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1. BACKGROUND

The diamond Consortium, funded by the beyondblue Victorian Centre of
Excellence in Depression and Related Disorders (VCoE) was established in 2004
to build on the already established National Health and Medical Research Council
(NHMRC) funded Diagnosis, Management and Outcomes of Depression in Primary
Care (diamond) longitudinal study and the beyondblue Victorian Centre of
Excellence in Depression and Related Disorders (VCoE) funded pilot study. The
Consortium aims to:

1. Contribute to better outcomes in mental health by:

Recruiting a variety of practices across a number of Divisions to form a
depression research network

Carefully mapping the systems and networks (barriers and facilitators)
Measuring and monitoring patient health outcomes
Identifying effective models

Developing implementation methods and seeking funding to test models
in randomised controlled trials (RCT) and non-RCT evaluations

2. Build research capacity in mental health by:
Supporting Research Higher Degree Students
Providing a useful website
Obtaining collaborative grant funding
Hosting academic visitors
Establishing an active National and International network of researchers
Contributing to policy at State and National level

Our vision is:

“A primary care system that promotes emotional well-being and provides
Australians experiencing depression with accessible, responsive and effective
management options to assist recovery and maintain well-being”.

The diamond Consortium is led by Professor Jane Gunn, Chair of the Primary Care
Research Unit at the Department of General Practice, The University of Melbourne.
The Consortium Steering Committee (Appendix 1 ) meets on a quarterly basis.
There are 18 members in the Steering Committee. The Consortium has 91




members from Victoria, interstate, New Zealand, Canada, US, and Europe
(Appendix 2 ).

This report describes the diamond Consortium’s activity during the previous six
months on its key activities: the communication strategy, the research program,
and capacity building (Figure 1).

Figure 1. diamond Consortium structure and key activities
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2. COMMUNICATION STRATEGY

2.1 Website

The diamond Consortium website (www.diamond.unimelb.edu.au) was developed
in June 2004 to showcase the activities of the diamond Consortium. The website is
regularly updated with information about depression related research projects,
events and Consortium news. As of June 30 2007, there have been 1930 hits on
the diamond website.

2.2 Newsletter

Since the December 2006 Report, there have been two diamond Consortium
Newsletters (see diamond Consortium website), bringing the total number of
newsletters to 11. The Newsletter is sent to colleagues from over 60 organisations.
The Newsletter provides Consortium members and stakeholders with information
on the progress of the diamond longitudinal study and it allows the Consortium to
promote upcoming events and activities. The Newsletter is also a vehicle for
Consortium members to disseminate their research findings, from ‘Seed and
Capacity Building’ funded projects to other depression related projects. A
Consortium member is profiled in each newsletter.




2.3  Membership

Members of the diamond Consortium are regularly contacted regarding the
activities and events of the Consortium. They receive the quarterly Newsletter and
the bi-annual Report. The member base of the Consortium is continually growing
with 91 members from Victoria, interstate, New Zealand, Canada, US, Europe.

2.4  Advocacy for Primary Care Management of Depres  sion

In Dec 2007 the World Psychiatric Association (WPA) will hold its International
Congress in Melbourne. This is the first time this Congress has been held in the
Southern Hemisphere. As Chair of the Diamond Consortium, Professor Jane Gunn
was approached to co-ordinate the Primary Care stream of this Congress. Using
established Diamond Consortium networks Jane has facilitated the development of
an exciting primary care stream with many International leaders in primary care
mental health agreeing to make the journey to Melbourne to present their work
along with many local presenters. The Congress will be the culmination of three
years of Consortium networking and will occur shortly after the Diamond
Consortium contract expires.

Professor Gunn is also working with Professor David Clarke and Ms Lisa Allwell
from beyondblue to organise a pre-Congress workshop to discuss the future
directions for primary care mental health research.

Professor Gunn is a member of the Steering Committee for the 2007 National
Survey of Mental Health and Well-being to be conducted late in 2007. This group
has been meeting in Canberra over the past 18 months to prepare for the National
survey. The last survey was conducted in 1997.



3. RESEARCH PROGRAM

3.1 The diamond longitudinal study

Funding: 6 years. National Health and Medical Research Council
(NHMRC) Project Grant and the beyondblue Victorian Centre of
Excellence in Depression and Related Disorders (VCOE)

Prof Jane Gunn (Department of General Practice, University of Melbourne), Prof Helen Herrman

(Australian International Health Institute), Dr Gail Gilchrist, A/Prof Kelsey Hegarty , Dr Grant
Blashki (Department of General Practice, University of Melbourne), Prof Dimity Pond (Discipline
of General Practice, University of Newcastle), Prof Michael Kyrios (Faculty of Life and Social
Sciences, Swinburne University of Technology)

Professor Jane Gunn and others were successfully awarded National Health and
Medical Research Council funding to follow the diamond cohort for a further two
years (previous funding followed the cohort for one year). Thus, the diamond study
is a three year prospective longitudinal study exploring the patient, practitioner and
systems factors affecting the diagnosis, management and outcomes of depression
in the primary care setting. This large scale longitudinal study is the first extensive
exploration of its kind in Australia to map the pathways to and from primary care for
people experiencing depression and to investigate the predictors of recovery and
relapse.

The diamond study began in 30 general practices across Victoria, with 70% (21/30)
of participating GPs located in metropolitan regions and 30% (9/30) in country
areas. The GPs in the study were mainly men (73.3%, 22/30) with an average age
of 52 years.

The GPs involved had a wide variety of specialty interest areas with only 28%
expressing a special interest in mental health. At the time of recruitment half of the
GPs had completed level 1 of the Better Outcomes in Mental Health Initiative
(BOiIMHI) training and 4 had completed level 2 training. The GPs involved reported
that the percentage of adult patients they had seen in the past 12 months for whom
depression was a significant part of their clinical picture was between 5% and 40%.
Although our sample of GPs was relatively small, most had accessed a DHS
Primary Mental Health Team and continuing care services for patients with
depression at least once in the previous 12 months. However, our sample was far
less likely to access other DHS services, such as dual diagnosis services and
extended care facilities for their patients with depression (Graph 1).
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Cohort Participants:

In order to gain a wide variety of patients we sent screening surveys to around 600
patients seen by each of the 30 ‘diamond GPs’ within the past year (18,000
patients in total). Patients completed a survey that collected demographic details,
their assessment of the quality of GP care (using the General Practice Assessment
Questionnaire) and the Centre for Epidemiological Studies Depression Scale
(CES-D). From this a cohort of 790 patients with depressive symptoms (scoring
16 on the CES-D) consented to be followed up as part of the diamond longitudinal
study.

In the first year the cohort were asked to complete a self report survey every three
months (5 surveys in total — from baseline to 12 months). They were also asked to
participate in a Computer Assisted Telephone Interview (CATI) at baseline which
administered a number of psychiatric tools using the Composite International
Diagnostic Interview (CIDI-Auto Version 2.1) as well as data on their history and
experience of depression. Funding was received from the re-order project to
administer a second CATI at 12 months, to collect data on the experience of care
from a qualitative perspective.

It took one year to undertake the screening process and recruit the cohort and it
takes a full year to complete each wave of follow-up.

Two full-time research assistants are employed to handle the data, which contains
between 300 and 1,000 variables at each study wave. This involves mailing,
tracking and coding surveys ready for external data entry. The data is then cleaned



and analysed using Stata 9.2 (data analysis & statistical software package). Five
experienced casual interviewers are also employed to administer the CATI and
collect missing survey data. Qualitative CATI data are coded and organised using
a qualitative coding software package (NVivo 7).

Screening and baseline data (including the baseline CATI) has been cleaned and
is currently being analysed. Three-month data is in the process of being cleaned
and should be completed by August 2007. Six and 9-month data has been entered
and cleaning of these waves will begin once 3-month data cleaning is complete.
The 12-month survey is currently being coded and the 12-month CATI data is
being coded and organised ready for analysis.

One year follow-up was completed in early 2007. Seventy-three percent (579/790)
completed a 12-month follow-up survey. The majority of the cohort (92.8%
733/790) were administered a CATI at baseline and 73% (577/790) were
administered a second CATI at 12 months. At 12-months 14.4% (114/790) of the
cohort had withdrawn from the study leaving some participants not actively
withdrawn.

The cohort are mainly women (71.3%), from metropolitan areas (68.5%), who
speak English as their first language (95.8%) with an average age of 50.9 years at
entry to the study. Eighty-three percent of participants had considered depression
to have been a problem for them in the past.

From those whom agreed to complete the CIDI component of the baseline
interview, 49% (356/726) met DSM-IV criteria for major depressive disorder within
the previous 12 month period, 14.3% (104/726) for mild single episode, 11.2%
(81/726) for moderate single episode and 2.3% (16/726) for severe recurrent
episode.

The cohort also had a range of psychiatric and physical comorbidities. Eighteen
percent (18.2% 142/780) had panic syndrome within the past 4 weeks and 20%
(156/780) had other anxiety syndrome. Forty-five percent (44.7% 353/789) of
participants also self-reported that they had suffered with anxiety within the past 12
months. Twenty-three percent (23.1% 182/789) of participants had repetitive
thoughts for more than half the time in the past 4 weeks and 21.2% (153/721) of
participants were classified as having drug or alcohol abuse/dependence by the
CIDL.

Sixty-nine percent of participants (68.7%, 542/789) self-reported at least one
chronic physical condition in the past 12 months, with the most common being
back problems (36.5%, 288/789), arthritis (22.1%, 174/789), hypertension (17.5%,
138/789) and asthma (15.5%, 122/789).

The most common things people tried in the previous 12 months for depression,
stress or worries were exercise (62.8%, 493/785), talking to family or friends



(62.6%, 491/785), antidepressants (48%, 377/785) and counselling (36.1%,
283/785).

Participants saw a GP on average 8.7 times (sd 7.20) with an average of 3.3 of
these times (sd 5.63) being related to emotional well-being for things such as
depression, stress or worries. The majority of the cohort were very satisfied with
their GPs overall level of care, as indicated by a high mean satisfaction score on
the General Practice Assessment Questionnaire (GPAQ) (79.4, sd 21.3; range O-
100).

Further funding has allowed us to follow the cohort for another two years. This
phase of the study involves following up participants at 24 and 36 months with a
survey and telephone interview (including the CIDI) at each time-point. The 24-
month follow-up began in February 2007. As at the 30™ June 2007 25.1%
(198/790) of the participants had returned a 24-month survey and 28.1% (222/790)
had been administered a third CATI. Given the staggered nature of recruitment we
expect the 36-month follow-up to be completed by mid 2009.

With data collection for each participant occurring only once a year more research
assistant time will be able to be spent analysing collected data and maintaining the
retention rate. We are producing a newsletter for participants every 6 months (the
first one was sent out early July) to keep the cohort informed and to give them a
chance to update their contact details.

As at June 30, the diamond study cohort had completed a total of over 3,500
surveys and participated in over 1,500 telephone interviews.

The diamond research team is preparing papers on factors associated with
recovery and relapse of depression and factors associated with service and
treatment use. As papers are published they will be listed on the website
www.diamond.unimelb.edu.au.
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3.2 ‘Seed and Capacity Building’ grants

To enable diamond Consortium members to build upon the vision of the
Consortium, 'Seed and Capacity Building’ grants were available to Consortium
members for research projects related to depression in primary care. Seven 'Seed
and Capacity Building' projects are supported by the diamond Consortium and
have enabled important pilot work and full-scale research to be undertaken.
Progress reports are included below.

Problem solving approaches to depression in general practice

Dr David Pierce (Department of General Practice, The University of Melbourne)

Project background

This project, called PS-GP, is based at the Department of General Practice at The
University of Melbourne. PS-GP explored the use of problem solving therapy (PST)
as evidence based treatment for depression by Australian general practitioners
(GPs). PS-GP has developed and tested an intervention aimed at increasing GPs’
knowledge and skill in providing PST to their patients. The project is now
completed.

Project findings

The intervention consisted of a training program that was completed by 24 GPs,
which included the use of simulated patients (experienced actors) to facilitate the
development of GPs’ skill and confidence in the provision of PST. Results from the
project suggest GPs’ attitudes to PST remained positive during the training
intervention. GPs’ knowledge about PST and confidence in providing PST
increased; (p<0.05) and self report and practice audit measures indicate increased
use of PST; (p<0.05). Observer measured GP skill in providing PST, in a proxy
clinical setting, demonstrated the largest change of any outcome measures used,
with 90% improving their score; (p<0.001). Mean change was 19%, with an effect
size of 1.3.The use of simulated patients in the training was reported as a valued
aspect of the program.

Implications for policy and practice & next steps

This project has developed an approach for training GPs in the use of PST as a
treatment for depression that requires less training time than previous approaches.
It is associated with an increase in GPs’ PST competence. Changes in GPs’
performance (using PST in real clinical encounters) were not measured but will
form the basis for future research. PS-GP is a relatively simple and time effective
way of training GPs in the use of PST. We hope to trial PS-GP more widely in a
pragmatic randomized controlled trial.
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David Pierce’s time to undertake this project was supported by funding from the
Australian Government under the National Institute of Clinical Studies Fellowship &
Scholarship Program.

Publications

1. Pierce D, Gunn J. GPs’ use of problem solving therapy for depression: a qualitative study of
barriers to and enablers of evidence based care. BMC Fam Pract. 2007 Apr 25;8:24

2. Pierce D, Gunn J. Using problem solving therapy in general practice. Aust Fam Physician 2007
Apr;36(4):230-3

Development, pilot testing and evaluation of an Enh  anced Discharge
Summary Form (EDSF) to improve uptake of ongoing pr  imary health care
after admission to a residential early parenting ce  ntre

Dr Jane Fisher , Dr Heather Rowe (Key Centre for Women’s Health in Society, School of
Population Health, The University of Melbourne).

Project background

Australia’s residential early parenting centres provide brief structured psycho-
educational interventions to treat unsettled infant behaviour and maternal distress,
to which 3000 Victorian mother-infant dyads are admitted annually. Most women
admitted to these services have poor mental and physical health and their social
circumstances are complex. Ongoing primary health care is needed and
recommended after completion of the residential program, but only one in five
women contact a general practitioner for personal health care in the three months
after discharge. The objective of this project was to improve ongoing
comprehensive primary health care for mothers and infants who have been treated
in brief residential early parenting programs. The specific aims were to establish
prevalence of common mental and physical health problems in a consecutive
cohort of women admitted to two residential early parenting services; and to
assess their perceptions of primary health care and the acceptability of an
enhanced discharge summary form to promote uptake of primary health care after
discharge.

Project findings

A consecutive cohort of 145 mothers admitted to two residential early parenting
services: Masada Private Hospital Mother Baby Unit and Tweddle Child and Family
Health Service were surveyed about their mental and physical health, social
circumstances, infant's behaviour and relationship with primary health care
providers. There were high levels of psychological, physical and social morbidity
among them. While almost all participants had at least one primary health care
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provider, 17% did not have a relationship with a family doctor. Of those with
psychological symptoms, only half had ever discussed these with a doctor. Women
who experienced their marital partners as controlling were less likely to discuss
their mental health with a doctor than those whose partners were not experienced
as controlling. Participants had a strong preference for mother and infant to receive
health care as a dyad, but almost a third perceived their family doctor as being
more skilled in caring for one than the other. Most supported the introduction of an
Enhanced Discharge Summary to promote uptake of primary health care after
completing a residential early parenting program, but there was a divergence of
views about whether the use of psychiatric labels to describe complex personal
predicaments on these forms was helpful to the process of ongoing health care.

This project permitted us to undertake substantial capacity building through
postgraduate student research supervision. One completed her research report on
the primary outcomes of the study and four others undertook secondary analyses
of the data. All had experience in data collection, management and analysis and
the opportunity to undertake research in a community based health service.

Implications for policy and practice

Mothers and infants admitted to early parenting centers have complex health care
needs which cannot be addressed completely in a brief admission. Ongoing
primary health care provision is likely to be assisted by a discharge summary
outlining maternal physical and mental health status, infant behavior and adverse
social circumstances that require ongoing care.

Next steps

The next step is to use the above findings to modify the enhanced discharge
summary form in conjunction with staff at the two residential early parenting
services and implement the program as part of routine care. Program
implementation would be accompanied by systematic evaluation to determine its
usefulness in promoting access to ongoing health care uptake by women after
discharge. Funding has not yet been sought but this project could form the basis of
student research.

Publications and presentations

Publications

Rowe HJ, Fisher JRW, WM Loh. The Edinburgh Postnatal Depression Scale detects but does not
distinguish anxiety disorders from depression in mothers of infants: implications for
interventions. Archives of Women'’s Mental Health (under review)
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Postgraduate Student Research Reports

Williamson LM. Perceptions of primary health care in mothers attending an early parenting centre.
Master of Public Health Research Report, University of Melbourne, December 2006.

Loh WM. Detection of postpartum mental disorders in women admitted to residential early parenting
centres. Advanced Medical Science Research Report, University of Melbourne June 2006

Oddy B. Women's views on the use of diagnostic labels to describe psychological distress in the
postpartum: implications for uptake of health care Advanced Medical Science Research
Report, University of Melbourne June 2007

Ong DM. Intimate partner relationship: what are the links with postnatal mood. Advanced Medical
Science Research Report, University of Melbourne June 2006.

Williamson A. Advanced Medical Science Research Report, University of Melbourne June 2007

Presentations

FISHER JRW, Rowe HJ, Williamson LM, Ong DM, Loh WM. Perceptions of primary health care in
mothers attending a residential early parenting center. Diamond Consortium Seminar
Melbourne, December 8" 2006

FISHER JRW, Rowe HJ, Ong DM, Williamson LM. Relationship between partner behaviours and
mood in mothers admitted to early parenting centers. Early Childhood: Evidence into
Practice. Fourth Biennial International Conference of the Queen Elizabeth Centre.
Melbourne November 23" 2006

ROWE HJ and Fisher JRW the Edinburgh Postnatal Depression Scale detects but does not
distinguish anxiety disorders from depression: implications for clinical practice. Australasian
Marcé Society Conference, Gold Coast, June 2007

ROWE HJ and Fisher JRW. Psychological distress in women admitted to Australia’s residential
early parenting centers. Is it postnatal depression? Japan — Australia Women's Health
Symposium. Japan Australia Women’s Health Symposium Tokyo Women's Medical
University; Tokyo, Japan, May 2007.

ROWE H, Fisher J. Detection of diagnosable anxiety and depression in women admitted to
residential early parenting services. Fourth Biennial International Conference of the Queen
Elizabeth Centre, Melbourne November 2006.

ROWE H, Fisher J. Detection of postpartum anxiety disorders with the Edinburgh Postnatal
Depression Scale. Opportunities for tailored treatment interventions. International Marcé
Society Conference, Keele, UK, September 2006.

Fisher JRW, Ong DM, ROWE HJ, Williamson L. Intimate partner relationship and maternal mood.
Program and abstracts of the Australian Society of Psychosocial Obstetrics and
Gynaecology Conference, Sydney, August 2006

ROWE H, Loh WM, Fisher JRW. Detection of postpartum common mental disorders in women
admitted to residential early parenting centers. Australian Society of Psychosocial
Obstetrics and Gynaecology Conference, Sydney August 2006
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Management of depression in general practice 2 proj  ect (MOD2)

Dr Heather McGarry , A/Prof Kelsey Hegarty , Prof Jane Gunn , Dr Marie Pirotta, Dr Grant
Blashki , Dr Caroline Johnson & Dr David Pierce (Department of General Practice, The University
of Melbourne)

Project background

The Management of Depression in general practice 2 (MOD2) project aimed to
investigate changes in the management of depression in the past five years. The
objectives of the project were:

To determine whether there has been an increase in formal training in
psychological therapies between 2001 and 2005.

To determine whether the use of Focused Psychological Strategies has
increased from 2001-2005.

To determine whether there is a difference in the use of Focused
Psychological Strategies between those with formal training and without
training in 2005.

To determine general practitioners’ perceived barriers to using Focused
Psychological Strategies in general practice.

The questionnaire from the original Management of Depression in general practice
(MOD) project, which was conducted in 2001-2002, was modified to match the
MOD?2 project objectives while still allowing direct comparison of the results from
both projects. Some additional questions were also included to allow comparison
with the diamond project. A medical student from the University of Melbourne who
was undertaking her Advanced Medical Science (AMS) year also joined the project
and one question was included in the questionnaire to specifically address her
interest area.

Ethics approval for the project was received from the Human Research Ethics
Committee of the University of Melbourne in November 2005.

Initially the intention was to seek the project sample group from the Department of
Health and Ageing who can provide the sample directly to researchers free of
charge so that the researchers can conduct all aspects of the mail out themselves.
However, as this project was not government or NHMRC funded, it did not fall into
a category for which the Department of Health and Ageing provided this service.
Instead, a random sample of 410 Australian general practitioners was drawn from
the Medicare Australia database. Medicare Australia does not release practitioner
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details to researchers but instead conducts all mail outs to the sample group on
behalf of the researchers at the researchers’ expense.

Main outcomes / key project findings

The mail out of the questionnaires was conducted in February and March 2006. A
primer letter was sent one week prior to the initial questionnaire mailing with a
reminder letter and second copy of the questionnaire sent subsequently. The
response rate was 33% (133/405) with six declining to participate and five being
excluded based on the pre-determined exclusion criteria. Data was cleaned and
coded and then entered into an Excel spreadsheet by a professional data entry
company. A statistician from the Department of General Practice at the University
of Melbourne assisted with completion of the data analysis using STATA statistical
package.

Findings

133 (33%) GPs responded. No significant difference was found in rates of self-
reported formal training in focused psychological strategies between 2002 and
2006. Focused psychological strategies continued to be used infrequently but
higher rates of referral were reported than in the original MOD study. GPs
registered for the Better Outcomes in Mental Health Care initiative were more likely
to report using focused psychological strategies than those who were not
registered. More frequent use of CBT was associated with formal CBT training
(p<0.001) or PST (p=0.01).

Implications for policy and practice

These findings are interesting in the context of the changing primary mental health
care system in Australia. Despite respondents reporting high rates of registration
for the BOMHC initiative, reported rates of formal mental health training were not
significantly different from the original study which preceded the BOMHC initiative.

Next steps

The lead researcher is currently on maternity leave but on her return a plan of
further investigation of the links between training and use of psychological
strategies will be made.

Publications and presentations

Results have been written up and will be submitted to a peer-reviewed journal for
publication.

50 participants have asked for final feedback and this will occur in the near future.
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The experience of depression after birth and views about primary care
services among Persian-speaking women in Melbourne

Ms Touran Shafiei, Dr Rhonda Small , Dr Helen McLachlan (Mother and Child Health Research, La
Trobe University)

Project background:

Study objectives:

1. To explore views of maternity care, emotional well-being and the experience of
depression after birth among Iranian and Afghan immigrant women;

2. To describe Iranian and Afghan women’s use of, and experiences with, primary
care services after birth, particularly in relation to help-seeking for depression; and

3. To compare the findings with previous Victorian studies of Australian-born
women and of other groups of immigrant women.

Project progress

Women born in Iran and Afghanistan have been recruited from Melbourne
hospitals (Monash Medical Centre, Dandenong Hospital, Mercy Hospital for
Women and The Royal Women’s Hospital). Between October 2006 and May 2007,
82 eligible women have been approached at antenatal visits or on the postnatal
ward and 55 have agreed to participate in the study.

The telephone interview schedule has been developed, translated and piloted, and
the Edinburgh Postnatal Depression scale has been translated independently by
two Persian translators and independently back-translated by two other translators.
A focus group discussion involving the translators and a small number of Persian-
speaking women achieved further agreement about the most appropriate
translation to be used, followed by piloting with bilingual and monolingual women.

The main telephone interviews commenced in mid February 2007 and to date 24
interviews have been completed; a small number of women will be selected for
face-to-face interviews.

Ethics approval for the study has been received from La Trobe University and each
of the participating hospitals.
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Women’s Attitudes to Screening for Postnatal Depres  sion in a Rural
Victorian Community

Ms Susan Armstrong, Dr Rhonda Small (Mother and Child Health, La Trobe University)

Project background

The research is being been undertaken in three phases in a rural shire in
Gippsland where routine screening for postnatal depression using the Edinburgh
Postnatal Depression Scale (EPDS)* has been in operation for the last ten years.
This has provided a unique opportunity to evaluate the practice of universal
screening in a primary care setting over an extended period of time. Such
evaluation is particularly relevant in view of proposals to screen all Australian
women for postnatal depression once antenatally and once postnatally as part of
the National Depression initiative beyondblue.? There is currently debate in
Australia and other countries about the effectiveness of this approach.

Project findings

The first stage consisted of an audit of screening results for all women potentially
eligible for this program and surveyed the number of women screened, the
prevalence of women screening as probably depressed, and the results of any
referrals made. The conclusions of the study was that a well established program
was not effective in detecting probable depression in women and that there was
little evidence of direct feedback from GPs about women referred as a result of
screening and no collaborative planning for affected women. The full results are
available as a published journal article in the Australian and New Zealand Journal
of Public Health 2007 Vol 31.

The second stage consisted of interviews with maternal child health nurses and
general practitioners involved in the area and aimed to understand more about how
the program actually operates and identify any issues arising from current
screening practice. A professional training night was held in February 2007 and
attended by 9 doctors and 4 nurses involved in the program to disseminate the
results of the first phase of the research and discuss the pros and cons of
screening. One of the outcomes of this evening was a suggestion that caregivers
should meet on a more frequent basis with the aim of providing more co-ordinated
care to women. Feedback from the evening was positive and it is anticipated that
further information sessions will be held as the research progresses. This night
was important because it was the first occasion on which service providers
involved in the program have met. Problems of communication and the lack of
shared care programs between GPs who are independent practitioners and
maternal and child health nurse who are employees of local government are a
major obstacle in implementing an effective screening program for postnatal
depression.
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The third and final stage of the research, commenced in March 2007, involving a
postal survey of the entire cohort of women giving birth in the local government
area for the year 2005/2006 (265 women). This sought their views on the
screening process and any referrals made as a result of this process. 55% of
women responded to the survey with two thirds of the sample agreeing to further
contact. All women who have agreed to further contact will be telephoned and
asked about the survey in more depth. A wide range of responses have been
received including those who were not screened, those who found screening
helpful and those who did not. A purposive sample will be interviewed about their
experience of the first postnatal year and their experience of being screened. The
sample will include women who regarded themselves as having suffered from
postnatal depression as well as those who did not. Interviews commenced in May
and it is anticipated that interviews from 30 women will be achieved by late August.
The project involves significant travel throughout a rural region and funding from
diamond is assisting with the costs of travel, transcription and distribution of
summary data to participants. The project is providing valuable information on the
situations facing recent mothers in rural communities and their experiences of a
screening program for postnatal depression.

Publications

1. Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. Development of the
10-item Edinburgh Postnatal Depression Scale. Br J Psychiatry 1987;150:782-6

2. Buist A, Bilszta J. The beyondblue National Depression Program Prevention and Early
Intervention 2001-2005. Final Report Volume 1: National Screening Program: beyondblue
Initiative.

Men’s experience of Partner Abuse and Depression

A/Prof Kelsey Hegarty (Department of General Practice, University of Melbourne), Dr Monirul
Haque (Geelong General Practice), Dr Gail Gilchrist , Ms Mel Irenyi (Department of General
Practice, University of Melbourne)

Project background

There is a strong and well documented link between partner abuse and depression
in women but this issue remains relatively unexplored in men. This project will
undertake a secondary analysis of the diamond cohort data on men who answered
the Composite Abuse Scale, which is a well validated tool for women of 30 items
measuring Severe Combined Abuse, Physical Abuse, Emotional Abuse and
Harassment. It is unknown what properties this scale has for a population of men
so this project mainly seeks to explore the use of this instrument in men.
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Project findings

207 men returned a baseline diamond survey and 90 (43.5%) scored as having
experienced some form of intimate partner abuse in the last 12 months of their last
relationship. The commonest type of abuse was emotional abuse alone (48, 23%);
followed by combined emotional and physical abuse (21, 10%), severe combined
abuse (16, 8.7%) and physical abuse alone (5, 2.4%).

This study is in progress.

Implications for policy and practice

This study will explore whether the Composite Abuse Scale can be reliably used in
men.
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4. CAPACITY BUILDING

4.1 Seminar

‘The Integration of psychologists into the family m edicine practice: A
Canadian pilot study’

In March 2007, the diamond Consortium hosted a seminar ‘The Integration of
psychologists into the family medicine practice: A Canadian pilot study’ presented
by Dr Jean Grenier (Psychologist, School of Psychology and Department of Family
Medicine, University of Ottawa) and Dr Marie-Helene Chomienne (Family
Physician, Department of Family Medicine, University of Ottawa). Jean and Marie-
Helene provided an informative seminar on a study that they had recently
completed which investigated the collaborative processes that develop between
family physicians and psychologists when they are co-located and sharing medical
records.

Their study was conducted with the recognition that family physicians were the first
line health professionals who played a key role in the diagnosis and treatment of
depression. However, family physicians were often over-burdened and
insufficiently trained to properly address the mental health needs of the patients.
The study therefore aimed to study the collaborative process that develops
between family physicians and psychologists in family practice. Two clinics in
Eastern Ontario (one rural, one urban) integrated a full time psychologist into their
services for a period of 12 months. The results demonstrated an improvement in
patient and provider satisfaction, improved access to psychological care and
improved quality and continuity of patient care. It is hoped that the collaboration
between family physicians and psychologists may be integrated into the Canadian
health care system. The seminar was attended by 28 people with great discussion
throughout.

Dr Jean Grenier and Dr Marie-Helene Prof Jane Gunn, Dr Marie-Helene
Chomienne presenting their seminar Chomienne and Dr Gail Gilchrist
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4.2 New diamond Consortium Members

The diamond Consortium would like to welcome the following new members:

Dr Richard Moulding , Senior Research Fellow, Department of General
Practice, The University of Melbourne

Ms Kate Johnston Ata’ata, Research Assistant, Department of General
Practice, The University of Melbourne

Dr Marie-Helene Chomienne, Family Physician, the Department of Family
Medicine, University of Ottawa, Canada

Dr Jean Grenier, Psychologist, School of Psychology, Department of
Family Medicine, University of Ottawa, Canada

Dr Gwyn Rees, Research Fellow, Health Service Research Unit, Centre for
Eye Research Australia, The University of Melbourne

Ms Darshini Ayton , Research Assistant, Department of General Practice,
The University of Melbourne

Ms Lisa Allwell, Research Liaison Officer, beyondblue
Ms Yvette Pollard, beyondblue

Ms Leonie Young, CEO, beyondblue

Professor David Clarke, Research Advisor, beyondblue

Professor Fiona Judd, Director, Centre for Women’s Mental Health,
Royal Women's Hospital.

Dr Cathy Andronis, General Practitioner and Family Therapist, Richmond,
Victoria

22



APPENDICES

Appendix 1. diamond Consortium Steering Committee

NAME

ORGANISATION

Chair
Prof Jane Gunn

Department of General Practice, The University of Melbourne

Consortium Coordinator (till
June 07)
Dr Gail Gilchrist

Municipal Institute of Medical Research, Barcelona

Members
Prof Merilyn Annells

Helen Macpherson Smith Institute of Community Health,
Royal District Nursing Service

Dr Grant Blashki

Department of General Practice, The University of Melbourne

A/Prof Stephanie Brown

Murdoch Children’s Research Institute

Dr Tere Dawson

Health Issues Centre

Ms Anne Diamond

General Practice Divisions Victoria (GPDV)

Dr Jane Fisher

The Key Centre for Women'’s Health in Society, The
University of Melbourne

A/Prof Kelsey Hegarty

Department of General Practice, The University of Melbourne

Prof Helen Herrman

Australian International Health Institute, The University of Melbourne

Prof Michael Kyrios

Department of Psychology, Swinburne University of Technology

Prof Judith Lumley

Mother and Child Health Research, La Trobe University

Mr Russell Nunn

Helen Macpherson Smith Institute of Community Health,
Royal District Nursing Service

Prof Dimity Pond

Discipline of General Practice, University of Newcastle

Dr Lena Sanci

Department of General Practice, The University of Melbourne

Dr Jane Sims

School of Physiotherapy, The University of Melbourne

Dr Heather Rowe

Key Centre for Women'’s Health in Society, The University of
Melbourne

23




Appendix 2. diamond Consortium members
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