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Abstract

Background: In Qatar, the enormous cost of mental
health disorders has spurred a primary care-driven
national strategy to improve mental health treatment
access. However, attitudes, confidence and knowl-
edge about mental health treatment can widely vary
in the Qatari primary care physician population,
which can have significant implications for the qual-
ity of mental health treatment delivery. We know of
no published data on these characteristics.

Materials and Methods: We collected anonymous
surveys from primary care physicians working in the
Primary Health Care Corporation (PHCC). The sur-
vey collected demographic data about the respond-
ents, and used the well-validated Mental lliness: Cli-
nicians’ Attitude Scale (MICA-4) to assess attitudes
and confidence about mental health treatment, as
well as a knowledge assessment tool developed lo-
cally.

Results: There were 115 respondents, most of
whom were male (67%) and aged 36-55 (80.4%).
Most respondents (75.7%) had less than two years
of psychiatric training or experience, and had taken
two or fewer psychiatric education courses in the
last year (83.4%).

Most of the physicians expressed positive attitudes
about mental health and confidence about treat-
ing it. Although respondents lacked in the mental
health knowledge when judged against the local
policies, they showed good fundamental knowledge
of diagnosing and treating common mental health
problems. The majority of the physicians chose SS-
RIs (citalopram, fluoxetine, paroxetine) as first line
treatment of depression (81%) and anxiety (90%).
However, they could not identify the proper proto-
col to manage SSRI-induced hypomania (76.5%).
They did identify the importance of thyroid function
screening (87.8%) and evidence-based non-phar-
macological treatment (71.3%).

Conclusion: Primary care physicians in Qatar are
willing to treat mental health conditions and feel
confident about doing so. They have good funda-
mental knowledge but appear to lack knowledge
of local (PHCC) policies about managing common
mental health conditions.

Limitations: Study limitations include the use of sub-
jective survey data and use of a knowledge assess-
ment tool validated solely by local expert consen-
Sus.
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Introduction

Mental health conditions make up about one-third of the
total adult disability burden worldwide (1,7). In 2017,
estimates show that 970 million people — one out of every
eight people — were diagnosed with either a mental health
condition or a substance use disorder (8). The economic
and social costs of mental health conditions far exceed
that of any other category of iliness (17). Personal costs of
mental illness are also massive: in high-income countries,
90% of suicidal deaths can be attributed to mental health
or substance use disorders (8). These alarming numbers
show no signs of stopping, as an increasing number of
adolescents admit to having mental health problems.
Suicide remains the leading cause of death in this age

group (2).

Primary care physicians are tasked with the vast majority
of the treatment responsibility for mental health conditions.
According to a World Health Organization (WHO)
study, about one-third of primary care consultations are
requested to treat mental health conditions (1). Primary
care physicians assume the majority of responsibility for
the treatment of depression and anxiety. For most primary
care physicians worldwide, they are expected to be the
first and most heavily utilized treatment providers for
mental health care.

When primary care physicians are involved in mental health
care treatment, research shows that treatment outcomes
improve (11, 12, 13). Such data supports the notion that
early intervention is highly beneficial for those with mental
health conditions, despite differences in knowledge and
experience between mental health specialists and primary
care physicians. There are several distinct advantages to
mental health treatment from a primary care physician.
Treatment in this setting is accessible, affordable and
acceptable to patients and their families (3). Compared
to the specialist mental health services, there is less risk
of stigma with primary care management of mental health
problems (4).

Qatar launched its own national mental health strategy in
2013 where it set out its vision for mental health treatment
in the country (5). The main aim of this strategy is to ensure
that there is provision of good mental health care for the
people of Qatar — care that is supported by integrated
mental health services with access to the right treatment,
at the right time and at the right place. Primary care is
the core of integrated mental health care. This treatment
model is in line with the vision of the WHO, which also
encourages the provision of integrated mental health care
that is both accessible and free from stigma.

Primary care physicians are therefore at the center of this
strategy. It is therefore crucial to gain an understanding of
the attitude, knowledge and skills of primary care physicians
regarding the treatment of mental health conditions. Such
data could more effectively guide the efforts to improve
mental health treatment delivery in the community.
However, there are very few studies on this topic to date
(6). Most of the research about provider knowledge and

confidence about mental health treatment is focused on
the secondary care of mental health in hospital settings
by psychiatrists. In Qatar, there are no existing studies of
these attributes in primary care providers; given the Qatar
national mental health strategy, it is imperative to conduct
research in this field.

Current evidence suggests that knowledge about mental
health care can vary widely in the primary care physician
population, despite the centrality of their role in mental
health treatment (16). Assessments of this population’s
attitudes and confidence about treating mental health
conditions is critical, as these qualities may or may not
be in phase with their knowledge base, with significant
treatment implications in either case.

Materials and Methods

We collected demographic and practice data about
the respondents in five domains: age range, gender,
certification type, years of psychiatric training or experience
and number of psychiatric educational activities undertaken
in the last 12 months (see Appendix 1).

To assess primary care physicians’ attitudes about mental
health treatment, we used the Mental lliness: Clinicians’
Attitude Scale (MICA-4), a well-validated tool developed in
the United Kingdom by Thornicroft, Kassam and colleagues
in 2010, with express permission from the authors (18).
The MICA-4 is a 28-item questionnaire, consisting of
statements with which respondents can indicate their
level of agreement using Likert scale responses. Of these
items, 16 of them measure respondents’ attitudes about
mental health (see Appendix 2).

Similarly, 12 subsequent items devised by the authors
assessed the respondents’ confidence about commonly
encountered aspects of mental health treatment provision,
again using a Likert scale to signify agreement with the
metric’s suggested terms (see Appendix 3).

A 10-item, multiple choice knowledge assessment was
designed by the authors and administered to respondents,
aiming to ascertain primary care physicians’ understanding
of mental health care management. The examination
items were intended to portray common encounters
of mental health treatment in the primary care setting.
The examination included questions about diagnostic
criteria for common conditions, psychiatric medication
managementand evidence-based psychosocial treatment.
The questions were designed to assess the diagnosis
and treatment of most common mental health conditions,
including generalized anxiety disorder and depression
(see Appendix 4).

The four parts of the assessment tool were combined into
a single survey, which was then sent anonymously (via
the web-based survey administration application Google
Forms) to primary care physicians in Qatar’s Primary
Health Care Corporation (PHCC) system via email.
Participation in the study was entirely voluntary, creating a
“variable sampling” study design.
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Results
There were 115 respondents to the survey. Results were analyzed using descriptive statistics.

Demographics

By far, the most represented age demographic in the responding population were those 36-45 (59.1% of respondents)
and 46-55 (31.3%). Respondents were predominantly male, by a ratio of about 2 to 1 (67% vs 33%). The vast majority
of surveyed physicians obtained practice qualification through one of three means: Membership of the Royal College of
General Practitioners in the United Kingdom, or MRCGP UK (47%), the Arab Board (21.7%) or the General Practitioner,
or GP, qualification (13.9%). Most respondents (75.7%) had less than two years of psychiatric training or experience and
had taken two or fewer psychiatric education courses in the last year (83.4%).

Age group of respondemn

Age Freguency {(n} Percentage (¥c)
25 -35 3 2.6l

3o -45 (=1 Se13

45 -55 36 31.30

S -75 8 2, 96
Total 115 100.00

Table 1: Age of survey respondents

Gender Freguency {n} Percentage (¥}
Male T B, 96
Female 38 33.04
Total 115 100.00

Table 2: Gender of survey respondents

Qualification Frequency {(n) Percentage (%)
RCGE LK &4 4,96
Arab Board 25 21.74
G 1s 1391
MECGP International 7 &.09
American Board of Pediztrics 1 0.87
Egyptianintegrated course of family medicine 1 0.a7
MEES 2 174
FICGR, FRCPI, FRCE 1 087
R CPsych 1 087
Arab board /Jordanian board 1 0.87
FREACGF 2 174
Arab Board = Egyptian fellowship=MRECGP

finternational) 1 087
EIICH 1 087
Iissing 2 1.74
Total 115 100,00

Table 3: Qualification of survey respondents
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Attitude

Survey respondents typically had positive and proactive
attitudes toward mental health care; for example, out of
115 respondents, most (65.2%) disagreed that they learn
mental health strictly out of obligation, and they largely
(77.5%) disagreed with the idea that those with mental
illness cannot recover enough to have a good quality of
life. and the large majority (83.5%) had at least some level
of agreement that they feel just as comfortable talking to
someone with a mental illness as they do with someone
with a physical illness. An overwhelming majority (87.8%)
of respondents felt that working in mental health was just
as respectable as working in other health disciplines, and
3 out of every 4 respondents (74.1%) disagreed with the
idea that working in mental health was not like working in
a “real” health field.

Results were more mixed when respondents answered
more personal hypothetical questions about mental iliness:
nearly half (46.1%) agreed that if they had a mental iliness,
they would never disclose the mental iliness to a friend
for fear of being treated differently, and over half (53.9%)
agreed that they wouldn’t tell a colleague. However, when
given the scenario that a colleague had a mental illness,
nine of ten respondents (89.5%) expressed continued
desire to work with that colleague.

Primary care physicians also felt that people with severe
mental illness can be dangerous. A little over half (51.4%)
of respondents believed, at some level, that people with
severe mental illness are dangerous more often than not.
A large maijority (74.7%) disagreed with the idea that the
public does not need to be protected against those with
severe mental illness.

Yet, such concerns did not seem to affect the respondents’
sense of comfort with and respect for people with mental
illness. The most strongly held sentiment in the entire
survey came from the 74 respondents (64.5%) who
strongly disagreed with the statement “l would use terms
like ‘crazy’, ‘nutter’, ‘mad’, etc. to describe to a colleague
someone with a mental illness who | have seen in my
work.” Nine of ten respondents (89.5%) expressed some
level of disagreement with the statement. About five out
of every six respondents (83.5%) stated that they feel as
comfortable talking to a person with mental iliness as they
did talking to a person with a physical iliness. Nearly four out
of five (78.2%) stated that if a senior colleague instructed
them to treat people with a mental iliness in a disrespectful
manner, they would not follow the colleague’s instructions.
Notably, 56.5% strongly agreed with this sentiment.

The group was also mostly in accordance when offering
opinions about the role of health providers in patients with
mental illness. There was nearly universal agreement
(96.6%) that anyone who supports someone with a
mental illness should ensure that their physical health is
assessed. The majority of the group (60.3%) believed that
health care/social care staff know more about the lives of
people with mental iliness than do their family or friends.
More than four out of five respondents (81.5%) disagreed
with the idea that they would ascribe physical symptoms
to mental illness. Finally, three out of four respondents
(75.6%) strongly disagreed with the opinion that general
practitioners should notbe expected to complete athorough
assessment for people with psychiatric symptoms since
they can be referred to a psychiatrist.
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Table 2 - Responses for confidence rating

Pas poree e e Strorg by Ciag e Some what Me izl Some wlat Lgme storgly  [Mesing
deagmree deagmre agme agme

I feel confident in my clinical 1 ji0.9%) i) 4{3.5%) 2i1.7H) 19 {16.5%) 1 BB (7% (O

ability to detect commen {0.a%)

mental heath poblenes liks
anciety ordspEssion

| feel confident in my clinical 3(2.6%) 1 {i0.8%) 5 4.3%) 23 {30 41 {35.7%) o] a4z il
abilty to detact sernoe {36.5%)
mental heatth preblene liks
pEvehesi (ine ludire
scheaphen@)

| feal confident in n clinical 1 ioE%) 0 T iE.1%) 32 53 (46.1%) 0 2z 0
abilty to detect substance {27 .8%) 19 1%

mi e probkns

| feel confident in ny clinical o o 5 [4.3%) 11 9 6% | 51§44, 3%) 0 4z o
ability to ke a propsr (41.7%]
psvechiatrc history

| feel confident in ny clinical 0 0O 7 (6.1%] 14 36 (3. 3% 0 S 0
abilty to carmy out a mental {12 2%) {Si0.4%)

state examiration

| feel confident in mw clinical 1 {i0.8%) 0O 4 {3.5%) 11 @.6%) | 56 48 7%) 0 43 0
abilty to do ek assessment in {37 .4%)

a patient with mental heakh

przble m

| feal confident in my clinical 1 {i0.8%) 0 4 {3.5%) T iEA%) 14 {16.5%) o E4 (7 3%) O
ability to complete PH2-2 and

H&DE-7

| feel confident in my clinical 0 0 21.7%) 5 (d.3%) 1 [18.3%) 0 &5 z
ability to make dagnose ofa (7 3.9%] f1.7%)

commen mental healh
prebiem like ancety or

deprssion
| feel confilernt in oy clinical 0 0 1 {i0.a%s) 5 4. 3%) 36 (31 3% 0 73 0
albilty to provide active (63.5%)

letenire amd helpful advice to
the patients sufferirg from
comman mental heath
prebine like ancdiety or

deprssion
| feel confident in mv clinical 21.7%) 0 5 (4.3%) g (7% 42 {36.5%) 0 SE O
ability to intEte Schange {S0.4%)

plammaccksical teatment for
comman mertal healkth
prebiem like ancety or
deprssion

| feel confident in mw clinical 1 {i0.8%) 0O 9 {7.8%) 9 {7 .B%) 50 {43 .5%) 0 A6 (0% 0
abilty to provide peyehe-
edwation to patients with
comman merntal health
prebins like andety or

deprssion

| feel confident in my clinical 15 [13%) o 15 {13%; et | 41 (35.7%) o] 20174 |0
ability to marmgs pEtients {B30.48%)

with suide /self-ham

te elen es
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Confidence

Respondents expressed high levels of confidence about
their abilities to detect common mental health problems
like anxiety or depression (94.3%) and with 92.5% of this
physician group at least somewhat agreeing that they feel
competent at treating these conditions. Nearly three out of
four (73.9%) respondents strongly felt that they could readily
make diagnoses of depression and anxiety. When asked if
they felt confident about medication management for common
conditions, 86.5% of physicians agreed (at least in part) that
they do.

With regards to identifying serious mental health conditions
(e.g., psychosis or schizophrenia), more than two third
(72%) felt confident enough to detect these conditions in the
community. Similarly, nearly two thirds (65%) of the physicians,
felt confident in diagnosing substance use disorders. More
than 9 out of 10 physicians (94.8%) felt confident to listen
to patients and provide psychological advice to them. A vast
majority of the physicians (86.1%) felt confident in carrying out
risk assessment on mental health patients, but only about half
of the physicians (53.1%) felt confident that they can manage
patients with suicide / self-harm risks.

Tahle X - Responses far confidence rating

Fesponse tems Strongly Cisagrea | Somewhat Meutral | Samewhat | Agres Strongly Missing
disagres disagres agres agres

| fael canfidant in my 1i0.9%) 0 4 {3.5%]) 2 19016.5%) | 1 ZaTe%) [ O

clinical abilityto detact (1.7%1 i0.9%)

carmman merntal heakth

problemslike ansietyar

deprassion

| fael canfidantin my 302.6%) 1i0.9%) T {4.3%) 23 41(35.7%) | 0 42 0

clinical abilityto detact (20%0 (36.5%)

serious mental health

problemslike psychosis

fincluding schizophrenial

I feel canfident in my 100.9%) 0 7R 1%) 3z C3i46.1%) | 0O 22 1

clinical abilityto detact i27.8%) (19.1%)

substance misuse

problems

[feel confidentin my i 0 T4, 3%} 11 C1i44.3%) | O 48 i

clinical abilityto take a (9. 6% 41.7%)

proper psychiatric hist ory

[feel canfidentin my 0 0 7R 1%) 14 36031.3%) | O C2 0

clinical abilityto carry out {12.2%] (C0.4%)

amental state

examination

| faal canfidant in my 1i0.9%) 0 4 (3.5%) 11 Cada.7%) | 0 43 0

clinical abilityto do risk (9.6%) (37 .4%)

assessmentin apatisent

with mentalheakh

problem

| fael canfidantin my 100.9%) 0 4 {3.5%) 7 19(16.5%) | 0 24(73%) [ 0

clinical abilityto complate (6. 1%

PHO-9 and HADS-7

| feel confidentin my 1] 1] 201.7%) g 21012.3%) 1] a5 2

clinical abilityto make 4. 3%) (73.9%) {1.7%)

diagnosisofa common

mental healkh problem

lilke anxiety or deprassion

(continued next page)
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[feel confidentin my i 0 100.9%) 4. 3%) I6031.3%) | O 73 i
clinical abilityto provide (63.5%)
active listening and
helpful advice tothe
patients suffering from
common mentalheakth
problemslike ansietyar

depression
| fael canfidantin my 201.7%) 0 C(4.3%) B (7%) 42(36.5%) | 0 53 0
clinical abiltyto initiate / (S0.4%)

change pharmacological
treatmentfor common
mental healkh problem
like an=iety or depression
[feel canfidentin my 100.9%) 0 9{7.2%) 907.8%) COi43.5%) | O 46{40%) | 0
clinical abilityto provide
psycho-education to
patientswith common
mental health problems
like an=iety or depression

I feel canfidentin my 15§13%) [ 0 15i13%) | 24 41035.7%) | 0 20{174) [ 0
clinical abilityto manage (20.9%)

patientswith suicide/salf-

harm

tendeancies
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Knowledge

During the knowledge assessment, this primary care physician group was easily able to identify the most important laboratory
value for common mental health conditions like depression and anxiety, with 87.8% of respondents correctly answering, “thyroid
function tests.” Generally, they also correctly identified the most evidence-based psychosocial treatment as cognitive behavioral
therapy (71.3%). The group had mixed success with medication management questions. The vast majority of the physicians
chose SSRIs (citalopram, fluoxetine, paroxetine) as first line treatment of depression (81%) or anxiety (90%) which is in line with
the National Institute for Health and Care Excellence (NICE) guidelines in the United Kingdom (19, 20). Respondents did not
know the first line SSRI treatments for depression (73.9% with an incorrect answer) or anxiety (89.6%), as per PHCC’s policy.
Also, they could not identify the proper protocol to manage SSRI-induced hypomania (76.5%).

Of note, qualification through MRCGP UK was associated with a choice of SSRI for first-line treatment of depression (OR =
17.99, 95% CI 1.01 to 319.69, p = 0.049), and was highly correlated with an answer of paroxetine (the correct answer per PHCC
policy) for the first-line treatment of anxiety (OR = 48.24, 95% CI 2.77 to 838.69, p = 0.0078); all 12 correct responses came from
physicians with the MRCGP UK qualification.

Which antidepressant would you consider as your first choice for the treatment
of depression (considering there are no contraindications) in PHCC?

B0

G0

Citalopram Fluoxetine Amitriptyline

Mumber of respondent answers (luoxetine |5 coreet)

Which medication would you consider as your first choice for the
treatment of Generalized Anxiety Disorder in PHCC?

=

=i

40

30

: I

il

' — —_—

Paroxstine Citzalopram Flugzstinz Amitriptyline Wenlfaxine

Mumber of repondent answers [Paroxetineis correct)
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Tahle 3 - Responses on items regarding knowledze
Fassible 72 hours 1weaek 2weeks 1manth 2manths & months Thereisno
ANSWars timea limit
01 12 {10.4%) 100.9%) BE (GE.5%) | 9i7.2%) 1002.7% 4{3.5%) 12 {10.4%)
Fassible 72 hours 2 weelks lmanth 2maonths & manths Therzisno | Miszing
Answers time limit
bz 7R 1% 47 (40,9%) 21012.3%) 12010.4%) 15 713%) 13011.3%) 1]
Faszible CBC CIF Glucose Testosterone | TFT [Mizsing
answers
03 201.7%) C i4.3%) 65, 2%) 140.9%) 101 (87.8%) 1]
Fossible Amitriptylin | Citalopram Fluaxetine Iissing
ANsWwWers &
04 (5. 2%) 7T iRG.2%) 30026.1%) | 413.5%)
Fossible Amitriptylin | Citalopram Fluosetine Paroxetine Wenlafazine Iissing
ANswWers 2
D& 302.6%) C7 i49.6%) 34029.6%) 12010.4%) G, 2%) 302.6%)
Fassible Straightaw | Within 72 hours Within 1 Within2tod | Withindta & | Missing
ANsSwWers ay week weeks weaks
D& 302.6%) 8 (T%%) 14012.2%) B9 (B0% ) 21018.3%) 1]
Faszible Stop Halfthe dose and | Slowly Cantinuewith | Coantinue [Mizsing
ANSWErs stopin 2 manths reduce same dose with same
overd and consider | dose and
weeks and stoppinging consider
stop months stoppingin
12 months
b7 Ci4.3%) 7R 1% 26022.6%) | 42036.5%) 32027.8%) 302.6%)
Fossible CET EMDE Counselling | Allabove are | Missing
ANSWETS aqually
effactive
ba B2i71.3%) | 211.7%) Ci4.3%) 26 122.6) 1]
Fossible Changes Increasethedose | Feducethe | Stopthe Feferto Feview him | Missing
ANSWETrS medication | andrefarto dose and medication psychiatrist in2weeks
and referta | paychistry refertao and referta
paychiatry paychiatry psychiztry
0o 4 {3.5%) 302.6%) 15 §i13%) 27 (23.5%) 36 131.3%) 27 123.5%) 302.6%)
Fossible GAD Hypochandrizsis IBS Somatization | Undiagnosed IMissing
ANSWETrS depraession
ENAT] 15 {13%) E043.5%) 403.5%) 40034.8%) Ci4.3%) 100.9%)

Discussion

A significant limitation of the study is that while measures of
clinician attitudes about mental health care treatment were
obtained with a well-validated tool, assessments of primary
clinicians’ confidence and knowledge were made using tools
designed by the authors. Validation of the confidence and
knowledge assessments has come from local consensus.
Another limitation is its reliance on subjective responses
rather than on patient records or directly observed procedures.
Potential consequences of this approach include potential
participant bias toward answers perceived to be desirable. The
respondents’ candor, especially in their responses about the
dangers engendered by mental illness, makes the existence
of such bias somewhat less likely. Strengths include the usage
of a well-validated instrument and a relatively large sampling.
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In 2008, the number of primary care physicians in Qatar was
estimated to be 419 (21); this study had 115 respondents,
27.4% of the 2008 estimated population.

Previous research has suggested that there are gaps in primary
care physicians’ knowledge about mental health care (14, 15,
22). This study shows that, particularly regarding psychiatric
medication management and diagnostic criteria for conditions
like depression and anxiety, primary care physicians appear to
have a lack of knowledge of the local (PHCC) policies regarding
managing common mental health conditions at primary care
level. However, a vast majority of the physicians did show that
they have knowledge of some of the fundamental mental health
principles to recognize and manage common mental health
problems. Although primary care physicians lack knowledge
of the local PHCC'’s policies in the management of common
mental health conditions like anxiety and depression, they have
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fundamental knowledge required to treat these conditions
as per NICE guidelines.

One of the reassuring findings of this survey is that a
vast majority of the primary care physicians feel confident
in recognizing and managing common mental health
problems in the community. More than two thirds of the
physicians felt confident that they can detect serious
mental health conditions like psychosis and schizophrenia.
This is very encouraging. Of course, they are not expected
to manage these patients in the community, but early
recognition and diagnosis mean that these patients will be
referred to psychiatry teams on time and they will be given
appropriate treatment and support. This can help improve
the long term prognosis and outcome for these patients.

Among the most surprising findings for this respondent
group was the wide disparity between their knowledge
gap and their generally positive attitudes and high levels
of confidence about mental health treatment. Primary care
physicians expressed a high level of confidence about
medication management for common conditions — 86.5%
of the respondents agreed, at least in part, that they feel
comfortable with managing psychiatric medications, but
only 26.1% of the respondent group knew the first-line
medication for depression, and only 10.4% of the group
knew the first-line medication for anxiety. At first glance,
these findings appear grim; a detailed look reveals that
they chose one of the SSRIs (citalopram, fluoxetine,
paroxetine) as a first line medication in the treatment of
depression (81%) and anxiety (90%) which is in line with
NICE guidelines in the UK. The reason for this may be
the fact that nearly half of the physicians (47%) had an
MRCGP qualification and were used to practicing under
the UK’s NICE guidelines, but were not aware of the local
PHCC policies on the management of depression and
anxiety.

The knowledge section of the survey did highlight
that physicians need to be more aware of the criteria
for duration of symptoms for diagnosing anxiety or
depression. They also need to be aware of how long they
should continue with the treatment and when to consider
stopping medications. Only 27.8% of these respondents
could identify the proper length of time to remain on an
antidepressant after resolution of depressive symptoms.
Just 23.5% — less than one quarter — of the group could
properly identify the procedure when an SSRI creates
hypomanic symptoms.

Despite these gaps in the knowledge of mental health
management, primary care physicians appear to be highly
willing and feel confident to treat common mental health
conditions. Such attitudes suggest that the clinicians’
positivity can be leveraged with dedicated training on
mental health care delivery especially familiarity with local
guidelines and policies. We believe that most of the primary
care physicians are well placed in managing common
mental health problems in the community. However, in
order to have a well-integrated community care as per the
vision of Qatar National Mental Health Strategy, primary

care physicians should be trained with specific focus on
the local policies and pathways.

Summary

Primary care physicians represent the first line of
treatment of mental health conditions, and they perform
the bulk of such treatment. In Qatar, where primary care
physicians are the centerpiece of the national strategy to
improve mental health care delivery, primary care doctors
consistently demonstrate strongly positive attitudes and
confidence about mental health care treatment. These
physicians appear to have good fundamental knowledge
but lack knowledge of the local policies about mental health
treatment. Further study can help psychiatrists, primary
care providers and government officials efficiently target
resources to optimize mental health treatment provision.
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e 0N
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° MRCGP UK

° MRCGP International
° Arab Board

° MRCPsych

° Other:

[ ]
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° 0 years
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° 5-10 years

° More than 10 years
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. How many educational sessions have you attended regarding mental health care in the last 12 months?
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Appendix 2. Attitude questions as per MICA-4.

Strongly Agree
Agree

Somewhat Agree
Somewhat Disagree
Disagree

Strongly Disagree

ook wn=

1. I just learn about mental health when | have to, and would not bother reading additional material on it.

2. People with a severe mental illness can never recover enough to have a good quality of life.

3. Working in the mental health field is just as respectable as other fields of health and social care.

4. If | had a mental illness, | would never admit this to my friends because | would fear being treated differently.
5. People with a severe mental iliness are dangerous more often than not.

6. Health/social care staff know more about the lives of people treated for a mental iliness than do family members or
friends.

7. If | had a mental iliness, | would never admit this to my colleagues for fear of being treated differently.

8. Being a health/social care professional in the area of mental health is not like being a real health/social care
professional.

9. If a senior colleague instructed me to treat people with a mental iliness in a disrespectful manner, | would not follow
their instructions.

10. | feel as comfortable talking to a person with a mental iliness as | do talking to a person with a physical illness.

11. It is important that any health/social care professional supporting a person with a mental illness also ensures that
their physical health is assessed.

12. The public does not need to be protected from people with a severe mental iliness.

13. If a person with a mental iliness complained of physical symptoms (such as chest pain) | would attribute it to their
mental illness.

14. General practitioners should not be expected to complete a thorough assessment for people with psychiatric
symptoms because they can be referred to a psychiatrist.

15. | would use the terms ‘crazy’,'nutter’, ‘mad’ etc. to describe to colleagues people with a mental iliness who | have
seen in my work.

16. If a colleague told me they had a mental illness, | would still want to work with them.
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Appendix 3. Questionnaire items examining confidence about mental health treatment.

1. | feel confident in my clinical ability to detect common mental health problems like anxiety or depression
1 Strongly agree

2. Somewhat agree

3. Neutral

4 Somewhat disagree

5 Strongly disagree

2. | feel confident in my clinical ability to detect serious mental health problems like psychosis (including
schizophrenia)

Strongly agree

Somewhat agree

Neutral

Somewhat disagree

Strongly disagree

aron-=

. | feel confident in my clinical ability to detect substance misuse problems
Strongly agree

Somewhat agree

Neutral

Somewhat disagree

Strongly disagree

arON =

4. | feel confident in my clinical ability to take a proper psychiatric history
1 Strongly agree

2. Somewhat agree

3. Neutral

4 Somewhat disagree

5 Strongly disagree

5. | feel confident in my clinical ability to carry out a mental state examination
1 Strongly agree

2. Somewhat agree

3. Neutral

4 Somewhat disagree

5 Strongly disagree

6. | feel confident in my clinical ability to do risk assessment in a patient with mental health problem.
1 Strongly agree

2. Somewhat agree

3. Neutral

4 Somewhat disagree

5 Strongly disagree

7. | feel confident in my clinical ability to complete PHQ-9 and HADS-7
1. Strongly agree

2. Somewhat agree

3. Neutral

4 Somewhat disagree

5 Strongly disagree

8. | feel confident in my clinical ability to make diagnosis of a common mental health problem like anxiety or
depression

Strongly agree

Somewhat agree

Neutral

Somewhat disagree

Strongly disagree

aron-=

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 3, MARCH 2020 45



ORIGINAL CONTRIBUTION

9. | feel confident in my clinical ability to provide active listening and helpful advice to the patients suffering from common
mental health problems like anxiety or depression

Strongly agree

Somewhat agree

Neutral

Somewhat disagree

Strongly disagree

aOrON -~

10. | feel confident in my clinical ability to initiate / change pharmacological treatment for common mental health problem
like anxiety or depression

1. Strongly agree

2. Somewhat agree

3. Neutral

4. Somewhat disagree
5. Strongly disagree

11. | feel confident in my clinical ability to provide psycho-education to patients with common mental health problem like
anxiety or depression

1. Strongly agree

2. Somewhat agree

3. Neutral

4. Somewhat disagree
5. Strongly disagree

12. | feel confident in my clinical ability to manage patients with suicide/self-harm

1. Strongly agree

2. Somewhat agree

3. Neutral

4. Somewhat disagree

5. Strongly disagree

1. Refer the patient to psychiatry

2. Change the antidepressant and refer the patient to psychiatry

3. Increase the dose of antidepressant and refer the patient to psychiatry
4. Reduce the dose of antidepressant and refer the patient to psychiatry
5. Stop the antidepressant and refer the patient to psychiatry

6. It's too early to change anything at this stage. Review him again in 2 weeks.
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Appendix 4. knowledge based questions.

1. In order to diagnose a patient with clinical depression, he or she must have depressive symptoms for a minimum
duration of

72 hours

2 weeks

1 month

2 months

6 months

There is no time limit

ook wdn -~

2. In order to diagnose a patient with clinical Generalized Anxiety Disorder (GAD), he or she must have anxiety symptoms
for a minimum duration of

72 hours

2 weeks

1 month

2 months

6 months

There is no time limit

ook wd -~

w

. The single most important blood test to do in a patient with common mental health problem (anxiety or depression)

is

1. Complete Blood Count - CBC

2. Comprehensive Metabolic Profile - CMP
3. ESR

4. Thyroid Function Test - TFT

5. Glucose

6. Testosterone

4. Which antidepressant would you consider as your first choice for the treatment of depression (considering there are
no contraindications) in PHCC?

1. Citalopram
2 Paroxetine
3. Fluoxetine
4. Amitriptyline
5 Venlafaxine

5. Which medication would you consider as you first choice for the treatment of Generalized Anxiety Disorder (considering
there are no contraindications) in PHCC?

Citalopram

Paroxetine

Fluoxetine

Amitriptyline

Venlafaxine

aoroN =

6. SSRIs / antidepressants work
1 Straightaway

2. Within 72 hours

3. Within 1 week

4 Within 2 — 4 weeks

5 Within 4 — 6 weeks

(continued)
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7. You have successfully treated a patient with first episode of depression, who is now symptoms free and back to his/
her baseline. What would you do next?

48

ook whN =

Stop the antidepressant

Slowly reduce the antidepressant over a 4 week period to stop it.

Half the dose and stop it after 2 months’ time.

Continue with same dose and consider stopping it in 4 months’ time.
Continue with the same dose and consider stopping it in 12 months’ time.
Advise them to stay on it for life.

8. The following psychological therapy has the most evidence-based role in the management of common mental health
problems like anxiety or depression

ook wn =

Counselling

Debriefing

Cognitive Behavioral Therapy
Hypnotherapy

EMDR

All the above are equally effective

9. You have started a patient on antidepressant. During a follow-up appointment after 2 weeks, you notice that the
patient exhibit signs and symptoms of hypomania. What would you do next?

ook wnN =

Refer the patient to psychiatry

Change the antidepressant and refer the patient to psychiatry

Increase the dose of antidepressant and refer the patient to psychiatry
Reduce the dose of antidepressant and refer the patient to psychiatry

Stop the antidepressant and refer the patient to psychiatry

It's too early to change anything at this stage. Review him again in 2 weeks.

10. A 36 year old female patient has a history of repeated presentations for abdominal pain because she is worried
about cancer. She has been intensively investigated including CT abdomen and Endoscopies by the gastroenterologist
who did not find any evidence of bowel cancer or other physical cause. Despite all the normal investigations she is still
worried about bowel cancer. What is the likely diagnosis?

ook wnN =

Diverticulosis

IBS

Generalized anxiety disorder

Undiagnosed depression presenting with physical health symptoms
Somatization

Hypochondriasis
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