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Abstract 

Introduction: GPs are often the first contact point for mental health concerns. Training to qualify 
as a GP involves completing a three-to-four year program. Among other things, the training pro-
gram may include a six-hour mental health training workshop. The study’s purpose was to com-
pare GPs’ and Trainees’ perceptions of difficult-to-treat-depression (DTTD). Methods: Using a 
semi-structured interview schedule comprising six questions, 10 GPs and six Trainees partici-
pated in focus groups or telephone interview. To understand participants’ perspectives, data were 
analyzed using the Framework Method. Findings: Trainees were less clear than GPs about the 
meaning of DTTD and other diagnostic terms. GPs’ diagnosis included querying diagnosis and 
treatment options. Trainees’ experience was limited but they raised barriers including non-res- 
ponse to various treatment trials. Both groups identified management difficulties including: doctor 
shopping, suicide risk, patients not being well informed; with management difficulties exacer-
bated by limited access/referring to health professionals, cost and/or unavailability of bulk billing. 
While some GPs and Trainees had heard of an illness management model or chronic illness model, 
few used a model. Most reported limited referring to psychiatrists, mainly because of cost and/or 
limited availability. GPs were more likely to refer to other health professionals and use pharma-
cological and complementary therapies. Both groups discussed the impact of external factors in-
cluding cultural factors, patient compliance, treatment failure, and the importance of the rela-
tionship between the patient and the professional. Trainees were more likely to stress the impor-
tance local clinical guidelines. Discussion and Conclusion: Despite the small size and limited na-
ture, this research provides insight into some of the similarities and differences of GPs’ and 
Trainees’ experiences and understanding of DTTD. This may have implications for training pro-
viders, clinical supervisors and Trainees, and suggests that enhancement in the role of mental 
health training may be relevant. 
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1. Introduction 

In 2001 the Australian Government introduced the Better Outcomes in Mental Health care (BOMHC) in recog-
nition of GPs’ role in managing patients diagnosed with mental health problems [1]. In November 2006, The 
Better Access to Mental Health Care initiative (Better Access) was introduced [2] in response to low treatment 
rates for high prevalence mental disorders like depression, and to improve outcomes for people with clinically- 
diagnosed problems by providing evidence-based treatment [3] [4]. In July 2009 new Medicare Benefits Sche-
dule (MBS) items were introduced for Mental Health Skills training [5], and the 2011-2012 Australian Govern-
ment Budget included the introduction of a new time-tiered Medicare items schedule for the preparation of a 
General Practice Mental Health Treatment Plan (GPMHTP) [6]. 

Evidence suggests that the overall uptake of the Better Access initiative has been high and has increased over 
time [3]. In 2007, it was estimated that 3.2 million Australians, or 20% of the adult population experienced 
symptoms of a mental disorder [7]; uptake of the initiative increased from one in every 30 in 2007, to one in 
every 23 in 2008 and to one in every 19 in 2009, and in addition, consumers were generally positive with the 
model of service delivery and appreciated the clinical care they received [3]. 

GPs are often the first contact point for mental health concerns [7], particularly since the introduction of the 
Better Access program [8]. The GPs’ focus is on their patient and what can be done in practical terms, for ex-
ample, for those diagnosed with depression and physical illness [9], chronic pain [10] and cancer [11], rather 
than focusing on the nuances of classifications [12]. To do this, GPs use a range of options including pharmaco-
logical [7] [13], psychosocial [14], and non-pharmacological and/or complementary treatments [15] including 
diet and exercise [16]. 

Training to qualify as a GP involves completing a three-to-four year program [17] which is funded by the 
Australian Government, managed by an independent organisation, General Practice Education and Training Li-
mited (GPET) and delivered across Australia through 17 Regional Training Providers (RTPs) [17] [18]. Among 
other things, Trainees observe their supervisor [18], consult with patients in general practice [19] and since Oc-
tober 2011, Trainees in the Victorian Metropolitan Alliance (VMA) RTP training program, participate in a 
structured six-hour mental health training workshop that reflects the content of the BOMHC and Better Access 
initiatives [20]. 

One study conducted in Australia found that clinical activities reported as “reasons for encounter” (RFEs per 
100 encounters), indicate a trend for Trainees to manage fewer psychological problems (GPRs 6.4 RFE per 100 
compared to GPs 7.7RFE per 100) [21]. Possible reasons for differences fall into three broad categories: 

1). Patient related, for example, more established and/or older patients may be reluctant for Trainees to man-
age their chronic/complex conditions [22]. 

2). “Training program rotation/placement” related, for example, the impact of being time limited (usually 6 
months), and/or the impact of geographical location (urban versus rural and/or remote rural posts) on being able 
to fulfill clinical exposure and/or specific learning goals [19]. 

3). Training practice specific issues, for example, inadequate teaching time and/or content and structure of 
teaching, and/or occupational violence [19] [23]. 

Some issues may be able to be addressed with RTPs providing support [19] [24], others may be addressed by 
ensuring that current mental health training meets Trainees’ needs and requirements [19] [25]. 

With an aging population and general increase in the prevalence of mental health problems there is a need to 
ensure that Trainees receive adequate training in the management of chronic disease and mental health. 

The aims of this research were to explore any similarities and/or differences between GPs’ and Trainees’ a) 
understanding of terms, b) experiences of diagnosis and management and c) knowledge of management options 
for difficult-to-treat-depression. 
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2. Methods 

2.1. Sample Recruitment 

In late 2011, a convenience sample of 10 GPs was recruited from inner and outer Melbourne, and rural Victoria 
through Monash University networks using an email invitation followed by telephone contact. Five GPs (two 
women and three men) from inner Melbourne participated in a 90-minute face-to-face focus group; three GPs 
(all men) from outer Melbourne and two GPs (one woman, one man) from rural Victoria participated in a tele-
phone interview of 15 - 30 minutes’ duration [12]. In the early months of 2012, a convenience sample of six 
Trainees (four women, two men) was recruited from VMA (an inner Melbourne RTP), via an email circulated 
by VMA to all Trainees registered with VMA that year. All had received mental health training via their peer 
learning workshops prior to the introduction of the structured six-hour mental health training workshop into the 
VMA training program in October 2012. When Trainees responded and agreed to participate, they provided 
email contact details to the research team for the purpose of the research team arranging a time, date and venue 
for the face-to-face interviews [26] [27]. 

2.2. Data Collection and Analysis 

A semi-structured interview schedule comprising six headings was developed [12] to address the aims and was 
used for the focus group and interviews (Table 1). Apart from geographical location and gender, no other 
demographic data were collected. 

The focus groups and interviews were audio-taped and transcribed verbatim by an external organisation. 
Data were analysed according to the Framework Method [28] to understand participants’ perspectives. Data 

were analysed manually and independently by investigators (KJ and LP). When there was a difference of opin-
ion, the issues were discussed and agreement reached [28]. Findings, including discussion are reported under the 
interview schedule’s six headings. Comments made by participants are reported as GP focus group (FG 1-5), GP 
interviews (GP 1-5) [12] and Trainee interviews (TR1-6). Other than those reported here, some results from the 
GPs’ focus group and interviews have previously been published [12]. 

Ethics approval to conduct the study was obtained from Monash University Human Research Ethics Commit-
tee (MUHREC). 

2.3. Findings 

Findings are reported under the interview schedule’s six sub-headings. 
Question 1: What is your understanding of the term difficult-to-treat depression (DTTD)? 

There was a variation of understanding in both groups. Some had limited understanding while others demon-
strated significant insight. Three inter-related themes emerged from both groups; reference to medication (GP2, 
GP3, GP4, TR1, TR5, TR6), the patient’s response to treatment (GP1, GP5, FG2, TR2, TR3, TR4) and their 
ability to treat the patient (GP5, FG1, TR3, TR6). Two comments drew the three themes together: 

“[DTTD] has not responded to medication and is complicated, long standing, previous history, multiple drug 
use and recurrence (GP3) … and is certainly very frustrating” (FG2). 

“… meds don’t help, overall symptoms aren’t improving, or the patient is getting worse, or, get results, then 
for some reason [the patients] don’t take meds then relapse” (TR6). 
 

Table 1. Interview schedule.                                            

1. What is your understanding of the term difficult to treat depression (DTTD)? 
2. What is your understanding of other terms; viz: treatment-resistant depression (TResD) 
treatment-refractory depression (TRefD), treatment-resistant major depressive disorder 
(TRMDD) and major depressive disorder (MDD)? 
3. What are your experiences of diagnosing DTTD? 
4. What are your experiences of managing DTTD? 
5. Does your management of these patients include: 
a. using an illness management model or a chronic illness model, 
b. referring the patient to a psychiatrist, 
c. referring the patient to allied health professionals, and/or 
d. suggesting/prescribing non-pharmacological and/or complementary treatment? 
6. If “no” to any of Question 5, have you ever considered using any of these options, do 
you have any other comments? 
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But regardless of the level of understanding and/or defining terminology, all were concerned about helping 
these patients. 

Question 2: What is your understanding of other terms: 
• treatment-resistant depression (TResD), 
• treatment-refractory depression (TRefD), 
• treatment-resistant major depressive disorder (TRMDD), and 
• major depressive disorder (MDD)? 

Although different words were used, the GPs demonstrated an understanding of the various terms and that 
these terms generally reflected that several treatment options had been used but depression was still not re-
solved: 

“[treatment resistant depression] is not DTTD and certainly treating them in a situation where life’s against 
them and they’re not responding to psychotherapy as well as medication, treatment resistant depression, is often 
the term I’ll get back on discharge summaries from hospitals, or if they’ve gone to a psychiatrist” (FG5). 

One GP suggested that the term DTTD means “it was because the people don’t accept they have a problem” 
(GP4). 

Five of the six Trainees recognised the terms but did not understand the specific differences between the 
terms: 

“I don’t see any difference between the terms; it’s just depression according to DSM IV called major depres-
sive disorder” (TR6). 

One Trainee reported having little knowledge or understanding of the terms but similarlyfelt that “… it would 
be a major depression disorder that fills the DSM IV criteria” (TR2). 

Question 3: What are your experiences of diagnosing DTTD? 
Not surprisingly, there were differences in GPs’ and Trainees’ experiences. All GPs had diagnosed patients 

with DTTD; one GP noted that the percentage of patients is around 10% in general practice. For the majority, 
what mattered most was what was happening for the patient, rather than labels which, one GP felt, don’t mean 
much (GP2). Several GPs initially queried their diagnosis (GP1, GP3, FG1, FG5). Others suggested that part of 
the diagnostic process included considering whether there were some other methods of treatment (GP1), know-
ing what medications to use to target different layers of symptoms (GP2) or knowing that not all patients re-
spond to psychiatrists (FG3). For all, confirming the diagnosis was important, and to achieve this, some GPs 
followed guidelines (GP3, FG5): 

“Calling them difficult to treat won’t necessarily lead to an obvious next step, so getting clarity about that, 
that fairly broad category isn’t really going to help me to know what to do next with the them [the patients]” 
(FG2). 

The majority of Trainees had limited experience in diagnosing. One Trainee reported having seen previously 
diagnosed patients who were on antidepressants for some years, but were having relapses of symptoms and 
mood worsening, leading to the patient feeing worthless thus the Trainee queried both the diagnosis and “the 
next steps” (TR6). Several described barriers to diagnosing, including non-response to various trials of treatment 
(TR1, TR3), suggesting: 

“You only find out that it’s difficult to treat after you’ve tried treating it” (TR3). 
Interestingly, neither GPs nor Trainees mentioned bipolar as distinct from unipolar depression in terms of dif-

ficulty with diagnosis [29] [30]. 
Question 4: What are your experiences of managing DTTD? 
GPs reported that they found it difficult to manage patients with DTTD for many reasons or confounders 

(FG4) such as doctor shopping (GP2), suicide risk (GP2, FG5), patients involved with TAC and/or work cover 
claims (GP2), patients not being well informed (GP3), and/or not accepting they have a problem (GP4). Several 
noted that more patients are becoming increasingly difficult to manage (GP3, GP4, FG1) for various reasons in-
cluding comorbidities, GPs’ limited access to services such as psychiatry and primary mental health teams for 
their patients (FG3, FG4), and understanding the different paradigm for Aboriginal health (FG4). Nonetheless, it 
was generally agreed that GPs have an important role to play and that they are good position to make a holistic 
assessment because they know about the physical and family issues. 

Not surprisingly, most Trainees had limited practical experience in managing DTTD, although they under-
stood the problems and pitfalls. Some identified several management issues with similarities to those mentioned 
by the GPs, while others identified few. Suicide risk (TR1, TR2), relapse (TR4), accessing and/or referring to 
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other health professionals such as psychiatrists (TR3, TR4, TR5), stigma (TR6) and psychosocial issues includ-
ing lack of funds and family support (TR3, TR6) were identified as challenges when managing patients diag-
nosed with DTTD. Of importance was ensuring there is a safety net for the patient (TR1, TR5), establishing a 
treatment plan (TR2), taking a holistic approach and looking at all factors (TR2), including other diagnoses 
(TR3, TR6), providing patient education (TR6) and information about how to access help such as the hospital 
psychiatrist, Lifeline, or to call a friend (TR5). Others identified difficulties such as: 

“… some patients not really fitting into a box; management is never really clean cut because other things such 
as drug use, social problems or financial difficulties can affect the patient” (TR3). 

In addition, cost and unavailability of bulk billing were described as barriers for some patients (TR6) and to 
access other health professionals including psychiatrists for others (TR3, TR5): 

“The main thing is to make sure that they’re actually getting optimum treatment” (TR1). 
“If they’re feeling suicidal or particularly depressed, then establishing a treatment plan, whether or not that 

might include medication” (TR2). 
“It’s very difficult first of all to get put through to a psychiatrist and speak with them, andsecond of all to try 

and get an appointment” (TR5). 
Question 5: Does your management of these patients include: 
a). using an illness management model or chronic illness model, 
b). referring to a psychiatrist, 
c). referring to allied health professionals and/or 
d). suggesting/prescribing non pharmacological and/or complementary treatment? 
a). Using an illness management model. 
One GP had heard ofand used the Wagner model [31]. Around half had heard of models but not used them, 

the others had not heard of, or used models: 
“Yes, Wagner, and I find it useful” (GP5). 
Only two Trainees knew what an illness management model or a chronic illness model was, but had not used 

them (TR3, TR5). One described a “mental health plan” as an illness management model: 
“Yeah, so I’ve got them on the mental health plan” (TR1). 
“It would be more a chronic illness plan” (TR4). 
b). Referring to a psychiatrist 

Different approaches were noted in the referral patterns to psychiatrists. Most GPs reported they rarely referred 
to a psychiatrist for several reasons; cost and availability (GP1, GP2), unavailability of bulk billing (GPs), and 
great difficulty in accessing services via, for example, a community health service with a mental health facility 
(GP4, GP5). Nonetheless, the professional relationship between the GP and psychiatrist was described as im-
portant (GP2). 

“Availability is more an issue than cost” (GP1). 
“I think I would like more access to primary mental health teams, especially given that the public psychiatry 

is often difficult to access” (FG3). 
In comparison, all Trainees indicated they would refer to a psychiatrist after trying drugs (TR5) and a psy-

chologist (TR4, TR5), but referring depended on the patient and the situation (TR4, TR6) because some people 
may be resistant to engaging with, for example, a psychologist (TR2). Other options included referring to an-
other GP for a second opinion or a consult (TR1, TR3), referring to a psychiatrist if the patient had previously 
been seen by a psychologist (TR3, TR4), calling the “on call” psychiatry registrar (TR5), or asking for help from 
colleagues (TR6). None mentioned cost or availability as barriers to accessing services which may reflect lack of 
practical experience: 

“If I thought they [the patients] were more at risk of harming themselves, I’d refer to public or private; I’d  
write a referral letter, fax it through and find out their availability [psychiatrists], but in the interim I’d call up 
the psychiatry registrar on call” (TR5). 

“I’d be asking for help from my colleagues and then it would be a matter of referring to either a psychiatrist 
or psychologist for extra help” (TR6). 

c). Referring to allied health professionals 
Different patterns of referring emerged. All GPs referred to allied health professional but the majority of Train-
ees had not; whether this was because of lack of opportunity or lack of knowledge of the process was not dis-
cussed. 
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GPs referred to allied health professionals because availability was broader and the cost more affordable for 
the majority of patients (GP1, GP2). However, while an increase in the use of mental health care plans (MHCPs) 
by GPs has been noted, GPs reported that external events have had an impact; for example the Australian Gov-
ernment announced, that from 2012, a reduction in the number of Medicare funded visits to psychologists from 
12 to 10 during the calendar year (GP3). 

“For patients who have moderate or severe depressive illness, if there is willingness on the patients’ part, and 
there is some indication that the patient would respond to focussed psychological strategies [would refer to al-
lied health professionals]” (GP5). 

While some GPs reported a noticeable reduction in the availability of counsellors, psychologists and social 
workers; one raised concerns of some allied health professionals’ methods: 

“I’m not entirely thrilled with some of their methods of treatment; once you go there you seem to be going 
forever. One I referred to recently, wanted me to ring and get a special authority to have a longer consultation 
with them, I wasn’t very impressed with that. So, because the patients don’t pay it seems like a bad system. If 
patients pay they put more value to the service.... I don’t refer patients who are depressed to allied health pro-
fessionals like social workers or occupational therapists” (GP4). 

The majority of Trainees felt that referring to allied health professionals would depend on various issues such 
as the patient’s situation (TR4), including whether the patient was homeless (TR5), had unusual family dynam-
ics such as domestic violence (TR5), cultural aspects (TR2), and/or co-morbidities (TR3) such as pain and/or 
disability (TR2). One Trainee felt there was no need to refer to allied health professionals (TR6). However, fi-
nancial issues (TR1) and the limited availability of financial assistance via Medicare items such as general prac-
tice management plans (GPMPs) and mental health care plans (MHCPs) were described as concerns (TR1): 

“If they’re on a mental health care plan and they don’t have another chronic health condition, then they’re 
actually—you can’t actually do a GP management plan for them, which I find a bit discriminatory for people 
with chronic mental health conditions” (TR1). 

“Depression is such a multi-factorial thing—which certainly allied health practitioners could be extremely 
useful for it, I have done—referred a lot to in the past” (TR2). 

“Routinely, I don’t see how allied health could help” (TR5). 
“I haven’t needed to so, no, I haven’t done that” (TR6). 
d). Suggesting/prescribing non pharmacological and/or complementary treatment 

While all GPs had used non-pharmacological and/or complementary treatments, Trainees’ experience and opin-
ion varied. 

All GPs reported they were aware of their patients’ use of non-pharmacological and/or complementary treat-
ments, whether the GP suggested, or patients independently explored options. Regardless of the many and var-
ied options mentioned and used, general consensus was that the value of the patient’s compliance with a treat-
ment plan was vital. Options included swimming (GP2), yoga, Pilates (GP3) relaxation and meditation (GP4, 
FG1, FG4), rebirthing as a relaxation technique (FG2), exercise and morning sunshine (FG4) hypnotherapy, 
acupuncture, sleep hygiene, setting an agenda for the day (FG5) chiropractor, spiritual therapist (FG1), focussed 
psychological strategies (GP5), melatonin for sleep disturbance (GP2, FG1), St John’s Wort (GP2, GP3, FG5), 
and nutrition advice (GP2). Also noted was the importance of reducing smoking (FG1) and cannabis use (FG1, 
FG4). 

“Often the patients will have tried that themselves or would have had advice from other sources to try that but 
I don’t use that as a primary treatment option” (GP1). 

“Swimming, yeah; my theory is three hours of exercise a week is equivalent of an SSRI every day in its effect 
on mood. That’s what makes me so furious that we have a system that pays for the patch up jobs but will not in 
any way subsidise something that’s much more beneficial all round” (GP2). 

“I say the only way to come off medication is if you resort to alternative methods of collecting your thoughts 
and relaxing and if you really want to get off medication here’s what you need to do. I do that but that’s about it” 
(GP4). 

Trainees’ opinions and experience were more limited but varied; not everyone had suggested complementary 
treatment (TR6); some felt they were not sufficiently knowledgeable on the subject (TR3, TR4). General con-
sensus was that what could be considered as holistic and/or whether health insurance providers covered options 
such as dietician and physiotherapy needed to be clarified (TR1). While there was support for patients’ decisions 
(TR1), others felt it was more dependent on the patient’s needs or as first-line for mild-to-moderate depression, 
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but not something as first line treatment  for major depression (TR2, TR4, TR5). Mindfulness practiced by 
psychologists and GPs was described as positive particularly because of connectedness to someone in the com-
munity; there was also a place in management plans when, for example, dealing with sleep issues (TR2, TR4), 
developing a good diet and exercise plan (TR1, TR3), for coping techniques (TR5) or for relaxation strategies 
(TR6). 

Some felt these options may be problematic for a number of reasons, for example, some complementary 
medicines may be “addictive” (TR2) or there was insufficient evidence for some complementary medicines but 
increasing evidence for others, thus it is incumbent on the practitioners to be knowledgeable about them (TR5).  
Regardless, it was important to check whether the patients were already using anything (TR3): 

“Maybe St John’s Wort, well ask them if they are already taking anything like that, just because obviously 
there can be interactions and side effects if they’re taking those together” (TR3). 

“If the patient is complaining about sleeping problems, then possibly valerian as atrial with the sleep” (TR4). 
“I’m not convinced there’s enough evidence on it, and I wouldn’t want to start something that messes up 

someone’s mood, and then, you know ... if a patient said that they wanted to go see their own complementary 
and alternative medicine practitioner, I wouldn’t stop them, but I wouldn’t encourage it, or tell them to go” 
(TR5). 

Question 6: If “no” to any of Question 5, have you ever considered using any of those options, do you 
have any other comments? 

GPs raised more, and more varied issues than the Trainees. One GP talked about the difficulty of the man-
agement cycle, particularly the cyclic changes that patients may have and the episodic crises that have to be 
dealt with as an emergency (GP1). Another raised the use and value of guidelines (GP3). The impact of external 
factors were also important to take into consideration, for example, cultural factors (FG1), patient compliance, 
treatment failure, the importance of the relationship between the patient and the professional (FG5) and engag-
ing the patient in the decision making process (FG1, FG3) even when they are so profoundly depressed that any 
choice is way beyond them (FG1, FG2). Patients accessing information via the internet was noted as relatively 
new phenomenon which also needed to be taken into account (FG5): 

“… and cultural factors; it was interesting. She believed that the baby doesn’t want her to have that medi-
cine—‘that’s why I’m vomiting’” (FG1). 

“Sometimes the people who are difficult to treat become the heart sink patient who you just don’t really; the 
whole relationship becomes a bit dysfunctional and they, may be eventually they leave or you refer them out 
somewhere else” (FG3). 

“There’s been a shift in the modus operandi isn’t there in the model of care?” (FG4). 
“Patients have consulted the third doctor, Doctor Google and they come in sort of a bit more informed or I 

think the second visit after you’ve discussed the medication, discussed the research, and talk to you about it and 
it becomes more a business partnership rather than doctor patient sort of thing you sort of trying to be a team 
member to try and be themselves, they’ll have input, you’ll have input, at the end of the day they understand you 
are both on the same wavelength” (FG5). 

Trainees made additional comments the importance of more research, their limited exposure during training, 
and the value of guidelines: 

“The importance of more work being done on depression” (TR2, TR5). 
“As DTTD is a chronic disease, and Trainees only see patients over a short time during their training place-

ments, their exposure to DTTD is limited, we’re really only seeing a small amount of that because we’re not 
seeing patients over a long term and because depression, you know, takes a while” (TR2). 

“Guidelines are important, particularly if they are available on the internet to assist with a more step-wise 
approach” (TR6). 

3. Discussion and Conclusion 

This research provides insight into some of the similarities and differences of GPs’ and Trainees’ understanding 
of terms, experiences of diagnosis, management and knowledge of management options. 

Not surprisingly, GPs had a deeper understanding of terms than the Trainees although both felt the terms were 
not of practical importance. Trainees demonstrated less knowledge about availability and value of chronic ill-
ness models [31], government initiatives [1] [4]-[6] and positive feedback from patients [3]. Nonetheless, there 
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was general consensus that the GP is generally the patients’ first contact point for their mental health concerns 
[7] including depression [8], particularly when management included physical illnesses [9], chronic pain [10] 
and/or cancer [11], as they commonly occur with major depression with a complex association between the two 
[9]-[11]. 

All GPs and some Trainees, reported the importance and value of using a range of treatments and manage-
ment options including pharmacological [13], psychosocial [14], non-pharmacological and/or complementary 
treatment [15] including diet and exercise [16]; and were aware that some options may not be available for some 
patients because of limited personal resources and/or Medicare funding requirements [6]. 

GPs had significantly more experience than Trainees in diagnosing and managing patients with DTTD. As 
Trainees’ placements/rotations are time-limited [23], they may benefit with more time to focus on diagnosing 
and managing patients with chronic disease, particularly patients with mental illness. The program undertaken 
by this cohort of Trainees, which is underpinned by adult learning models and the principles of experiential, 
needs focussed, purpose driven learning and quality feedback [17] [18] [20], appears to have equipped them 
with the knowledge to manage depression but not the experience to translate this into practice [19]. However, 
some Trainees may benefit with additional experience of participating in a structured attachment where they can 
develop mental health management plans and thus gain a better understanding of what is involved, particularly 
when other chronic diseases are involved [9] [10]. Although not directly questioned, the impact of patients’ age 
22, training issues [19] [25], including supervision [19] [23] and/or personal wellbeing [19] [24], were raised as 
matters of concern to Trainees. 

The generalisability of this study may be limited because of the small number of participants, the majority of 
whom were from metropolitan Melbourne, with only two from the rural sector. 

Nonetheless, this study contributes to understanding the value of Trainees’ training experiences and needs, 
provides insight into Trainees experiences not previously reported, and raises suggestions for generally improv-
ing diagnosis and management of DTTD [12]. 

Issues for Training Providers 

• The need for more clearly defined experiences and learning opportunities as Trainees progress through the 
stages of training, 

• Better identifying the training practices that provide various levels of exposure/experience in managing pa-
tients with major depression, 

• More accurate data on the range of patients seen by Trainees and the use of various treatment modalities, for 
example, the ReCEnT data collection [19], 

• Greater access to practices/facilities with a focus on mental health/illness for special skills training terms, 
• Better understanding of the role/s of allied health professionals, team based care and mental health care plan-

ning, and the application of these in general practice during training placement/rotations, 
• With increasing numbers of international medical graduates in GP training, language and culture in the 

management of mental health/illness in general practice need to be considered, as they add complexity to an 
already complex issue. 
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