Digest of NIHR Health Services & Delivery Research projects on topics
relevant to management of serious mental health (SMI) in primary care
Why a Digest now, and who should read this?
We provide a summary of key programmes of research commissioned by NIHR that provide
actionable and evidenced recommendations for CCGs to address the better service
provision for adults with serious mental health. Commissioners, providers and service users
have contributed to these research programmes. Commissioners, providers and service
users in partnership in STPs may find the evidence, and links to more detailed information
on the projects and research teams, helpful in addressing the strategic transformation
priorities in their STP areas delivering more integrated physical and mental health services,
particularly GP health checks for adults with SMI.
In line with NHS England Planning Guidance 2017-2019:
• CCGs should commission NICE recommended screening and physical health
interventions to cover 30% of the SMI population on the GP register, moving
up to 60% in 2018/19.
• Secondary care providers should meet the requirements of the Physical health for SMI
CQUIN across CMHTs, EIP teams, and inpatient settings
For people with SMI who are not in contact with secondary mental health services:
• A comprehensive annual physical check, and the appropriate follow up, should be
provided, in line with NICE guidance.
• Practice nurses and/or primary care clinician should receive appropriate training to
conduct comprehensive physical checks for people with SMI.
The Digest:
The Digest provides evidence from key studies to support STPs and CCGs with data to
support their plans for primary care to undertake annual health checks for people with SMI,
to support the case for investment, and to understand and plan for the challenges of
implementation of interventions and models. Improvement in primary care management of
adults with SMI is central to the Mental Health Five Year Forward View and features in the
plans of many STPs. But exactly what effects different aspects of GP care of these patients
will have on wider healthcare use rests on a number of largely untested assumptions. We
present evidence from three studies that look at these links, which will assist commissioners
in targeting of improvement activities and resources to gain the best value. In addition, we
present a review, which provides evidence of interventions and models of service to support
integration of services for adults with SMI. We also present two feasibility studies relevant to
primary care services for patients with common mental health problems. The first is a small
study in Scotland provides guidance on how health checks for adults who may have longterm conditions and undetected common mental health problems can be undertaken by
practice nurses. The second examined the feasibility of third sector workers to conduct a
psychosocial assessment and deliver a psychosocial intervention to older adults with anxiety
and depression.

HS&DR - 11/1023/13
Location of care for people with serious mental illness: implications for service use
and costs: Professor Paul Mccrone (completed)
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/11102313#/
McCrone P, Wright S, Zala D, Radhakrishnan Kartha M, Koeser L, Ashworth M, et al.
Location of care for people with serious mental illness (LOCAPE): implications for service
use and costs using a mixed-methods approach. Health Serv Deliv Res 2016;4(34)
Health and service need:
Most people with SMI will be in contact with other services including their GP. For many,
primary care is the main focus of care. Providing care in primary care settings has the
potential to support a holistic approach to meeting mental, physical and social needs,
although to do so effectively GPs need for access to specialist knowledge, and successful
and sustainable transfer to primary care requires effective links with secondary care services
that can be accessed promptly when needed [1].
Providing data on the cost and benefits of transfers, and of patients’ experience with these
services, can inform commissioning decisions. This study examines two service pathways
that assist the transition between specialist mental health and primary care services for
adults with SMI.
How was the research carried out?
The study used modelling to assess the cost of two treatment pathways for mental health
service users in Lambeth; mental health triage services compared to standard care (GP
monitoring). Triage services were provided for patients in transition from secondary to
primary care in-patient care. The service consisted of a community options team (COT)
provided by the voluntary sector that focuses on action planning with the client and social
inclusion and access to mainstream services, a primary care support team for the GP
service (PASS) led by a GP with a special interest, and a peer support service (Vital Link).
Datasets relating to patients in the area were also obtained and linked. This allowed service
costs to be compared for those managed in primary care and those in secondary care.
Qualitative interviews were also conducted to investigate patient and staff experience with
services.
What did the study find?
From the modelling, the average cost of treatment over a year for the triage strategy was
around 40% of the cost of standard care (£926 vs. £2504). The difference in average cost
over a year is £1578.
In the year up to January 1st 2011, the researchers found 1311 (38%) patients defined as
primary care, 1776 (51%) as secondary care, and 376 (11%) as receiving neither form of
care. Many people with SMI in Lambeth were not under the care of secondary care services
on the index date. This is perhaps unsurprising. While conditions such as schizophrenia
frequently are chronic, for some their episode of mental illness may be brief and infrequent.
Are there patients who could more cost- effectively be treated in primary care? A notable
finding is that there were relatively few secondary care patients with a high probability of
being cared for in secondary care, and the difference in overall costs for those who might
have been treated in the community was only £150,000 for the whole sample. This may

indicate that for most people the location of care is appropriate, and that optimising care
rather than changing referral pathways will enable better services within the same costs.
The interviews with service users and providers demonstrated the importance of looking
beyond resource use. Experiences with COT and PASS were generally positive.
Experiences with peer support were more mixed but this seemed to reflect uncertainty about
aims and objectives. Generally, it was a valued service, although some changes were
suggested to clarify the roles and support of those providing peer support.
Implications for commissioners:
A high proportion of people with SMI are being cared for in primary care. The costs of
treating a number of people in secondary care who might be transferred to primary care are
small (£150,000 in this sample in one year). For those who are suitable for primary care, the
provision of a triage service is 40% less than standard care of monitoring by a patients’ GP,
because the service slows the movement of the patient to more expensive specialist
services. Therefore, investment in Triage services to support primary care mental health
services appears both cost saving and welcomed by patients.
References:
1. Butler S et al. Depression treatment by Bedford East community mental health team: an audit to
asses show many patients in a Bedfordshire community mental health team might safely be
transferred to primary care. Psychiatria Danubina 2010;22:317-22.

HS&DR 10/1011/22
Do higher primary care practice performance scores predict lower rates of emergency
admissions for persons with serious mental illness? An analysis of secondary panel
data. Professor Rowena Jacobs (completed)
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/10101122/#/
Jacobs R, Gutacker N, Mason A, Goddard M, Gravelle H, Kendrick A, et al. Do higher primary
care practice performance scores predict lower rates of emergency admissions for persons with
serious mental illness? An analysis of secondary panel data. Health Serv Deliv Res 2015;3(16)

Evidencing the links between GP care and health service use and cost:
Primary care plays a central role in the care of people with a serious mental illness (SMI) in
the English NHS. This study aimed to test if good quality primary care has the potential to
reduce emergency hospital admissions. Better-quality primary care may also enable faster
discharge home. However, if more physical health conditions are detected and treated,
which may improve care outcomes; this may increase overall NHS costs. These combined
may increase or decrease NHS expenditure.
Quality indicators for mental health have been routinely measured in English primary care
over a number of years as part of the Quality and Outcomes Framework (QOF). The Quality
and Outcomes Framework (QOF) offers financial rewards to GP practices for good quality
care, including payments for treating people with serious mental illness such as
schizophrenia, bipolar disorder and psychoses.
One key indicator of the poor quality of care is ‘unplanned admissions’, whereby someone is
admitted to hospital in an emergency without the benefit of planned assessment and the
offer of community-based alternatives. Unplanned admissions are costly and cause
dissatisfaction amongst service users and their carers. People with mental health problems
tend to stay in hospital considerably longer than average, even when admitted for treatment
of a physical condition.
Using information that is collected routinely by the NHS and other public bodies, the study
aimed to investigate whether better quality of primary care, as measured by the QOF in
English general practice, is associated with lower rates of emergency hospital admissions
for people with SMIs, for both mental and physical conditions and with higher rates of
elective admissions for physical conditions in people with a SMI. The study also looked at
whether better quality primary care facilitates quicker discharge and shorter lengths of stay
and whether it is associated with lower secondary care expenditure for mental health
services.
What did the study find?
The study found that, contrary to expectation, better quality primary care is associated with
higher rates of unplanned and planned admissions for people with an SMI, for both mental
and physical health problems, although the strength of the effect varied across indicators
and admission types. There was no significant association of QOF achievement with either
length of stay or cost. It is possible that higher admissions reflect GPs finding previously
unmet need and to investigate this further, further research needs to look at the care
received by individual patients and the way QOF reflects this care.

The study recommended a number of implications for practice:


Assess value for money of QOF health checks for people with an SMI. One possible
conclusion from the results is that the QOF is not effective at reducing the use of
secondary care services and should therefore be abandoned. However, the QOF
was not specifically designed to reduce unplanned admissions. Many of the
emergency admissions may be appropriate and represent good quality care by GPs
and may pick up and address unmet need. It would therefore be premature to draw
conclusions about whether or not regular checks of people with an SMI should
continue to be incentivised through the QOF. QOF checks, specifically those that
focus on physical care may still be effective in promoting patient health and may be
valued by service users.



Factor in specific resource requirements for the likely increase in referrals for
planned care following QOF checks for SMIs. Practitioners and commissioners
should be aware that carrying out regular checks on people with an SMI is likely to
lead to increased referrals for physical health problems, and ensure that funding is in
place to support those referrals. Given the particular problems that some people with
an SMI might face in being able to attend outpatient appointments for physical health
problems, specific arrangements for care pathways might be considered between
primary and secondary care providers in order to accommodate such referrals, such
as specialists agreeing to see patients on practice premises, or on domiciliary visits.

HS&DR - 13/54/40
Does better quality of primary care influence admissions and health outcomes for
people with serious mental illness (SMI)? A linked patient-level analysis of the full
patient care pathway. Professor Rowena Jacobs (On going to 30th June 2018)
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/135440/#/
Health and service need:
Serious mental illness (SMI) is associated with poor outcomes, high healthcare costs and
high levels of disease burden, and earlier death by 10-20 years less than for the general
population and the majority of premature deaths in people with SMI are attributable to
preventable causes. People with SMI are at higher risk of physical ill health and
hospitalisations. Primary care plays a central role in the provision of care for people with
SMI, with around 31% treated solely by their general practitioner (GP).1
How might this be improved?
GPs have a key role in addressing the burden of SMI. Effective primary care has the
potential to facilitate prevention and early intervention in the range of comorbidities
associated with SMI, as well as ongoing management of the SMI itself. The effects of highquality primary care could be seen in improvements in patients’ health outcomes, including
high impact outcomes such as unplanned hospitalisations and mortality. Conversely, better
quality of care may result in more health problems being identified, which might lead to more
admissions for hospital care, but still result in improved wellbeing of patients.
The quality of SMI management in primary care is measured in two ways:
1) By achievement on relevant SMI-specific QOF indicators for both mental and physical
health care, since SMI patients are more likely to suffer from preventable physical illnesses
2) By non-QOF measures such as polypharmacy and the frequency and continuity of GP
consultations.
This study focuses on two QOF indicators relating to SMI, the documentation of care plans
(CP) and annual reviews (AR) of physical health. The study explores whether better-quality
primary care for patients with SMI improves their health outcomes and reduces high-cost
healthcare utilisation. The study measures quality of care in terms of both QOF indicators
and measures outside the QOF. A systematic review identified quality indicators outside the
QOF relevant to patients with SMI which could be captured using routine data and which
could be used to monitor or incentivise better quality primary care.
Implications for CCGs:
There are a large number of quality indicators that can be assessed using routine data and
have the potential to improve physical and mental health of people with SMI. These cover
various domains including continuity of care, substance misuse, service provision and
access to care, medicines management, mental health assessment and care, and the
biggest group of indicators - physical health assessment and care. However before these
types of indicators can be used to monitor or incentivise quality, more robust links need to be
established with improved patient outcomes.
References
1 Reilly S, Planner C, Hann M, Reeves D, Nazareth I, Lester H. The role of primary care in service
provision for people with severe mental illness in the United Kingdom. PLoS ONE. 2012;7(5):e36468.

HS&DR Project: 13/33/16
Improving nurse-led assessment of patients with long-term conditions and co-morbid
mental health needs: a feasibility trial and process evaluation. Professor Margaret
Maxwell. (Waiting to publish)
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/133316/#/
Health and service need:
Annual reviews of people living with long-term conditions (LTCs) are mostly conducted by
Practice Nurses who focus on the physical needs of patients. The broader mental wellbeing
and social needs of patients are also important if they are to live well, yet previous initiatives
(such as the Quality and Outcomes Framework (QoF)) to improve primary care led
assessment of mental health problems in people living with long term conditions have been
disappointing in their impact on patient outcomes. This may be because practice nurses have
little training in mental health. Further, the opportunities to support patients to access
community and other support resources through more effective consultations may be lost.
How was the research carried out?
The study was conducted to establish if it is feasible and acceptable to use a novel approach
to primary care nurse led reviews for those with LTCs, and how it might be evaluated (potential
outcome measures). The Patient Centred Assessment Method (PCAM) is a new tool to help
Practice Nurses assess a broad range of physical, mental wellbeing and social needs. It is
also ‘action oriented’ so that, if needs are identified the practice will support the patient to
access health system with community supports; support self-management approaches;
encourage more productive (nurse) interactions with patients which should lead to more
activated patients; facilitate decision support (by nurses) to improve the care of patients; and
encourage a proactive practice team.
The PCAM intervention consists of a training package for nurses covering the importance of
biopsychosocial needs assessment and how to use the PCAM tool. The PCAM tool
encourages nurses to identify and assess severity or urgency of needs, and a resource toolkit
for quick access to local health and/or social referral or signposting options. The PCAM tool
to support systematic assessment of needs covers the domains of:
 Health and Wellbeing (covering physical health needs; impact of physical health on
mental health; lifestyle behaviors; mental wellbeing)
 Social Environment (covering home safety and stability; daily activities; social
networks; financial resources)
 Health Literacy and Communication (covering understanding of symptoms, self-care
and healthy behaviour; how engaged patient is in discussions)
The PCAM is an adapted version of the Minnesota Complexity Assessment Method which
was derived from the INTERMED.1-3 The PCAM has previously been evaluated, and
continues to be used, in some anticipatory (Keep Well) health check clinics in Scotland
(www .keepwellscotland.com )4 5 but has not been evaluated for use by primary care practice
nurses and its potential value for addressing mental well-being in patients with LTCs.
The feasibility study trained six nurses to deliver the PCAM and use it in annual reviews of
patients with LTCs. Nurse use of referral and signposting options and patient level outcomes
were compared with those of four nurses who delivered care as usual. A sample of nurses
provided recorded consultations before and after training in the PCAM to allow assessment of
their use of the PCAM.

What did the study find?
The nurses were able to use the PCAM in their consultations. They reported that PCAM
appears to help support a positive patient-nurse relationship through increasing the quality
and openness of communication, and an understanding of the patient’s life. From the patients’
point of view, the consultation covered topics of their wider wellbeing, which they welcomed.
Analysis of consultation recordings showed increased discussion of broader social issues.
PCAM trained nurses made increased use of signposting to social support that were also more
likely to be taken up by patients.
The study recommended that PCAM is more likely to be feasible when nurses:
 see the asking of questions as part of the nursing role;
 view their role as facilitating links to information or resources that can address
concerns (rather than feeling they have to address the concerns themselves);
 have the information about resources available to them;
 benefit from a whole practice commitment to the approach.
Training in the use of the PCAM has to be flexible to fit in with limited practice time (some
aspects could be conducted on-line) but also requires the inclusion of reflective practice. The
resource toolkit is also an integral part of the PCAM intervention and practices need to find
dedicated time to keep this resource live, potentially re-enforcing local connections to public
and voluntary services at the same time.
Implications for services:
The PCAM intervention has potential to be adopted as a means of improving the delivery of
the health checks to include mental wellbeing and social needs for adults with LTCs in primary
care by the wider GP workforce, and warrants further evaluation. GP services could use this
approach to improve screening for common mental health problems and signposting or
referral to early intervention (e.g. IAPT in England) or self-management resources (such as
exercise) or social-financial resources in the community.
Information on PCAM can be found at
http://www.pcamonline.org
References
1. P. de Jonge, et al. 2001 INTERMED—A Clinical Instrument for Biopsychosocial Assessment.
Psychosomatics 2001; 42:106–109).
2. de Jonge P, et al (2005). Operationalization of biopsychosocial case complexity in general health
care: the INTERMED project. Australian and New Zealand Journal of Psychiatry, 39(9),795-799
3. Peek, C., M.A. Baird, and E. Coleman, Primary care for patient complexity, not only disease. Families,
Systems, & Health, 2009. 27(4): p. 287.
4. M Maxwell et al. Development and Initial Validation of the Minnesota and Edinburgh Complexity
Assessment Method for Use Within the Keep Well Health Check. NHS Health Scotland 2012
5. Rebekah Pratt, Carina Hibberd, Isobel Mary Cameron, Stewart W. Mercer, Margaret Maxwell. The
Patient Centered Assessment Method (PCAM): integrating the social dimensions of health into
primary care. Journal of Co-morbidity. 2015; 5:110–119

HS&DR 13/54/34
NOTEPAD: Non-Traditional providers to support the management of Elderly People
with Anxiety and Depression: a feasibility study (Professor Carolyn Chew-Graham (in
progress).
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/135434/#/
Health and service need:
Anxiety and depression are common amongst older people with up to 20% of older people
reporting such symptoms, and the prevalence increases with co-morbid long-term
conditions. Depression and anxiety in older people are poorly detected and managed in
primary care (Chew-Graham et al 2004), particularly in people with long term physical
conditions (Coventry et al, 2011). Services such as IAPT and or psychotropic medication are
supported by good evidence, but access by older people is much lower than for younger
adults due to a combination of factors at the level of patient, practitioner and healthcare
system. Commissioners may seek evidence that other evidence-based interventions tailored
for the needs of older people will be acceptable. Further research studies and local
evaluations would be justifiable to establish effectiveness and affordability.
What might be an acceptable model of service tailored for older adults?
There is evidence to suggest that older people with depression may benefit both from oneto-one interventions (including befriending) and group social or educational activities, which
reduce loneliness, are participatory and offer some activity. Non-traditional providers,
working within third (voluntary) sector organizations, are a valuable source of expertise and
resource within the community but are under-utilized by primary care practitioners. Such a
resource could increase access to care, and be less stigmatizing for older people.
Non-traditional providers (NTPs) could be trained to deliver a simple psychosocial
intervention, based on CBT and including behavioral activation, to older people with
depression and/or anxiety. The intervention involves one to one contact and an optional
group based intervention. Such a resource could increase access to care for anxiety and
depression, and be less stigmatizing and more acceptable for older people. The training
slides and resources for older people are available with the written permission of the author.
Please contact Carolyn Chew-Graham: c.a.chew-graham@keele.ac.uk
A study by researchers at the University of Stirling aims to identify whether is it feasible for
third sector workers, or non-traditional providers (NTPs), to conduct a psychosocial
assessment and deliver a psychosocial intervention to older adults with anxiety and
depression.
Phase one of the study aims to explore the views of older people and third sector workers
about anxiety and depression among older people in order to refine an intervention to be
delivered by Age UK North Staffordshire workers.
The Phase 1 qualitative study found experience of loss was seen as central to feelings of
anxiety and depression among community-dwelling older people. The insights from interviews
with 19 older people and 9 third sector workers have been used to inform the development of
a psychosocial intervention and training for third sector workers delivering the intervention,
and resources for older people, which will be tested for feasibility and acceptability in phases
2 and 3 of the study.

Implications:
Developing interventions for older people with anxiety and depression may benefit from an
understanding of the central concerns of older people, including loss and loneliness.
It may be possible that third sector workers can be trained and supported to deliver
evidenced-based psychological interventions to older people with anxiety and depression,
thus increasing the capacity and spread of provision. Such third sector workers may be
perceived as less stigmatising than services with a ‘mental health’ label.

HS&DR - 13/05/11
Integrated care to address the physical health needs of people with severe mental
illness: a rapid review
https://www.journalslibrary.nihr.ac.uk/programmes/hsdr/130511/#/
Rodgers M, Dalton J, Harden M, Street A, Parker G, Eastwood A. Integrated care to address the
physical health needs of people with severe mental illness: a rapid review. Health Serv Deliv
Res 2016;4(13)

Introduction:
Better integration of health services is part of the service transformation heralded in the Five
Year Forward View for Mental Health, and in many STPs, older adults with severe mental
illness and physical health problems. Research that describes evidence from multiple
studies of what works for integration is described.
Health and service need:
People with mental health conditions have a lower life expectancy and poorer physical
health outcomes than the general population. Evidence suggests this discrepancy is driven
by a combination of clinical risk factors, socioeconomic factors and health system factors.
A systematic review (Bradford et al, 2013) evaluated interventions that integrated medical
and mental health care to improve general medical outcomes in individuals with SMI. This
review found interventions that were associated with increased rates of immunization and
screening, but had mixed results in terms of changes in physical functioning, and none
reported clinical outcomes.
Also in 2013, a Mental Health Foundation inquiry report identified nine factors as being
central to good integrated care for adults with mental health problems: (1) Information
sharing systems; (2) Shared protocols; (3) Joint funding and commissioning; (4) Co-location
of services; (5) Multidisciplinary teams; (6) Liaison services between and within services; (7)
Care Navigators; (8) Research to evaluate improvements; and (9) Reduction of stigma.
This project explored what current provision exists in practice, and mapped the most recent
evidence on models of care for addressing the physical health needs of people with mental
health problems, primarily within the mental health service setting.
How was the research done?
The research was designed as a rapid review of published evidence from 2013-2015,
including an update of the Bradford review, supplemented by insights from 13 experts in the
field of mental health, including service users.
The research team searched nine electronic databases to update the published academic
literature from January 2013 to May/June 2015, alongside guidelines from the UK, USA,
Canada, Australia and New Zealand.
Study design: Empirical and descriptive publications, including evaluative studies and
policy/guideline documents.
Setting: Integration of services primarily within the healthcare sector. Models focusing on the
wider integration of services spanning non-NHS settings (e.g. social care, education,

employment, housing and voluntary sector provision) were not included.
Population: People diagnosed with SMI (schizophrenia, bipolar affective disorder; severe
depressive episode(s) with or without psychotic episodes).
Intervention: Any health care services that include arrangements to address the physical
health needs of people with SMI.
What did the review find?
45 publications describing 36 separate approaches to integrating physical health needs into
the care of people with SMI were included in the review. Most service models were multicomponent programmes incorporating at least two of the nine factors identified by The
Mental Health Foundation as facilitators of integrated care (see table).
Few of the identified examples were described in detail and fewer still were evaluated,
raising questions about the replicability and generalisability of much of the existing evidence.
Implications of the review findings for NHS services in England:
Right people and skills: A fundamental requirement for successful integration of physical and
mental health care is having the right people with the right skills and attitudes.
Systems to support communication between professionals: Any planned structural changes
should consider the likely impact on the attitudes, skills and behaviours of the people
interacting within and across health organisations. Facilitators either empowered individuals
and/or minimized the effort needed for individuals to provide and access integrated services.
Training and skills in collaborative care are needed. Integrated information systems are
needed but seldom fully implemented, to simplify inter-professional communication.
Multidisciplinary teams need the appropriate skills mix, and clarity of roles. Shared
protocols, joint action plans and decision support tools may assist by clarifying
responsibilities and supporting record keeping and communication across boundaries.
Designing for integration in future: Service improvement would benefit from co-design with
service users. The researchers describe how service users on the advisory panel identified
scope for simple changes that would improve their experience: improved appointment
booking arrangements for patients with SMI; making mental health inpatient environments
more conducive to good physical health; and greater attention to the sexual health of people
with SMI. These concerns have received very little attention in recent research.
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