment approaches

- Brief interventions for people with lower levels of disability

- Referral and coordination of care for people more severely affected by
comorbidity

- Medical treatment for physical health complications

- Provision of high level support to the patient and their family

- Long term monitoring and follow-up
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However, for GPs to engage in this process improved training, support and

remuneration is needed.

1.4 Education and Training for General Practitioners

The field of General Practice demands that learning over the course of a GPs career is
required to stay up to date with best treatments for patients. Comorbid psychiatric and
substance use conditions are increasing in prevalence placing increasing demands on
GPs to address barriers of knowledge and skills as they relate to caring for patients
with a dual diagnosis (NSW Health, 2000b). A major challenge for continuing
education of GPs is the time required for such learning when most spend the majority

of their time directly involved with patient care (Holten & Rosser, 2002).

1.4.1 Continued Medical Education of General Practitioners

Continued Medical Education (CME) is a way of helping practicing GPs change
behaviour towards more appropriate evidence-based practices (Kerwick et al., 1998).
It is a system for keeping GPs up to date with new medical information and is
delivered through a variety of mediums including seminars and lectures (where GPs
are often passive recipients), workshops, training sessions, case based presentations,
small group discussions and role-plays (that are more interactive) (Hodges, Inch &

Silver, 2001).

The effectiveness of CME activities in leading to changes in the practice of GPs has
been extensively studied. In a review of published articles from 1975 to 1994, close to
two thirds of the 160 educational methods identified resulted in GP improvements
(Hodges, Inch & Silver, 2001). Davies et al., (1999) reviewed 14 randomised control
studies that were didactic or interactive in nature and found nine lead to changes in
clinical practice as a result of attending the CME activity. A meta-analysis of these
studies reported CME programs that were more interactive were associated with a
more significant effect on practice. While the didactic methods did show changes in
knowledge and attitudes they did not demonstrate a significant change in practitioner
performance and improved care towards patients. It is not surprising then that the
method by which CME activities are delivered have been implicated as a reason why

some studies have failed to show CME leading to behaviour change (Davis et al.,
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1995; 1999; Hodges, Inch & Silver, 2001; Thompson et al., 2000).

1.4.1.1 Methods of Medical Education Delivery

Hodges, Inch and Silver (2001) in a comprehensive review of articles relating to
psychiatric knowledge and skills of primary care physicians reported many CME
programs that offer little opportunity for learner interaction have little or no impact on
behaviour change and patient outcomes. Programs such as lectures and conferences
do not result in significant improvement in the practice of primary care physicians

(Hodges, Inch & Silver, 2001; Davis et al., 1995, 1999).

Educational programs that employ strategies such as role plays, case-based learning
and video taped examples that are interactive and involve applying skills to real life
events are more effective in eliciting change (Davis et al., 1999; Hodges et al., 2001).
Learners tend to benefit from information that is presented to them in terms of actual
patients being treated in the primary care setting (Rittlermeyer et al., 1997; Helz et al.,
1990 cited by Hodges et al., 2001). Interactive education is not only perceived to be
beneficial from an outcomes perspective but GPs themselves prefer this style of
education. In a study on learning styles and preferences of General Practice registrars,
74% of participants indicated a high preference for interactive learning that was

accompanied by feedback. (Lesmes-Anel, Robinson & Moody, 2001).

1.4.1.1.1 GP Education and Information Technology

The information age has brought with it an explosion of treatment options available
for GPs with advances in information technology profoundly changing the
accessibility of information to General Practitioners (Carlile & Sefton, 1998).
Information technology is now offering a different way in which GPs can access the
ever-increasing treatment based options. CME models have slowly been recognised as
a means through which computer based information can be made available. This form
of CME has been predicted to flourish as an educational medium with increasing

availability of on line courses (Carlile & Sefton, 1998).

However, it remains to be seen whether GPs are prepared and accepting of this mode

of delivery and the inherent methods of providing continuing medical education. A

22



survey of British General Practices found 96% were computerized and approximately
15% ran paperless consultations (Benson, 2002). In Australia, the use of computers in
General Practice is increasing in prevalence.In 1998 it was estimated computers were
present in 31% of practices (Nielsen, 1998), in 2001 in 81.2% of practices (Britt,
Miller & Valenti, 2001) and more recently in 2003 it was believed 86% of Australian
general practices were computerised based on a survey of 1202 GPs (Western et al.,
2003). It is predicted by 2005, 95% of Australian General practices will be
computerised (Western et al., 2003).

Western and colleagues, (2003) reported GPs practising in capital cities were less
computerised than those practicing in rural settings. This is supported by previous
research which found computer usage to be more prevalent in rural GP practices with
79.4% usage in metropolitan areas compared to 84.4% in large rural areas and 86.5%
in small rural areas (Britt et al., 2001). Overall, computers appear to be used more for

administrative rather than clinical tasks (Western et al., 2003).

There is almost no data regarding the extent to which GPs use computer-based
programs for training. However, in a New Zealand study investigating the attitudes
towards and use of computers amongst a sample of 268 GPs, 73% liked the idea of
computerisation and 59% felt comfortable using a computer (Thakurdas et al., 1996).
This study also revealed 84% of GPs indicated doctor education should be
computerised and delivered through means such as CD-ROMs or on-line resources
(Thakurdas et al 1996). This finding occurred despite only a few GPs (4%) having
actually engaged in computerised education themselves. GPs also consider Internet
CME programs as an appropriate means by which to deliver CME curricula (Liaw et
al., 2002). GPs who participated in web-based interactive learning described it as
breaking down barriers of distance allowing people to discuss learning without having
to be in the same place (Liaw et al., 2002). The few studies available suggest GPs
generally report high acceptability and a preference for computer-based learning
(Liaw, Pearce& Keppell, 2002; Thakurdas, Coster, Gurr & Arroll, 1996). However,
these preferences were not made in comparison with other means of education
delivery. Thakurdas et al., (1996) merely asked practitioners what specific task they

thought should be computerised, with 84% indication it to be doctor education as
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delivered through on-line services or CD_ROMs.

The literature has recognised computers and CD-ROM based training resources as
useful tools to support education needs of both GPs and patients (Cooling, Kidd &
Sloggett, 1997; Stromberg, Ahlen, Fidlund, & Dahlstrom, 2002). However, the use of
CD_ROM packages as a formal method of education delivery to GPs has yet to be
systematically investigated. Research needs to go beyond assessing participant
satisfaction with computer-based methods of educational delivery and instead
examine the impact this type of method has on attitude, knowledge and behaviour
change. In addition, research needs to investigate what factors influence GPs uptake

of this education mode.

1.4.2 GP Education on Mental and Substance Use Disorders

CME activities on mental and substance use conditions are slowly increasing with
research indicating such activities can be effective in improving the quality of care
given to these patients in general practice (Hodges et al., 2001). Mental health related
CME is considered particularly useful in educating rural and remote GPs where
access to specialist mental health care (e.g. psychiatrists) is limited or non-existent
(Hodges et al., 2001). In these areas it is often the GP who takes on the role of
primary mental health care provider, but this also requires continued training in the
ever-changing clinical practice in caring for patients with a mental illness. In addition
research of GP training in mental health suggests that many are not prepared for such
arole (Kaner., et al., 2001; McAvoy, 2000; Pitterman et al., 1997). Hartley et al.,
(1998) argued that in a rural setting continued education in mental health is more
likely to improve the health outcomes of patients than recruitment of more
psychiatrists. This conclusion was based on a multivariate analysis of rural GP
behaviour that found the supply of mental health providers did not significantly affect

how much treatment was provided in the primary care setting.

1.4.2.1 The Impact of Education on GP Knowledge, Attitudes and Confidence

A review of the literature on mental health education for primary care physicians

found various educational activities that range from a few sessions to six months of
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training to improve GPs knowledge of psychiatric conditions as measured by
multiple-choice tests, video reviews, role plays and examinations (Hodges et al.,
2001). Naismith et al., (2001) evaluated a mental health education program that
resulted in significant improvements in GP’s confidence and knowledge of
pharmacological treatments as well as clinical management of depression. Similarly,
Chinnayya et al., (1990) found that short-term (one week) training in mental health

care showed significant changes in the attitudes of paramedical health workers.

Attitudes are important constructs to consider in education as little transfer of learning
to practice is seen by GPs who do not have an open and positive attitude to the care of
patients with a psychiatric and or substance use disorder (Bird et al., 1993 cited by
Hodges et al., 2001). Attitudes have been implicated as determining whether GPs will
engage in the detection and management of patients with, psychiatric, substance use

disorders and their comorbidity (Holmwood & McCabe 2002; Jacka et al., 1999).

While research often implicates attitudinal change as necessary for improved clinical
practice (Holmwood & McCabe 2002), this is a presumption that has not been
extensively validated. In one study Dorwick and colleagues (2000) were unable to
show a significant relationship between GP’s attitudes towards depression and clinical
behaviour. As a result it has been suggested that actual measures of behaviour are
more appropriate in determining the extent of improved clinical practice (Davies et

al., 1999).

1.4.2.2 The Impact of Education on Skill Development, Clinical Practice & Patient

Outcomes

1.4.2.2.1 Effective Impact

CME activities have been effective in improving both GPs diagnostic and
management skills in relation to patients with mental health conditions (Gask &
Goldberg, 1993; Hodges et al., 2001; Naismith et al., 2002; Pfaff, Acres & McKelvey
2001). Gask and Goldberg (1993) trained GPs in Problem-Based Interviewing (PBI)
and found trained GPs as compared with untrained GPs were significantly better at

detecting patients problems, gave more advice and information about the side effects
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of drugs and recorded more information in their case notes. A limitation of this study

was that patients and GPs were not randomly assigned to the research conditions.

Likewise, Naismith et al., (2001) demonstrated the implementation of a skill-based
training course increased GPs rate of mental illness diagnosis and confidence in the
delivery of treatments to this population of patients. This controlled study used a
clinical audit to evaluate the effectiveness of a training program on GPs diagnosis and
management of psychological distress. Clinical audits are tools allowing GPs to
compare their practice with an accepted standard and to develop ways to modify their
practice where necessary (Clearihan et al., 2001). The audit was conducted in two
stages, the first audit occurred before any training and a re-audit post training. For the
first audit 386 GPs volunteered with approximately 40% of the original sample re-
auditing their practise three to six months later. For each audit GPs were asked to
complete questions for 100 patients over a one-week period on areas such as
psychological diagnosis and treatment (pharmacological versus non-pharmacological)
(Hickie et al., 2001a). Psychological diagnosis was not restricted to a diagnostic
category and reflected broad diagnostic categories (Hickie et al., 2001a). In addition,
patients themselves completed a 34-item self-report questionnaire assessing mental

illness to provide a comparison to GPs psychological diagnosis.

Of the 386 GPs who volunteered only 57 participated in all four 3-hour training
seminars. However, 25 began training before the first audit was complete.

Participants from the training (57) and control group (329) participated in the re-audit
design gathering information on 3989 and 9291 patients respectively. The results
revealed all GPs who participated in all four seminars diagnosed more patients with
psychological distress and patients at risk of suicide than GPs who did not participate
in the training program. Participation in the training seminars also lead to GPs
providing more mental health treatments and greater emphasis on non-

pharmacological treatments (Naismith et al., 2001).

Pfaff and colleagues (2001) used a similar clinical audit based evaluation method to
assess the impact of a training program on GPs ability to recognise and respond to

psychological distress and suicide in young people. Unlike the study by Naismith et
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al., (2001) this was a quasi-experimental design that was not supported by a control
group. Instead Pfaff and colleagues implemented a pre-post test design that audited
223 patients’ aged between 15 and 24 years presenting to 23 GPs six weeks before
and six weeks after a one-day youth suicide prevention workshop (Pfaff et al., 2001).
Patients waiting to see their doctor were requested to fill out a self-report
questionnaire that screened for psychological distress and returned it to reception staff
in a sealed envelope. Approximately thirty patients in both the pre and post phases
declined to participate. After each consultation GPs recorded information on each
patient including presenting complaint, psychological details and management plan.

GPs were not aware of which patients agreed to participate in this research.

Results of this study found GPs’ participation in an education workshop lead to
increased inquiry into suicidal ideation (32.5%) as well as increased recognition of
psychological distress (39.5%-48%) and suicide risk (130%). However, increased
recognition rates did not result in significant changes in how the patients were
managed (Pfaff et al., 2001). Of concern was the finding that while offering
counselling and medication to those at risk of suicide, few GPs referred patients to
mental health professionals and some did not seek the involvement of significant

others (e.g., family) (Pfaff et al., 2001).

The studies of Naismith et al., (2001) and Pfaff et al., (2001) demonstrate the
implications of education on practice behaviour using clinical audit methodology.
Unfortunately these studies are somewhat limited in that GPs were not randomly
selected or assigned to specified groups. This is often difficult since GP participation
in clinical audits is always voluntary. It could also be said that each study presented a
biased sample in that those GPs who volunteered to participate may have a preexisting
interest in the area of mental health. All GPs would have been aware that their skills
were being evaluated increasing the possibility of bias in the evaluation as well as

providing additional cues for GPs to consider the presence of psychological distress.

1.4.2.2.2 Ineffective Impact

It is often the case that the positive impact of educational interventions on practitioner

behaviour and patient outcomes are short lived. Hodges et al., (2000) have argued that
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it is uncommon to see the long term impact that education programs have on the
learner’s knowledge, attitudes and behaviour. Rather, there is an abundance of
research emphasising the short term benefits of education on clinical practice and
patient outcomes (Hodges et al., 2001). Rutz, von Knorring and Walinder (1991 cited
by Hodges et al., 2001) administered a twenty hour-training program focusing on the
diagnosis and management of depression. This resulted in an immediate reduction of
referral rates to psychiatrists and a reduction in hospitalisations for depression. In
addition, there was a decrease in sick leave for depressive disorders, suicide rates and
increased prescription of antidepressants (major tranquillisers were shown to
decrease). It was concluded that the educational model was a success until researchers
performed a follow-up study three years later. Re-evaluation revealed that inpatient
care for depression had increased while rates of suicide returned to their original
baseline level (Rutz et al., 1991 citied by Hodges et al., 2001). The initial positive
outcomes were only temporary thus raising questions about the long-term benefits of
other education programs (Hodges et al., 2001). The research suggests one off
interventions may be ineffective in the long term and suggests there may be benefits

in delivering booster education sessions to maintain positive change.

Other short-term CME programs have been shown to not always lead to changes in
clinical practice and improvement in the detection and management of psychological
distress (Davis et al., 1999; Hodges et al., 2001). Thompson and colleagues (2000)
carried out a randomised controlled study to test a seminar-based program that
included interactive components such as role-plays, case discussion and video tapes
designed to improve the recognition and outcome for depressed patients. Patients
attending surgeries completed the Hospital Anxiety and Depression scales (HAD)
(Zigmond, & Snaith, 1983) before their consultation with one of 60 GPs. Practitioners
were asked to rate patients on a 4-point global item (0= no depression to 3 = moderate
to severe depressive illness), but remained unaware of the patient’s score on the HAD.
Unlike previous studies there were no differences in recognition rates for educated
physicians compared to controls. In addition, Thompson et al., (2000) found that
assessment of the condition at six weeks and six months showed no significant
improvements in patients’ recovery from depression. This finding may have been a

result of the seminar-based method of education delivery or characteristic of the GPs
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themselves who represented only a small proportion of the total sample (26%).
Studies showing no effect as a result of mental health training do not appear to be
exceptions. A number of randomised control studies have found less than positive
impacts of such training on patient outcomes. Brown et al., (2000 cited by Hodges et
al, 2001) found that implementation of practice guidelines for depression lead to an
increased rate of treatment but failed to result in an improvement in patients’
symptoms and functioning. Similarly, King et al., (2002) performed a randomised
controlled trial of an educational package on cognitive-behavioural therapy to find
that the education had no impact on patient outcomes. The study also found no
difference in knowledge of depression and attitudes to treatment of trained GPs when
compared with a control group six months later (King et al., 2002). In this study 84
GPs were randomly assigned to either a group participating in four half-day CBT
workshops or a control group. Each practitioner was requested to complete pre and

post questionnaires that explored attitudes, knowledge and confidence.

Research into GPs’ effectiveness in the identification and management of patients
with drug and alcohol concerns is more limited, though it does indicate that a greater
exposure to alcohol related CME leads to improved diagnosis and management of
alcohol related conditions (Kaner et al., 2001). Likewise GPs who report higher levels
of alcohol-related CME are more likely to obtain information about alcohol in
addition to being more prepared to counsel and manage patients with alcohol concerns

than their peers who are less involved in alcohol related CME (Kaner et al., 2001).

In a quasi experimental study, 96 GPs in the South Eastern Sydney Division of
General Practice participated in one of three alcohol based education activities;
workshop training, one-to-one training and a stand alone special kit (Richmond et al.,
1998). Of the 179 patients recruited by 36 GPs, 32% reported a reduction of alcohol
consumption. Workshops and one-to-one training sessions achieved the greatest

uptake of brief interventions for problem drinkers (Richmond et al., 1998).

Between 1994 and 1997, in the Central Coast of NSW, GPs were offered a total of 19,
2-hour didactic education workshops on a variety of drug and alcohol topics (Astolfi

& Wiley, 2000). Attendance ranged from 6 to 88 GPs with a total of 94 who
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completed pre and post workshop questionnaires at some point over the three-year
period. Overall there was an increase in GPs’ perceived effectiveness (eg in
methadone treatment), confidence and inquiry about a patient’s drug and alcohol
problems 3 years on (Astolfi & Wiley, 2000). These practitioners were more likely to
obtain information on the topic and revealed greater confidence in providing a range

of treatments across all drug types.

Currently, no research has been undertaken to determine the effectiveness of GP
training in dual diagnosis on practice change and patient outcomes. However,
previous research in the area of mental and substance use disorders provides insight
into those educational activities that will lead to the greatest change in the detection
and management of such conditions. It is also clear there is an array of factors that

may facilitate improved transfer of training into practice.

1.5 Factors that Mediate Transfer to Practice

When examining training programs, research has implicated knowledge and attitudes
as mediators of behaviour change. However, studies have emerged suggesting the
need to consider participants’ reactions and attitudes to learning (Tannerbaum et al.,
1991). The Integrative Theory of Training Motivation derived from business and
organisational domains implicates a range of individual and situational characteristics
as determining the effectiveness of training programs in creating behaviour change
(Colquitt, LePine & Noe, 2000). Specifically, individual characteristics have been
linked to the transfer of education and training including: self-efficacy, valence,
motivation to learn, knowledge and skill acquisition (Colquitt et al., 2000). Self-
efficacy is the belief in one’s own ability to activate motivation and perform well on a
specific task (Bandurra, 1977; Martocchio et al., 1997), while valence is defined as
individual beliefs regarding desirability of outcome obtained from training (Colquitt
et al., 2000). Motivation to learn is considered as an individuals’ desire to learn the
content of training activities (Noe, 1986). While factors such as self-efficacy and
valence have been linked to learning directly, more recent research suggests this link

occurs through motivation to learn (Tannerbaum et al., 1991).

Research has found individuals scoring high in self-efficacy have higher rates of
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participation in training and task performance (Gist, Schwoerer & Rosen, 1989). In
addition, self-efficacy has been found to be related to individuals’ openness to
experiment and the likelihood they will use new technology such as computers (Gist

et al., 1989; Hill, Smith & Mann, 1987).

Motivation to learn significantly contributes to learning performance, training
completion and training effectiveness (Tannerbaum et al., 1991). It enhances the
likelihood of developing positive attitudes (Tannerbaum et al., 1991) as well as
influencing a person’s participation in development activities and related outcomes
(Noe & Wilk, 1993). In the Integrative Theory of Training Motivation, self-efficacy
and valence influence ones desire to learn content of training activities and motivation
to learn is a significant predictor of post-training self-efficacy, skill acquisition and
knowledge (Colquitt et al., 2000). A meta-analysis of the model illustrates skill
acquisition and post-training self-efficacy as the primary precursor to transfer
(Colquitt et al., 2000). From one’s motivation to learn comes the motivation to
transfer, which is one’s desire to use and practice knowledge and skills taught in the
working environment. In the case of GPs, motivation to transfer would be their desire

to apply skills when caring for their patients (Noe, 1986).

The Integrative Theory of Training Motivation has not yet been applied to medical
education and there may be factors to consider in relation to CME for GPs. For
instance, the CME model tends to implicate gains in knowledge, attitudes and skills as
leading to improved practitioner behaviour and patient outcomes (Davies et al., 1999).
Even though some are sceptical about making such an association (Dorwick et al.,
2000) attitudes have been continually implicated in determining changes in clinical
practice (Jacka et al., 1999). Davies et al., (1999) recognise that more emphasis needs
to be placed on measures of behaviour and patient outcomes rather than on less
demanding measures such as knowledge, to better clarify the associations between

various predictor variables.
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2 Background

The Illawarra Division of General Practice (IDGP) in partnership with the Shoalhaven
Division of General Practice (SDGP) and the Illawarra Institute for Mental Health
(iiMH) were funded by the Commonwealth Department of Health and Ageing under
the NSW State Primary Mental Health Care Initiative — Stage 2 to develop, implement
and evaluate a GP Dual Diagnosis education resource. The aim of the resource was to
improve the skills of General Practitioners in identification and care of patients with a

coexisting mental health and substance use disorder (Dual Diagnosis).

This was a two-year project that commenced in October of 2001 and was divided into
a number of key stages:

e Stage 1: Impact and Environment Analysis.

e Stage 2: Development Phase.

e Stage 3: Implementation Phase

e Stage 4 Evaluation and Report writing

In 1998 the IDGP conducted a Needs Assessment of GPs, other health professionals,
and consumers. This analysis identified alcohol and other drugs to be one of the top
ten priorities areas where GPs could have an impact. Mental Health was identified as
the number one priority. The IDGP was seen to be well positioned to pilot, test and
report on an education intervention in both a rural and urban Division. The IDGP is
classified as an urban Division and enjoys a positive and productive working
relationship with the Shoalhaven Division of General Practice which is classified as a
rural Division. A key component of the development of the education resource was
the recognition of the lack of access to support services in rural areas. It was
recognised that the development of an education resource would need to address the
differences between rural and urban areas in terms of support services, address the
different levels of GP attitude and involvement in management of dual diagnosis
patients, and acknowledge different levels of skills and knowledge of GPs. A
partnership with the Illawarra Institute for Mental Health, University of Wollongong
ensured effective development and evaluation of the delivery of a dual diagnosis

education resource.
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3 Objectives

e To develop and deliver a GP led educational resource to assist GPs, via education
provided through Divisions, to detect, manage and treat patients with co-morbidity
(mental health and drug and alcohol use/ abuse) using a modular, multi-delivery
design format that assisted with:

- Identification and assessment of patients
- Motivating patients to change

- Determining when and how to refer

- Case Coordination and

- Treating the physical health needs of dual diagnosis patients

e To develop innovative educational materials based on the theories of adult

learning and incorporating available clinical evidence through guidelines.

e To test the educational resource on GPs and report on the evaluation of the

resources and their acceptability to GPs and Divisions.
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4 Development of Project Strategies

4.1 Project Coordinator Employment

The position of Project Coordinator, Dual Diagnosis was developed in conjunction
with all three stakeholders. A position description was developed and advertised for

two successive weeks in both the Sydney Morning Herald and the Illawarra Mercury.

Applicants were short-listed and interviews conducted. The interview panel consisted
of representatives of all three stakeholders. The successful applicant was skilled in the
areas of Drug and Alcohol and had gained tertiary (University) qualifications in a
relevant discipline. The successful applicant, Ms Kellie Marshall, employed to work
thirty hours a week commenced work on the project in October 2001. In conjunction
with her role as Project Coordinator, Ms Marshall was also working towards a

Doctorate of Clinical Psychology at the University of Wollongong.

Key Responsibilities

1. Further develop project strategies in conjunction with the project planing
committees

2. Identify and convene steering and planning committees

3. Develop and submit ethics applications for the proposed project

4. Consult with General Practitioners
- Consult with both rural and urban General Practitioners to identify issues

concerning dual diagnosis

- Complete an Impact and Environmental Analysis

5. Liaise with the Evaluation team

6. Recruit GPs and ensure the implementation of the education resource

7. Report Writing

4.2 Steering Committee

The Dual Diagnosis Project Steering Committee was established to supervise and

inform on the management of the project and was constituted for the duration of the
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project. Members included management of the [llawarra Division of General Practice
(CEO and Operations Manager), the Shoalhaven Division of General Practice (CEO)
the Illawarra Institute for Mental Health (Director and Senior Research Fellow), the
[llawarra Area Health Service (Drug, Alcohol and HIV/AIDS Service Director) and
the Project Coordinator. Early in 2002 and as a result of academic and financial
contributions to the project this Committee expanded to include management from the
[llawarra Mental Health Service, Illawarra Mental Health Integration Project and the

Transcultural Mental Health Centre.

Table 1
Membership of the Dual Diagnosis Project Steering Committee

POSITION ORGANISATION
Andrew Bruce Rural Regional Coordinator Transcultural Mental Health Centre
| Eve Craddock Shoalhaven Division of General Practice

Illawarra Division of General Practice

Frank Deane Director Illawarra Institute for Mental Health
University of Wollongong

Dianne Knight Director Drug, Alcohol and HIV/AIDS Service
Illawarra Area Health Service

Gordon Lambert Senior Research Fellow Illawarra Institute for Mental Health
University of Wollongong

| Eugene McGarrell | Director Mental Health Service

Kellie Marshall Project Coordinator - Dual Illawarra Division of General Practice

Steven Maron Project Coordinator Mental Health Integration Project
Illawarra Area Health Service
Brian O’Neill Former Director Drug, Alcohol and HIV/AIDS Service
Louisa Raft Operations Manager Illawarra Division of General Practice
| Liesel Wett Former Operations Manager [llawarra Division of General Practice

The Illawarra Division of General Practice (IDGP) was the lead organisation and held

the budget for the project. The Project Coordinator worked from the IDGP and

reported directly to the IDGP Operations Manager. The committee convened monthly

and endorsed the following Terms of Reference:

1. To supervise the day-to-day management of the Dual Diagnosis Project.

2. To guide and support the Project Coordinator on matters pertaining to this project.

3. To review, endorse and monitor all activities related to the development,
implementation and evaluation of the dual diagnosis project

4. To review and endorse financial expenditure related to the project
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5. Toreview and endorse dual diagnosis project reports.

4.3 Reference Committee

Committee membership was multidisciplinary and drawn from services across the
[llawarra and Shoalhaven to provide an appropriate balance of expertise and
representation. The function of the Committee was to establish a wide base to
influence the implementation of the education program into the Illawarra and
Shoalhaven regions. Members included; Dual Diagnosis Steering Committee
Members, Illawarra Area Health Service (IAHS) representatives (Mental Health
Service, Sexual Health Service and Drug, Alcohol & HIV/AIDS Service), [AHS
Managers (Drug and Alcohol Specialist Unit), IAHS Staff (Methadone Program,
Multicultural Health, GP Drug and Alcohol and MH Partnership Project Officers),
Senior Lecturers at University of Wollongong, General Practitioners (IDGP and
SDGP), Consumer representatives, South Coast Medical Service Aboriginal

Corporation and other professionals (Psychiatric Medical Officer).

The committee convened quarterly and endorsed the following Terms of Reference:

1. To oversee and advise upon project development and implementation relative to
members areas of knowledge and expertise.

2. To advocate for the needs and interests of GPs in relation to dual diagnosis
assessment and treatment

3. To advocate for the needs and interests of people who experience coexisting
mental and substance use disorders.

4. To advise on the appropriate provision and use of resources and services to
achieve the project outcome.

5. To promote community and service awareness of dual diagnosis and the dual

diagnosis project.
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Table 2

Membership of the Dual Diagnosis Project Reference Committee

NAME

POSITION

ORGANISATION

Daphne Anderson

Consumer Representative

Vicki Biro

Project Officer —

Illawarra Area Health Service

GP MH Partnership Project

Jacqui Brophy

Director

Association of Relatives and Friend’s of the

Mentally 11l (ARAFMI)

Katherine Brown

Medical Practitioner

Illawarra Area Health Service

Director of the Sexual Health
Service

Andrew Bruce

Rural Regional Coordinator

Transcultural Mental Health Centre

Noreen Byrne

Project Officer —

Illawarra Area Health Service

GP Drug and Alcohol Liaison

Project

Janette Curtis

Senior Lecturer

Department of Nursing
University of Wollongong

Eve Craddock

CEO

Shoalhaven Division of General Practice

Andrew Dalley

CEO

Illawarra Division of General Practice

Frank Deane

Director

Illawarra Institute for Mental Health
University of Wollongong

Franca Facci

Multicultural Health

Illawarra Area Health Service

Dominic Frawley

General Practitioner

Shoalhaven Division of General Practice

Jessica Grainger

Senior Lecturer

Department of Psychology
University of Wollongong

Dianne Knight

Director

Drug, Alcohol and HIV/AIDS Service
Illawarra Area Health Service

Gordon Lambert

Senior Research Fellow

Illawarra Institute for Mental Health

University of Wollongong

Alex Leach

Senior Medical Officer
Methadone Program

Drug, Alcohol and HIV/AIDS Service
Illawarra Area Health Service

Kellie Marshall

Project Coordinator — Dual
Diagnosis

Illawarra Division of General Practice

Steven Maron

Project Coordinator

Mental Health Integration Project

Illawarra Area Health Service

Brian O’Neill

Former Director

Drug, Alcohol and HIV/AIDS Service
Illawarra Area Health Service

Lyndal-Parker

General Practitioner

Shoalhaven Division of General Practice

Newlyn

Chair

Marilyn Raby

CNC, Acting Manager Drug
and Alcohol Specialist Unit

Drug, Alcohol and HIV/AIDS Service
Illawarra Area Health Service

Louisa Raft

Operations Manager

Illawarra Division of General Practice

Dr Robert Watson

General Practitioner

Illawarra Division of General Practice

Liesel Wett

Former Operations Manager

Illawarra Division of General Practice

Allan Wright

Support/ Counselling

South Coast Medical Service Aboriginal

Corporation

Robyn Young

Psychiatric Medical Officer

SMART Rehabilitation




4.4 Development of Project Strategies

4.4.1 Local State and National Stakeholder Consultation

The Project Coordinator engaged in extensive consultation with stakeholders at a
local, state and national level who have working knowledge of mental health and
substance abuse issues. In consultation, the Project Coordinator was able to firmly
cement partnerships with key organisations, obtain necessary resources for the project
and promote the development of education resource. Over the first 4-months the
Project Coordinator and Steering Committee Members successfully formalised
partnerships and aligned the project with similar initiatives occurring locally and

across the state.

4.4.2 Literature Review

The Project Coordinator conducted a literature search using Psyclit, Medline and
CINAHL databases. Key terms used in the database searches included; depression,
anxiety, substance use/abuse/dependence, mental disorders, general practitioners,
general practice, medical practitioners, referral, identification, management,
treatment, assessment, alcohol, dual diagnosis, dual disorders, comorbidity, education.

A review of the literature appears as Chapter One of this report.
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S Development of a Dual Diagnosis Education Resource

5.1 Collaboration

Results from the Needs and Environmental Analysis confirmed the project’s intention
to develop an interactive CD-ROM training resource was accurate. The result of this
analysis, a review of education literature and consultation with those expert in
psychological training revealed the need to include case examples delivered through
audio and visual media to further enhance GP learning. Investigation into the
development of such a resource indicated the original funding from the
Commonwealth for resource development ($26,000) was not sufficient. Robert
Williams of the Royal Flying Doctor Service and author of the “Psychological First
Aid Kit” required $120,000 in funds to develop their interactive information resource.
The University of Wollongong’s Digital Media Centre (DMC) informed the project
team that the inclusion of interaction with information, incorporation of video-based
case exemplification of skills and support tools would cost approximately $100,000.
The production and inclusion of video footage was estimated to cost an additional

$15,000.

The Dual Diagnosis Project Team formed partnerships with other key stakeholders
including the Transcultural Mental Health Centre (TMHC) and Illawarra Area Health
Service (IAHS). Specific areas of the IAHS involved included the Mental Health
Integration Project, the Mental Health Service and the Drug, Alcohol and HIV/AIDS
Service all of whom agreed to contribute financial, academic and advisory resources
towards the development of the resource. This collaboration provided other key
stakeholders with an opportunity to work closely with the Divisions of General
Practice, GPs and other local service providers. The services believed that financial
contribution was minor to the gains made in forging partnerships, sharing information,

promoting services and contributing to the content of the program.
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Table 3

Financial Contributions to the Dual Diagnosis Project

ORGANISATION CONTRIBUTION AMOUNT
Drug, Alcohol and HIV/AIDS Service
Hllawarra Area Health Service

| Mental Health Service
Illawarra Area Health Service

| Mental Health Integration Project $40,000 -
Illawarra Area Health Service

Transcultural Mental Health Centre $10,000

Total = $66,000 |

The additional funds enabled the project to contract the University of Wollongong’s
Digital Media Centre (DMC) to design a multimedia resource and to work with the
project coordinator and curriculum developers to produce a training resource for
general medical practitioners covering issues and skills associated with the
identification, assessment and management of people with comorbid depression

and/or anxiety with a substance use disorder (dual diagnosis).

5.2 Curriculum Development
Project Management and Reference Committee members were invited to contribute to

the development and review of six education modules; identification, assessment,
motivational interviewing, referral, case coordination and physical health needs.
Fifteen members nominated interest in developing curriculum, however the number
diminished to eleven as a result of retirement and employment transfer (Table 4). Six
professionals including management committee members, GPs and mental health

professionals were involved in the review process. (Table 5).

40



Table 4

Participants Involved in Curriculum Development

|[NAME ___ _POSITION | ORGANISATION |
Digital Media Centre &
Lecturer University of Wollongong
Vicki Biro Project Officer Illawarra Area Health Service
GP Mental Health Partnership
Katherine Brown | Medical Practitioner Illawarra Area Health Service
Director of the Sexual Health
Service
Transcultural Mental Health Centre
I ——

Noreen Byrne Project Officer Illawarra Area Health Service
GP Drug & Alcohol Liaison Project

Janette Curtis Senior Lecturer Department of Nursing

University of Wollongong

Frank Deane Director Illawarra Institute for Mental Health
University of Wollongong
Jessica Grainger Senior Lecturer Department of Psycholog

University of Wollongong

Gordon Lambert Senior Research Fellow Illawarra Institute for Mental Health
University of Wollongong

Kellie Marshall Project Coordinator Illawarra Division of General Practice
| Robert Watson General Practitioner Illawarra Division of General Practice

Table 5

Participants Involved in the Curriculum Review Process

| NAME POSITION " ORGANISATION
| Eve Craddock CEO Shoalhaven Division of General Practice
| Andrew Dalle CEO [llawarra Division of General Practice

Frank Deane Director Illawarra Institute for Mental Health
.~ | University of Wollongong

Dr Dominic General Practitioner Shoalhaven Division of General Practice
Frawle

Dr L ndal-Pai ker  General Practitioner Shoalhaven Division of General Practice
Newl n Chair

Robyn Young Psychiatric Medical Officer SMART Rehabilitation

Two curriculum development working parties were formed, one developed
curriculum for the identification, assessment, motivational interviewing and physical
health modules and the second developed curriculum for the referral and case

coordination modules. During this phase the detailed scripts for the cases were
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developed (see section 5.3 below). The working parties met regularly over a five

month period commencing in June of 2002. In October 2002 the Project Coordinator

spent additional time further developing curriculum and in November of 2002

disseminated five education storyboards for review. Amendments were made and

storyboards for five education modules were handed to the DMC team on the 23"

December 2002: The storyboards detailed the following modules:

1. Identification - The Identification module addresses the skills that help GPs to
recognise the presence of a dual disorder in patients who present with physical
complaints. The identification process serves as a trigger for the more detailed
assessment process.

2. Assessment - The Assessment module explores and clarifies the assortment of
clinical features of the patient’s presentation. The information helps a GP
determine a diagnosis that will guide treatment. Some brief questionnaires and
checklists are included in the module to help facilitate the assessment process.

3. Motivational Interviewing - It is often the case that patients with mental health,
substance use and even physical conditions will be ambivalent about change. The
Motivational Interviewing module introduces GPs to the skills required to help
identify how ready a patient is to make a change and how to motivate those who
are reluctant to change.

4. Referral - The Referral module introduces GPs to effective referral practices that
may help overcome barriers in accessing and communicating with other service
providers.

5. Case Coordination - The Case Coordination module provides GPs with
information that assists in deciding whether they should refer the patient, manage
some or all of their conditions or adopt a shared care approach. This module also

provides GPs with additional resources to help facilitate coordinated care.

On the 13™ of Feb 2003 the Digital Media Centre (DMC) returned edited curriculum
and resources for inclusion in the package and these were signed off for inclusion in
the multimedia resource on the 20" February deadline. Knowledge questions, opening
narration and links between cases and module content were provided after this time.
The development of curriculum and review process took longer than anticipated

resulting in a two-month delay in the delivery of content to the DMC. To compensate
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for this delay the implementation of the package, planned for early March 2003, was
pushed back to May of 2003.

In total $21,000 was allocated to the development and review process. This included
$3000 per module and $3000 for review.. Members of each of the working parties
determined the allocation of $3000 among members. It was stipulated that the
allocation of money amongst group members should be determined by the amount of
time contributed and content produced. The Dual Diagnosis Steering Committee’s
role was to arbitrate any disagreement over funding allocation. Fifty percent of the
funds was given to the working parties up front with the final fifty percent distributed

at the completion of the development phase.

5.3 Case Development

The project team agreed the production of filmed case vignettes depicting a GP and
patient consultation would help bring to life skills described in the training modules
(e.g., counselling). In addition, a metacognitive analysis of the underlying issues and
concepts presented in the case vignettes would be depicted through an audio
discussion group of GPs. The curriculum development teams worked together to
script the dual diagnosis case vignettes and GP discussion group. It was important in
these groups to determine an appropriate mix of age, gender, ethnicity, occupation,
dual diagnosis conditions and initial presentations to the GP. Management Committee
Members decided four cases would be sufficient to demonstrate skills and concepts

presented in the resource.

The scripting of four case vignettes and an accompanying GP discussion group was a
lengthy process and took several drafts before being presented to a GP reference
group in the Shoalhaven for feedback on their appropriateness to General Practice.
The group believed the case vignettes reflected those patients they see in their General
Practice who have a dual diagnosis. Suggestions on the language and terminology
used were provided to further enhance the cases before their submission to a script
writer in preparation for filming. Prior to filming, the cases were rehearsed in front of

Management and Reference Committee members.

43



Dr Grainger was contracted to produce the filmed case vignettes and provide the
edited video on tape to the Digital Media Centre, in preparation for digital recapture
and insertion into the multimedia package. The cost of video production was $9300,
with filming of cases occurring over a weekend in October 2003 taking approximately
20 hours to complete. The length of the cases, last minute changes to the scripts and
small amount of time given to actors to learn their lines meant the filming process was
a rushed event and at times disjointed. The film producer spent three weeks editing

film before submitting it to the DMC on the 30" October 2002.

5.4 Resource Development

The University of Wollongong’s Digital Media Centre was contracted to design the
dual diagnosis multimedia package, to work in conjunction with content developers
and to author into the media design, module content, filmed cases and other identified

resources for which the IDGP had received copyright clearances (Figure 1).

Cases Resources
Modules .\ cr ot
Multimedia Package Content writing Case.w_"tmg Identlflc_atlon
. Scripting Copyright
. Storyooarding Filming clearances
Design: Editing g :
interface, navigation, Ediling Formatting
structure, functionality | Inclusion i,]-. package |
A ¥V X
Prototype af Cross-links
Final package d Proof-reading and final edits
Functionality testing
4
Evaluation
b
Content revision and graphics changes
v
Proof-reading and final edits
A4
Programming amendments
A4
Functionality testing
A4
Gold master
Figure 1: Multimedia Development Process undertaken by the

Digital Media Centre University of Wollongong
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5.4.1 Interface

The DMC provided design specifications in addition to interface design/ graphics of
the resource for the Project Management Committee to approve. The screen was to be
professional and include a range of people including GPs, patients and other service
providers in addition to graphics that were significant to General Practice. Several
interfaces (opening screen) were designed to match the range of suggestions offered
by GPs, Steering and Reference Committee Members. The process proved one of the
most difficult to coordinate with considerable variation in preferences and ideas as to
how dual diagnosis should be represented in relation to general practice. Agreement
on the interface, content screens and design graphics occurred on the 19" of March

2003 (Figure 2).

Diagnosis

Iﬁental illness and substance abuse

Help | Notes |

Figure 2: Opening Interface

5.4.2 Operation: Tools and Navigation

5.4.2.1 Navigation

Navigation options were developed by the DMC with an aim of enabling learners to
move freely through the resource. Specifications for Navigation of the CD ROM
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included:

Returning to main menu

Access side menu of topics within a module

Buttons to step forward and backward through topics

Pop-up windows for additional text, graphics and audio/video

Access to resource documents and Web sites

5.4.2.2 Tools

In addition the team at the DMC designed tools to enable GPs to effectively use the

resource. These included:

Help tool whereby GPs could access information on how to use the resource
Search tool that allows GPs to conduct a search by identifying words in the main
content section.

Bookmark and annotation tool that allows GPs to store bookmarks as
placeholders so they can easily return to particular items. These bookmarks can
be annotated and saved in a file for next time.

A note taking tool into which information can be copied and pasted for the

package, or typed in directly.

5.4.2.3 Buttons & icons

The following icons and explanatory text were designed to help users link to the cases

and other documents:

Click on the text icon to read further information on a particular topic. The
text will appear in a pop-up box that you can move around the screen. Click

the x icon in the top right corner to close the window.

Click on the pdf icon to view a file in Adobe Acrobat format. You can

print these files from within Acrobat.

Click on the Word icon to open a Microsoft Word document. You can
print these files from Word. You can also save the files to your hard drive so

that you can edit them.

Click on the video icon to play a video clip from the cases. Click the x

icon in the top right corner to close the window.
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Click on the audio icon to play a video clip from the cases. Click the x

icon in the top right corner to close the window.

Click on the Web icon to access a page on the Web. Note that you must be

connected to the Internet for the link to function.
-

Add Bookmark || The Add Bookmark button appears at the top right of

each screen. Clicking on this button will add a bookmark placeholder to the

corresponding screen in your Bookmark tool.

5.4.3 Modules

Working in collaboration with curriculum developers the DMC team authored module
curriculum into the software design, included artwork, cross linked content with cases
and programmed in pre and post knowledge questionnaires. The final stage of the

design process involved content review, final editing and functionality testing

5.4.4 Case Examples

The DMC, having received the edited filmed case vignette, was then responsible for
all further production work required to develop the files for the CD-ROM resource.
Further editing and refinement were required of the DMC in addition to combining
video, audio and text support. Additional editing by the DMC was in excess of what
had been expected upon delivery and took longer than anticipated to complete. The
DMC had expected the video filming and post-production including editing would
have been more professional and expressed disappointment with the quality of cases

provided on digital video.

The following problems were identified by the DMC designers and an independent
expert reviewer visiting the University of Wollongong, Bjorn Skaar from the

University of Oslo.

Problems with the way the video was filmed were identified as:

¢ Disjointed sequences that crossed 180 degree axis;

e Discontinuities in angle shots;

e Lack of wide shots with all three General Practitioners talking;
e Poor quality close ups;
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Some scene not filmed;

Poor lighting and set arrangement;

Camera wobbles;

Poor framing resulting in faces being cut off in some scenes;

Actors looking at camera or off set and frequent obvious reading of lines;
Actors stumbling over lines; and

Insufficient footage of patients.

Problems with the way the video was edited were identified as:

Multiple takes included in edited versions;

Not all fade ins and outs were included;

Some large variations in sound level between cuts;
Low sound level overall; and

Problems with the sound quality on later tapes.

The following strategies were implemented by the DMC to overcome problems in this

version of the package:

Significant re-editing by DMC where possible, including changes in vision and
audio as limited by footage provided/;
Use of audio with still images instead of full video; and

Use of text boxes in place of some video scenes.

After performing additional work, the DMC team was then responsible for authoring

case into a software package and creating the cross links to information in the

modules.

5.4.5 Resource Design

The package was designed for GPs to be a guided self-paced training opportunity. The

resource compiled by the production team outlined in Table 6 provides GPs with:

e Information on five modules at a basic level with links to more detailed
information in the form of text boxes, files templates and web links

¢ Video cases to demonstrate the skills being described
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e Navigation aids to help learners move through the package

e Tools to allow learners to use the keyboard to find specific information
Table 6
Dual Diagnosis CD ROM Resource Production Team

| Production Type Name/Organisation
PIO ect Management Sue Bennett, University of Wollongong

Lori Lockyer, University of Wollongong
| Kellie Marshall, Illawarra Division of General Practice
Instructional Desi

Pr ogramming David Skoumbourdis, University of Wollongong

| Sue Bennett, University of Wollongong

Lori Lock er, University of Wollongong
| Karl Mutimer, University of Wollongong
Karl Mutimer, University of Wollongong

Louise Manner, Sproutmedia

| Production Assistant Claire Krnavek, University of Wollongong

Wayne Cotton, University of Wollongong

5.5 Resource Delivery

The extended time required for content development, additional video editing work
and difficulties in ensuring full functionality with the broad range of Windows
operating systems installed in practices resulted in adjustments to the project timeline
with the phase being completed later than anticipated. The shortened remaining time
frame meant the Project Management Team was not able to review the beta package
in its entirety before dissemination to GPs in the workshops. Thus, evaluation data
provided by the GPs and the Project Management Team was implemented

concurrently rather than sequentially in the final version.

5.5.1 Gold Version

The Project Coordinator in addition to members of the DMC, Project Management
and Content developers reviewed the package to recommend changes required before
its dissemination to the Commonwealth. With limited funding provided to develop the
resource, only a small proportion of the budget could be allocated to changes at this

stage of the project, with the majority of funding having been committed to the design
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and development phases. This meant that only limited changes could be made, and to
manage this process the suggested changes were prioritised according to their

importance to the accuracy and functionality of the resource.

5.5.2 CPD Point Allocation

The Royal Australian College of General Practice (RACGP) QA&CPD Program has
accredited the interactive Dual Diagnosis CD ROM as a 2 point per hour activity.
They have allocated 3 points per module and 2 points for the Case Study enabling
GPs to access a total of 17 CPD (formally CME) points for using the resource. All
that is required is the completion the multiple choice questions that appear at the
beginning and end of five modules within the Dual Diagnosis resource. To obtain
points GPs are required to follow the instructions for each test where questions require
answering. The results will be saved in a text file on your hard drive (c:) in a folder
called Dual Diagnosis, clicking on this will take user to the file called DDQuiz.log.

This is a plain text file which can be opened and printed from any Word processor.

One of the following options can be chosen to claim points:
= E-mail the file DDQuiz.log as an attachment to Kellie Marshall at The

Illawarra Division of General Practice - kmarshall @idgp.org.au.

= Save the document DDQuiz.log on a floppy disk and post the disk to
The Illawarra Division of General Practice, PO Box 1198, South Coast
Mail Centre NSW 2521.

=  Print the document DDQuiz.log and post your results to Kellie
Marshall at The Illawarra Division of General Practice, PO Box 1198,
South Coast Mail Centre NSW 2521.
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6 Methodology

6.1 Needs Analysis

6.1.1 Participants:

A total of 177 subjects participated in the Needs and Environmental Analysis. The
participants consisted of 148 General Practitioners who responded to the Annual
Survey and 15 GPs involved in Focus Groups. In addition, 8 Practice staff were
involved in focus groups and 6 consumers were interviewed by the Project

Coordinator.

6.1.2 Procedure:

A detailed report of the Needs and Environmental Analysis outlining the procedure
and measures used was submitted to the Commonwealth Department of Health and

Ageing with Progress Report 3. The report is available on line at www.idgp.org.au.

6.2 Clinical Audit

6.2.1 Participants

Five GPs participated in the clinical audit activity and together they provided data on
508 different patients.

6.2.2 Measures

A Clinical Audit was designed to measure the behaviour of GPs prior to and on
completion of implementing the dual diagnosis training package (see Appendix B).
The tool was designed to measure GPs’ behaviour in the identification, management
and referral of patients with single and comorbid mental disorders.. an example item
was, “Did you use a screening question to determine the presence of” to which GP
participants were required to indicate a Yes or No response for (a) Depression, (b)

Anxiety and (c) Substance use (See Appendix).

6.2.3 Procedure

A promotional flyer was faxed to practices in the Illawarra (n=105) and Shoalhaven

(n=36) offering GPs a free clinical audit aimed to help them review the identification
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and management of patients with mental health and substance abuse problems.

Clinical audits are tools allowing GPs to compare their practice with an accepted

standard and to develop ways to modify their practice where necessary (Clearihan et

al., 2001). Twelve GPs agreed to participate but only five GPs completed the pre

intervention clinical audit. As part of the audit participants were required to audit 100

consecutive patients aged 18 yrs and over. This involved answering questions

immediately after the consultation related to the patient’s history and GP behaviour

during the consultation. The steps included:

1. Practice staff to give all patients aged 18yrs and over attending the practice an
information sheet and consent form (see attachment)

2. Patients were to keep the information sheet but return the consent form back to the
Practice Staff before the consultation.

3. Practice Staff placed the consent form in the patient’s file.

4. If the patient agreed to participate the practice staff would also place an audit form
in the patient’s file for the GP to complete at the end of the consultation.

5. At the end of the consultation the GP completed the audit form, there being one
audit form per patient

6. When the GP had completed the audit forms they were returned to the Project

Coordinator for collation and CPD point allocation.

6.3 Implementation

6.3.1 Introduction

The Project Steering Committee wanted to test three strategies for resource

dissemination and modes of engagement of GPs practising in the Illawarra (urban)

and Shoalhaven (rural) regions. These included:

¢ GP only Dual Diagnosis Training Workshops

¢ Teams of Three Training Workshops bringing together GPs, Mental Health and
Drug and Alcohol Service Staff.

¢ CD-ROM only delivered to GPs as a Stand Alone Product.

The aim of the workshops was to provide an introduction and to generate interest in

the CD ROM Dual Diagnosis Training resource, in addition to providing participants

52



with training in various aspects of care for patients with a dual diagnosis.
Implementing the resource as a stand alone product would enable comparison to
resource utilisation when delivered without prior introduction. Testing three modes
enabled the project to compare and determine the most effective mode for delivery

engagement.

6.3.2 Participants

Seven workshops convened with a total of 127 participants, 79 were GPs with9 GPs
attending training on two occasions. Three participants were GP registrars. Other
participants included two medical students, 28 Illawarra Drug and Alcohol Service

Staff and 18 Illawarra Mental Health Service Staff.

6.3.3 Measures

6.3.3.1 Pre and Post Training Measures

6.3.3.1.1 Pre Test Questionnaire

A 35-item pre-test questionnaire was completed by participants to prior to the using
the Dual Diagnosis Training Resource and prior to the commencement of Dual
Diagnosis Education workshops (See Appendix C). Items for self-efficacy, valence,
motivation to learn and motivation to transfer were taken from the Training Attitudes
Inventory developed by Noe and Wilk, (1993) to measure employees’ (non-medical)
participation in development activities. The number of items was decreased to reduce
time and demands of completion on GPs. Item selection was based upon their
descriptive relevance for GPs and the training context. In addition there were internal
reliability data and results from factor analysis to provide a more empirical approach
to item selection (Noe, personal communication 09/11/02)

Items included measures of:

a. Self efficacy
Five items assessing self-efficacy were included. Items 11 to 13 were
adapted from the Training Attitudes Inventory (Noe & Wilk,1993) to
measure self-efficacy specific to training. A further two items (21 &

22) were designed to measure self-efficacy specific to treating patients
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C.

d.

with a dual diagnosis. Example item: "I can generally do the work
necessary to accomplish my goals in training courses or seminars”.
All items were rated on a 5-point Likert scale ranging from strongly
disagree (1) to strongly agree (5). Item 22 was removed from the
analysis to improve reliability of the final scale. The final 4-item scale

had a Cronbach alpha coefficient of .74.

Valence

Four items adapted from the Training Attitudes Inventory (Noe &
Wilk, 1993) that measures valence were included in the pre-test
questionnaire (Items 7 to 10). These items measure individual beliefs
regarding the desirability of outcomes. They included three items that
assessed personal benefits (e.g., “Participating in training programs
will help my professional development”), and one item measured job-
related benefits (“Participating in training programs will help me stay
up-to-date on new processes or procedures related to my job”). All
items were ratedon a 5-point Likert scale ranging from strongly
disagree (1) to strongly agree (5). One of the 4 items was removed
(item 9) to improve internal reliability (Cronbach alpha) which was .92

for the final 3-item scale.

Motivation to Learn

Six of eight items from the Training Attitudes Inventory (Noe & Wilk,
1993) measuring respondents’ motivation to learn were included in the
pre-test questionnaire (Items 1 to 6). Example item: “I am willing to
invest effort to improve skills and competencies just for the sake of
learning”. Five of the six items were retained and the Cronbach alpha

was .82.

Motivation to Transfer
Seven items from the Training Attitudes Inventory (Noe & Wilk, 1993)
measuring motivation to transfer were included in the pre-test

questionnaire (Items 14-20). Example item: “Before I attend training
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programs I usually consider how I will use the content of the
program”. Items 17 and 19 were excluded from the scale to improve
reliability and a Cronbach alpha of .73 was obtained for the remaining

5 items.

e. Attitudes
One attitudinal item was designed to measure participants’ attitude
towards the treatment of patients with mental health and or substance
use disorders. The question “I feel I can make a difference to patients
with mental health and or substance use disorder” is measured on a 5
point Likert scale ranging from strongly disagree (1) to strongly agree

).

f.  Division Wide Survey
Also included in the pre test questionnaire were the 12 items from the
Division wide survey measured at Time 1 (T1, 2001) and Time 2 (T2,
2002). These were included to compare the group of training GPs to

the baseline GPs who practice in the Illawarra and Shoalhaven regions.

6.3.3.2 Post Workshop Questionnaire

A 14-item questionnaire was designed to measure participants’ confidence, intentions
and beliefs administered after participating in the dual diagnosis training workshop
(see Appendix D). Example item: “I intend to use the CD to learn more about dual
diagnosis”. Responses were measured on a 5-point Likert scale ranging from strongly
disagree (1) to strongly agree (5). Two items from the knowledge questions were also
included in the questionnaire in order to satisfy the learning objectives outlined for
Continuing Professional Development (CPD) points. The questions included were
dependent upon the topics covered by the presenter. Five items were combined to
assess intentions to use the CD and training in practice (alpha =.87) and 3 items
assessed GPs confidence in identifying counselling and managing these patients

beliefs (alpha =.73).
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6.3.4 Procedure

6.3.4.1 General Practitioner Dual Diagnosis Training Workshops

The GP training workshops provided participants with education and training on
various topics outlined in the CD ROM Dual Diagnosis Training resource. Three
education workshops provided training on the identification and referral of patients
with a dual diagnosis while two workshops focused on training in the area of
Motivational Interviewing. The two GP training workshop topics were facilitated by
two different professionals. Presentations centred on the presentation and group
discussion of the case vignettes and content found inside the CD ROM Dual
Diagnosis Training Resource. A representative from the Drug and Alcohol Service
attended the workshops to provide support to GPs and to answer any questions GPs
may have about referral to the service. The Project Coordinator in addition to two
members of the Digital Media Centre, University of Wollongong were present to
observe participants’ interaction in the workshop program and determine the
effectiveness of case materials in developing general practitioners’ understanding of
coexisting mental health and substance use disorders. All workshops were accredited
as 2 point per hour activities by the Royal Australian College of General Practice and
convened on weekday evenings with dinner provided at 6.30pm ready for a 7.00pm-

9.00pm workshop.

6.3.4.1.1 GP Dual Diagnosis Training - Identification and Referral

A total of three workshops, two in the Illawarra and one in Shoalhaven, convened to
focus on training in the areas of identification and referral of patients with a dual
diagnosis. The workshops were facilitated by Mark Coleman, Clinical Nurse
Consultant with Illawarra Mental Health Service. The programs for the workshops

followed a similar process and were two hours in length (Table 7).
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Table7:

Program for GP Training Workshops on Identification and Referral of patients

with a Dual Diagnosis

Program - GP Training in dual diagnosis
IDENTIFICATION AND REFERRAL

6:30-7:00pm

- Dinner. Meet & Greet

7:00 -7:10

- Welcome

Introductions, dissemination and
collection of consent forms and pre
workshop questionnaire

Kellie Marshall
Project Coordinator-Dual
Diagnosis

7:10 -7:20

- A PowerPoint presentation on the topic
of dual diagnosis

Mark Coleman

7:20 -8:00

Video Case presentations from CD Dual
Diagnosis Training Resource

Small group discussion

- Large group discussion

The case presentations and discussion
focused on the identification and assessment
of patients with a dual diagnosis. Questions
about the effectiveness of the patient-GP
interaction guided the small discussion
groups.

Mark Coleman

8:00 -8:50

- Video Case Presentation

- PowerPoint presentation on Good
Referral Practice

Small group discussion

- Large group discussion

The cases presented and discussions that
followed focused on the referral of patients
with a dual diagnosis.

Mark Coleman

8:45 -8:55

- Resource Demonstration

Sue Bennett
Digital Media Centre
University of Wollongong

8:55-9:00

- Summary & Evaluation
- Resource Distribution

Kellie Marshall

9.00pm

- Close

6.3.4.1.1.1 Workshop 1

Participants

- Identification and Referral

Five General Practitioners and two Drug and Alcohol Service Staff attended the dual

diagnosis training evening

Procedure

On the 29" of April 2003 the first GP Dual Diagnosis Training Workshop was held

and focused on GPs practicing in the Northern Sector of the Illawarra, which runs

from Fairy Meadow to Helensburgh. In order to access the 92 GPs classified as part of
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the region we were able to utilise one of their regular training evenings to focus on the
topic of dual diagnosis. These events are held bimonthly and on average attract nine

GPs.

A promotional flyer was faxed from the Illawarra Division of General Practice
(IDGP) to 48 Northern Sector Practices three weeks prior to the event and again the
week before. A total of eight GP acceptances were received with additional phone
calls made to Northern Sector practices to increase numbers. A reminder phone call
on the morning of the 29" was also made to GPs who agreed to attend with one
apology received. Five GPs and two Drug and Alcohol Service Staff attended the two
hour dual diagnosis training evening outlined above. Participants did not receive a
copy of the resource at the evening’s conclusion as further testing of the product was

still in progress. CDs were disseminated to these participants in mid May 2003.

Data Collection
Three GPs completed the pre workshop questionnaire and five GPs completed the

post workshop questionnaire.

6.3.4.1.1.2 Workshop 4 — Identification and Referral

Participants
Nine General Practitioners, two Medical Students and seven Illawarra Drug and

Alcohol Service Staff were in attendance.

Procedure

Seventeen GPs from four practices in the Southern region of the Shoalhaven,
(Milton/Ulladulla through the Bawley Point) were sent a promotional flyer inviting
them the attend a Dual Diagnosis Training Workshop to be held at Millard Cottage,
Ulladulla on the 8™ May 2003. In addition, management personnel of the Illawarra
Drug and Alcohol Service had arranged seven of their staff to attend the two hour
training workshop. A reminder call was made to eleven GPs and seven Drug and
Alcohol Service staff who had agreed to attend with an apology received from one
GP. To improve participant involvement in the workshops slight changes were made

to the case presentation as a result of feedback and observations made at the first
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workshop. All participants received a copy of the CD Dual Diagnosis Training

Resource at the night’s conclusion.

Data Collection
Seventeen pre workshop questionnaires (GPs=8) and fifteen (GPs=9) post workshop

questionnaires were collected on the night.

6.3.4.1.1.3 Workshop 6 — Identification and Referral

Participants
Thirteen GPs and the Director of the Illawarra Drug and Alcohol Service participated

in the training evening

Procedure

On the 20™ May 2003 a GP Dual Diagnosis Training Workshop convened for GPs
who resided in the Southern Sector (n=49) of the Illawarra which extends from Lake
South to Gerroa and includes Albion Park and Oakflats. As with the first workshop,
we were able to utilise one of their regular CPD education events to focus on the

topic of dual diagnosis. These monthly meetings typically attract 10 to 15 GPs.

A promotional flyer was faxed from the IDGP to 26 Southern Sector Practices from
which 49 GPs practice, three weeks prior to the event and again the week before. A
total of thirteen GPs agreed to participate. The program ran as outlined above
however, requests by participants to be guided through the CD resulted in the evening
running for an additional quarter of an hour to highlight the resources contained in
the Dual Diagnosis Training Package. All participants received a copy of the CD

ROM Training Resource at the night’s conclusion.
Data Collection

Eleven GPs completed the pre workshop questionnaire and ten GPs completed the

post workshop questionnaire.
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6.3.4.1.2 GP Dual Diagnosis Training - Motivational Interviewing

Two workshops, one in the Shoalhaven region and the other in the Illawarra were
organised to provide GPs with training in the area of motivational interviewing as it
relates to patients with mental health and/or substance use disorders. GPs in previous
research have highlighted poor patient motivation as a barrier to caring for their
mental health and/or substance abuse conditions (Marshall, Deane & Dalley, 2002).
These two workshops which aimed to address this barrier to care, were facilitated by
an expert in the are of Dual Diagnosis, Dr David Kavanagh, Associate Professor of
Clinical Psychology in Psychiatry and Psychology at the University of Queensland.
The program for the evening again focused on case presentation and small group

discussion to enhance GP learning on motivating patients ambivalent about change.

Table 8:

Program for the Motivational Interviewing Training Workshops

Program — GP Training in dual diagnosis

MOTIVATIONAL INTERVIEWING

6:30-7:00pm - Dinner. Meet & Greet
7:00 -7:10 - Welcome Kellie Marshall
- Introductions, dissemination and Project Coordinator-Dual
collection of consent forms and pre Diagnosis
workshop questionnaire
7:10 -7:20 - PowerPoint presentation on the topic of | Dr David Kavanagh

dual diagnosis

- Presentation on Motivational
Interviewing

7:20 -8:45 - Video Case presentation from the CD Dr David Kavanagh
Dual Diagnosis Training resource
outlining effective and ineffective
motivational interviewing skills

- Large group discussion

- Role play to demonstrate skills of
motivational interviewing

8:45 -8:55 - Resource Demonstration Sue Bennett

Digital Media Centre

University of Wollongong

8:55-9:00 - Summary & Evaluation Kellie Marshall
- Resource Distribution
9.00pm - Close
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6.3.4.1.2.1 Workshop 2 - Motivational Interviewing

Participants
Fifteen GPs and the Director of the Shoalhaven Drug and Alcohol Service

participated in the training workshop.

Procedure

The first of the Motivational Interviewing training workshops targeted GPs from the
Shoalhaven region and convened on the 6™ of May 2003. GPs from the Shoalhaven
region were informed about the workshop through articles distributed in the
Shoalhaven GP News in addition to being sent an invitation flyer four weeks prior.
One week before the workshop a fax stream was sent to the 32 practices in the
northern region of the Shoalhaven to promote the workshop. A total of 21 GPs agreed
to attend the workshop and all received a reminder phone call on the morning of the
workshop to confirm their attendance. Apologies were received from two GPs on the

evening of the workshop.

All participants received a copy of the Dual Diagnosis CD ROM training resource but
another was reissued between the 19" and 26" May 2003 due to a fault found in the

original version.

Data Collection
Fifteen pre-workshop questionnaires and 14 post-workshop questionnaires were

completed by participating GPs.

6.3.4.1.2.2 Workshop 3 - Motivational Interviewing

Participants
Twenty-one GPs and one Illawarra Drug and Alcohol Service Manager attended the

workshop

Procedure
The second Motivational Interviewing workshop convened on the 7™ of May 2003 in

the University of Wollongong Function Rooms and targeted GPs from the Illawarra
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region. GPs were informed of this workshop through articles disseminated in the
IDGP GPs News in addition to being sent an invitation flyer approximately five
weeks prior to the workshop. A flyer was faxed to all practices with a fax machine in
the Illawarra (n=105) two weeks prior to the workshop to generate greater interest. A
total of 31 GPs agreed to attend the workshop and all received a confirmation of
attendance letter followed by a reminder phone call on the morning of the workshop.
The interactive format varied slightly from the first Motivational Interviewing
workshop in the number and types of cases presented. All participants received a copy
of the Dual Diagnosis CD training resource. However, participants were reissued
another between the 15™ and 26™ May 2003 due to a fault found in the original

version.

Data Collection
Eighteen pre-workshop questionnaires and 20 post-workshop questionnaires were

completed by participating GPs.

6.3.4.1.3 Teams of Three Dual Diagnosis Training Workshops

The Teams of Three training workshop varied from the previous workshops in its
engagement of an array of service providers in dual diagnosis education and training.
The aim of this workshop was to bring together seven GPs, seven Mental Health
Service Staff and seven Drug and Alcohol Service Staff to review the resource and to
work in partnership to address questions related to the dual diagnosis case vignettes.
The education evening was dominated by case presentation and small and large group
discussions and was unique in providing an opportunity to GPs to liaise with allied
service providers. The two workshops were facilitated by Dr Katherine Brown, Sexual
Health Physician and Director of [llawarra Sexual Health Service. The same program

was followed on both occasions.

62



Table 9:
Program for the Dual Diagnosis Teams of Three Training Workshops

Program — GP Training in dual diagnosis

TEAMS OF THREE

6:30 -7:00pm - Dinner + Meet & Greet
7:00-7:10 - Welcome Kellie Marshall
- Introductions and dissemination and Project Coordinator-Dual

collection of consent forms and pre Diagnosis
workshop questionnaire

7:10-7:20 - A presentation on the topic of dua Dr Katherine Brown
diagnosis

7:20-8:00 - Case presentation Dr Katherine Brown

- Three Small Discussion Groups (service
provider specific)

- Large Group Discussion

8:00-8:50 - Case Presentation Dr Katherine Brown

-  Teamsof Three

- Largegroup discussion

- Teamsof 3 - case conferencing

- Large Group Discussion

8:45-8:55 - Resource Demonstration Lori Lockyer

Digital Media Centre

University of Wollongong

8:55-9:00 - Summary & Evaluation Kellie Marshall
- Resource Distribution
9.00pm - Close

6.3.4.1.3.1 Workshop 5 — Teams of Three Illawarra

Participants
In attendance were ten GPs, six of whom had attended a previous Dual Diagnosis
Training workshop, nine Illawarra Mental Health Service Staff and six [llawarra Drug

and Alcohol Service Staff.

Procedure

Twelve GPs with a known interest in mental health were initially sent a letter inviting
them to attend the Teams of Three training workshop six weeks before it was due to
convene at the Illawarra Division of General Practice on the 15™ May 2003.. An
additional 14 GPs were invited two weeks later after having received no feedback
from the original twelve invited. No interest from the 26 invitees was received and as
a result an invitation flyer promoting the workshop was faxed to 92 Illawarra

Practices two weeks prior to the workshop. Fifteen GPs expressed an interest in
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attending.

The Director of the Drug and Alcohol Service instructed management to coordinate
the attendance of seven Drug and Alcohol workers to the workshop. Visits to the
Northern Community Mental Health Team and phone consultation with management
at the Southern Community Mental Health Team by the Project Coordinator resulted
in nine [llawarra Mental Health Service Staff indicating their intentions to attend the
workshop. Although the target was seven from each service, additional participants
were not deterred from attending. A reminder call on the morning of the workshop
was made to all who had agreed to participate to confirm attendance and catering

numbers.

Data Collection

Seventeen pre workshop questionnaires (GPs=4) and sixteen (GPs=7) post workshop
questionnaires were collected. Six GPs had attended a previous Dual Diagnosis
Training workshop and were not required to resubmit another pre workshop

questionnaire.

6.3.4.1.3.2 Workshop 7 — Teams of Three Shoalhaven

Participants
Six GPs attended, two of whom had attended a previous Dual Diagnosis Training
workshop in the Shoalhaven. Nine Illawarra Mental Health Service Staff and nine

[llawarra Drug and Alcohol Service staff also attended.

Procedure

A promotional flyer was faxed to practices inviting them to attend the Teams of Three
workshop at Worrigee House on the 2oM May. Management from the Illawarra Drug
and Alcohol service organised seven staff members to attend the workshop. Phone
consultation by the Project Coordinator with management at the Nowra Mental Health
Team resulted in seven staff members agreeing to attend. A reminder call on the
morning of the workshop was made to all interested participants to confirm

attendance.

The mechanism for collating feedback in the large group discussion was altered
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slightly because of time constraints experienced in the previous Teams of Three
workshop. In addition changes to the introduction of Case Conferencing was made to

better outline the role each care provider should undertake during this activity.

Data Collection

Nineteen pre workshop questionnaires (GPs=4) and twenty one (GPs=6) post
workshop questionnaires were collected. Two GPs had attended a previous Dual
Diagnosis Training workshop and were not required to resubmit another pre workshop

questionnaire.

6.3.4.2 Stand Alone

6.3.4.2.1 Illawarra and Shoalhaven Region

Participants
Fifteen GPs received a copy of the Dual Diagnosis training resource to implement as a

Stand Alone training product.

Procedure: Practices in the [llawarra and Shoalhaven regions were faxed a flyer
seeking expressions of interest in receiving a free copy of the CD Dual Diagnosis
Training Resource. There were fifteen expressions of interest from the Illawarra and
none from the Shoalhaven. All interested GPs were sent a dual diagnosis pack
including a CD training resource, an instructional booklet, a pre intervention
questionnaire, consent form and an introductory letter outlining the directions for
accessing the 17 Continuing Professional Development (CPD) points allocated for
GPs who complete the training resource. Three points were allocated per module and

two for the case scenarios by the RACGP.

6.3.4.2.2 Central Coast

Participants: Forty-four GPs from the Central Coast region received a copy of the

Dual Diagnosis Training Resource.

Procedure: Fifty Dual Diagnosis training packs were sent to the Dual Diagnosis
Project Coordinator at the Central Coast Division of General Practice to disseminate
to local GPs involved in Dual Diagnosis activities. The Project Coordinator sent a
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personalised letter to 44 GPs who had signed up for Central Coast Dual Diagnosis
Project outlining the Dual Diagnosis resource. All 44 GPs received a dual diagnosis
pack that included a CD training resource, an instructional booklet, a pre intervention
questionnaire and consent form. GPs were requested to send back the pre
questionnaire and consent form to the Central Coast Project Coordinator. GPs were
then sent a follow-up questionnaire to determine uptake rate. The follow-up process is

still in progress and results of this will not be included in this report.
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7 Results

7.1 Introduction

The evaluation of the Dual Diagnosis project was divided up into a number of stages

including:

e A Needs and Environmental Analysis to determine a need for education and
training for GPs on the topic of dual diagnosis as well as practice readiness.

¢ Division wide surveys comparing GPs practice in caring for patient’s with a dual
diagnosis in 2001 and 2002.

¢ A Clinical Audit of 508 patient consultations by five GPs to assess identification
and management of patients with mental health and substance abuse disorders

e The implementation of Dual Diagnosis Education resource, examining pre-post
implementation factors that may mediate the use of the training resources. This
included a telephone follow-up to determine actual use of the CD-ROM and

perceptions of its appropriateness to general practice.

7.2 Needs and Environmental Analysis

7.2.1 Introduction

In order to develop an education resource an impact and environment analysis of GPs’
needs with respect to their treatment of patients with a dual diagnosis was conducted.
This was achieved through Division-wide surveys (n = 148), and focus groups with
GPs (n = 15) associated with the IDGP (urban Division) and the SDGP (rural
Division). In addition, the project investigated the impact of treating patients with
dual diagnosis on the general practice environment conducting focus groups with
practice management personnel (n = 8). Interviews with consumers (n = 6) revealed
both positive and negative management approaches in relation to care provision from
primary care providers such as GPs. The following is a summary of the needs analysis
and the reader is referred to the full report for a more comprehensive description

(Marshall, Deane & Dalley, 2002).

7.2.2 Results

The analysis supports previous findings that comorbid mental health and substance
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use disorders are highly prevalent in the community and in general practice (Hickie et
al., 2001; McCabe and Holmwood, 2002; NSW Health 2000). However, prevalence
rates varied across General Practice settings and may have been largely dependant
upon the GPs willingness to inquire about the conditions. Research indicates that at
least half of the patients with a mental illness are going unrecognised in general

practice (Hickie et al., 2001).

GP participants suggested a lack of time, remuneration, system issues and patient
factors as being the most prominent barriers to caring for this population. GPs
overwhelmingly reported difficulties in accessing and communicating with other
service providers as the greatest hindrance to care provision. Few GPs recognised
their own knowledge and skills as a barrier to care, which has been highlighted in
previous research as an impact upon the identification and management of dual

diagnosis patients (McCabe & Holmwood, 2002).

7.2.2.1 Recommendations for Training

¢ Time constraints indicate the need to include an overall plan for management
enabling the GPs to work systematically over time and within the structures of
general practice

e The majority of GPs did not use screening tools for a number of reasons, such as
time. This indicates that a priority area for GPs may be to ask verbal screening
questions first to screen out those who may not require further assessment. Eg. “If
you think you don’t have patients with dual diagnosis in your practice, try asking
these two screening questions”. However, given that some GPs’ view dual
diagnosis to be less prevalent in general practice than indicated by research it is
suggested a learning package may need to start with simple screening questions
for both mental illness and substance abuse. It is hoped this will encourage GPs to
simultaneously inquire about both conditions in time-limited consultations.

e The inclusion of simple standardised referral forms as well as guidelines for
referral practice and building working relationships are required to address the
difficulties GPs face in communicating with and accessing other service providers.
These referral forms should include a facility for feedback from the referral

resource (e.g. fax back with structured feedback).
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¢ Providing information on referral pathways for patients with a dual diagnosis may
also assist in facilitating access to specialist services and communication.

¢ The inclusion of Enhanced Primary Care (EPC) Items such as care plans and case
conferences specific to patients with a dual diagnosis would assist GPs to better
coordinate care with other service providers, improve patient outcomes and
provide as remuneration for time spent.

¢ Poor patient motivation was highlighted as a hindrance to care delivered to dual
diagnosis patients. As a result education and training in brief interventions such as
Motivational Interviewing may address this issue as well as potentially increasing
the rate of successful referrals and treatment engagement

¢ Improved information on treatment interventions for dual diagnosis patients is
needed (e.g., CBT, methadone maintenance and home detoxification)

¢ Information resources regarding mental health and/or substance use problems that

GPs could access and provide to patients are needed (e.g., pamphlets).

7.2.2.2 Mode of Education Delivery

Combining workshops with multimedia resources such as video and CD-ROMs in
interactive ways was considered the most effective way in which to deliver education
on dual diagnosis. The development of more paper resources and the use of video and

workshops alone were considered as undesirable by GPs.

7.2.2.3 Baselines and Targets for Education Delivery

The aim of the education package will be to bring about change in GP’s knowledge,
attitudes and skills as they relate to patients with a dual diagnosis. Ultimately the
education may lead to a change in GP’s behaviour to more appropriate and desirable
practices as well as demonstrating some improvement in patient outcomes. It is our
aim to ensure the education package leads to improvements in GPs’ identification and

management practices relating to patients with a dual diagnosis.

The survey of 148 GPs enabled the project to establish a baseline for setting change
targets following the implementation of the GP Dual Diagnosis education resource;
® 44% of GPs indicated they "regularly" or "almost always" treated patients with

dual diagnosis.

69



® 17% of GPs at least "regularly" used screening devices to assess DD.

o 429% of GPs at least "regularly” provided counselling to patients with DD.

® 36% of GPs indicated at least "moderate" use of a network of mental health and
D&A support professionals to assist them in working with patients who have DD.

® 26% of GPs at least "regularly” took on a coordinating role in treating DD.

¢ Only 5% of GPs used EPC items in their management of patients with DD.

The median correlation between confidence and frequency of actual practice over the
various aspects of care outlined above was r = .34, suggesting a moderate relationship

between confidence and practice.

Detailed report submitted to the Commonwealth Department of Health and

Ageing with Progress Report 3. Report available on line at www.idgp.org.au

Suggested Reference:
Marshall, K.L., Deane, F. P., & Dalley, A.H. (2002). GP education in dual diagnosis:
Needs and environmental analysis. (Report for Commonwealth Department of Health

and Aging) Wollongong, NSW: Illawarra Division of General Practice.

7.3 Comparing GP self-report practice from the 2001 and 2002 Annual
Division-wide Surveys

In addition to the survey submitted as part of the needs and environmental analysis, a
similar survey was also included in the Illawarra and Shoalhaven Divisions 2001 (n =
148) and 2002 (n = 114) annual surveys to compare baseline samples of GPs practice
in caring for patients with a dual diagnosis prior to intervention. Both surveys
assessed the degree GPs in the [llawarra and Shoalhaven regions were involved in the
identification, assessment, counselling, referral, case coordination and treatment of

physical health needs of patients with a dual diagnosis.

Comparisons were made between the 2001 and 2002 surveys. It was considered
important since the IDGP had been conducting a number of mental health initiatives

particularly associated with the Illawarra Mental Health Integration project (e.g., GP
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Psychiatric Liaison service, GP Clozapine Shared Care, GP telephone consultation
service). Although the initiatives did not provide a specific focus on anxiety,
depression and/or substance abuse, there was the possibility that they may have
heightened awareness of mental health difficulties in general practice. Thus, there was
a need to determine whether there were any changes occurring in attitudes, confidence

and practice related to the dual diagnosis co-occurring with these programs.

Table 10 provides the means, standard deviations and results of independent groups t-
tests for those responding to the 2001 and 2002 surveys. There were no significant
differences between the 2001 and 2002 groups in their inquiry about mental health
and substance abuse problems or in the extent that they reported undertaking a

coordination role in caring for patients with a dual diagnosis (ps > .05).

However, t-test results reveal those surveyed in 2001 were significantly more likely to
provide counselling for patients with a dual diagnosis (M = 3.34, SD = .97) than those
GPs surveyed in 2002 (M = 3.11, SD = .96), t(112) = -2.55, p < .05 (Table 10). GPs
sampled in the 2001 survey were also significantly more likely to use screening
devices (M = 2.49, SD.=1.05) than GPs responding to the 2002 survey (M = 2.30,
SD.=.98, t(108) = -2.00, p < .05 (Table 10). It is notable GPs from both surveys did
not use screening devices regularly to assess for mental health and substance abuse

problems.

In addition, GPs sampled in 2001 were significantly more likely to utilise a network
of mental health and drug and alcohol support professionals to assist in working with
dual diagnosis patients (M = 3.12, SD = 1.02) than those sampled in the 2002 annual
survey (M =2.63, SD = 1.05), t(104) = -4.84, p < .05. As indicated in Table 10 GPs
surveyed in 2001 were more likely to use EPC items to manage patients with a dual
diagnosis (M = 1.72, SD =.94), than those surveyed in 2002 (M = 1.54, SD =.09),
t(95) =-2.01, p <.05. However, uptake rate of EPC items for both groups was still
very low with 57% and 65% respectively endorsing "almost never" with regard to the

use of EPC items in the management of patients with a dual diagnosis.
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Table 10

Comparison of items from the 2001 and 2002 Illawarra and Shoalhaven Divisions

Annual Survey
Item 2001 Annual Survey2002 Annual Survey
(N=148) (N=114)
N Mean SD N Mean SD
Inquiry into mental health and substance abuse 143 394 79 114 381 .76
problems
GPs providing counselling for dual diagnosis patients 143 ~ 3.34 .97 113 311 .96*
GPs use of screening devices to assess mental health 145 249 1.05 109 230 .98*
and substance abuse problems
GPs Utilisation of a network of mental health and 145 312 1.02 105 2.63 1.05%
drug and alcohol support professionals to help them in
working with dual diagnosis patients
GPs undertaking a coordination role in caring for dual 142 2.82 1.01 114 266 1.03
diagnosis patients
GPs use of EPC items in managing patients with a 145 1.72 94 96 1.54  .86%*

dual diagnosis

Note. Rating scale ranged from 1 "Almost Never" to 5 "Almost Always"

*p <.05, all 2-tailed tests.

7.4 Clinical Audit

7.4.1 Introduction

This report provides a summary of the group results for the five participating GPs
who completed the audit activity and together they provide data on 508 different
patients attending the GPs’ practices. Whilst the Division-wide surveys provided self-
reported estimates of various aspects of assessment and treatment of dual diagnosis,
this kind of report is subject to a number of potential biases (e.g., memory). The
purpose of the clinical audit was to provide a more immediate and accurate
assessment of GP practices in the identification and management of patients with

mental health and substance use disorders as patients attended their service.
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7.4.2  Group Results of Clinical Audit on Assessment and Treatment of

Depression, Anxiety and Substance Abuse in General Practice

7.4.2.1 Patient History

In total 95% of patients were regular attendees. 64% of attendees were female, 86%

were born in Australia and English was the 1*' language used at home by 96%.

GPs had previously inquired about depression in 74% of patients, anxiety in 71% of
patients and Substance Abuse in 67% of patients. In addition, 29% of patients were
treated for depression, 25% were treated for anxiety and 9% were treated for
Substance Abuse. 34% were previously treated for either depression, anxiety or
substance abuse and in 23% of cases had previously been treated for more than one of
these conditions. 13% were previously referred to a specialist treatment service for
one or more of these conditions, 11% referred for depression, 10% referred for

anxiety and 4% referred for Substance Abuse.

7.4.2.2 Present Consultation

86% of patients presented for medical reasons, 6% for psychological reasons and 7%

for mixed reasons, while 1% presented for other reasons than those mentioned.

7.4.2.2.1 Screening for mental health problems

Routine screening for mental health and drug and alcohol problems is an important
activity. Research indicates approximately 30% of patients presenting to a general
practice have a diagnosable mental health problem and between 30% and 80% of

those are thought to have a comorbid substance abuse disorder.

In 50% (255/508) of all cases GPs reported asking at least one mental health
screening question, 9% were asked two screening questions and 32% of cases were
asked three screening questions. The following analysis provides data for those cases
where a screening question was asked for at least one disorder. For these cases 38%
(91/255) indicated the possibility of at least one disorder, 11% (29/255) had two
disorders and 5% (12/255) had three disorders.

Of the 237 who were screened for depression, for 61 (26%) the screen indicated the
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possibility of depression. Of the 209 screened for anxiety, for 53 (25%) the screen
indicated the possibility of anxiety. Of the 180 screened for substance abuse, for 29

(16%) the screen indicated the possibility of substance abuse.

A total of 91 different patients were suspected of having at least one disorder,
however, in only 7% (6/91) of cases was any checklist or assessment tool used.
Where a verbal screening question identifies a patient may have a mental health or a
substance abuse problem, it is good practice to further assess this using a standardised
paper and pencil checklist or assessment tool. This allows additional detail of the
problems to be collected in a systematic manner and can be used over time to monitor

changes in the patients’ symptoms.

7.4.2.2.2 Judgements of treatment needed

Returning to the total sample of 508 the audit found that 14% were judged in need of
treatment for depression (68/501 missing data on 7 cases). Similarly, 12% were in
need of treatment for anxiety and only 7% of those audited were judged as in need for
treatment of substance abuse. Several patients were judged to be in need of treatment
for more than one disorder. Ten percent had only one disorder, 7% two disorders and
2% were thought to need treatment for all three disorders. Three percent were thought
to have a dual diagnosis requiring treatment involving substance abuse and either

depression or anxiety.

7.4.2.3 Patient Management

7.4.2.3.1 Patient readiness to change

In preparing to support the treatment and management of a mental health and/or
substance abuse problem it is useful to assess how prepared the patient is to address
their problems. This involves checking to see how ready they are to change and a
structured "stages of change" model has proven useful as a guide for GPs regarding
the approaches they should take with patients. Of the 508 patients 66 were identified
as in need of treatment for depression. There were data regarding readiness to change
for 63 of these patients with 1 not having their readiness to change assessed, 4 (6%)
not interested in changing, 30 (48%) having an awareness of the problem, 8 (13%)

having made a decision to change and 20 (32%) actively changing their behaviour.
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Of the 508 patients 60 were identified as in need of treatment for anxiety. There was
data regarding readiness to change for 58 of these patients with 5 (9%) not having
their readiness to change assessed, 2 (3%) not interested in changing, 20 (34%) having
an awareness of the problem, 7 (12%) having made a decision to change and 24

(41%) actively changing their behaviour.

Of the 508 patients, 33 were identified as in need of treatment for substance abuse.
There was data regarding readiness to change for 31 of these patients with all of them
having their readiness to change assessed, 4 (13%) not interested in changing, 13
(42%) having an awareness of the problem, 5 (16%) having made a decision to

change and 9 (29%) actively changing their behaviour.

7.4.2.3.2 Treatment options

GPs have a range of options with regard to their role in the treatment and management
of patients who have mental health and substance abuse problems. Some GPs feel
sufficiently skilled to take a substantial role in treatment, while others prefer to refer
to specialist service providers and to provide a support and monitoring role. The
following analyses indicate how the five GPs as a group chose to work with patients

identified with depression, anxiety or substance abuse.

7.4.2.3.3 Depression

Of those requiring treatment for depression, 77% of patients were recommended
pharmacological treatment by their GP, 66% were treated by GPs using psychological
interventions and 33% were provided with physical health treatment by their GP. 27%
were referred to a mental health service, 1% referred to the Drug and Alcohol service
and 18% were reported as being referred to other services. There was only one case
where a GP intended to use a Mental Health Plan in managing a depressed patient’s

care.

7.4.2.3.4 Anxiety
Of those requiring treatment for anxiety, 58% were recommended pharmacological
treatment by their GP, 63% were treated by GPs using psychological interventions
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and 35% were provided with physical health treatment by their GP. 20% were
referred to a mental health service and 18% were reported as being referred to other
services. There was only one case where a GP intended to use a Mental Health Plan in

managing a patient suffering from anxiety.

7.4.2.3.5 Substance Abuse

Of those requiring treatment for substance abuse, 12% were recommended
pharmacological treatment by their GP, 58% were treated by GPs using psychological
interventions and 39% were provided with physical health treatment by their GP. 6%
were referred to a mental health service, 15% were referred the drug and alcohol
service and 27% were reported as being referred to other services. There were no

cases where GPs intended to use Enhanced Primary Care items or mental health plans.

7.4.2.3.6 Enhanced Primary Care

Six percent of the total patient sample were likely to be eligible to have their GP
conduct a care plan or case conference because they had problems that involved the
care of two chronic conditions often requiring multidisciplinary care. However, there

were no cases where GPs intended to use an EPC care plan or case conference.

The use of these EPC items is intended to improve patient outcomes by encouraging
GPs to consult with these service providers about patient care and at the same time
GPs receive remuneration to support them in this process. In addition, the items can
be used if a patient has a chronic mental health condition as well as a chronic physical

health condition (e.g., diabetes).

7.4.2.3.7 Three Step Mental Health Process

Approximately 34% of patients were eligible to have a 3 Step Mental Health Process
undertaken which would include a mental health assessment, mental health plan and
mental health review conducted over three consultations. There was an intention by
one GP to use the 3 Step Mental Health Process for two patients. This process is
considered beneficial for patient outcomes in addition to offering remuneration for the

extra time the GP spends in these consultations.
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7.4.2.4 Comparing results of the Clinical Audit to the Annual Surveys

The results of the Division-wide surveys and of the clinical audit suggest self-estimate
and actual identification rates of dual diagnosis in general practice are quite different.
Self-estimates by GPs from the Division-wide survey indicated on average, GPs
thought that 13% of their patients have a dual diagnosis (comorbid mental health and
substance use disorders). This rate is similar to the 12% rate reported in previous
studies. However, in contrast, the audit of 508 patients found only 3% of patients were
identified as having a dual diagnosis. In contrast to estimates that approximately 30%
of patients will have a diagnosable mental disorder (Hickie et al., 2002) this clinical
audit process found a total of 17% of patients were suspected of having at least one
mental disorder (either depression, anxiety or substance abuse) and 10% were judged
as requiring treatment for at least one of these disorders. This suggests the
identification of patients with mental health and substance use disorders may be lower
in practice than previously expected. This is compounded by both analyses
consistently demonstrating the low use of screening devices/measures and low usage

of EPC items to help manage patients with a dual diagnosis.

7.5 Implementation of the Dual Diagnosis Training Resource

7.5.1 Participants:

Figure 2 provides an outline of the participant recruitment process. Percentages are
reported in relation to the total number of GPs across both Divisions (C). Dual
diagnosis education workshops and the Dual Diagnosis CD training resource were
advertised to 326 (C) GPs across the Illawarra (n = 231) (A) and Shoalhaven (n = 95)
(B) Divisions of General Practice. From this total, 111 (34%) (D) expressed an
interest to receive training in dual diagnosis. Ninety-six (29%) (E) GPs expressed an
interest in attending one of seven training workshops and 15 (5%) (F) GPs expressed
interest in receiving the CD training resource as a stand-alone product. The promotion
of the resource as a stand-alone product occurred after the completion of the
workshops as a strategic decision to maximise participation in the other models.
Seventy GPs (21%) (G) attended at least one workshop and of those 9 attended at
least two of the dual diagnosis training workshops. Fifteen GPs (5%) (H) received a

copy of the Dual Diagnosis CD to implement as a stand-alone training product.
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Overall, (I) 2 GPs did not want a copy of the CD Training resource with 83 GPs (J)
requesting a copy. Eighty-two GPs (25%) (K) consented to participate in the
evaluation of the resource. Twelve GPs (4%) (L) could not be contacted for a follow-
up phone interview. Therefore, 70 (22%) (M) GPs received the CD, consented and
were contacted in a telephone follow-up interview to determine whether they used the

CD training resource (Figure 3).
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(A) Illawarra Division of General Practice (B) Shoalhaven Division of General Practice
N=231 N=96

v v

(C) Total Number of GPs
N=326

v

(D) Expressions of interest to
receive training in Dual Diagnosis
N=111 (34%)

(E) Interest in attending dual (F) Interest in receiving Stand Alone
diagnosis training workshop Dual Diagnosis Training Resource
N=96 N=15
(G) GPs who attended to at least 1 training (H) GPs who received a copy of the Dual
workshop Diagnosis Training Resource as a stand
N=70 alone product
N=15

|

(I) GPs who wanted the Dual Diagnosis
CD Training Resource
N=68

! !

(J) Total number of GPs who requested a copy of the
Dual Diagnosis CD ROM Training Resource
N=83

v

(K) GPs who consented to participate in the evaluation of the Dual
Diagnosis Training Resource

N=82
(L) GPs who could not be contacted for (M) GP who could be contacted for
follow-up follow-up
N=12 N=70

v v

TOTAL = 70 GPs received a copy
of the CD, consented and were
contacted for follow-up
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Forty-four CDs were disseminated to GPs residing in the Central Coast. Six of these
GPs have responded to the pre-evaluation questionnaire. However, GPs in that region
have yet to be contacted for a follow-up interview and thus the results of this aspect of

the implementation process will not be discussed in this report.

7.5.2 Demographics

Below are demographic details of the 84 GPs who received some training in Dual

Diagnosis

7.5.2.1 Gender

Overall, 70% of participants were male and 30% were female. The rates are consistent
with gender distributions of GPs working in the Illawarra and Shoalhaven Divisions
of General Practice with previous research of 148 GPs in the [llawarra and
Shoalhaven regions finding 71% of sample to be male (Marshall, Deane & Dalley,
2002).
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7522 Age

Figure 4 provides descriptive data regarding the age range of the sample. Most GPs
(38%) were in the 35-54 age range. Reported results include valid percentages with
missing data for age found in 22% of the sample. The distribution of ages as outlined

in Figure 3 are consistent with age distribution of both the Illawarra and Shoalhaven

Divisions of General Practice (Marshall, Deane & Dalley, 2002).

45%
40% -
35% -
30% -

38.20%

. 23.50%
25% - 20.60%

20% -
15% -

10% -
4.40%
5%

10%

0%

25-34 yrs 35-44 yrs 45-54 yrs 55-64 yrs 65-74 yrs

Figure 4: Age of General Practitioner’s who received training
in Dual Diagnosis

7.5.3 Comparison of intervention group to baseline sample of GPs

In order to determine whether those who participated in some aspect of the dual
diagnosis training were representative of GPs across the Illawarra and Shoalhaven
Divisions this sample was compared to available Division-wide survey data. The
intervention sample (n = 70) was compared to GPs responding to Division-wide
surveys in 2001 (n = 148) and 2002 (n = 114). Table 11 provides means and standard

deviations for those items that were available for comparative purposes.

7.5.3.1 Self-reported Practice

As depicted in Table 11 the intervention group are significantly more likely to report
using screening tools (M= 2.73, SD =.86) than the general GP population surveyed in
2002 (M= 2.30, SD = .98), t(59)=.86, p<.05 and they also take on a significantly

higher coordination role in caring for patients with a dual diagnosis (M =2.93, SD =
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.71) than the baseline sample of GPs surveyed 2002 (M = 2.66, SD = 1.03),
t(59)=3.01, p < .05. Tablel1 also indicates that the GP intervention group utilises a
network of stakeholders significantly more often (M = 3.45, SD = .95) than those
surveyed in 2002 (M = 2.62, SD =1.05), t(59) = 6.72, p< .05 and use EPC items
slightly more frequently (M =2.03, SD =1.09) than the GPs surveyed 2002 (M =
1.54, SD = .86), t(59)=3.44, p< .05.

7.5.3.2 Confidence

Confidence in identification and management of patients with a dual diagnosis was
assessed in the 2001 Division-wide surveys and again from the intervention group in
2003. As Table 11 depicts, the intervention group were significantly more confident
in "overall" assessment and management of dual diagnosis (M = 2.83, SD = .35) than
the general population of GPs (M =2.72, SD =.51), t(59) = 2.41, p < .05. However,
with regard to specific domains, only confidence in treating the physical health needs
of patients with a dual diagnosis was higher for the intervention group (M= 3.27, SD
=.55), than the baseline sample of GPs surveyed in 2001 (M =2.87, SD =.71) t(59) =
5.60, p < .05.

7.5.3.3 Percentage of Patients with a Dual Diagnosis

GPs in the 2002 annual survey and the intervention group were asked to estimate what
percentage of their patients they believed had a dual diagnosis (comorbid mental
health disorder, specifically depression and anxiety with a substance abuse disorder).
There were no significant differences on this self report measure between the
intervention (M= 16.20, SD = 16.21) and baseline group of GPs (M = 13.42,
SD=18.79), p >. 05, as presented in Table 11.
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Table 11

Comparison of intervention group to baseline sample of GPs surveyed in 2001 and

2002.

Comparison Survey Intervention Group
(2003)

2001 Annual Survey ''confidence" N M SD N M SD
Confidence in Identification 142 292 .60 60 2.88 52
Confidence in Assessment 141 2.72 .62 60 2.80 Sl
Confidence in Counselling 141 2.55 g1 60 2.63 .61
Confidence in Referral 141 2.92 .80 60 295 57
Confidence in Case Coordination 140  2.40 13 60 243 .67
Confidence in treating Physical 130  2.87 1 60  3.27 S55%
Health Needs
Overall Confidence 142 272 Sl 60 2.83 35%

2002 Annual Survey ''practice'

Inquiry into mental health and 114 3.81 76 60  3.88 .69
substance abuse disorders

GPs’ use of screening devices to 109 230 .98 60 2.73 .86%*
assess mental health and substance

abuse problems

GPs’ utilisation of a network of 105 2.63 1.05 60  3.45 95%
mental health and drug and alcohol

support professionals to assist in

working with patients with a dual

diagnosis

GPs undertaking a coordinationrole 114 2.66 1.03 60 2.93 it
in caring for dual diagnosis patients

GPs’ use of EPC items in managing 96 1.54 .86 58 2.04 1.09%*
patients with a dual diagnosis

Percentage of patients perceived by 94 13.42 18.79 55  16.20 16.21

GP to have a dual diagnosis

Note. Rating scale for confidence ranged from 1 "Not at all confident " to 4 "Very

Confident" Rating scale for ‘practice’ ranged from 1 "Almost Never" to 5 "Almost

Always" * p < .05, all 2-tailed tests.

A number of comparisons indicated significant differences between those who

undertook dual diagnosis training and those who agreed to participate in the Division-

wide surveys. It could be argued that those in the intervention group on average

tended to already be slightly more confident than those in the Division-wide surveys.
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Similarly, the GPs reported more frequently engaging in a number of appropriate
assessment and treatment activities with patients who have dual diagnosis. Overall, it
appears that advertising such training programs attracts GPs with slightly more
confidence and who indicate they already engage in elements of good practice more

frequently than their other Division colleagues.

7.5.4 Pre Intervention Evaluation

Prior to receiving any training, participants (n = 70) agreed that they were highly
motivated to learn the content of the upcoming training activities (M =4.12, SD =
16.21). In measuring the construct of self-efficacy, participants believed more than not
in their ability to perform well in training and education activities (M = 3.85, SD =
.63). In addition, participants on average agreed the outcomes of participating in the
training workshops would produce a desirable outcome (valence) M = 4.35, SD =
.97). Participants were generally motivated to transfer what they had learned to

practice (M = 3.82, SD =.59).

7.5.5 Post Workshop Evaluation - Confidence, Intentions and Beliefs

Overall, 95% of participants believed the workshops motivated them to learn more
about Dual Diagnosis. Ninety four (94)% agreed the workshops motivated them to
want to use the CD to learn more about dual diagnosis and 95% intend to use the CD
for this purpose. 95% also intended to apply what they had learned from the

workshops in practice.

The majority of participants felt confident in motivating dual diagnosis patients (76%)
and in the identification and assessment of patients with a dual diagnosis (96%). Only

50% felt confident they could use EPC items when caring for patients with a DD.

Over 93% of GPs believed cases from the resource presented at the workshops were
relevant and helped them to understand the concepts better. 95% intended to review

the cases more closely in the CD after using the workshop.

7.5.6 Did GPs use the Dual Diagnosis CD Training Resource?
Of those GPs contacted in a follow-up interview 31% (22/70) reported actually using
the CD Training Resource. They reported using the resource for an average of 71
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minutes. 81% of all participants reported an intention to use the CD in the future. 76%
(32/42) of GPs who reported not using the CD reported an intention to do so in the
future. Ten of the 22 GPs who used the CD responded to this question and reported
they intended to use the CD further.

7.5.7 Did the method of delivery determine whether GPs used the Dual Diagnosis

training resource?

A cross tabulation analysis was performed on the intervention group (n = 70) to
explore whether the three modes of delivery (education workshops, Teams of Three
and Stand Alone) impacted on utilisation of the resource. It was predicted that testing
three methods of delivery would enable the project to determine the most
effective/preferred method for motivating GPs to use this mode of education. The
analysis revealed there were no significant differences between groups on the uptake
of the dual diagnosis CD training resource [x2 (df =2,n=68) =.28, p >.05]. A series
of Chi square analyses were conducted to compare the various workshop delivery
modes with regard to resource uptake. Small sample sizes restricted the analyses, but
despite this there appeared to be no differences along a range of workshop
characteristics with regard to the proportion of participants who subsequently reported

using the CD resource.

In addition, there was no significant difference between groups in the amount of time
GPs used the CD [Xz(df =16, n = 19) = 13.63, p >.05] and GPs’ intentions to use the
CD in the future[xz(df =4,n=47)=1.815, p>.05].

7.5.8 Are there other factors that determine whether GPs use the Dual Diagnosis

training resource?

The Integrative Theory of Training Motivation suggests a number of factors including
valence, self-efficacy, motivation to transfer and motivation to learn are highly
correlated and may predict uptake rates following training. In this case, we explored
whether these variables were related to subsequent utilisation of the CD-ROM
training resource. Correlations depicted in Table 12 support this theory in part,

showing Motivation to learn, valence, self efficacy and motivation to transfer are all
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highly correlated (ps <.05).

However, as indicated in Table 12 these variables were not significantly related to GP
uptake of the dual diagnosis training resource (ps all > .05) , time spent using the
resource (ps all > .05) or GPs’ intention for use the resource in the future (ps all >
.05).

Table 12

Non-parametric Spearman correlations (and sample sizes) of variables thought to

predict transfer of training to practice

Construct Overall Motivation Valence  Self- Motivation CD Time
Confidence to learn efficacy totransfer Use  using
CD

Motivation 10
to Learn (53)

Valence .03 59
(53) (56)
Self- 35% S6%+* 32%*
efficacy (53) (56) (56)
Motivation .25 .66 .66%* S2%*
to Transfer (53) (56) (56) (56)
CD use -.10 -.09 .032 -.11 -.13
(53) (56) (56) (56) (56)
Time using .034 31 -.02 -.01 A5 .36
CD (18) (19) (19) (19) (19) (23)
Intention -.16 .26 .19 .16 .19 18 52
touseCD  (44) (46) (46) (46) (46) 58 (12)

* Correlation is significant at the p < .05 level (2-tailed).

** Correlation is significant at the p < .01 level (2-tailed).

A regression analysis (Table 13) revealed that both self-efficacy and valence were
significant predictors and explained 54% of the variance in motivation to learn, F(2,
54) = 30.39, p < .001. The results suggest self-efficacy and valence contribute to
participant’s motivation to learn. They support previous research advocating these

constructs to influence one’s desire to learn the content of training activities (Colquitt
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et al., 2000).

Both valence (Beta = .53, t=5.14, p < .001) and self efficacy (Beta = .41, t=3.49, p

< .01) were unique predictors of motivation to learn.

Research suggests that from one’s motivation to learn comes the motivation to
transfer, which is one’s desire to use and practice knowledge and skills taught in the
working environment (Noe, 1986). In the context of the present project this would be
represented by GPs’ desire to apply skills when caring for patients. A regression
analysis revealed motivation to learn explained 52% of the variance in motivation to

transfer, F(3,55) =59.251, p <.001.

7.5.9 Post Intervention Results and Correlations

Immediately after the workshop respondents completed a brief questionnaire that
asked their intentions to use the CD and apply what they learnt in practice. It also
asked about participants’ beliefs in their ability to identify and manage patients with a
dual diagnosis. Table 13 provides evidence that the Spearman correlation coefficients
between pre-workshop variables (Motivation to learn, Valence, Self-efficacy,
Motivation to transfer) and the post-workshop were positively correlated (ps < .05). In
addition, correlations reveal these two constructs were also positively correlated to pre
intervention constructs of motivation to learn, valence, self-efficacy and motivation to
transfer (ps < .05). However, these constructs were not significantly related to GP

uptake of the dual diagnosis education resource (Table 13).
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Table 13

Correlation between pre and post intervention constructs

Construct  Motivation  Valence Self- Motivation  Post Post

to learn efficacy to Transfer Intentions Beliefs
Post 1 S0 39k S3k
Intentions (53) (53) (53) (53)
Post beliefs ~ .57%%* A48%* 36%* S5%* STH*

(33) (33) (53) (53) (55)
Training -.09 .03 -.11 -.13 -.05 .05
Resource  (56) (56) (56) (56) (55) (55)
Uptake

* Correlation is significant at the .05 level (2-tailed).

** Correlation is significant at the .01 level (2-tailed).

In addition, there were no significant differences between the three methods of

delivery on any of the pre and post intervention constructs (ps all > .05).

A regression analysis revealed motivation to learn explained 38% of the variance in
post workshop intentions F(1, 52) = 30.86, p < .05. Similarly, Motivation to learn
explained 24% of variance for post workshop beliefs, which was also found to be
significant, F(1,52) = 16.59, p<.05). However, neither post-workshop intentions nor

beliefs were significantly related to actual use of the CD.

7.5.10 Follow-up Data

Of the 22 GPs who used the CD, only 9 completed the follow-up questionnaire after
approximately 5 weeks using the CD. The scale ranged from 1 “Strongly Disagree” to
4 “Strongly Agree”. In summary, these GPs believed the information in the resource
was relevant to caring for patients with a dual diagnosis (M= 3.11, SD =.33) and
would recommend this resource to other GPs (M = 3.22, SD = .44). All believed the
resource was easy to use (M =3.13, SD = .35) and most reported using what they

learned from the resource in their practice (M=2.89, SD = .33).

88



8 Discussion Points

8.1 Issues in GPs identification, assessment and management of dual diagnosis.

The project was able to successfully engage a number of partners to support
development, implementation strategies and the evaluation of the CD-ROM Dual
Diagnosis educational package. The needs analysis and baseline data suggested that
GP time availability and difficulty with communication between treatment providers
were barriers to care for people with dual diagnosis. Despite this approximately 44%
of GPs indicated they regularly treated patients with dual diagnosis with 26%
regularly taking a coordinating role. It was also clear from this data that EPC items
were rarely being used. Despite a number of mental health initiatives occurring in the
I[llawarra and Shoalhaven regions comparison of 2001 and 2002 survey’s revealed that
provision of counselling, use of specialist support services and use of EPC items in
the care of individuals with Dual Diagnosis, decreased. Whilst the mental health
initiatives were not specific to dual diagnosis and there may have been some selection
bias in the sampling, this raises serious concerns about reduced attention to the care of
dual diagnosis by GPs when no specific programs are implemented. Further concerns

were raised by the clinical audit.

The division-wide surveys produced GP estimates of the incidence of dual diagnosis
similar to those of other studies (approximately 12% of general practice patients).
However, data from the clinical audit suggested a much lower rate of identification
(approximately 3%). This suggests a difference between GPs general estimates of
incidence rates in practice from what they identify on a consultation-by-consultation
basis. While there are limitations to the audit data because they only reflect the
practices of the five participating GPs, it does raise questions about identification rates
for dual diagnosis in actual practice. The audit in particular seemed to suggest that
screening and identification of depression and anxiety were better than for substance
abuse problems. It is likely that we would improve treatment of dual diagnosis by

focusing early efforts on improving the assessment of substance abuse problems.

There were also slightly lower rates of referral to Drug and Alcohol support services.
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However, this may in part be due to these services having lower levels of resource in
the community compared to mental health services. Initial positive screens for
substance abuse tended to result in lower rates of individuals assessed as in need of
treatment compared to depression and anxiety. It is unclear to what extent this is
influenced by how thorough the assessment of substance abuse is, GPs concerns about
the lack of treatment support services, or the perception that substance abuse is more
difficult to treat in general practice. GPs much less often provided pharmacological
treatments for substance abuse compared to depression and anxiety and there was no
concomitant increase in psychological treatments provided to make up this difference.
We suspect that this may in part be due to difficulty that GPs perceive in providing

psychological or counselling interventions for individuals with substance abuse.

There were extremely low rates of EPC item use (care planning or case conferencing)
in the management of patients identified as in need for depression, anxiety and/or

substance abuse. GPs do not appear to be using these support structures.

8.2 Education and training strategies in Dual Diagnosis.

The project team trialed three main strategies for engaging GPs in education on dual
diagnosis and as a platform to motivate them to want to learn more about dual
diagnosis through the CD-ROM training resource. These strategies were, GP only
workshops, Teams of Three workshops and CD-ROM only as a stand alone resource.
The advertising and promotional strategy was able to attract approximately one third
of the GPs in the Illawarra and Shoalhaven regions to one of these educational

activities.

Those attending the workshops tended to have higher levels of confidence and
motivation to work with individuals who have a dual diagnosis compared to the
general divisional population of GPs. However, the workshops were able to further
motivate participants who indicated they were highly motivated to learn more and use
the CD-ROM training resource in their practice. Despite these high levels of
motivation, 5 weeks after the workshops when these GPs were telephoned only 31%

had actually used the CD in any fashion. In addition, they used it for an average of
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about one and a quarter hours. This was far less than the target time established by the
project team. When the CD was disseminated three suggestions were made to GPs
about how they might structure their time to use the CD. They were also instructed to
use it for a total of 8 hours. Estimates of the content of the CD suggest that to work

through all material and attached readings would require at least 16 hours.

Most of those GPs who had not used the CD indicated they were still highly
motivated and still intended to use it in the future. Anecdotal feedback indicated that
many claimed to not have the time to sit down and use the resource. We explored
motivational and self-efficacy variables that have been associated with transfer of
learning to practice in other work contexts. This was thought useful to first test
whether the workshop format motivated GPs to learn more and secondly to try to
predict what determines utilisation of CD-ROM learning resources. While the
workshops appeared to stimulate and motivate GPs who participated, the motivational
and self-efficacy variables were not able to predict actual utilisation. Thus, we suspect
that GPs were motivated, intended to use the CD at least for educational purposes, and
intended to transfer what they had learned in the workshops into their practices, but
despite this, most did not follow through an actually use the CD. The most frequent

barrier reported was "lack of time".

Those who did use the CD provided very positive feedback about the content.
However, this needs to be interpreted cautiously given the lower than expected
utilisation time. Clearly, a major goal of future rollouts of the CD should include a
more structured and prescriptive learning instructions. Time had been considered a
major barrier to uptake of the CD early in the projects life and it had been suggested
that GPs could be instructed to program in appointment times at the time they receive
the CD to increase the probability they engage with the resource. Strategies for
implementing this might include a program that links with the appointment functions

on the computer software they use to manage their patient database or appointments.

There were no differences in the CD utilisation rates related to the type of
implementation strategy. Those in the GP only workshop, Teams of Three and CD-

only conditions all used the CD at similar rates. However, this analysis was restricted
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due to small sample sizes. The positive aspect of this outcome is that GPs in rural
areas who do not have the specialist services or other GPs to participate in workshop
activities can still take up a CD and appear just as likely to actually use it. Our
observations of the workshops clearly indicate this approach to implementation as a
preference, since the interactions and discussions that emerged clearly engaged GPs in
the learning process. The interactions and discussion around the video cases were
particularly useful (see Lockyer & Bennett, 2003, copy of report in Appendix). We
also see added advantages to the Teams of Three approach. The Needs Analysis focus
groups revealed that GPs found communication with specialist support services a
major barrier to treatment of dual diagnosis. The Teams of Three workshops allowed
GPs to interact with some of those specialist providers and have the potential to
reduce those communication barriers in addition to facilitating other learning.

There were delays in getting allocation of CME points for the CD resource. Although
the project team were concerned that this may effect GPs utilisation of the CD, almost
all GPs indicated that their use of the CD was not related to accumulating CME
points, but was driven by a genuine desire to learn more about dual diagnosis.
However, we think that the CME point allocation may be inadequate for such a
resource and that CME point assessment procedures within the resource could be
enhanced with a view to increase GP motivation and uptake. The kinds of

improvements are elaborated later in the Recommendations section.

8.3 Future developments

The final conclusion to the development, implementation and evaluation process
relates to further refinement of the CD-ROM resource itself. Those on the project
team all provided feedback regarding the content and the need to refine and enhance
components. In addition, the Digital Media Centre had a number of recommendations.
Finally, an independent reviewer with expertise specific to dual diagnosis (Dr. David
Kavanagh) also made recommendations. These enhancements have been prioritised
and listed in a proposal that is attached. The evaluation process should occur as part of
any development and dissemination process. This is extremely important given the
findings of this pilot evaluation. Clearly, there is a need to increase the uptake and

utilization rates of dual diagnosis training using the CD-ROM training resource.
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Further to this goal, there remains the much more difficult question of assessing
whether utilisation and positive learning outcomes lead to changes in GP practice that

flow through to improved patient outcomes.

In conclusion, there continues to be high need to provide education and training to
GPs in the identification, assessment and management of dual diagnosis. The CD-
ROM dual diagnosis training resource appears a very positive first step in this
direction with high ratings amongst those GPs who used it. However, there is a need
to refine the product further in conjunction with the development of strategies to
increase GP uptake and utilisation. We suggest a national development and
dissemination strategy in the Recommendations and subsequent Proposal sections of

this report.
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9 Recommendations

The evaluation of the dual diagnosis education resource and independent review (see
appendix) suggest that changes to case vignettes and resource curriculum would be
necessary before the product’s dissemination nationally. Recommendations for
implementation are proposed based on the results of the delivery process and resource

uptake.

9.1 Recommended Changes to the Dual Diagnosis Education and Training

Resource

9.1.1 Case Vignettes

9.1.1.1 Rescripting and filming of case vignettes

Rescripting and filming of case vignettes as recommended by independent reviews
(see Appendix A) .The case examples within the resource are important mediums that
will facilitate learning through the recommended models of delivery which are
described below. Cases help learners to make the connection between theory and
practice (Bromely, 1986). As found in the Dual Diagnosis Project workshops the cases
generated discussion amongst participants, who believed the cases represented those

in their practice. (Lockyer & Bennett, 2003).

Dr David Kavanagh (University of Queensland) — “Script needs to provide clearly
labelled examples of behaviour that is and is not recommended. There is a risk with
current clips that the learner may actually pick up more negative methods than are

currently being used.” (see Appendix)

9.1.1.2 Rescripting and filming of GP discussion

Rescripting and filming of GP discussion as video rather than audio to demonstrate a
metacognitive analysis of the underlying issues and concepts presented in the case

vignettes and to be played out through a discussion group of GPs.
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9.1.2 Curriculum

9.1.2.1 Summary

a. Enhancement of resource curriculum to involve:

Adopting recommendations from independent review (See Appendix A)
Reference to national resources and services. If this CD-ROM were to be
used outside of Illawarra and/or outside NSW, references to the local
setting (e.g. local service names, [llawarra Division, state department
names) and to local policies or resources would require alteration.
Inclusion of material on caring for Aboriginal and Torres Strait Islanders
who have a dual diagnosis. The resource provides little information on
the treatment and care of these individuals and cultural factors that may
play a role in the detection of a dual diagnosis.

Broadening of content to expand applicability to other service providers
(e.g., mental health and drug and alcohol services). This will be
particularly relevant to the proposed mode of delivery

Update of content in line with national and state recommendations—
Enhanced Primary Care Items (EPC) and Three Step Mental Health
Process

Web-based update page where new information can be entered and

managed by the IDGP to complement and sustain resource.

9.1.3 CD Resource Design, Structure and Functionality

9.1.3.1 Development of enhanced Continuing Professional Development (CPD)

system to be managed by the Illawarra Division of General Practice

Enhanced self-assessment activities based on analysis of video clips in
addition to redevelopment of current Multiple Choice assessment.
Assessment items need to be redeveloped so as to provide feedback to
learners.

Assessment questions for CPD point allocation would be ideally linked to

a database to be managed by the IDGP

Database usage:
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Information captured from assessment tests once completed can be submitted
by the GP electronically and would be automatically collated into an IDGP
Dual Diagnosis CPD database. This would hold user identification and all test
information completed. During the submission of electronic test results GPs
will be required enter necessary identifying information required to provide
CPD point allocation. This will allow for verification and notification to the
RACGP for CPD point allocation. GPs on submission will receive an
automated reply. Those GPs unable to submit results electronically will be
provided with alternate options of mailing or faxing assessment results that

will be managed by the IDGP.

9.1.4 Potential Expansion for other Health Providers

Due to the appropriateness of the CD-ROM to other service providers the opportunity
to transfer a final product into a complementary resource appropriate for allied service
providers is possible . This can be done by adding broader content components,

through the product’s delivery via Teams of Three training workshops (see proposal).

9.2 Implementation Strategies

Given variability in GP work contexts such as geographical location and availability

of support services a number of modes of delivery will need to be considered.

Implementation models include:
a. GP peer support
b. Teams of Three Training Workshops

c. Stand Alone Resource

9.2.1.1 GP peer support groups

Peer support for GPs caring for patients with mental health and substance use
disorders is recognised as an important activity. The methods of peer support vary, but
a common approach is to bring together small groups of GPs with common interests
(e.g., learning goals) to discuss and solve complex cases. Utilising the cases from the
Dual Diagnosis CD-ROM resource would help facilitate this support process by
creating discussion points around the skills demonstrated by the resource. The
presentation of the cases will help GPs reflect on those patients treated in their
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practice who have similar complex needs and could be facilitated effectively by the
peer group leader. To increase education opportunity peer group leaders could have
GPs review education modules ready for discussion in the following peer support
meeting. Group expectations for preparation will increase the likelihood that GPs will

use the CD.

In order to increase GPs’ learning opportunities and integration with relevant service
providers (Mental Health and Drug and Alcohol) on occasion representatives from the

services could be invited to help facilitate support and training in the peer support

group.

9.2.1.2 Teams of Three

The teams of three training workshops bring together GPs, Mental Health and Drug
and Alcohol Service Staff to connect services and provide an opportunity to problem
solve around cases presented in the package. The Teams of Three model proved
effective in the Illawarra and Shoalhaven and enabled service providers to connect,
become familiar with the practice of each organisation so as to simplify the
collaboration process required to care for patients with complex needs.

9.2.1.3 Stand Alone

In order to represent the needs of both urban and rural GPs it was important that the

CD still function as a stand alone learning resource.
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10 Proposal

10.1 Statement of Need

The Dual Diagnosis Project conducted in the [llawarra and Shoalhaven regions has
seen the successful development, implementation and evaluation of an interactive CD
based Dual Diagnosis Training Resource for General Practitioners (Marshall et al.,
2003). The development of a new mode of Continuing Professional Development
specific to dual diagnosis, the first of its kind in Australia, is helping GPs to better
identify, assess and manage patients with comorbid mental health and substance abuse
disorders (Dual Diagnosis). The CD equips GPs with information, interview
techniques and other tools to help them identify and engage these patients. Supporting
GPs’ learning experiences are case vignettes that offer practical solutions to help in
the management of these patients. The implementation of this resource through
strategies such as the ‘Teams of Three’ proved effective in reducing professional
isolation and improving effective communication between the providers of service to
patients with a dual diagnosis (Marshall et al., 2003). Ideally such an innovative

program needs to be made available to all GPs nation wide.

10.2 Project Design

The proposal is for the refinement of the existing resource and for its dissemination to
Australia’s GPs through Divisions of General Practice. State Based Organisations
(SBOs) would be trained to train their member Divisions to deliver this resource to
local GPs using one of the three evaluated methods. This process would involve the
following four phases:

1. Further development and enhancement of the CD based dual diagnosis training
resource aimed at improving General Practitioners’ detection and management of
patients with comorbid mental health and substance use disorders (Dual
Diagnosis). This will involve:

a. The rescripting and filming of four case vignettes and GP discussion
group as recommended by an independent review (Dual Diagnosis: A

Collaborative Approach Final Report 2003).
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b. Enhancement to resource curriculum (Proposal Appendix A)
¢. Development of an enhanced Continuing Professional Development
(CPD) point system to be managed by the Illawarra Division of General

Practice (Proposal Appendix B)

2. Development of an implementation model that would address barriers between

GPs, Mental Health and Drug and Alcohol service providers in caring for patients

with a dual diagnosis and one that would be appropriate to the geographical

distribution of GPs across Australia. The model will involve:

a. The Development of Three Implementation Strategies (Proposal
Appendix C):

L GP Peer Support

Implementing the Dual Diagnosis Resource in a mutual support system to
facilitate case discussion and review of resource curriculum.

ii. Teams of Three

Bringing together GPs, Mental Health and Drug and Alcohol Service staff for
clinical information sharing, review of case vignettes and interactive discussion
with the aim of bridging professional isolation.

1ii. Stand Alone

Recognising the needs of rural and remote GPs.

b. The Development of Facilitator Manuals and associated resources
Appropriate resources will be developed to support State Based Organisations and
Divisions of General Practice in strategy selection and implementation (see 3

below).

. Dissemination of the dual diagnosis training package to GPs through State Based

Organisations and Divisions of General Practice. This will involve:

a. Conducting training sessions across Australia for State Based
Organisations (SBOs) of Divisions of General Practice on how to use the
Dual Diagnosis Training Resource and deliver the three strategies for

implementation.
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The SBOs would then be responsible for running ‘train the trainer’ courses in
their State for Divisions of General Practice interested in implementing the
Dual Diagnosis Training Resource. Additional funding beyond this proposal
will be required to support SBOs in the dissemination process to Divisions of

General Practice.

4. Evaluation of resource implementation will include (Proposal Appendix D):
a. Structures of dissemination (e.g., scheduling learning sessions)
b. Resource uptake and utilisation
c. Continuing Professional Development process (e.g., improvements in

knowledge and skill acquisition).

10.3 Time line

The time line for this project is estimated to be 1.5 to 2 years:

e Year 1: The development of an enhanced Dual Diagnosis CD Training Resource
and associated materials (e.g. Facilitator Manual)

e Year 2: Training of State Based Organisations and then Divisions of General

Practice

10.4 Contact Person

Kellie Marshall

Illawarra Division of General Practice
PO Box 1198

Wollongong NSW 2500

Ph: 02 4226 7052

Fax: 0242269485

10.5 Certification

<D”“*;& Evas Cvacd ke N> e 2

Andrew Dalley Eve Craddock Frank Deane

CEO CEO Director

Illawarra Division of Shoalhaven Division of Illawarra Institute for
General Practice General Practice Mental Health

University of Wollongong
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10.6 Budget

Item Description/Hours/Quantity/ Cost
Project Officer 1 FTE $50,000 + 12% on costs. The central coordinator $112, 000
who will ensure resource enhancement and implementation
over 2 years
Salaries 3 hours per week @ $50 per hour required to ensure $15, 600
Project Manager successful management of project (over 3 organisations)
GP Payments for working | 4 Meetings (1 hour) by 4 GPs $1,600
party
Human resources for 4 staff members @ $600 per day @ 10 days. Expert $6000
enhancement involvement in curriculum and script redevelopment
Redevelopment of Case (rescript, refilm, edit and compress 4 cases based on current | $93, 000
Vignettes examples)
NOTE additional cases will cost approximately $24,000 per
case
Development of enhanced | Instructional design/curriculum development direction $43,200
CD Training Resource Additional content editing $4,200
Web programming $25,200
(Quote provided by the CD-ROM programming $25,200
Dlgltal Media Centre, Graphic Design $12’600
University of Photo images — copyright clearances $4,500
Wollongong) Narration/editing $1,850
Production management $21,600
(Note: Costs would need  ["{jer manual (soft copy) $2,800
to be recalculated with Labels, CD duplication and packaging (500 CDs) $3,500
development of full
specification document)
Development and printing | Development of facilitator manual and printing of manual $5,000
of resources
Development of Data Base development and management by IDGP $12,000
Continuing Professional
Development Point
System
Administration Based on real costs and essential for administration support | $10,000
(photocopying, phone, for project and insurance
fax, e-mail, stationary,
paper, meeting expenses)
Recruitment Recruit Project Officer $2,500
Dissemination of 3 State Based Organisation Training workshops @ 1.5day $5,500
Resource per workshop @ $1000 a day plus travel and
accommodation allowance
Travel Allowance Travelling between two divisions of General Practice $1,500
Audit Fees A requirement of funding $3,000
Project Evaluation Required to assess effectiveness of project and resource $20,000

TOTAL BUDGET FOR 24 MONTHS

$ 432, 350

GST §$ 43,235

TOTAL INCL. GST

$ 475,585
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10.7 Proposal Detailed Appendix

10.7.1 Appendix A: Enhancements to resource curriculum

Development of an Enhanced CD ROM based Dual Diagnosis Training Resource

This process would involve the partner organisations working together and in

conjunction with the University of Wollongong’s Digital Media Centre to create

enhancements to the interactive CD ROM that include:

a.

Rescripting and filming of case vignettes as recommended by independent
reviews (see Appendix A) The case examples within the resource are important
mediums that will facilitate learning through the recommended models of delivery
which are described below. Cases help learners to make the connection between
theory and practice (Bromely, 1986). As found in the Dual Diagnosis Project
workshops the cases generated discussion amongst participants, who believed the
cases represented those in their practice. (Lockyer & Bennett, 2003).

Rescripting and filming of GP discussion as video rather than audio to

demonstrate a metacognitive analysis of the underlying issues and concepts

presented in the case vignettes and to be played out through a discussion group of

GPs.

Enhancement of resource curriculum to involve:

¢ Adopting recommendations from independent review (See Appendix A)

e Reference to national resources and services. If this CD-ROM were to be used
outside of Illawarra and/or outside NSW, references to the local setting (e.g.
local service names, Illawarra Division, state department names) and to local
policies or resources would require significant alteration.

¢ Inclusion of material on caring for Aboriginal and Torres Strait Islanders who
have a dual diagnosis. The resource provides little information on the
treatment and care of these individuals and cultural factors that may play a role
in the detection of a dual diagnosis.

¢ Broadening of content to expand applicability to other service providers (eg
mental health and drug and alcohol services). This will be particularly relevant
to the proposed mode of delivery

e Update of content in line with national and state recommendations— Enhance

Primary Care Items (EPC) and Three Step Mental Health Process
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e Web-based update page where new information can be entered and managed

by the IDGP to complement and sustain resource.

10.7.2 Appendix B - Development of enhanced Continuing Professional
Development (CPD) system to be managed by the Illawarra Division of

General Practice

a. Enhanced self-assessment activities based on analysis of video clips in
addition to redevelopment of current Multiple Choice assessment.

b. Assessment items need to be redeveloped so as to provide feedback to
learners.

c. Assessment questions for CPD point allocation would be ideally linked to a

database to be managed by the IDGP

Database usage:

Information captured from assessment tests once completed can be submitted by the
GP electronically and would be automatically collated into an IDGP Dual Diagnosis
CPD database. This would hold user identification and all test information completed.
During the submission of electronic test results GPs will be required enter necessary
identifying information required to provide CPD point allocation. This will allow for
verification and notification to the RACGP for CPD point allocation. GPs on
submission will receive an automated reply. Those GPs unable to submit results
electronically will be provided with alternate options of sending or faxing assessment

results that will be managed by the IDGP.

Capacity to undertake the enhancement of a CD ROM based training resource and

CPD database management

Development of the original pilot version of the dual diagnosis training package
Partnerships already established with multimedia Centres such the Digital Media
Centre University of Wollongong and professional in the filed of mental health an
substance abuse in the Illawarra Area Health Service and Illawarra Institute for
Mental Health.

Major projects undertaken by the Illawarra Division of General Practice
(IDGP):
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TAADIS

The project is a collaboration between the Illawarra Division of General Practice
(IDGP) and the Illawarra Area Health Service (IAHS) that allows patients, GPs IAHS
and the Diabetes Centre access to patient diabetes information. Information from
Diabetes Centre is uploaded to the web allowing GPs to do on line referrals to the
service.

Apachiie

Is a recent project allowing GPs secure access to Wollongong Hospital stored
information utilising public key infrastructure (PKI) and digital certificates. Access is
granted using HeSA digital certificates or internal generated certificates. Security is
provided through a 128-bit ssl connection allowing GPs to utilise any intent service
provider (ISP) they chose.

SPIRT Linkage Grant

This Strategic Partnerships in Industry Research and Training funded 3 year grant
examined and developed appropriate mechanisms and protocols for granting patient
access to their own clinical information held on an electronic database. The trail was
completed successfully with patients accessing website but using the token to give
GPs content to view their records through the IDGP web page.

DOCMAIL

This 12 month project funded by the Department of Health and Aged Care Innovative
Projects Program developed and implemented an automated system for the
transmitting of electronic patient data from hospitals to patients’ GPs. The result of
this initiative is that has been rolled out at a state health level and is still currently
used in the [ and S.

GP Gateway

This 12-month project funded by the Department of Health and Aged Care Innovative
Projects Program developed and implemented an interface and accompanying

protocols that allow GPs to access a patient’s hospital clinical records electronically.
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10.7.3 Appendix C - The Development of Three Implementation Strategies

The following is a more detailed outline of the potential implementation models.

GP peer support groups

Peer support groups are a mutual aid system in which GP group leaders assists group
members to help each other. Implementing the Dual Diagnosis Training resource and
more specifically the case vignettes would help facilitate the peer support process.
The Dual Diagnosis project has demonstrated that case presentation was effective in
generating discussion about case material relevant to patients that GPs see day-to-day

in general practice.

The implementation of this resource through peer support meetings could occupy up
to five meetings to ensure coverage of all modules. Content and cases from each
module would be presented to facilitate discussion and increase member support
through reflection of their current patients who present with a dual diagnosis. To
increase learning, peer group leaders could have GPs review education modules in the
resource ready for discussion in the following peer support meeting. In this process
group expectation could increase the likelihood of GPs utilising the CD-ROM
package. A similar format is currently being trialed in the Shoalhaven Division of

General Practice.

Collaboration with other service providers

In order to increase GPs learning opportunities and reduce professional isolation
between service providers (mental health and Drug and Alcohol), representatives from
these services could on occasions be invited to participate in the support process
particularly where referral and case coordination topics are being discussed. This
would aim to build rapport and increase effective communication between the

providers of service to patients with a dual diagnosis.

Teams of Three

The Teams of Three training workshops involve bringing together GPs, Mental
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Health and Drug and Alcohol Service Staff together for clinical information sharing
and active discussion about working together to help improve the care given to
patients with a dual diagnosis. In this model of delivery resource would used as a
teaching aid to generate discussion and encourage collaboration. Three, two-hour
education sessions focusing on various topics could be run over a one year period as a
means of bridging isolation between providers and as a reminder to maintain resource

uptake.

The Teams of Three model proved effective in the Illawarra and Shoalhaven enabling
service providers to connect and become familiar with the practice of each
organisation in order to simplify the collaboration process required to care for patients

with a dual diagnosis who have many complex needs.

Stand Alone

In order to represent the needs of GPs in rural and remote regions it was important
that the CD-ROM be sustained as stand alone resource particularly when many of
these GPs will have increased difficulty in accessing peer support and teams of three

training workshops.

Collaboration with other service providers

The design of an interactive web page and chat service would compliment the Dual
Diagnosis CD-ROM training resource and help to increase the learning opportunities
of rural and remote GPs and reduce professional isolation between them and relevant
service providers who care for patients with a Dual Diagnosis (Mental Health and
Drug and Alcohol professionals). This format would encourage GPs and service
providers to interact with the training resource and use the chat service to facilitate
support and case conferencing. However, additional funding to the proposal would be

required to support such a service.
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10.7.4 Appendix D Evaluation

Evaluation priorities for future dissemination would be in the following order (1) To
what extent do GPs engage in the various educational activities surrounding the use of
the CD-ROM resource (e.g., workshops attendance, use of the CD-ROM itself). (2)
To what extent does the education resource lead to changes in knowledge, confidence,
attitudes and skills in the management of dual diagnosis? (measured by performance
on CPD self assessment tasks), (3) To what extent do GPs transfer these educational
activities to their practice? (e.g., use of CD-ROM as a reference resource on their
desktop computing facility, printing of patient information pamphlets, access to
referral information etc). (4) To what extent does education in dual diagnosis lead to
improved identification of patients with dual diagnosis. (5) To what extent does
education in dual diagnosis lead to improved assessment and treatment of patients
with these problems? Including increased utilisation of EPC items, appropriate and

successful referral to other care providers.

10.7.4.1 Methods:

Descriptive data outlining number of GPs participating in some form of training

activity.

Pre-post training changes in knowledge, confidence, and attitudes assessed as part of
CPD point allocation. A web-based interface would be developed to download

assessment data.

Pre-post workshop evaluations: Forms mailed to [llawarra Division of General

Practice for collation.

Electronic log of CD-ROM use automatically submitted with testing periods. This
would provide time used, frequency used and potentially number of times specific
components used (e.g., screening tools used, patient information pamphlets printed

etc).
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Brief telephone follow-up to a random selection of GPs (e.g. n = 100) to determine

utilisation rates.

Pre-post clinical audit of random selection of GPs (e.g., n = 100). Coordinated

through Illawarra Division of General Practice.
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12 Appendix

12.1 Appendix A - Project Design Statement

Project name Dual Diagnosis

Client [llawarra Division of General Practice

Client contact Kellie Marshall

DMC contact Lori Lockyer

DMC personnel Sue Bennett, Lori Lockyer, David Skoumbourdis, Karl Mutimer
Design statement Sue Bennett, Lori Lockyer

Authors

Design statement date 26 February 2003

Background of the Package

The Illawarra Division of General Practice (IDGP) has engaged the University of
Wollongong’s Digital Media Centre (DMC) to participate in the development of an
interactive multimedia training package aimed at improving the skills of Australian
general practitioners in the identification, assessment and management of dual

diagnosis patients.

Dual diagnosis, for the purpose of this project, refers to the coexistence of a mental
health disorder (specifically affective or anxiety disorders) with a substance abuse
disorder. Approximately 10% of a general practitioner’s patient base are dual

diagnosis patients.
The target learner for the training package, general practitioners, will have varying
knowledge and skills related to dual diagnosis. They have limited time available for

training and may have limited experience engaging in technology-supported training.

Package Concept
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The concept of the package assumes providing the general practitioner with a guided,
self-paced training experience. The package will:
e Cover the content of the modules at an overview and detailed level to
address the needs of physicians with a varying knowledge base.
¢ Provide interactive tools (including search and bookmark functions) to
facilitate the learners access to the package content.
e Allow the learner to focus on appropriate components to foster efficient
interaction with the resource.
e Make effective use of the medium (in textual and graphic formats) and
optimum facilitation of understanding of the information.
e Offer patient case examples and metacognative reflection in the form of
video/audio and still photos to exemplify module content and provide an

authentic context for the learner.

In addition to the module content and video cases developed by specifically for this
package, appropriate third-party resource material will be provided (as per copyright
clearances obtained by the Illawarra Division of General Practice).

Pre and post knowledge questions will enable collection of response data toward

Continuing Medical Education points.

Goals and Obijectives

The primary goal of the package is to raise awareness of the need for dual diagnosis
techniques amongst GPs, and improve referral practices. A secondary goal is to
provide information about motivational interviewing and case coordination for those
GPs who are interested in developing their skills in these areas. The training package
will not cover treatment options and strategies in detail.
The package will address the learning objectives:
1. Skills in detecting common, disabling and treatable mental health
disorders in general practice. (MH Assessment)
2. Understanding of the need for systematic assessment including
interview skills, history taking, mental status assessment, risk
assessment and comorbidity (MH Assessment)
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10.

11.

12.

13

14.

15

Understanding of the epidemiology and aetiology of mental health
conditions and the complexities of comorbidity (MH Assessment)
Understanding of contextual issues - time limitations, competing
demands and undifferentiated clinical presentations in recognition and
treatment of mental health disorders (MH Assessment)

Appropriate use of psychometric instruments (e.g. screening and
severity rating scales) to aid assessment and identify a baseline of
severity of the disorder against which improvement or deterioration
can be assessed (MH Assessment)

Capacity to reassess people with a known mental health disorder in
their care (MH Assessment)

Ability to transfer generic knowledge and skills across the range of
patients and disorders. (MH Assessment)

Ability to negotiate a shared understanding of a mental health problem
with consumers that culminates in an agreed care plan (MH Plan)
Knowledge of the appropriate use of effective pharmacological and
psychological  therapies for treatment of common mental health
disorders (MH Plan)

Understanding and knowledge of the importance of consumer and
carer education; use of accurate and consumer friendly educational
materials about common mental health problems (MH Plan)
Awareness and knowledge of local specialist mental health care
providers and allied health professionals from the public, private and
non government sectors; commitment to working with these providers
(MH Plan)

Ability to introduce self-help strategies into ongoing management (MH

Plan)

. Ability to transfer generic knowledge and skills across the range of

patients and disorders. (MH Plan)
Understanding of the need for systematic follow-up of consumers and

ongoing monitoring of mental health plan outcomes (MH Review)

. Knowledge of how to assist people with mental health disorders with

self-monitoring strategies to increase proactive steps in response to
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early warning signs (MH Review)
16. Knowledge of how to assist a people with a mental health disorder to

develop a personal relapse prevention plan (MH Review)

Design and Structure

The structure of the package will be based on the diagnosis procedure.
Learners will be guided through each module at a basic level with links to more
detailed information (information pages, text boxes, files, templates etc.) as well as
links to relevant parts of the cases as specified in the storyboards. This will cover the
information identified for the modules:

1. Identification

2. Assessment

3. Motivational interviewing

4. Referral

5. Case coordination
Learners will also be able to investigate the cases as an information source in their
own right.
Navigation options will allow learners to move freely through the structure to browse
the topics.
Tools provided will allow learners to search using keywords to find a specific

resource or information page

Learning Activities

The package will include self-assessment activities which allow learners to test their
understanding. Some scenario-based ‘what-if” questions will allow learners to select
their preferred path through the package and a formative assessment of their progress.
Summative assessment activities in the form of pre and post questions will be
provided according to the requirements of the Continuing Medical Education process.
This may involve the collection data in a text file to be emailed or printed and posted

to CME assessors.

Proposed Resources and Media Format
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Content writers will work in conjunction with the DMC team to develop content for
the modules. Patient cases and GP metacognitive consideration of the cases will be
provided on video/audio/image format. Video/audio will be obtained by the IDGP
and provided to the DMC for inclusion in the package.

Existing PDF files will be included on the CD where appropriate and where copyright
clearance has been obtained by the IDGP. The Digital Media Centre will assume
copyright clearances have been obtained for any PDF documents provided by the

IDGP.

Simple graphic elements, consistent with the design of the package, will be developed
to help convey concepts included in the module content.

One html page will provide a link to the IDGP web site that will in turn provide links
to relevant Web sites and ensure that learners are directed to the most recent
information.

Resource Development

The resources for the package will be developed by a team of key content developers
identified by the IDGP, who will work in conjunction with designers from the DMC.
Further content contributions will be sought as required.

Jessica Grainger will coordinate all video production - including the recruitment of
actors, and shooting and editing the video sequences. Final versions of the clips will
be provided to the DMC on a digital video tape. The DMC will responsible for all
further production work required to develop the files for the CD-ROM medium.
Sourcing and costs of photographic elements for the interface design or third-party

images associated with module content are the responsibility of the IDGP.

Implementation Environment and Constraints

The package will be available on CD-ROM compatible with Windows and Macintosh
operating systems.

Computers will require QuickTime for video and audio clips and Acrobat Reader for

PDF files. Installers for both will be provided on the CD-ROM.

Evaluation Procedures
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Members of content development team take on role of overall reviewers of package
content.
Evaluation with GPs will be undertaken in three modes:
= package introduced in a face-to-face workshop to teams of three
learners: GP, mental health professional and drug/alcohol professional;
= package introduced in a face-to-face workshop to GPs only;
= package provided to GPs as a standalone education resource.
This will also be an opportunity for the DMC to collect data related to use of cases

and package tools for learning by the target audience.
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Milestones and activities

by IDGP

Milestone Initial date' Revised Date’
Commencement of Project 1 Sept 02 21 May 02
Delivery of Design Specification to IDGP by DMC 31 Oct 02 26 Feb 03°
Delivery of cases digital video to DMC by IDGP 30 Oct 02 30 Oct 02°
Delivery of all module content and resources to DMC 30 Oct 02 24 Dec 02°

Delivery of edited content and resources for inclusion in

Not previously

12/13 Feb 03

package by DMC to IDGP specified

Signoff of edited content and resources for inclusion in | Not previously 20 Feb 03

package by IDGP specified

Knowledge questions provide by IDGP to DMC Not previously 5 Mar 03
specified

Presentation of interface design/graphics of package Not previously 12 Mar 03°

(main screen with roll-over examples and one module specified

screen) to IDGP by DMC

Signoff of interface design/graphics by IDGP Not previously 19 Mar 03
specified

Prototype for CPD point allocation including all content | Not previously 31 Mar 03

signed off at 19 Feb 03 and one case in digital format as | specified

an example of video length and a estimate of total video

length.

Signoff of edited video for inclusion in package by Not previously 16 April 03

IDGP specified

Delivery of beta training package on CD-ROM (for 28 Feb 03 29 April 03

identification of minor editing, technical fixes) to IDGP

by DMC

Signoff of beta by IDGP to DMC Not previously 14 May 03
specified

Delivery of final training package on CD-ROM 30 April 03 30 June 03

Delivery of final gold master IDGP to Commonwealth | 31 Aug 03 31 Aug 03

' As per contract or IDGP/DMC project meeting agreements.

Revised at 19 February 03 based on actuals for completed work and projections toward

g)roject completion.

Revised to ensure consistency with module inclusion decisions and preliminary information

regarding interface design, tools and assessment options

* As at 19 Feb 03 further pre-filmed video content may be required from IDGP sub-contractor

® As at 19 Feb 03 knowledge questions, opening narration and links between cases and

module content outstanding.
® Contingent on IDGP sourcing images as discussed.
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12.2 Appendix B - Clinical Audit Form

Clinical Audit

Sis - Mental Iliness and Su

Shaarce
Division of

Date of visit: Country of Birth:
General TTIT]
Practice Date of Birth: |
Ty e pea Language spoken at home (1st Language) :
Gender: »Male O Famale

Saction 3: Patient Management

. - e
1. Does this patient reqularly attend your practice? You have indicaled that his patienl requires ireatment for Depression, Arwiety, Substance Abuse,

Y »No

S R, of some combinalion of these problems. For flems in this section you may check all ifems thal
. For this patient have you previously inguired about:
Depression 3 Yo o No apply for each problem.
Aniely Vs ¥No 10. Please indizate how ready you think the patient is to work on these mental
Subslance Abuse s 2 No prablems?
3. Have you previously treated this patient for:
Depression DYes  No Depression  Anxiety  Substance Abuse
Angiely O Yes 2 No
Subslance Abusa D Yes No Patient is nol interested in changing e [ =)
4. Have you previously referred the patient to a S——— :
specialist treatment service for: Falient s aware of problem o o2 2
[epression 2 Yes 2 No ) o p :
Aniely Y S Na Fatient has made a decision Io change b [ ] O
Subsfance Abuse DY Olo Paliant is actively changing behaviour O o o
| did not assess patients readiness to change o [ ] o

11. Are you going 1o treat andfor rafer the patient?

5. Reason for presentation
< Nedical 2 Peychological < Migad < Other Treal Myself Depression  Anxiety Substance Abuse

6. Did you ask a screening guestion to determine the

presence of: Fharmacological [®] [ ] (@]
[Depression O Yes 2 No : :
Andsly s e Peyehological zounsalling 2 ) [
Substance Abusa Y N0 Physical Healln ) I 3
7. Did the screening question indicaie the possibility of:
[epression Y N Referral Depression  Anxiety Subsiance Abuse
Angiely O Yes 2 No
Subslance Abusa e 2 No Wental Heallh Semvice =] (@) (o)
B. Did you give 1o the patient a checklist/assessment ]
10l to complete far: Drun and Alcohol Sarvica o (] o
[epression Vs ] (name) < No )
Angisty OYes {name) < Ho Other < 2 2
Subslanca fbuse <o Yes | (name) < No By )
9. In your opinion does the patient require treatment st
far:
[Depression O Yes N 12. Do you intend using the following items in the management of the patient's
Aniety DY Olo mental and/or substance abuse/conditions?
Subslance Abuse Y »No
If you answered N0 1o ALL of question 9 please do not < EPC Care Flan ¥ EPC Casa Conferance < Menfal Heallh Assessment
continue

2 Mental Health Flan 3 Menfal Heallh Rewiew
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12.3 Appendix C - Dual Diagnosis Pre-Workshop Questionnaire

In order to be able to connect your pre and post-training workshop questionnaires please insert your name or create an
anonymous 6-digit code to by using you mother’s initials (e.g. AB), your day (e.g. 01 to 31) and month (e.g. 01 to 12) of
birth. Example: PB0603

Name or code CPD No: Date:

Gender: Male O Female O

Age: 25-34 yrs 35-44yrs 45-54yrs 55-64 yrs 65-74 yrs >75yrs
O O @) O @) @]

For the purpose of this survey dual diagnosis refers to the coexistence of a mental health disorder, specifically depression or
anxiety, with a substance use disorder. The first set of questions relate to your opinions about training in general and the
second set asks your opinions regarding the management of dual diagnosis.

Please read each item carefully and indicate how much you agree with each statement by ticking one response on the
5-point scale provided.

Strongly Somewhat  Neutral Somewhat Strongly
disagree disagree agree agree
1 2 3 4 5
1. When I'm involved in training sessions and I cant understand O O O O O
something I get so frustrated I stop trying to learn.
2. Iam usually motivated to learn the skills emphasised in O ®) O O @)
training programs.
3. Tam willing to invest effort to improve skills and O ©) O O O
competencies just for the sake of learning.
4. Tam willing to exert considerable effort in training programs ~ O O O O O
in order to improve my skills.
5. I'would like to improve my skills. O O O O @)
6. Iam willing to invest effort on my personal time to develop O O O O O
technical skills related to my job.
7. Participating in training programs will help my professional O O O O O
development
8. Participating in training programs will help me perform my O O O O O
job better
9. Participating in training programs will result in having to do O O O O O
extra work without being rewarded for it
10. Participating in training programs will help me stay up-to-date O O ©) O O
on new processes or procedures related to my job
11. I can generally do the work necessary to accomplish my goals O O O O O
in training courses or seminars.
12. T am confident that I can do well in training courses that deal ~ O O O O O
with information (e.g., facts, concepts, or ideas).
13. Tam confident that I can do well in training courses that deal O O O O O
with people skills (eg counselling, team work, negotiating)
14. The skills and knowledge I have obtained by attending O O O O O
training programs has been helpful in solving work-related
problems
15. Before I attend training programs I usually consider how I O O O O O

will use the content of the program.
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Strongly Somewhat  Neutral Somewhat Strongly

disagree disagree agree agree
1 2 3 4 5
16. I believe my job performance will likely improve if I use the O ®) ®) O O
knowledge and skills acquired in training programs.
17. It is unrealistic to believe that mastering the content of O O O O O
training programs can improve my work productivity.
18. I am usually able to use skills or knowledge acquired in O O ©) O O
training programs in my work
19. There are usually more problems than the trainers realise in O O O O O
using training program content in my daily work activities.
20. Before I attend training programs I usually identify particular O O ©) O O

problems or projects that I would like the training to help me
with

21. Tam confident that I can motivate patients with a dual
diagnosis

22. T am confident that I can use EPC items when caring for dual O
diagnosis patients

23. I feel I can make a difference with patients who have a mental O
health and/or substance use disorder

How confident do you feel in each of the following aspects of dual diagnosis care?

Not at all confident Not very Moderately confident Very confident
1 confident 3 4
2
24. Identification O O O O
25. Assessment ©) O O O
26. Counselling ®) O O O
27. Referral O O O O
28. Case Coordination O O O O
29. Physical Health needs O O O O
30. Approximately what % of your patients have anxiety and/or depression PLUS a substance use problem %

For the following questions please tick the response that best reflects your current practice.
Almost  Rarely Occasionally  Regularly Almost

Never Always

31. In a patient experiencing substance abuse problems I ask about O O O O O
mental health problems and vice versa?

32. Tuse specific tools and screening devices to assess both mental O O O O O
health and substance abuse problems

33. I take on a coordination role in treating dual diagnosis patients O O O O O

34. T use Enhanced Primary Care items in my management of dual O O O O O
diagnosis patients

35. T'use a network of mental health and drug and alcohol support O O O O O

professionals to assist me in working with dual diagnosis patients

THANK YOU for taking the time to complete this questionnaire
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12.4 Appendix D - Participant Evaluation of Dual Diagnosis Workshops

In order to be able to connect your pre and post-training workshop questionnaires please insert your name or create
an anonymous 6-digit code to by using you mother’s initials (e.g. AB), your day (e.g. 01 to 31) and month (e.g. 01 to
12) of birth. Example: PB0603

Name orcode ..........oocoovviiiiiiiiiiin.n. CPD Reference No. .........ccoviiiiiiiiiin.n.

Date of Meeting  ........ccovviiiiiniiniiinnnnn. Name of Professionifnota GP..................coooiiiiii.

In order for you to take advantage of the CPD Points allocated to this activity, please complete form and return this it to the
Convener.

Strongly Somewhat Neutral ~ Somewhat Strongly

disagree disagree agree agree
1 2 3 4 5

36. The workshops have motivated me to learn more about Dual O O O O O
Diagnosis

37. The workshops have motivated me to want to use the CD to learn O O O O O
more about dual diagnosis

38. I'intend to use the CD to learn more about dual diagnosis O O O O @)

39. Tintend to apply in practice what I have learnt from the workshop O O O O O

40. The overall quality of the workshops was good O O O O O

41. T am confident that I can motivate patients with a dual diagnosis O O O O ®)

42. I am confident that I can use EPC items when caring for dual O O O O O
diagnosis patients

43. I feel I can make a difference with patients who have a mental O O O O O
health and/or substance use disorder

44. 1 am confident I can identify and assess patients with a dual O O O O O
diagnosis

45. The cases demonstrated during the workshop session provided O O O O O
relevant examples

46. The discussion of the cases helped me understand the concepts O O O O O
better

47. Iintend to review the cases more closely after this workshop. O O O O O

Please circle one response only for each question
13. What percentage of patients presenting to general practice  14. For which of the following must you include a

will meet the diagnostic criteria for a mental disorder? multidisciplinary team?
a. 40%
b. 30% a. EPC Case Conference
(Cl- ég Zj b. Mental Health Plan
e: 0% c. Mental Health Assessment
d. All of the above
e. aandb

Do you have any General Comments about the workshops?

THANK YOU for completing this questionnaire
Please hand the form to the convener so that CPD points can be allocated
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12.5 Appendix E
Review of Dual Diagnosis CD-ROM

On behalf of the Illawarra Division of General Practice

David J. Kavanagh, August, 2003

1. Some overall comments

This CD-Rom contains some excellent information on how to assess and manage
comorbid substance misuse and mental disorders. If a GPs take the time to read the
full CD and linked materials, they will have advice on the assessment and
management of a wide range of problems. The writers and producers of the CD

should be congratulated on the breadth and overall quality of the resource.

Note: If this CD-Rom were to be used outside of lllawarra and/or outside NSW,
references to the local setting (e.g. local service names, lllawarra Division, state
department names) and to local policies or resources would require significant
alteration.

Core skills that should be highlighted, given the length of the CD.

The CD-Rom is currently too long and it is too difficult for GPs to get to the best

material quickly when they want to refer to it.

The key areas, as I see it, are:

¢ Information (providing resources with information on substance effects,

linkage between substances and specific disorders, drug interactions, etc., and

a separate set of resources for patients and carers on these topics)

¢ Screening and assessment (needs more on functional assessment here).

e Management (motivation enhancement, but also short-term contracting and

problem solving, pharmacotherapy, and specific referral and case co-
ordination issues that arise in comorbidity). (A sub-segment would be good

basic skills training, as would featured buttons leading to indicators for and

on
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instructions for home-based detoxification).

I think part of the problem at present is that the CD tries to do too much. I think that
basic counseling skills, referral skills and case co-ordination skills should be assumed
(at least in the main text), and resources (or secondary buttons to the relevant
segments) given to people if they want to go over these generic skills. I know that
these skills are often lacking, and that GPs may not always be aware of the gaps in
their skills, but perhaps feedback could be given to look up the resources when
questions on the areas are not answered correctly. Alternatively a button something
like 2want to know more about why the doctor used these questions in the video
clip? could be given with particular clips, leading the user back to those secondary
segments.

At thetop level, | suggest that four main menu buttons—the 3 areas above plus cases
will help. Material under them should focus on the key skills, with secondary buttons
leading to more detailed or more basic information. Highlighting is currently used, but
it is unclear why some headings are highlighted—others often seem at least as

Important.

Another part of the problem is that the headings don't always help the user find things
quickly.

Resource access

It needs to be immediately clear to the GP where they can find information (including
information brochures for patients), assessment instruments, simple instructions on
how to undertake motivational interviewing, handouts for patients on treatment
options and skills. Resources are partially duplicated in different places, and are not
always in expected places—see details below. While there are 2resource® headings,

resources often al'so appear in other places.

It would be better if there were greater consistency and transparency in placement.
For example:

-a button for GP resources and patient handouts under each heading, and/or
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-a main menu Resources button that provides a set of resource area buttons (such as
information sheets; assessment instruments; treatment materials), and under each of

these, sub-area buttons (such as patient handouts, etc).

A list of search topics and a search engine for specific assessment or management
questions would greatly enhance the resource (e.g. amphetamines; or depression and
alcohol). Developments such as these would I suspect also lead to a better
organization of the resources so that they provide this information in fewer different
places.

Link buttons to groups of resources rather than a repetition of the specific resources
would work well in those cases where double mentions are unavoidable (e.g. patient
handouts on substance effects—a single link button in both the information segment

and in a treatment segment would work well).

Note that the frequent use of the Illawarra website for further links to materials is not
ideal, since the reader is left looking at a long list of alternatives. It is not immediately
clear where the requested resource is on the list (sometimes the resource appeared

towards the top of the screen, but this did not always occur).

It should be possible for the GP to find a specific patient handout during a
consultation within 10-15s maximum. The CD could include a folder of reminder
cards and patient handouts that the GP was asked to copy to the C-Drive for ready

accCess.

There is also considerable variation in the quality of the resources linked in. Use of
materials produced by others could be problematic in cases where the material is not
ideal—some examples of the issues are detailed below. One minor consequence of
using materials from other sources is of course that the contact details are
inappropriate. I would also suggest that a smaller set of resource materials that are
developed by the writers of the CD be emphasised, in order to ensure specific
appropriateness and accuracy. (For example, information for GPs and patients on
substance effects in the general population is less appropriate in this CD-ROM than
handouts specifically targeting comorbid problems). The CD should only link only to
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websites and handouts of others where the ongoing currency and accuracy can be
guaranteed.

Other Suggestions for improvement

Expansion arrow unclear

I did not know until it was pointed out to me that the arrows drove expansion of
headings. The arrow just looked like a dot point to me. This needs to be made much

more clear to the reader.

Further emphasis on motivation enhancement. I cannot comment on the adequacy
of information on pharmacotherapy. In relation to the psychological assessment and
management of comorbidity, cases provide relatively poor models of the key area of
intervention—motivation enhancement. Elements of MI are present on sub-screens,

but could be more prominent.

Cases. Case examples are needed for every key element—e.g. gaining trust;
screening; functional assessment; motivation enhancement; planning and problem
solving; review. Only some of these are currently provided. Specific review of the
case segment of the CD will be forwarded separately. However, in general, the
separate case segment is very good. A main current weakness relates to the lack of

specific case examples elsewhere in the CD.

Opportunities for more power use of medium. This training resource could
incorporate a much more powerful use of the medium. For the most part, the content
focuses on textual materials, with some links to other text resources, together with
some video clips. There is much more that could be done. For example, the GP could
receive feedback on what he or she had already read. Permission could be requested to
put a reminder on the C-Drive at a nominated time to look at the materials again, if
they want to do the training in different sessions (this would of course require a sub-
program linked to the clock or a calendar). It may be able to record the date on which
a particular form or handout had been given to a particular patient (by creating a new
file on the C-Drive with the patient’s name and handouts, or perhaps by linking into
the patient’s records). It could record and periodically graph the frequency of handout

use by the GP (which may assist in sustaining use of them over time). Sub-programs
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could provide on-line recording of substance intake, symptoms or other repeatedly
administered assessment instruments that could generate summaries of patient
progress in graphical or verbal form. Not all of these ideas may be considered
practical or desirable, but the point is made that the medium offers much more

powerful opportunities than the provision of text and video clips.

I regard this CD-ROM as an excellent first step, and suggest that a revision would

make it an even more accessible and useful resource.

Education sessions
The one session I attended was, I thought, reasonably effective. Perhaps more skills
practice by the GPs would improve it further, but I thought the session worked well.

Of course, I am not an unbiased observer on this issue!

2. SECTION-BY-SECTION REVIEW OF THE CD

3. Audio Introduction

Fine.

Note: brief notes are included about cases in main part of CD, but detailed discussion

of clips is given under “Cases” below.

4. OVERVIEW

Section should also include effects of specific drugs that could trigger or exacerbate
mental conditions, reasons for use, the difficulty in determining priority of causation
(and the tendency of causal priority to shift over time). Some mention of psychosis
must be made, given the greater risk from substance misuse in that population (this
itself should be referred to—note the high prevalence part of the Mental Health and
Wellbeing survey). Taking the argument of emphasizing high frequency conditions,
special mention should be made of alcohol and tobacco as comorbid substances
relating to anxiety and depression. Cannabis and amphetamines are also sufficiently

common for them to also receive some special focus.
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Most of these issues are examined later, under resources given in “Case Co-

ordination”. That is not where one might expect to see them. Identification Test

Q2 a/brepeats 1in 8

Q 7-10 What is the evidence that reflective listening, open questions,
paraphrasing, reframing core skills for dealing with comorbidity? (In the
module itself, perhaps these core skills for general counseling might be given
under “assumed knowledge and skills” or some similar heading—should the
be a primary focus of the tests for comorbidity in particular? Development of
empathy for the patient, expressing a lack of judgmental attitudes, etc. might

in any case be more important skills in this context).

o Q 8 The example of an open question is not the best one that could
have been chosen. This asks for a degree of difficulty, rather than

encouraging a discussion of the issues.

Q12 Under some circumstances, (e.g. in people who have been attending
regularly in the past), infrequent attendance can indeed be related to
comorbidity. Noncompliance, social factors and infrequent attendance can all
of course be caused by many factors—none is a very good indicator of

comorbidity by itself.

Q15 d should read “any of a,b or c”

5. DUAL DIAGNOSIS - IDENTIFICATION

1.2 Text box: Sentence 2 is repeated. It is almost the same as the sentence in 1.1.

(Note that text boxes do not as yet disappear when right corner clicked).

This section emphasizes anxiety and depression, which is very sensible.

Extent of the problem
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Material is good. However no information is given on the degree of increased risk (ie
odds ratios, nit just percentages). This is important information for the GP. Also, I
don’t see a mention here of the 1998 ABS Australian data (and of the low prevalence

part of that)—surely of importance to a local audience.

Detection rates—good!

Clinical significance

Good, but would be better in point form.

Specialist role

Good.

GP role
Good.

Dual disorder presentations: Reflects current NSW policy. Proposal re shared care for
severe comorbidity has problems—does not necessarily reflect best practice re

integrated care within a single service.

Notes: very good.

Initial presentation

Very good.

Case: appropriate.

(Note repetition of this idea later in the CD. Does it need to be in 2 places?)
Forms of presentation

Essentially the same material. Could combine with previous section. Repetition

comment applies to this as well.

Exploration skills
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The key aspect at early stages is to show interest in the person, win trust and obtain
accurate information on the extent of alcohol and other drug use and of resultant

problems. I would emphasise those aspects at this stage.

Frame of reference
Good material.

Case: appropriate.

Types of questions
Clearly presented, and cases are appropriate. However this represents a generalized
skill rather than a specific skill for comorbidity. Should this general skill be on this

CD-Rom or on a more general one about communication and counseling?

Issues relating to choice of open vs closed questions for specific situations could be
explored a little more fully. Good examples of the use of open-ended questions are
given, but of course closed questions are often more efficient, especially in
assessments during a short consultation—open-ended questions can lead to very
extended replies! Closed questions can also help get into the patient’s frame of
reference when they are well chosen, and of course a closed question can lead to an

open reply, and it often does.

Reflective listening

Material is sound. But should this general skill be on this CD-Rom?

Needs to note that reflection can actually be detrimental where it looks like a ploy,

and where it is over-used.

Note—cases on the feedback boxes are not working on my machine.

Practice

Very good critique of the 2 video clips.

Detecting comorbidity
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Good set of situations where comorbidity is often seen (although, as noted under the
test question, except for intoxication, none is specific to comorbid substance misuse).

“Mainly psychological presentation” is unclear.

Cases: examples of Will, James and Rose—good examples of the concept. Rose is
repeated at bottom of page—better to have her there rather than towards the top of

screen. Ditto repetition of James—better to use one of the later visits where repeats
marital problems?

Screening

There is significant repetition of resource listing on this screen (and subsidiary

screens) and on subsequent ones. Suggest take them off this screen.

Sub-screens—good, except that adapted CAGE is not a very good recommendation,
given its lack of validation, and the relative insensitivity of the original CAGE to low
level substance misuse (which is very common in comorbidity). I would not

recommend it unless data emerges that it does work.

Special issues faced with using the screen in people with the comorbid disorder
should be addressed. For example, in people with substance misuse, ensuring that the
person is not intoxicated, and strategies to deal with memory deficits could be noted.
Specific problems in gaining trust in people with paranoid ideation should be

mentioned.

Summary

Good—except...

A screening questions sheet is given on a button on the summary page—better placed
in previous segment? The only questions on substances other than alcohol, relate to
whether the person or someone else thought they should cut down. This will pick up
many people with severe problems, but it misses people who are at risk (note the
analogy with the alcohol questions). This approach also misses people who both lack
insight and lack others with insight. What evidence do the writers have that these

questions do detect problems in comorbid populations?
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Resources

SPHERE: Good. However the score key does not say what numbers the
alternatives receive.

DASS: Good. Local norms are available, but no normative data is given here,
so the GP will find the test difficult to interpret. Giving both the DASS and
DASS-21 provides choice of a shorter version, but no advice on when to use
each is given.

K10: It may be useful to also provide the K10 +, which adds some items on
functioning and on the impact of physical symptoms. A decision tree on the
symptoms can be used (e.g. ... nervous”? The following question—*“So
nervous” & etc. is only given when some nervousness is reported).
DrugCheck: Only the substance intake segment of the DrugCheck is provided.
The full instrument also includes the Problem List (later given in the
Assessment segment: while it can be used to help direct functional impact
questions, it is primarily a screening instrument and therefore should be in the
screening section). No instructions on the screening cutoff are provided.

The Severity of Dependence Scale is also a good screening instrument. It also
is currently in the Assessment module rather than here. No screening cutoff is
given.

The CAGE and some modified forms of it are provided. No reference for the

modified versions is given, or any data on their screening accuracy.

Other points

A description of stages of change would be helpful, in laying groundwork for later

material on motivational interviewing.

6. ASSESSMENT

There is considerable overlap between the assessment module and the previous one.

Some of the introductory material would be better for the person to have before they

begin screening. Would it not be better to move the screening material into

assessment, and leave the initial module as an information segment? Assessment

could then be divided into screening and more detailed assessment.
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The assessment segment should also include
® an explanation on how to use more detailed symptom measures (e.g. BPRS—
the scale is given, but no instructions on the standard interview) and substance
use measures (e.g. relating to timeline follow-back and more accurate
assessment of intake, including the use of and limitations of urine/saliva/blood
testing),
e taking a history of both problems, and
e taking a functional assessment.
More complex issues such as
e the separation of potentially independent mental disorders from transient mood
symptoms that result from intoxication or withdrawal,
¢ the potential for depression to bias memory and
e the potential for psychosis to impair both attention and memory could be
mentioned, together with strategies to address those problems.

All of these assessment issues are very important.

Assessment test:  Very appropriate, but does not reflect the emphases of the module.
Items suggest areas that might be further amplified somewhere—e.g. features of
alcohol and cannabis misuse, medication effects on anxiety, features of specific
mental disorders (although all of these elements would be better in the introductory
segment), cultural diversity/ATSI issues (some material is in resources, but it could be
put into the main module), definition of premature closure (referred to, but not
defined), timing of assessment, specific suicide risk issues. Test is more

comprehensive than the module.

Counselling skills and suicide assessment post-test: The content is good.

Why is this not in previous section, where counselling skills are discussed?

Patient presentation
Fine. However this and the sub-screen overlap with, and would be better placed in the

section in previous module.

Sub-screen: Association of physical and mental disorders: omits some associations [
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know of—e.g. psychosis with diabetes and ischemic heart disease. Cancer is a risk in
psychosis at all episodes. There may be other associations I do not know about.
Suggest go back to literature to review relative risks.

Working alliance

Mention of lack of a lack of a specific, superior therapy is out of place here.

I tried to use the “Best Practice in alcohol and other drug interventions working

group” link, but could not do so.

Sub-screens:

Premature closure—excellent. Case example very good.

Transcultural—very good. Case examples appropriate (detailed comments on these
segments below).

ATSI—Good material.

Diagnostic conditions

Fine.

Depression: good. Could add some interview questions on a resource button to assist
in clarifying both diagnosis and intensity. Needs clarification of depression in
comorbidity here (e.g. material on depression in alcohol misuse, amphetamine use,

etc.)

Anxiety: Text box—not all the “symptoms” are actually symptoms.

Brief descriptions of diagnostic categories—good.

Questions for diagnosis—name of the button could be clearer (currently “Diagnosis
anxiety conditions-Mental Health Integration Project”).

Case examples—fine, although would of course need more than the information on

the clip to be certain.

Psychosis: DSM criteria not provided. Schizophrenia features in text box should give
greater prominence to negative symptoms. Might be useful to describe the 3-factor
(+, -, disorganized) and/or 5-factor models of the symptoms in a text box—these

models may help the practitioner to integrate the disparate symptoms they see. A text
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box on comorbidity of depression with schizophrenia (2/3 of latter disorder in a 12
mth period have major depression) might be useful, especially given the potential role
of substances in some cases.

Detection box—issues re ambiguity of the symptoms should be addressed. Criteria
developed by EPPIC group, and its effectiveness in detecting positive cases should be

mentioned.

Personality disorders: A clear overview, but a text box describing each disorder is

needed.

Substance use disorders: Good material. First para could be broken down to give the 2
conditions greater prominence at first glance. Case example fine.

List of substances and street names—useful. Its placement here may be hard to find if
GP is looking for it. Should repeat this information near the patient handouts
(wherever they are placed in a revised CD).

Holmwood material—I have reviewed this below.

Monitoring

Monitoring—the link does not take the reader straight to the paper resource, but I
found it in a few minutes. On top page, monitoring refers to mental symptoms only—
equally important is the alcohol and other drug monitoring. A link to timeline

followback or to a simple self-monitoring form would be good.

Sub-screens: Except for 1** sub-screen, these are not really about monitoring. Material
on screening and detailed assessment should be elsewhere. The monitoring segment
should focus on simple questions that can be repeated routinely. (Comments that

follow relate to the material rather than its placement here).

Assessing mental health. Fine, as far as it goes. BPRS may add to utility of this

screen. It is not just for psychosis.

Mental health screen: Need to distinguish this from previous segment more clearly.
Resources and case example good—what advice is there on which instrument to use?

Psychosis: Need to give advice on how to use BPRS. Repeats MMSE, which is in
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previous sub-screen.

Assessing substance use: Material good as far as it goes. Need to provide further
advice on how to get accurate consumption information from a co-operative patient.
Functional assessment should go much further—e.g. inquire about situations at times
of the patient’s life when used more or less, and about recent situations where use
more or less. Details of situations, internal states, coping strategies and consequences

are needed in a functional assessment.

Assessing interaction. Good material.

“Brief guide” Holmwood material is reviewed below.

Suicide assessment

Sub-screens are very good, although they do have some repetition form screen to

screen.

Degree of risk: there is no guide on what constitutes a high or very high risk. Some
doctors may have a very low threshold, others an excessively high threshold for

action.

Initial management: No mention of contracting and appointment setting, which can

assist in situations where no immediate action is indicated but some risk remains.

Readiness to change

Needs a link to a method of assessing this concept.

Treatment approaches
Treatment approaches—why is this here? Would it not be better put in a later

segment?

Major/minor distinction has some utility, but it is overly simplistic. For example,
schizophrenia in remission plus severe cannabis misuse should have the substance use
as the more major problem. I don’t see the point of making a major/minor

distinction—I think it leads to people not taking the supposedly “lesser” disorder

146



seriously enough, when it fact it may be the key factor in preventing relapse in the
other disorder. Cannabis use in schizophrenia is a good example. Very small amounts
of this use can be very detrimental in some people. Perhaps should omit all reference

to major/minor?

Summary

Fine, although I would emphasise the main steps rather than the rationale for them.

Resources

Repeats the screening instruments. I suggest that it would be better to list screening
and further assessment separately. The repetition draws attention away from the
instruments and ideas listed here—e.g. BPRS. See other points about the screening

instruments above.

7. MOTIVATIONAL INTERVIEWING

Overview

Fine.

MI pretest
Very appropriate content. I do not have an answer key, so can’t check accuracy of

answers.

Motivational interviewing
Perhaps could mention fact that ambivalence is normal, and that MI accentuates the

internal conflict in provoking change. Otherwise fine.

Sub-screens very clear and well presented—should have more prominence, since this
is a key skill.
Why use MI

Very clear. Good material.

Steps

Suggest restrict to the MI steps, rather than including assessment and commitment,
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since these lie around the core steps. (Might mention that prior assessment of the

functional impact of the alcohol or other drug use can assist in the conduct of MI.)

Provision of information—needs to discuss how (answering their questions,
emphasizing negative consequences they have identified). Use expert status—this in

itself can be very powerful.

Sub-screens—Readiness—good. My 2 questions are not rather superficial—maybe
also show stages of change questionnaire to illustrate the types of questions that could

be used?

Stages of change—Good. Should precede the Readiness screen, and take out stages of
change material from Readiness.
Assessing readiness—good. Combine with initial “readiness” sub-screen. Case

example very good here, as are the graphs of readiness re each disorder.
Motivation and resistance—good.

Awareness of problem: good material. Cases: Sonia—1* clip too long, but used well.
2" clip—instructions say to listen to discussion, but it is not there. 3"—start of

discussion very appropriate—do not need whole discussion segment?
Avoid confrontation—good negative models in clips.

Handling resistance: good material. Case model a good example of rolling with
resistance, but a less ideal example re the generation of it—see comments about this

clip under cases.

Self-motivation—material very sound. Case does demonstrate intensification.
What worries/concerns you about that? Is another question that could be

recommended.

Action: Again, very good. Questions to determine readiness—a little limited—more
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related to specific situations where stated determination may be doubted.

Strengthening commitment

Fine.

Discussing a plan: Material good. Case discussion illustrates summary and overall
planning. Does not provide a detailed assessment of the advantages and potential costs
of change (which is mentioned in previous sentenceD might be expected to follow).
Change plan sheetb very good.

Text boxesb good.

Education: good material. Information aspect of this should come earlier.

Significant others: very appropriate.

More is needed on what to do when the patient does not want to change at this time.
More on harm minimization that does not involve changes in consumption could be

given.

There could be a segment here on short-term problem solving
Considerations for referral

Fine. Links to next segments.

Resources

A strong set of resources.

Summary

No summary in this section.

8. REFERRAL

This issue of course is not restricted to this population. Is the material too basic?
Overview

Fine.
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Referral test

Appropriate content. I do not have an answer key, so can’t check that aspect. Again,
not all questions have material that covers the answers in the module.

Good referral practice

Fine.

Research findings: very appropriate to note failure rates.

Dual disorders: good material.

Services: same material as in GP role dual disorder presentations above. As I said
there, this reflects current NSW policy, but the proposal re shared care for severe
comorbidity has problems—does not necessarily reflect best practice re integrated

care within a single service.

Preparing for referral

Local service directory, and templates for service directories—great resources!

When to refer
Very clear. “When patient is contemplative”. Good material. Need to emphasise some
of the issues in the dot points at the end of the page?—e.g. when might a referral to

detoxification be a priority?

Cases: Not when person is not motivated—Sonia example good.
When feel lack skills—Will example good.

Referral phone calls re Sonia—as noted below, very stilted. Content OK.

Effective referral

Fine.
Discussing referral with the patient: good material.

Case example: good model, except ... anxious?” feeds the line—would have been

better to wait and let it come from him.
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Patient’s state: good. Refers specifically to anxiety and depression. Might also have a
text box on delusional versions of the problem.

Referral decision: fine.

Clarify expectations: good. Briefly touches on problem with acceptance of referral

and how to deal with it—good.

Making referral: material, forms and cases—very appropriate. Note my comments

below about Ivan and Sonia—TI actually liked his method.

Summary—a busy screen, but has printable version. Good.

How to manage common problems in referral could receive more focus in this whole
segment. Many will be addressed by the good preparation here, and the patch-up re
Sonia is covered, and there is coverage of some further issues under Effective case co-
ordination (below). However there could be more on this area in the current
segment—e.g. dealing with rejections of referrals and dealing with long waiting lists;
dealing with failure of the other agency in feeding back information to the referring
agent; inadequate information to assist subsequent management by the GP, etc.
Legal issues

Fine.

Resources

Not sure how useful the referral path information will be.

Summary

No summary in this section.

9. CASE CO-ORDINATION

Shouldn’t some of this material come before the referral module or be integrated with

it?

Note that much of the material is about general management—would this not be
better placed under a heading referring to management? The drug information should
be in the introductory segment, perhaps cross-listed under management. I would keep

this segment for specific issues relating to case co-ordination per se.
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Overview

Fine.

Test

Looks good, but do not have the answer key.

Includes material about the effects of substances. Should this be in the initial module?
What is case co-ordination

Fine.

Good practice guidelines

Fine.

Cases: Follow-up of referral of Sonia—good (but should it really be in the referral
segment?).

Case co-ordination of James—discussion by GPs good example of a complex case.
(note risks of bringing in relatives unless carefully discuss with patient). Becomes a

little unrealistic towards the end, but otherwise good.

Importance
“Only a management approach that addresses both the substance use and mental
health problems simultaneously will lead to a eduction...” (typo, and overplays the

current state of knowledge, which is focused on psychosis and substance misuse).

Role of the GP

Fine.

Considerations: good. Major/minor table again given. GP role in mild top moderate
disorders—good. But surely GPs should also be involved in monitoring and ongoing

engagement/encouraging adherence in the other quadrants.

Making your decision—decision tree very helpful.
Cases—typo in first sentence “decisions”.
Scenario 1: bipolar and amphetamine use. Mental health staff should be able to deal

with this, and that is best practice. I would refer only to the MH service in this case.
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However they may not at present feel adequately skilled, and so they may refer also to
AQD services, even though that is not ideal.

Scenario 2-4: fine.

Scenario 5: Should perhaps mention the TRANX website and materials here.

Scenario 6-7: fine.

Effective case co-ordination—useful material.

Remuneration

Enhanced primary care: great material.

Mental health: fine. Word file does not open.

Information

Good material. But why is it here? It is not the place where it would be expected.
Patient resources be in the earlier section on intervention—typically needs to be part

of motivational intervention to provide relevant information.

Patient resources should probably have a warning somewhere that they should not be
taken as a sole basis of information. HANDOUTS MAKE SOME REFERENCES TO
COMORBIDITY, BUT MAY NEED SPECIFIC PATIENT HANDOUTS ON
COMORBIDITY RATHER THAN GENERALISED BROCHURES.
e What’s grog got to do with it? Quite good. Some minor issues—e.g. wise to
say “lots of people enjoy a relaxing drink before bed...”?
e (Quitting marihuana—the alcohol leaflet comes up when button is pressed. Odd
placement, in any case.
e  What’s pot got to do with it? Quite good material. Language pitched too high
for many readers. One typo (effected).
e What’s speed got to do with it? Similar comments could be made.
e What’s smack got to do with it? Some unfortunately worded sections—e.g.
o as a treatment for schizophrenia—*“They worked, but... “ s likely to
give the wrong impression on their actual effects.
o Schizophrenia (and other mental disorders) are relatively common in
heroin users, but heroin use is not of course common in schizophrenia
(even though its frequency is significantly inflated in that disorder).
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o Whether it is always or even most commonly used as a self-medication
in that disorder is still a matter of dispute, although it is likely many
users do have it for that reason.

o “Heroin doesn’t seem to be the first choice for people with bipolar
disorder” is followed by some reasons why it should not be used, but
the sentence is poor.

I suggest that this handout should be revised before its use is recommended.

Series of GP advice sheets from Central Coast: Very good content for general
population, although now a little dated—updating should especially focus on
relevant references and population data, and more recently released treatments
including acamprosate and naltrexone. The handouts are not specifically on
comorbid populations, unlike the set that is in the next segment on treatment
options. (Separation of the two sets of resources will be likely to lead to
difficulty in finding the advice required). File information should be deleted

from the end of materials.

Some specific comments (others did not have significant issues):

o Assessment and treatment of alcohol—refers to festive season
specifically, although content has wider application.

o Smoking—current data needed, otherwise good. Some data now
suggesting that scheduled reduction may be a possible alternative to
quit date, although this is still controversial. (This may be especially
relevant to psychosis, where the decision to quit is very difficult). Lack
of specific information on comorbidity renders this material of limited
use by itself. For example—interaction of smoking with neuroleptics,
importance of using atypicals, concerns about symptomatic reactions to
withdrawal or to nicotine replacement, etc.

o Alcohol detoxification—does mention psychosis briefly, but more is
needed. Also concurrent depression treatment required. Local
information for the GP is needed.

o Benzodiazepines—almost by definition, very frequently comorbid with

anxiety or depression. More needed on this aspect of management. File
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information on last page should be deleted.
o Cannabis—again mentions people vulnerable to psychosis, but much
more on this is needed in this context.
o Amphetamines—mentions amphetamine psychosis, but discussion of
effects in psychosis-prone, depressive or anxious patients is needed.
Web sites. MIDAS site has some very good resources linked to it. Dual
diagnosis Sciacca site is one person’s perspective, and while it looks quite
good, it is a distinctively US approach—the link does not make this clear. A
superficial review of Internet Mental Health looks very good: I am not familiar

with the author and do not see any affiliation.

There is a wide range of other links provided. The key expected ones are there.

Despite a number of headings, there is insufficient assistance to GPs to find the

best material for their specific situation. I suggest that as currently presented the

links will not be optimally used.

As in any internet link, there is also a potential issue of accuracy and quality

control, even if the current version of the site is sound. There should be a warning

to GPs to exercise their judgment.

Treatment options

A further set of resources is given here.

Transcultural issues: Examines some important matters, including differences
in metabolism, and the use of herbal remedies (the latter however deserves a
separate advisory file rather than being embedded in this segment). It provides
little specific advice on dealing with cross-cultural issues. Links to specific
advice on dealing with each common ethnic group would improve this

segment.

Management of ATSI issues: I could not see this title on the given website. Is

it the RACP material? The remote community material?

The handouts by Holmwood have some very useful information, but in places
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they do not represent an accurate summary of the current evidence. I

appreciate that they were not created by the writers of this CD-ROM.

Depression and substance use: Includes information that goes well beyond
treatment, and should be at least repeated under an initial information unit.
Advice on alcohol exacerbating depression is correct, but to state that this is
because of the depressant impact of alcohol may confuse two uses of the word.
The source of the relationship appears complex (e.g. probably including
sedation and mood lability during intoxication, secondary depression from
negative impacts of misuse, dysphoria during withdrawal): some hint of this
complexity should be given, since it is important for sound management.
Advice on the utility of cognitive-behavioural approaches, and especially the
advice that CBT may not be possible in alcohol misuse plus depression is not

well founded in evidence and as currently stated, is misleading.

Anxiety and substance use: Segment on alcohol implies that alcohol is an
effective anxiolytic and that in withdrawal an experience of anxiety is simply a
reappearance of the anxiety symptoms. Withdrawal in fact triggers or worsens
anxiety. The misattribution of withdrawal features (including increased
arousal) to the original anxiety is one of the errors that patients make, and
which often lead them to continue alcohol use. The error should not be
repeated in an advisory to GPs. In many other respects, this handout has some
valuable advice. In places it goes beyond the current evidence—e.g. in
stimulant treatment, behavioural therapy may be useful after benzodiazepine
management is reduced or stopped (I am not aware of evidence that behaviour
therapy is ineffective during benzodiazepine management—nor is it clear what
the behaviour target or strategy is that is being referred to). The advice to cut
down or stop benzodiazepine treatment before beginning psychological
management is sound, but mainly because of attributional problems that
otherwise arise when the patient successfully deals with the feared situation—
the idea that the treatment relies primarily on extinction or desensitization of
anxiety is a notion that has not been in vogue for almost 30 years. Note—at a

minimum this handout should refer back to, and/or be placed alongside, the
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resource on benzodiazepine management that is under the previous segment

(Information resources).

Psychosis and substance use: Some excellent information that should be more
accessible to the GP. Conflicting information on naltrexone—at one point
unknown interactions with antipsychotic medications, at another no

interactions.

Personality disorders and substance use: Does not address the significant
problems with assessment and differential diagnosis—e.g. antisocial PD and

substance misuse. May not always be a true comorbidity.

e Comorbidity...: I could not see this page on the website.

Psychological interventions: Good.

The CRFAD materials are very good, but do have some surprising limitations.
Exposure therapy presents the 1970s model rather than modern practice, which
focuses on skills training and in vivo practice rather than passive exposure. The
segment on skills training does not explicitly say how to do it (discuss-demonstrate-
practice-feedback, etc.). Cognitive therapy does not include behavioural
experiments—a critical part of the approach—this segment would lead the person to
believe it is exclusively a talking therapy. Behavioural assessment and relapse
prevention are not covered in the text of the file—the latter is particularly important
on this CD, and is easy to learn and apply.

Transcultural—looks good to me, but this is not my specialty.

Training

SPHERE: a good inclusion. I have not reviewed their products.
Pharmacotherapy: good material.

Resources excellent in this segment. National Prescribing Service: I imagine it is well

known already, but worth including anyway.
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Substance use specific: again, resources seem very good. Some NSW specific

materials.

Mental health: Very good materials. Link to EPPIC especially useful.

Working with others

Could also address some of the common problems—e.g. delays or blocks in
information exchange on patients (and patients giving partial or inconsistent
information to different agents); inconsistent management (and failure to investigate
management by other agents); patient fatigue and withdrawal from treatment when

dealing with several agencies, etc.

There is a good family page, but there could also be a very useful page here on how to
help families renew relationships or preserve existing relationships, development of
empathy for the patient, dealing with specific conflicts, how they can help elicit
motivation, development of contracts, assistance with attention diversion and

alternative activities, etc.

Community agencies: fine, but issue is already covered under referral.

Monitoring

Good material. Specific suggestions on what should be monitored would be good—
e.g. symptoms, substance intake (referring back to assessment on how to do it),

problem levels.

Cases: Follow-up and monitoring: Will example realistic. See other notes below re
this clip.

Resources

Refers back to previous sections with resources. Either omit or put resources here.
Summary

No summary in this section.

10. CASES

Overall—some really good aspects to them. Will is a particularly good model. It is a
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pity it is last in this grouping—many doctors may not see it here because of this
placement. General patient characteristics and ideas for scripts—very realistic.
Actual scripts need some work, but more importantly, the cases really need
professional actors. Delivery is very stilted on several of the clips, and this stilted

delivery makes even a good script look bad.

The cases try to provide realistic GP models— “coping” models, perhaps, rather than
“mastery” models. But it is important to provide clearly labeled examples of
behaviour that is, and is not recommended. (I know that this occurs in the text—but
some guide is needed in title here). Label sub-skills being modeled, and clearly label
aspects that are not ideal—not just in discussion, which may not be always listened to,
but on the clip and in its heading. There is a risk with the current clips that the

learner may actually pick up more negative methods than are currently being used.

Doctor in Sonia and Rose is not suited to be a positive model in the video clip mode.
Appears quite negative in patient clips, even though quite empathic and warm in

discussions.

JAMES

First visit.

Delivery a little stilted, but case is realistic. Misses depression—case discussion picks
this up nicely.

After 2 weeks

Mentions drinking. Picked up issue, but did not follow up on imprecise consumption
report. Discussion—picks up possible link between alcohol problems and depression.
However discussion assumes that James’ reply does indicate a problem with
alcohol—ideally should only entertain the hypothesis at this stage.

After 2 weeks—II

Suggests alcohol can sometimes cause problems...Asks if wife is right about alcohol
being a problem. Should start with this, or better still, ask if he sees any problem
(given that Jenny apparently does).

Doctor flips to recommendation before investigates his reaction to apparent alcohol

consequences, and falls into confrontation trap. A good negative model.
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Discussion picks up the latter problem, and then suggests motivational interviewing.

Gives only a very superficial definition, but could not attempt much more on this clip.

Would be good if re-did the segment with a more positive model of how MI could
begin.

Back—has had enough

Start—summary sounds somewhat off-hand—not highly empathic.

One might expect a model of MI in this segment, but instead we see a doctor-centred

interview pushing James to list areas possibly affected by alcohol. This is not MI.

James says—drinking is not affecting all of those. This is a form of resistance
generated by the doctor-centred nature of the interview. It is a pity that a discussion
does not pick this up.

James makes another appointment

Jenny’s reaction to drinking.

How make you feel—good.

Any problems from alcohol before—good. Investigates full consequences—good.
Summary—good. But does not ask his emotional reaction to it.

Health—questions link to drinking—good.

Closer to MI, but omits beginning with positives about drinking, which is a critical

component of the approach.

Discussion—Asking if a previous attempt had been made is not the critical issue at
this point. Sensible review on what had done and what might do, although there is not
much evidence from the clips that has assessed alcohol use or depression, or the link
between them very well at all.

Maria continues to work

Wife threatening to leave... “is that what you want” could be better phrased. Too
leading. “How would you feel about that” would have been better. Leads to problem
listing—not a bad idea, but needs to cement motivation to change alcohol use as a

priority.
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NO MODEL OF HOW TO SUMMARISE, ASK FOR HIS REACTION TO THE
OVERALL PICTURE, FORM A CONTRACT, REVIEWING OPTIONS AND
THEIR PERCEIVED CONSEQUENCES. NO MODELING OF PROBLEMS WITH
SELF-EFFICACY, EITHER.

Discussion—talks about where to refer to. Not the issue here. That would be a better
discussion with next segment.

Who primarily responsible—a good issue to raise.

Needs to justify what D&A service—nothing as yet suggests high level of alcohol

dependence.

(Note—hard to give full information about the people here—CD would be improved
by some filled-out forms about these people to demonstrate how to complete and
interpret the key instruments).

Discuss treatment options

How feel about referral to D/A service. Needed to wait a little longer before feeding

an answer. Feels like he is being pushed along in the interview. Otherwise fine.

Discussion—Include case co-ordination—good.

Wait list—Good to raise this, but only suggestion is continue ML
“great M1 techniques”—good to see reinforcement, but it is inaccurate.
Involvement of wife—Yes. Critical if she is to stay engaged.
Management plan —all areas. Good.

Listed several—realistic.

Reflection on role of alcohol in chronic disease—good notion, but sounds stilted.

Overall, both actors sound a bit stilted throughout—especially James. Content at
points is very good, but a clear extended MI series of segments is desperately needed.
Negative modeling in After 2 weeks Il is good, but the clip itself needs to be labeled
as what not to do—if viewer does not click on discussion, may think it is the thing to

do.
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ROSE

Doctor on this series of clips is not strong on empathy. Appears condescending at
times.

Script for valium

Seems realistic.

Notes: Draw attention to fact that consultation set-up is not patient friendly. (As
elsewhere on the CD, box does not disappear when clicked).

Discussion: Panic diagnosis issue, and cultural/linguistic issues—good. Attention to
PTSD good.

Background

Asks about Bosnia. Allows open discussion—good. “I thought family was in
Australia”—sounds as if trying to catch her out. Inadequate response to news of her
mother’s death. Physical exam—good.

Notes—fine.

Discussion: INCORRECT. INCLUDES THE DISCUSSION FROM NEXT CLIP.

Treatment options

Suggests transcultural MH Centre.

Discussion: What is the relevance of the initial comment about husband? Issue is good
to raise, but it is not in the interview. Perhaps this relates to another clip? Ditto re

referral to transcultural mental health center.

Referral

Stilted delivery. Can even hear page turning. Script does not sound realistic. Content
otherwise fine.

Discussion: Fine.

Notes: Draw attention to poor definition of treatment plans—good.

Follow-up to referral

Again stilted.

Good treatment of cultural aspects.

Treatments—OK, but still misses several important aspects—e.g. management of
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anxiety during day, insomnia. Attempts to deal with attribution of somatic symptoms
to physical illness, but there is also the potential issue of misattribution of withdrawal

symptoms to the disorder.

Summary of conference—good.
Discussion: Need to be specific—good. Could go further re saying how this one could
have been a little more specific re actions to be taken.

Text box—fine.

SONIA

Initial

Very low empathy at points. When tries, sounds condescending. Q—using again—
sounded censorious. No reaction to crying. Maybe can offer antidepressants—sounds
grudging. (On the other hand, prescription without a depression assessment here is

also inappropriate).

Discussion—doctor sounds much more understanding than in the interview itself.
Blaming de facto, and hopelessness re him unfortunate—commentator noting this is
very appropriate. Commentary that antidepressants may give wrong message—this is
a potential problem without a more complete assessment of depression, but at least it
was some action by the GP.

Second visit

Do you think you shouldn’t be using MJ? She responds with its positives. He does not
take this up, but instead gives negatives. Appropriate to offer latter, but timing is not

ideal.

Discussion—again draws attention to confrontation/denial in the clip. Again speaks of
MI. Description of MI—picks up some of main points (not take up pro-change—
patient tell you situation) but then says you focus on threats to well-being, and
summarise, stressing bad things that may happen. Rather, the doctor helps the person

make a reasoned assessment. If too unbalanced, patient will not identify with it.

Here we have another negative model clip—again not clearly labeled as such.
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Subsequent clips do provide a partial positive model—but should label components
being modeled.

Visit 3A

Summary of some of Sonia’s problems—good.

Summary of positives re Mj—OK.

Hope re money problem—good.
What if DOCS finds out about cannabis use?—hits a nerve. Some patients may see

this as a veiled threat.

Discussion: Commentary—get them to consider what to do—OK.
Visit 3B
Unpacks DOCS worry, and puts issue of what should do on her.

Asks about potential benefits if did—good.

Discussion—patient recognizing problems important—good.
Ideas about child assessment, other potential agencies—OK, although delivery is

stilted.

Visit 4

Suggestions to get Chad in for assessment, and suggestions for referral—OK.

Discussion—notes that referral is important where the specific input is needed.
Separation of substance use and depression—issue of whether separate or secondary
disorder good.

Visit 5

Says he wants her to see Jason and her re drug issues. Does not ask if she wants this,
and whether after the previous discussion she sees a substance problem. She reacts
that it is more Jason than her. He does not address this—instead says he wants to deal

with the depression.

He is proposing a parallel treatment (albeit with communication). Is that what is
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being recommended?

Notes—draw attention to giving her the number.

Discussion—picks that up as well. Suggestion of making call when person is in room
does deal with non-adherence, but what about patient choice and self-determination—
most important for substance use. Is it in fact better to give patient the referral
initially, as this doctor has done, and then ask if did it and give further support re
contacting at that time? Discussion also considers consent of patient to passing
information, discomfort re not knowing referral person.

Follow-up

I like the way the doctor made and followed up this referral—I actually think it was a

positive model rather than a problem.

Here, he follows up about whether contacted other agency—good. Identifies that did
not know what to say—good. Then offers to do it for here—fine. However the low
pitch of the “good” from him sounds condescending, and spoils the really supportive

and patient-centred nature of what went before.

Discussion: Again the doctor sounds much more positive in the GP discussion.
Clarify the care that the referral source would provide before referral—good. Issue of
whether the other agency would treat the depression—good. Responsibility to ensure

do not fall between gaps—good.

9 months later—a rather negative outcome, but one that can often occur. Fine.

WILL

First visit

Better seating arrangement than last segments.
Warmer, more empathic presentation by doctor.
Good use of open-ended questions.

Realistic example of first presentation.

Lets “needed a joint” go initially—appropriate.
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Picks up anxiety.

Discussion: Social anxiety/PD—yes.
Suggested questions are good.

Notion of drug use leading to anxiety—good.

Notes—suggest HEADASS (note— should be HEADSS) —not best choice as targeted

psychosis screen.

Follow-up
Does ask one question about social anxiety—obviously normally more.

Follow-up next week, gave information and questionnaire.

Next visit—also asks about alcohol—good. Also asks about cannabis—focuses on

whether most nights. (note—does not ask about anything else—e.g. amphetamine).

Discussion: correctly suggests greater specificity re cannabis use, and whether anxiety

is substance-induced.

Notes: re reducing anxiety about substance questions—good.

More about drug use

How smoked—good.

Last time, every night? Good. With friends/by self—good. Gets from a couple to 6
days—good.

Does not double check—e.g. how often buys, what quantity purchased, how much

spends on it. Otherwise very good.

Discussion: summarises social situation where smokes, drinks. Idea that maybe

cannabis to manage anxiety, but also picks up cannabis worsening social anxiety.

Again suggests motivational interviewing—describes as getting people to find reasons

of their own. Good. Realise how unpleasant anxiety is, and that cannabis is worsening
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it—good. Also other aspects affected by cannabis—good.
Crisis at Tech

Looking at what aiming for—good.

Discussion—why not focus on how important this clarification of a goal is? Misses an
opportunity to reinforce the skill, and use the crisis to motivate change. Instead
focuses on negative feelings by the doctor about getting him to point of change.
Discusses referral, regular appointments—good advice.

Maintaining contact

“Can we make another appointment”...”Do I have to?” Is this pushing too hard?
(Doctor backs off—it’s your decision—good). Perhaps rather ask him at start how
might help him deal with the anxiety? Does offer her opinion about need for
monitoring—good, but many patients still may not come back. More could be done to

engage here.

Discussion: Could have discussed the above slight “resistance”. Instead, discusses
lack of confidence about treatment of social phobia—good to discuss issue of whether
a referral for social anxiety is the best thing, given that he may not be ready (and we
could add, the fact that he does have some relationship with her). Suggests not yet

ready for dealing with cannabis use—do we know that?

Doctor’s intention—start motivational interviewing for cannabis use—but is already
doing that. (Should clearly label for viewer where MI is occurring, or they will not
identify when they are doing it themselves). And refer for social anxiety—again
suggesting parallel treatment—risk of not dealing adequately with the disorder
interactions? (And do we really know this is a true comorbidity rather than a case of

secondary disorder at this point?)

Treatment option suggested
Group therapy recommended—he is unsure—she asks permission to ask when it is
on. Then suggests meeting with one person first. Explains what will happen—all

good.
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COMMENT: INCORRECTLY HAS THE COMMENT FROM NEXT CLIP.

Continued support

Asks about visit to psychologist and feeds back his opinion—good.

Supports idea of attending group—good. (Note that could demonstrate application of
MI to this issue as well—could use this as a way of showing that MI is a skill they can

use for a range of adherence or engagement issues in their practice.)

Discussion: suggests appointment with mother. Doctor emphasizes would only do that
after talking to mum—good. Still keep an eye on cannabis use and physical health—

good.

Notes are pro involvement of others. But should also warn of dangers of interference
and criticism—others need to be brought in with patient consent, and need to try to
ensure that patient is in charge of when support is given, and what it is. On other
hand, if issues in relationship will prevent change if no action is taken, may need to
address these issues. Discussion with patient can clarify issues such as these. Notes

should mention some of this.

Outcome

Realistically optimistic.
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Conference Presentations

Presentation of the GP Education in Dual Diagnosis Project has occurred at the

following conference:

e Alliance of NSW 2003 Vital Links Conference - Sydney
e ASMR Medical Research Week Symposium — Wollongong
Hospital

e 2003 GP & PHC Research Conference: Primary Health Care
Research - Evolution or Revolution?

¢ The Australian Professional Society on Alcohol and Other Drugs —

¢ Brisbane (presentation attached)

169



Slide 1

Practice  ILAWARRA INSTITUTE
EQR MENTAL HEALTH

GP.Education in Dual Diagnosis:
Development, implementation and
evaluation of an interactive CD-ROM
training resource

Kellie L. Marshall  Frank P. Deane

Project Funded in part by the Commonwealth Department
of Health and Ageing

Slide 2 Why GPs?

% of patient: enting to GPs have a

diagnosable mental disorder
(Andrews et al, 1999; Hall etal, 1999)

30-50% go undetected (kessler et al.. 2002, Mather et al. ,2000)
Poor GP education and training in mental health

ith formal post graduate training in mental health
— Incomplete knowledge recognised as a barrier to effective

:’Eﬂ]é“(
s 12 months 42% indicated re
irnals

Slide 3 Needs Analysis

Participants:
* GP Focus

* Practice S

Results:
+ Comorbid sul
prevalent but e:

+ GPs overwhelmingly reported difficulties in
ng with other ser providers as the g
hindrance to care pro

Pr d mode of delivery included workshop in
nation with multimedia modes
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Slide 4

Slide 5

Slide 6

Division-wide baseline n = 148

44% of GPs indicated they "regularly" or

"almost always" treated patients with dual

diagnosi

17% of GPs at least "regularly" used

screening devices to assess DD.

42% of GPs at least "regularly" provided
1ling to patients with DD.

Division-wide baseline n = 148

36% "moderate" use of a network of mental
health and D&A support professionals

26% "regularly" took on a coordinating role
in treating DD.

Only 5% used EPC items in their
management of patients with DD

Item 2001 Annual 201 nnual Sus
Survey (N=148) (N=114)

Note. Rating scale d from

1 *Almost N 05 "Almost Always"

Mean | SD | N Mean | SD

Inquiry into mental health and
substance abuse problems

Provide counselling for DD

a network of mental health and

D&.

S s
d substance abuse J_L
AV
J\_L

Undertake a coordination role i
caring for dual diagn
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Slide 7

lawarra
Division of
General

Practice

EET e r——

Slide 8

Slide 9

Current consultation: Screening

50% of 508 cases GPs asked at least one mental
health screening question

38% indicated the po: lity of at least one
disorder (positive screen)

26% of those asked, screened positive for
depression

2 reened positive for anxiety

16% screened positive for
Of all that s
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Slide 10

Slide 11

Slide 12

Judgments about treatment need

Of the 508 cases
14% Depression
12% Anxiety

7% Substance Abuse

3% were judged to be in need for treatment
of dual diagnosis Dep/Anx and Substance
abuse.

Treatment/management provided

Sub Abuse

anced Primary Care

* Atleast 6% of the sample were likely

eligible for EPC Care Plan or Case
Conference due to at least 2 chronic and
complex disorders requiring
multidisciplinary care

No GP intended using these items for any
cases

173



Slide 13

Better Outcomes in Mental
Health Care
* 34% of patients were eligible to have a 3
Step Mental Health Process undertaken

(mental health assessment, plan, review
over three consultations).

* Only one GP intended to use this for 2 of
these patients

Slide 14
Division-wide survey and audit
Survey estimates 13% of patients have dual
Au;lit found 3% had dual diagnosis

Audit found only 35% were screened for
Substance Abuse (lowest disor reen rate)

Only 16% of these screened positive
detection likely

Slide 15

Resource Demonstrati
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Slide 16

Slide 17

Slide 18

Implementation of Dual Dx
Educational Resource

326 GPs across both Divis
34% (n = 111) expressed an interest in
training

26% (n = 83) requested copy of CD

22% (n = 70) GPs received a copy of the
CD, consented and were contacted for
follow-up

Implementation Model

¢ GP Education and Training workshops (n=5)
* Teams of Three (n=2)
¢ Stand Alone

Participant characteristics

On average slightly more confident than those in
the division-wide surveys

More frequently used appropriate assessment and
treatment activities with patients who have dual
diagnosis

Pre-workshop ratings indicated they were highly
motivated to learn

Post-workshop 95% agreed the workshops
motivated them to want to use the CD to learn
more about dual diagnosis and same number
intended to use CD
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Slide 19

Slide 20

Slide 21

CD-ROM LUtilisation

31% (22/70) reported actually using the CD
ROM Training Resource over the 5 week

follow-up period

Average of 71 minutes use (15% of target)
Desirable/target use was 8 hours

2/42) of those who had not used the

ted an intention to do so

ictors of CD use

* None of the predictors were related to
whether the CD was used or not

— Method of delivery (stand alone, workshops etc)

— Mot on to learn
— Self-efficacy
— Motivation to transfer
¢ Most GPs indicated lack of time

Conclusions

* Without ongoing targeted interventions GPs
counselling, use o , referral to
specialist servic oordination and use of EPC
items is not likely to improve and is at risk of
declining
GPs overestimate their ability to detect dual
in practice

Focus on improving substance abuse screening
and assessment needed
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Slide 22

Slide 23

Conclusions

About a third of all GPs likely to be interested in
further education in Dual Diagnosis

About a quarter would request a CD-ROM to
further education in Dual Diagnosis

About 8% of all GPs would go on to actually use
the CD-ROM

Almost no GPs would use the CD-ROM (in its
present form) to its full capacity

Recommendations

* Continued refinement of CD

« Development of strategies to increase
uptake (e.g., increased structure,
programmed learning, CPD points etc)

» National roll out

« Evaluation of uptake and practice change
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