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Abstract

Background
The Mental Health Insurance Reform took effect in July 2015, transferring responsibility for the 
provision of mental health services from the Ministry of Health to the health plans. Physical and 
mental health (MH) care were united under one roof; previously they had functioned separately in 
terms of finance, location, and provider. Under the reform, the health plans developed new services or 
expanded existing ones to address MH problems. 

Primary care physicians are often the first professionals in the health system to meet patients, identify, 
diagnose, and treat problems or make referrals to specialists for further treatment. This holds true 
for MH as well. For some patients in psychological distress, the encounter with a primary physician 
is often their only opportunity to identify a problem and embark on the treatment process. Indeed, 
even prior to the reform, primary care physicians played an important role in identifying and treating 
patients with MH problems. Yet, prior to the current study, there had been no in-depth study in Israel 
regarding various aspects of this component of their role or regarding how they cope with these issues. 

Study Goal
The goal of the study was to examine the involvement of primary care physicians – family physicians 
or pediatricians – in the area of MH and their interface with MH treatment professionals. 

Study Method
The study relied on qualitative methods, employing semi-structured in-depth interviews. At the core, 
there were interviews with 27 family physicians and 12 pediatricians. There were also 10 preliminary 
interviews with managers from the MH and family medicine disciplines at the health plans, and 5 
interviews with psychiatrists. All the interviews were performed from June 2016 to May 2017.

Findings
Family physicians are more involved in mental health care than are pediatricians. As far as their 
role is concerned, family physicians distinguish between cases of patients with problems of "soft" 
psychiatry (common problems such as depression and anxiety), which they mainly treat themselves, 
and cases of patients with severe mental illnesses, which are mainly treated by psychiatrists. As 
regards their contacts with the MH treatment system, several difficulties arose; the physicians cited 
insufficient transfer of information, a sense of lack of cooperation in treatment, and a sense that there 
was no one to consult with, despite the consultation mechanisms established by the health plans. 
It was evident from the interviews that the physicians are interested in close, direct contact with 
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specific MH professionals with whom they can develop professional relationships, for purposes of 
consultation and professional support. 

Pediatricians provide very little mental health treatment themselves. Pediatricians receive no training 
in MH and most did not feel confident in this area. Nevertheless, they do intervene and treat those 
problems where they feel they might be of help, by providing guidance to parents. According to 
the interviews, the pediatricians are generally not in contact with additional systems that provide 
responses for children (such as education or welfare).

Conclusions
One of the goals of the reform was to break down the wall between physical and mental health care. 
Conceptually, primary care physicians recognize that mental and physical health are connected; they 
believe that many physical complaints have a psychological basis, and that the latter is to be taken into 
account in treatment. However, on the system level, in terms of the service structure, mental health 
care and physical health care are still widely disconnected, with insufficient contact between primary 
care physicians and mental health professionals. This is reflected in the small amount of information 
transfer, the few opportunities for mutual consultation (or unawareness of the possibility), the lack of 
mutual acquaintance and, in general, the limited amount of cooperation between the two areas. 

The Ministry of Health and the health plans should take steps to improve the contact and interface 
between primary medicine and MH services. Apart from addressing the technical aspects (such as 
how to transfer information), thought should be devoted to such questions as the desirable models of 
cooperation and how each area can benefit the other for the good of the care.
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Executive Summary

Background
In July 2015, the Mental Health Insurance Reform went into effect, transferring responsibility for the 
provision of mental health (MH) services from the Ministry of Health to the health plans. Under the 
reform, the health plans developed new services and expanded existing ones to treat MH problems. 

Primary care physicians are often the first professionals in the health system to meet patients, identify, 
diagnose, and treat problems or refer patients to specialists for further treatment. This holds true 
for both mental and physical health. Many people who experience psychological distress or mental 
problems do not turn to specialized mental health services but, for various reasons, to their family 
physician. This encounter, then, is often the only opportunity to identify a problem and embark on the 
treatment process (Mansbach-Kleinfeld, Palti, Ifrah, Levinson, & Farbstein, 2011). 

Prior to the reform, primary care physicians had already played an important role in identifying and 
treating patients with MH problems. Yet, prior to the current study, there had been no in-depth studies 
in Israel of the involvement of primary care physicians in mental health care.

Study Goal
The goal of the study was to examine the work of primary care physicians – family physicians and 
pediatricians – in the area of MH, with special attention to the following aspects: how they perceive 
their role and conduct themselves in this context; the nature of their interface with MH treatment 
professionals; the impact of the reform on this area of their work; the existing and desirable models of 
the provision of MH care in primary medicine; the difficulties they encounter. 

Study Method
The study relied on qualitative methods, employing semi-structured in-depth interviews. At the core, 
there were interviews with 27 family physicians and 12 pediatricians. There were also 10 preliminary 
interviews with managers of MH care and family medicine at the health plans, and 5 interviews with 
psychiatrists. All the interviews were carried out between June 2016 and May 2017.

Findings

Family Physicians

 ■ Physician's role: All the interviewees regarded the area of MH as an integral part of their work. 
They distinguished between patients with problems of "soft" psychiatry (common situations 
in the community like anxiety and depression) and patients with severe mental illness (such as 
schizophrenia). With respect to "soft" psychiatry, they all said that they tended to diagnose and 
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treat by themselves; they start the patient on medication, sometimes adding counseling, and 
only if there is no improvement, do they make a referral to an MH professional. In the context 
of diagnosis, physicians face the tendency of patients to somaticize, i.e. to present a physical 
complaint when the basis is psychological. The role of the physician in these cases is to clarify 
whether there is a psychological difficulty at the basis of the complaint and to help expose it. 
Interviewees mentioned factors that help the physician to do so: their long-term acquaintance 
with the patient and sometimes with the family, and the absence of stigma in being treated by the 
family physician. 

As regards severe mental illness, all the physicians said that they transfer the main responsibility for 
diagnosis and treatment of the psychological aspects to a psychiatrist. However, most emphasized 
that they regard themselves responsible for dispensing the medications prescribed by a psychiatrist 
and for ongoing supervision that the medication is being taken, that periodic tests are carried out to 
check for possible side effects and for monitoring the patient's physical condition. The interviews 
revealed that some physicians do not feel comfortable talking to patients about severe mental illness 
or treating them. Some said that they flinched from contact with these patients, mainly because of the 
difficulty of communicating with them. 

 ■ Contact with MH services: In some cases, the physicians may refer patients to various MH 
professionals, especially psychiatrists and psychologists: 

◦	 The nature of the contact with professionals: Physicians complained that they had no personal 
acquaintance with the psychiatrists and psychologists and it was difficult maintaining a 
relationship or dialogue with them. The lack of acquaintance was particularly prominent in 
the case of psychologists. 

◦	 Availability of appointments: The evaluation of appointment availability for psychiatrists 
varied greatly – from a week or two to several months. The availability of psychologists 
without co-payment at the health plans was low. Physicians may refer patients to self-
employed psychologists who have a working arrangement with the health plans, but some 
said that they were uncomfortable referring patients to a service through the health plan that 
charged a fee. 

◦	 Transfer of information: There was great variation in the quality of information obtained 
from the MH treatment systems. Regarding psychiatrists, some physicians noted a change 
for the better since the reform, others described unsatisfactory information coming through 
the electronic medical records, and others still said that they received the information only if 
the patient brought a letter to the clinic. There was substantial variation in the interviewees' 
reports regarding the quality of the information in the psychiatrists' letters. Some physicians 
said the information was very laconic, sometimes merely an outline of the medications and 
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diagnosis, occasionally even without a diagnosis, while others noted that they received more 
detailed information. Also, in the case of patients visiting emergency rooms or hospitalized, 
the transmission of information was not always orderly. Psychologists also did not transmit 
information in an orderly fashion. 

 ■ Contact with social workers: Many physicians noted that they were sometimes in touch 
with a health plan's (not necessarily clinical) social workers who are found in the primary care 
clinics. They consult with them and seek their help about treatment. The interviews revealed 
high satisfaction with this model of an available, familiar therapeutic professional and source of 
assistance. This working model, however, is not available in all clinics.

 ■ Possibility of consulting psychiatrists: Once the reform was implemented, the health plans 
established professional consultation mechanisms on MH topics to assist primary care physicians. 
These mechanisms consist of virtual and telephone consultations for primary care physicians 
concerning their patients, with psychiatrists who are made available to them. Some interviewees 
said that the method does not suit them or meet their needs. They require a personal acquaintance; 
they feel very uncomfortable with the idea of consulting someone they do not know.

 ■ Impact of the reform: The interviews yielded a complex, uneven picture of the reform's impact 
on the work of family physicians: some physicians cited mainly a change for the better; others – 
for the worse. Some said that they had experienced no significant change in their work since the 
reform was implemented. The situation appears to depend on local changes in the availability of 
services. The main changes for the better cited were the opening of new clinics and improved 
accessibility, and improvement in the transfer of information from the MH system. The cited 
change for the worse was that it is no longer possible to turn to services that used to be accessible 
in the past, such as the mental health clinics of the Ministry of Health at certain locations.

 ■ Models of collaboration between primary care and MH services: The suggested models all 
included creating closer, direct contact with MH professionals: the permanent integration of MH 
professionals in primary clinics, periodic visits by psychiatrists to the primary health clinics, 
and/or the attachment of several health plan primary care clinics to MH clinics as a basis for 
ongoing contact. 

Pediatricians

 ■ Physician's role: All the pediatricians said that they have a role in identifying and diagnosing 
problems. In many cases, it was the parents who raised a problem before the physician. In terms 
of treatment, pediatricians appear to treat mainly behavioral and other problems that largely 
can be addressed through guidance. In more complex cases, the pediatricians refer patients to 
professionals. They do not start pediatric patients on medication since they have not been trained 
to do so, and they feel that they do not have the necessary knowledge. Some expressed regret that 
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in complex cases, their chief role was to renew prescriptions; they would have preferred to be 
more involved.

 ■ Contact with the surrounding system: Although parents are the main figures responsible for 
the welfare of a child, children live in additional circles as well: the extended family, education 
system, the community and, sometimes, also other systems such as welfare. These systems and 
their various resources are meant to provide a response to a child's needs and it is important 
that primary care physician be in contact with them and coordinated with them. The interviews 
revealed that there was virtually no such contact.

 ■ Contact with MH services: Pediatricians refer children to a variety of services, including 
psychiatrists, psychologists, neurologists, and child-development centers. In this regard, several 
aspects proved problematic: 

◦	 The nature of the contact: Most of the interviewees said that they had no direct contact with 
the professionals providing the treatments, and when there was contact, it was generally one-
sided (i.e., the pediatricians contacted those providing the treatment rather than the reverse). 
This situation was perceived as problematic and an impediment to care. The pediatricians 
would like to be updated on their patients as a matter of routine. 

◦	 Availability of appointments: The interviewees spoke of a shortage of available, accessible 
appointments for MH services, especially in areas where no services are located within a 
reasonable distance. In these places, it is difficult for physicians to offer a response to their 
patients' needs.

◦	 Transfer of information: Physicians are unclear about the precise type of information that 
is transmitted to them from MH treatment professionals. Their sense is that most of the 
information in the electronic medical records is blocked to them, and when information is 
transferred, it is mostly through the parents.

 ■ Possibility of conferring with psychiatrists: Most of the interviewees said that they do not use 
the consultation service that the health plans placed at their disposal, whether because they are 
unfamiliar with the service or because they prefer to consult on sensitive topics with people whom 
they know personally. 

 ■ Impact of the reform: Most of the pediatricians said that they did not feel any significant change 
in their work since the reform was implemented. 

Conclusions
The interviews indicate that there is a significant difference between the involvement of family 
physicians and of pediatricians in mental health care. Family physicians regard the treatment of 
"soft" psychiatry MH problems as an integral part of their work. For severe psychiatric illness, 
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they do not see themselves as the main treatment professional, but as having a part to play in the 
provision of treatment – including in early identification and medication monitoring. Pediatricians, 
on the whole, are not the first to detect MH problems but relate to problems raised by parents. They 
regard detection and diagnosis of problems as a part of their role, but they provide very little direct 
treatment themselves. They do intervene and treat in cases where they feel that parental guidance can 
be beneficial. In more complex cases, they refer patients to MH professionals. 

One of the goals of the reform was to break down the wall between physical and mental health. 
Conceptually, primary care physicians recognize that mental and physical health are connected; they 
believe that many physical complaints have a psychological basis, and that the latter aspects are to 
be taken into account in treatment. On the system level, however, in terms of the service structure, 
mental health care and physical health care are still widely disconnected, with insufficient contact 
between primary care physicians and mental health professionals. This is reflected in the small 
amount of information transfer, the few opportunities for mutual consultation (or unawareness of 
the possibility), the lack of mutual acquaintance and, in general, the limited amount of cooperation 
between the two areas. MH personnel do not appear to take advantage of the primary physician's 
acquaintance with or knowledge of the patient, her/his environment and family; nor do they tend to 
involve primary care physicians in treatment beyond technical instructions on medication – which, 
according to some interviewees, was a source of frustration. Thought should be devoted to desirable 
models of cooperation and how each area can benefit the other for the good of the care. 

Recommendations
 ■ The transfer of information between primary care and the MH system is neither orderly nor 

uniform and, in some cases, this is detrimental to the continuity of care. Furthermore, the 
physicians do not always know what sort of information is available to them. It is incumbent on 
the health plans to deal with this matter wherever deficiencies exist.

 ■ Apart from the channels of consultation with psychiatrists developed by the health plans, it is 
recommended that non-virtual channels be developed as well, to meet the needs of the physicians 
and to find ways to strengthen the mutual acquaintance, contact and joint work of primary care 
physicians and MH professionals.

 ■ The specialty training for pediatrics does not include the topic of MH. It is recommended that MH 
training be added.

 ■ In the case of children, it is highly important that the various service systems around the child be 
in contact with one another. The interviews revealed that there is almost no such contact and to the 
extent that there is, it is generally through personal acquaintance, and not assisted by the various 
systems. It is important that the Ministries of Education, Health, and Social Services, along with 
the health plans, find ways to formalize channels of communication between all relevant parties.
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 ■ The interviews revealed that the physicians are interested in direct, available contact with MH 
professionals. One operative model that most physicians are pleased with is the presence of the 
social worker in their own or a nearby clinic. This model is found in many clinics and although 
the social worker is not necessarily an MH professional, she is experienced in providing support 
and able to contribute substantially. It is recommended that consideration be given to expanding 
this model.




