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Commissioning Priorities 
for London  

 
• This slide set outlines the work of the Mental health 

Programme for London’s Healthy London 
Partnership to develop a commissioning support 
tool to reduce the mortality gap. 

 
From 20.4.16 Access it at:  
• https://www.myhealth.london.nhs.uk/healthy-

london/mental-health 
 
Docherty Mary (2016) Closing the mortality gap for people living with Serious 

Mental Illness (SMI): A support guide outlining opportunities in sustainability 
and transformation planning. Healthy London Partnership. London.  
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Closing the mortality gap for people living with Serious 
Mental Illness (SMI): A support tool outlining 
opportunities in sustainability and transformation 
planning 

 
• The London Health Commission's ambition is to reduce the gap 

in life expectancy between adults living with SMI and the rest 
of the population by 10%. 

  
• There is clear evidence that individuals with serious mental 

illness have high rates of physical illness. They are less likely to 
gain from public health interventions or receive appropriate 
screening, diagnosis and treatment for a range of 
conditions.  They can have poorer health outcomes than the 
general population. This has contributed to a 10-20 year 
mortality gap. This indicates that current healthcare provision 
is inaccessible and inadequate to meet their needs. 
 



Closing the mortality gap for people living with Serious Mental 
Illness (SMI): A support tool outlining opportunities in 

sustainability and transformation planning 
 

• The mental health programme for the Healthy London 
Partnership has designed a guide to support colleagues 
involved in commissioning services for those with serious 
mental illness. It is grounded in recommendations 
of The Mental Health Taskforce Five Year Forward View for 
Mental Health, the national review highlighting areas for 
improvement in mental health commissioning and provision of 
services. 
 

• The guide has been developed by clinical leaders in broad 
consultation with stakeholders across health and social care 
sectors. Service user, provider and commissioner expertise 
have been used to prioritise areas for action. 

  



Closing the mortality gap for people living with Serious Mental 
Illness (SMI): A support tool outlining opportunities in 

sustainability and transformation planning 

 
• Healthy London Partnership will be developing this 

tool further to provide a more 
detailed implementation guide with a review of 
current evidence and best practice examples to 
help reach the Commission’s goal of reducing this 
gap in life expectancy. 



Information on a new tool developed by the Mental health 
Programme for London's Healthy London Partnership to 
support commissioners in closing the mortality gap.  
  
This is a high-level document outlining opportunities to 
improve the physical health care of those with serious mental 
illness. This guide has been designed to support colleagues 
involved in developing London’s Sustainability and 
Transformation Plans (STPs). It identifies levers to support 
system change and is grounded in the recommendations 
of the national Mental Health Taskforce. It has been developed 
by the mental health programme for the Healthy London 
Partnership involving a broad range of stakeholders and clinical 
expertise across sectors. The document is designed 
specifically to help support and inform commissioners of key 
activities required to meet the requirements of: 

• The Five Year Forward View; NHS Planning guidance 
2016/17 – 2020/21 

• The NHS Mandate  
• The Mental Health Taskforce Five Year Forward View for 

Mental Health.  
The document is not comprehensive of all areas in this field but 
designed to be tractable, detailing priority high 
level commissioning activities and outcomes over the next 1-5 
years. Healthy London Partnership are developing this 
document further to provide a more detailed implementation 
guide with a review of current evidence and best practice 
examples. 
 



 
 

Closing the mortality gap for people living with  
Serious Mental Illness (SMI) 

Opportunities in sustainability and transformation planning 
 
This guide has been designed to support colleagues involved in developing London’s Sustainability and 
Transformation Plans (STPs). Clinical leaders have prioritised domains for action for those seeking to 
improve the physical health outcomes for those living with SMI. It identifies levers to support system 
change. It is grounded in the recommendations of the Mental Health Taskforce.  
 
The London Health Commission ambition is to reduce the gap in life expectancy between adults 
living with SMI and the rest of the population by 10%. Clinical Leaders have identified activities and 
outcomes by care settings that will contribute to delivering that ambition. It is envisaged that new Models of 
Care will erode demarcations between settings. 
 
Healthy London Partnership will develop this guide further to provide detailed information by healthcare 
setting to support colleagues with the implementation of their Sustainability and Transformation plans.   
 
Poor quality care contributes to worse health outcomes for people with SMI 
There is clear evidence that illuminates the very stark health inequalities between the physical health of 
people living with SMI, and those of the general population. 
 

• There is a health and well-being gap reflected in the 10-20 year mortality gap for those with SMI. This is 
related to a care and quality gap in provision of physical health care. 

• Individuals with SMI have a higher rate of physical co-morbidity across many physical illnesses 
resulting in part from inadequate primary prevention and exclusion from many public health 
interventions. 

• This risk of co-morbidity is heightened and associated particularly with smoking, other health 
behaviours such as diet and activity levels and psychotropic medication use. 

• Individuals with mental health problems from marginalised groups including Black and Minority Ethnic 
(BME) communities, homeless people, older adults, those in contact with the criminal justice system 
and people with learning disabilities have a further elevated risk of poor health outcomes.  

 
The disparity in health outcomes is in part due to inadequacies in current health and care systems. The 
inaccessibility of physical healthcare services to people living with SMI produce wider system costs. These 
costs indicate the opportunity to produce more value through new models of care that help close ‘the cost 
and efficiency gap’. 
 
Public Health England’s (PHE) fingertips tool can be used to explore local data relating to these issues: 
http://fingertips.phe.org.uk/profile-group/mental-health/profile/severe-mental-illness 
  
Delivering the Five Year Forward View 
NHS England policy requires parity of esteem between mental and physical health. The gap in life 
expectancy and associated significant health inequalities for those living with SMI, are central to this.  
 
The NHS Mandate  
NHS England’s performance will be measured against the following objective: 

‘To close the health gap between people with mental health problems, learning disabilities 
and autism and the population as a whole’.  

 
 
 
 

http://fingertips.phe.org.uk/profile-group/mental-health/profile/severe-mental-illness


Delivering the Five Year Forward View; NHS Planning guidance 2016/17 – 2020/21 
 
The guidance states that the STPs include the new Early Intervention in Psychosis (EIP) access standards 
and repeats the need to deliver the NHS Mandate objective to close the health gap.  
• Must do - Achieve and maintain the two new mental health access standards. 
• Overall 2020 goal - To close the health gap between people with mental health problems, learning 

disabilities and autism and the population as a whole (defined ambitions to be agreed based on report 
by Mental Health Taskforce). 

 
The Five Year Forward View for Mental Health (Mental Health Taskforce)  
 
• By 2020/21, at least 280,000 people living with severe mental health problems should have their 

physical health needs met. They should be offered screening and secondary prevention reflecting 
their higher risk of poor physical health.  

• Current incentive schemes for GPs to encourage monitoring of physical health should continue and 
extra efforts should be made to reduce smoking - one of the most significant causes of poorer 
physical health for this group.  

• Mental health inpatient services should be smoke free by 2018. 
• Mental and physical health support will be integrated. People with SMI at highest risk of dying 

prematurely will be supported to access tests and screening to monitor their physical health in 
primary care.  

• Mental health services will be delivered by multi-disciplinary integrated teams, with named, 
accountable clinicians, across primary, secondary and social care. They will include provision of care 
for substance misuse issues. 

• In future, new models of care will support people’s mental health alongside their other needs, including 
physical health, employment, housing and social care. They will have a greater emphasis on 
prevention, self-management, choice, peer support, and partnership with other sectors. 
Specifically, new models of enhanced primary care and collaborative specialist care that meets the 
physical and mental health needs of people with SMI will have been fully trialed. 

 
Specific recommendations from the independent Mental Health Taskforce include:  
 
Recommendation19: NHS England should undertake work to define a quantified national reduction in 
premature mortality among people with severe mental illness, and an operational plan to begin 
achieving it from 2017/18. NHS England should also lead work to ensure that by 2020/21, 280,000 more 
people living with severe mental illness have their physical health needs met by increasing early detection 
and expanding access to evidence-based physical care assessment and intervention. 
 
Recommendation 20: PHE should prioritise ensuring that people with mental health problems who are at 
greater risk of poor physical health get access to prevention and screening programmes. This includes 
primary and secondary prevention through screening and NHS Health Checks, as well as interventions 
for physical activity, obesity, diabetes, heart disease, cancer and access to ‘stop smoking’ services. As part 
of this, NHS England and PHE should support all mental health inpatient units and facilities (for adults, 
children and young people) to be smoke-free by 2018. 
 
It is recognised that a wide range of partners will be required to help develop STPs and realise these 
recommendations. Partners including CCGs, providers, local authorities, public health and the voluntary 
sector will need to support and promote each other’s work to achieve these goals and recommendations. 
Co-production with experts-by-experience should be a standard approach to commissioning and 
service design.  
 
Parity of esteem  
There is an expectation that each CCG’s spending on mental health services will increase in real terms and 
grow by at least as much as each CCGs allocation increase. 
 
The Five Year Forward View for Mental Health recommends that payments should incentivise provision 
of integrated mental and physical healthcare and be adjusted to account for inequalities. Funding 
decisions should be transparent and public.  



 
 

Area of care Outcome for 
people with SMI 

Activities to achieve outcomes 
Short term activities Medium term activities Long term activities 

Prevention  

1. Increased coverage 
and benefit from 
drug and alcohol 
services for people 
with SMI. 

 
2. Reduction in 

smoking rates for 
people with SMI.  

 
3. Reduction in 

incidence and 
prevalence of 
obesity for people 
with SMI 

 
4. Increased uptake of 

national screening 
programmes for 
people with SMI 

 
 

Analysis of unmet need, referral and 
provision gap of drug and alcohol 
and smoking cessation services (e.g. 
health equity audits). 
 
Strategy to increase uptake of MECC 
(Making every contact count) 
amongst all health and care 
professionals in contact with people 
with SMI.  
 
Strategy to increase evidence based 
tailored and targeted provision of 
smoking cessation to individuals with 
SMI. 
 
Strategy to increase access to 
interventions for obesity prevention 
and weight reduction including 
lifestyle interventions and other NICE 
approved treatments for obesity.  
 
Strategy to increase access to 
vaccinations and national screening 
programmes e.g. through Health 
Checks. 

Strengthen tailored and targeted provision of 
drug and alcohol services to SMI population.  
 
Work with providers and voluntary sector to 
support care coordination and enhanced 
support to access drug and alcohol services.  
 
Ensure current smoking cessation services 
include targeted treatment for people with SMI 
including harm reduction approaches.  
 
Commission, and seek assurance of smoke 
free mental health services by 2018.  
 
Deliver screening and lifestyle interventions 
across sectors and care environments to 
support a reduction in sedentary behaviour, 
improve healthy eating and increase exercise.  
 
Increase coverage of targeted and tailored 
screening programmes working with and 
across care sectors to increase uptake in 
people with SMI. 
 
 

Integrate dual diagnosis services within 
mental health trusts and streamline 
commissioning arrangements. 

 
Evaluate smoking cessation coverage 
and quit rates and adjust treatment 
delivery models as appropriate. Deliver 
interventions across all care settings. 
 
Evaluate coverage and impact of obesity 
strategy to include specific needs of SMI 
population and adjust models for delivery 
as appropriate.  
 
Evaluate change in SMI population 
uptake of screening programmes.  



Area of care Outcome for 
people with SMI 

Activities to achieve outcomes 
Short term activities Medium term activities Long term activities 

Primary care  

5. Increased early 
detection and 
access to 
evidence-based 
physical care 
assessment and 
intervention. 

Local data cleansing and analysis of 
SMI register to establish 
benchmarks, gaps, unmet need and 
priorities.  
 
Support primary care through QoF 
and local incentives to record and 
treat: 

• BMI 
• Blood pressure 
• Glucose 
• Lipids  
• Drug and alcohol misuse 
• Smoking  

 
Deliver core mental health training to 
increase mental health literacy for 
primary care staff.  
 
 

Deliver care pathways optimising local 
incentives to increase coverage of screening 
(including QoF targets) and interventions. 
 
Implement standardised screening tools for 
SMI population (e.g. Bradford Tool) across 
primary care IT system. 
 
Commission reasonable adjustments within 
primary care for SMI population - e.g. 
increased appointment times.   
 
Deliver interventions to support self-
management of physical health and 
medication optimising care, family and peer 
support roles. 

Evaluation of screening coverage, 
diagnosis and treatment rates.  
 
Deliver and evaluate the impact of 
enhanced SMI services within primary 
care utilising alternative outreach or in-
reach models on physical health 
parameters. 
 
  
Develop cross sector staffing models to 
deliver screening, monitoring and 
evidence based treatments. 
 
 

Secondary 
mental health 
services  

6. Increased physical 
health risk and 
needs assessment 
to support primary 
care treatment plans 
and uptake of 
screening  

Deliver a training plan and 
standardised, compatible screening 
tools and protocols to support co-
working and uptake of primary care 
assessments and shared treatment 
plans. 
 
Support the delivery of national 
physical health CQUINs across 
mental health trusts.  
 
Ensure physical health risk 
assessment and treatment plans are 
embedded in EIP services.  
 
Support the delivery of optimised 
prescribing guidelines and side effect 
management that utilise lifestyle 
interventions and strategies to 
support self-management, informed 
choice and involve family and carers.  
 

Increase uptake of screening and 
implementation of physical health risk 
assessment. Implement standardised 
screening tools (e.g. Bradford Tool) to embed 
CQUIN requirements in sustainable systems 
and routine clinical practice. 
 
Support delivery of risk assessment tools 
within mental health trusts to stratify and 
trigger pathways for extra support or integrated 
mental and physical health outreach/ in-reach 
services.  
 
Support scale up of workforce physical health 
literacy and core skills particularly risk 
assessment, signposting and/ or delivery of 
structured lifestyle interventions through 
education, training and dissemination 
programmes.  

 

Develop and deliver with primary care 
shared care pathways and models to 
support transitions between sectors that 
support recovery, deliver improved 
physical health outcomes and embed 
patient reported outcome measures 
(PROMs) in evaluation. 
 
Evaluate uptake and impact of workforce 
training and optimised prescribing 
standards on physical health outcomes 
and PROMs.  
 
Evaluate coverage of lifestyle 
interventions for physical health and the 
degree to which they are integrated and 
accessible across care sectors and 
environments.  
  

Acute physical 
health 

7. Reduced unplanned 
physical health 

Data analysis to identify priority areas 
and at risk population. 

Support the development of flexible service 
models that target unmet physical health 

Evaluation of service models and refine/ 
roll out to other priority areas.  



Area of care Outcome for 
people with SMI 

Activities to achieve outcomes 
Short term activities Medium term activities Long term activities 

services admissions to acute 
hospitals for people 
with SMI  

 
Provide 24/7 core liaison psychiatry 
service at acute hospitals which 
support acute physical health care 
pathways.  
 

needs and management of long-term 
conditions in partnership with mental health 
services. 
 
Support the development of care pathways 
and protocols for frequent attendees with 
physical health deterioration.  Offer with these 
a case conference management approach and 
ensure named clinical ownership.  
 

 
Support delivery of risk and needs 
assessment tools to stratify risk and 
trigger pathways for physical health 
outreach services to mental health trusts.  
 

Integration of 
care 

8. Shared physical 
health records and 
treatment plans of 
people with SMI 
between primary, 
secondary and 
social care   

Agree local standards for data 
sharing. 
 
Support the development of 
reciprocal arrangements with primary 
and secondary care providers 
regarding advice and review requests 
both in and out of hours.  
 
Implement information sharing tool 
for SMI population (e.g. Bradford 
Tool) across primary care and 
secondary care IT system. 
 

Implement systems for roll out of shared care 
records addressing the current limitations of 
the Summary Care Record. 
 
Deliver systems which support sharing of 
primary care physical health screening and 
treatment plans with other health care 
professionals across tiers and sectors.   
 
 
 

Evaluate, and refine systems for 
information transfer, communication and 
implementation of shared care plans 
across sectors. 

 
 
 
 



Introduction to GSTT/CHP 
Services 
Nicky Thomas 

Head of Psychological Services  
& Consultant Health Psychologist 
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CGSTT CHP principles/philosophy 
 
• visible members of KHP MDT workforce 
• Endorse KHP’s strategy integration of 

mind & body and perhaps remember that 
this work has long history in the GSTT 
&KCH trusts. 

• We have built/developed sustainable CHP 
services – some  examples are evident in 
later presentations. 



Our Vision of CHP Division 

World Class Research, Practice & Teaching 

Teaching 

Research 
Practice / patient care/policy 



Who we are/what we do 
Clinical  
• Sizeable number of applied psychologists in health (clinical, health 

counselling, neuro & educational)  
• GSTT/KCH 

Applied Psychologists in health working in many clinical areas (Children and Adults 
services)  as well as excellent psychologists within the liaison psychiatry team 

Haematology, Haemophillia, Oncology; Cardiology; Diabetes, Medicine; Renal; Rheumatology; 
Dermatology; Dental, Neurofibromatoma, Asthma, Occupational health).  

 
Teaching & Research 

• IOPPN 
– Psychology Dept 
– Health Psychology Section 
– Dclin Psych 
– MSc in Health Psychology training  
– Psychological Medicine CAG 

 
 
 



Clinical health psychology model: 
Bio-psychosocial 



Why Applied Psych important in physical 
care? 

Long term conditions  
• Over 30% of population have a physical LTC. 
• LTC accounts for 52% of all GP appointments,  
• 65% of all outpatient appointments and  
• 72% of all inpatient bed days. 
• Pattern will increase over time with an ageing 

population. 
• LTC affects day-to-day activity compared to 

those without LTCs. 
 



Adding Applied Psychology to 
Medical care 

Beneficial outcomes are numerous: 
• Reductions in psychological distress 
• Enhanced coping and adjustment to diagnosis/treatment 
• Concordance with treatment/medicines 
• Reductions in Frequency of admissions 
• Reductions in length of hospital stay 
• Increase self management 
• Reduce challenging behaviours towards HCP  
• Improve communication 
• Reduce hospital complaints. 



Continuing to Build Sustainable CHP 
Services 

• Role of CHPS in teams direct work – outcome 
measures 

• Indirect work in MDT- communication/advocacy, 
• Pain assessment tools (needs based 

assessment 
• Protocols/guidelines/  
• Education –addressing attitudes/deficits in 

knowledge 
• Research identifying & meeting unmet need 



Collaborative Working-essential 
 
• GSTFT /KCH Psychologists  
• Multi professional group working- research 
• SLaM – Psychiatry & Clinical Psychology  
• Health Psychology Section 
• Established Research link between health psychology and 

pharmacy.  
• Health Psychology long standing working relationship with trust 

pharmacists –commitment to developing new service delivery 
models of pharmacy. 

• Academic Psychiatry (IMPARTS) 
• Academic Public Health 
• Community teams 
• GSTFT Charitable Foundation (Pump priming/funding posts)  
 
 



THANK  YOU  
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Setting the Scene:  
Mental Health Needs in Acute Care 
Vivek Srivastava MD FRCP (Glasg), Consultant in Acute Medicine, GSTT 

Education and Training Lead, Medicine CAG 

Clinical Coordinator, National Confidential Inquiry into Patient Outcome and Death (NCEPOD) 



Why 

Patients with mental health conditions 
 
Are more likely to have physical health problems 
 
Will die earlier 
 
Will be admitted, ref paper from SLAM 
 
Will stay longer in hospital, our poster 



Show of hands 

• From acute/ general hospitals 
• Have experienced/ seen/ heard of patients 

- unwilling for observations 

- refused blood tests, medication 

- not willing to discuss 

- got angry/ violent 

- self discharged 

- needed security 



• Retrospective linkage of CRIS and HES (14/12/2010 - 13/12/2011) 
• 831(10%) of 8023 SLaM admissions included ≥1 general hospital 

admission  
• Average length of stay in general hospital - 7 days 



• General hospital discharge diagnoses were 
• Poisoning (n=82) 
• Diseases of respiratory system (n=52) 
• Injuries (n=39) 
• Respiratory and circulatory systems (n=26) 
• Diabetes mellitus (n=13) 

• Addiction services  
• Alcohol withdrawal (n=46) and related medical complications (n=23) 

• Mental Health of Older Adult settings 
• Circulatory system (n=47) 
• Respiratory system (n=42) 
• Renal or urinary systems (n=36) 
• General symptoms or abnormal clinical or laboratory findings with no diagnosis made (n=70) 

Page 5 Common causes 
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Referrals from SLAM to KCH 



What can we do 

• Identify early, prevent admissions 
• Day case in acute hospital, ambulatory care 
• Discharge appropriately and promptly 

• less disruption to long term care 
• reduced risk of readmission 

• Improve skills of acute staff (peer learning) 
• Signpost help – liaison team 



Improve pathway - Identify early, prevent admissions, ambulatory care 

In case of a Medical Emergency – follow your hospital protocol 

Inpatient in SLaM with concerns about medical health 

Nurse in charge to record complete set of observations and calculate 
Early Warning Score. Inform Junior Doctor caring for the patient 

Junior doctor carries out examination, blood tests and ECG 

Bleep Medical SpR providing ward cover on KCH bleep 221; or 
Call Acute Medicine Consultant on 020 3299 5453 (M-F- 10am to 4pm) 
Details required  
-Medical issues and clinical findings 
-Results of bedside and lab tests 



Medical SpR / Acute Medical consultant advises 

Medical management plan agreed, 
patient remains in SLaM 

Admit to King’s with case 
summary by ward SHO 

Further medical review Transfer to A&E / AAU 
   

Expected date of discharge (EDD) from KCH set at admission 

Bed manager at KCH to liaise with counterpart at SLaM to 
arrange bed availability on EDD 

The pathway 



Outcomes 



 (n=60) Expected 80 

 Length of hospital stay KCH: 1 Day (mode) 

Pathway at 1yr (Dec 2011 - Dec 2012) 

Number Same Day Discharges
Number of 1-2 day admissions
Number of 3-5 Day admissions
Number of 6+ day admissions



Peer teaching poster 

CROSS SPECIALITY PEER TO PEER TEACHING - TRAINEE LED INITIATIVE TO IMPROVE MANAGEMENT OF PATIENTS WITH BOTH MENTAL AND 
PHYSICAL HEALTH NEEDS. W Zhang, S Homayoun, R Freudenthal, A Al-Diwani, S Porter, V Srivastava. (poster) Developing Excellence in Medical Education 
conference. Manchester. 26 November 2015 

• Mental and physical health are interlinked, yet psychiatry and medical trainees rarely interact.   
• This project seeks to break down inter-professional barriers and to create educational 

opportunities through cross specialty peer led teaching and networking. 
• Topics of most relevance were brainstormed from focus groups and mutually agreed.  
• Talks at Maudsley Hospital and KCH delivered and attended by core medical and core 

psychiatry trainees.  
 

• 30 doctors attended one of the two sessions.   
• 30/30 thought that the sessions promoted informal discussion.  
• 29/30 more confident in recognising and managing mental/ physical health problems.  
• 27/30 would like further peer to peer cross-specialty teaching to be part of their core training.  
• 23/30 felt that they could ask questions that they would have hesitated to ask a consultant. 



NCEPOD Mental Health study 



Thank you 

vivek.srivastava@nhs.net 



Dimbleby Cancer Care: 
Psychology support   

 
Dr Sue Smith 

Consultant clinical psychologist 
 

Rachel Tribe, Assistant Psychologist 
POST, Dimbleby Cancer Care 

Guy’s and St Thomas’ NHS foundation trust 



Overview  

Setting the Scene – Cancer context 

Making sense of having a cancer diagnosis 

A service response 

 



• Historically Western response to illness is built 
on a mind-body split 

 
• Organisations and professional groupings 

mirror this split 
 
• Beginning to change… 
 INTERACTION BETWEEN MIND AND BODY 



CANCER 
 
 



Is this what cancer looks like? 



Head & Neck 



T-Cell Cutaneous Lymphoma 



Double Mastectomy & Reconstruction 

http://picasaweb.google.com/LauraMEllis/Surgery


Neck Dissection 



Many responses, many views 

• Our individual experiences of 
illness/health 

• Experiences we have with friends 
and family 

• Social, cultural, politics and faith 
• Some gain dominance, others hidden 



And we all… 

• Inhabit a body 
 
• Often take our bodies for granted 
 
• Have a response when it doesn’t work or we 

are told something is wrong 



 



A Cancer diagnosis is distressing 

• A threat to self and others 
• Connects with loss, death and dying 
• Experience brutal and toxic 

treatment regimes 
• Live with treatment affects, e.g. pain, 

fatigue, change in appearance 
• Many decisions, many appointments 

 



 
Things will not be the same again 

 
Change in… 
• Physical health  
• Changing self, e.g. beliefs, 

values  
• Relationships 
 

 
 



Many things going on 
This can be overwhelming 
 

Ask ourselves and ask the people we 
support: 

• What could be helpful/useful right now? 
 

• How we make sense differs…our service 
response 

           



Dimbleby Cancer Care 

Patient 
Carers 
Family 
Friends 

Psychological 
Therapies 

(POST) 

Information 
service 
(Expert 

nurse led) 

Benefits 
and welfare 

advice 

Complementary 
Therapies 

Support 
Groups 



 
We work across the cancer pathway 

Relapse 



Psychological approaches 

• Focus on the interface between body and 
mind 

 
• One response when people struggle and are 

overwhelmed: confused, frightened, alone 
 
• No sense or meaning can be made e.g.  of the 

diagnosis, pain, fatigue etc 
 
 



Psychological support (POST) 
Expert and wide range of therapy interventions  
Clinical and Assistant Psychology 
(CBT, ACT, Mindfulness and Systemic Approaches) 
Existential psychotherapy  
Psychodynamic psychotherapy 
Counselling  
Psychosexual therapy 
Child therapy (children affected by a parents cancer) 
Psychiatry (Pharmacological management/complexity) 
 



POST SERVICE  
DELIVERY SUMMARY 

 
Psychological 
Therapy 
Range of therapies & 
Psychiatry 
 
 

  
 Staff Training 

 
 
 

Specialist Trainee  
Placements  

Specialist services 
and group therapy  
 

Staff 
supervision/consulta
tion/joint working 
 

Audit, outcomes  
and research 
 

Patient Support 
groups 
  

Patient/carer 
education 
  
  



Summary: We are all human 

• There is more than one way to live with a 
cancer diagnosis and treatment affects 

 
• Affects on the body can be concealed 
 
• As can distress and suffering 
 
• Stories lived and untold 
 

 
 



Triage 
  • How referrals are processed  

• Patients are telephoned and either allocated 
into an assessment slot, or discharged if they 
decline the service 

 
 

 



Who do we see?  
No. of Referrals 2006 - 2016
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“There’s a 
dagger hanging 
over my head” 
 
Declined  



“Am I going 
crackers?” 
 
Allocated  



“He died on my 
birthday” 
 
Allocated  



Making a difference  
General Health Questionnaire (GHQ – 28) 

GHQ Score from 73 patients
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The Session Rating Scale (SRS)  
Session Rating Scale Scores from 73 responses
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Qualitative Feedback 

“I have reached a 
point where I feel I 
have been listened 
to and understood. I 
have been able to 
explore all the 
feelings and issues 
that crowded in on 
me when I lost my 
husband. I can move 
forward confidently 
and positively and 
can face the issues 
that are affecting 
other members of 
the family” 

“These 
psychotherapies 
sessions has 
helped me 
immensely to 
cope with 
CANCER, all my 
fears about 
cancer and been 
able to accept it a 
bit more and 
move on. Thank 
you all from 
Dimbleby Cancer 
Care” 
 

“I think these therapy 
sessions are helping 
in dealing with my 
chemo and wider 
issues to do with  
coping with the whole 
idea of cancer = 
death” 
 

“I have reached a point where 
I feel I have been listened to 
and understood. I have been 
able to explore all the feelings 
and issues that crowded in on 
me when I lost my husband. I 
can move forward confidently 
and positively and can face 
the issues that are affecting 
other members of the family” 



Thank you for listening and any 
questions? 



Psychological approaches to chronic pain 
management 
Whitney Scott, PhD 
IASP John J Bonica Postdoctoral Fellow 
 



Chronic Pain 

• Pain that lasts past normal healing time (> 3 to 6 months). 

 

• 1 out of 8 people in the UK. 

 

• 68% pain medication inadequate at times 

 

• 18% changed jobs; 25% lost jobs. 

 

• 24% diagnosed with depression. 

 

 

(Breivik et al.,  Eur J Pain 2006) 

 

                  



Descartes 
(1662) 

Sullivan 
(2008) 



CBT for Chronic Pain 

• Pain education 

• Cognitive restructuring 

• Graded exposure 

 

 
 

• Coping skills training 
• Relaxation 
• Pacing/activity management 
• Problem solving 
• Communication skills training 

e.g., Otis (2007). Managing chronic pain: A cognitive-
behavioral approach. New York: Oxford University Press. 



‘CBT has small to 
moderate effects on 
pain, disability, and 

mood at 
post-treatment when 

compared with 
treatment as 

usual/waiting list. 
Small effect on mood 

at follow-up.’ 



Pain Fear 

Helplessness 

Loss 

Unfairness 

Anger Identity 

Sleep 

Trauma 
Disrupted 

Relationships 

Low 
confidence 

Blame 

Invalidation 

Threat 

Depression 

Anxiety 

Body 
 Image 



“OPEN, AWARE, and ENGAGED” 



Key Shifts of Emphasis in CBT 

CBT  

• Focus on form/content 
• Symptoms 
• Didactic 
• Method 
 
 

ACT 

• Focus on function 
• Performance 
• Experiential 
• Process 





Processes of Change: Acceptance 



Acceptance 

Unique predictor of 5/6 impression of change 
ratings, even after controlling for assessed 

changes in pain, functioning, and depression 



Examining ACT for pain in unique contexts: 
Neuromodulation 

• Eligibility for CBT often requires that no additional medical 
procedures are planned 

 
• However, little known about how to best combine treatments. 

 
• Is ACT-based treatment helpful when a surgical procedure is 

pending? 
 



Examining ACT for pain in unique contexts: 
Neuromodulation 



Examining ACT for pain in unique contexts: 
Neuromodulation 

90% showed clinically meaningful improvement on at least one outcome 



Online treatment: Increasing access  



Review and Take-home message 
•Chronic pain requires mind-
body understanding 
 
•Psychological treatments 
effective, and room to improve. 
 

•Greater focus on treatment 
process needed. 
 

•Need to increase access! 
 



Thank you 
 
• Professor Lance McCracken 
• St Thomas’ Pain Management Team 
• KCL Health Psychology Section 
 
 
 
 
whitney.scott@kcl.ac.uk 
 
 
 
 
 
 
 



Adherence to treatment 
 
 

JOHN WEINMAN 
 
 
Institute of Pharmaceutical Science 
King’s College London 
 

KHP Mind & Body 
Conference 11th April 2016) 
 



OVERVIEW 

• THE ADHERENCE PROBLEM AND ITS EFFECTS 
 

• THE CAUSES OF NON-ADHERENCE 
 

• THE IMPORTANCE OF PATIENTS’ BELIEFS 
 

• IMPROVING MEDICATION ADHERENCE 



The problem of non-adherence 

WHO report on non-adherence 

• Estimated that over 30 -50% medicines 
prescribed for long term illnesses are 
not taken as directed 

• Similar levels for psychol  treatments  - 
e.g . Attendance/homework for CBT 

• If  treatment is evidence- based, then 
this represents a loss for patients and 
for the health care system 
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New England HealthCare Institute (2009) 



WHY? 

• Traditional view 
• Current evidence 



Traditional view of non-
adherence 

• Only in certain types of people / disease 

• Mainly due to lack of information and / or 
forgetting 

• Relatively easy to fix 



NON-ADHERENCE OCCURS ACROSS 
ALL ILLNESS & TREATMENT 

 
• FOR EXAMPLE :- 

 
• Systematic Review of 29 studies by Murphy et al 

(2012)  
 
• Prevalence of adherence ranged from 41–72%  

 
• Discontinuation (i.e., nonpersistence) ranged from 

31–73%, measured at the end of 5 years of treatment 
 



IS FORGETTING THE MAIN CAUSE? 

 
 

• Early theories (and interventions) based on idea 
that non-adherence was result of poor 
communication & subsequent effects on patient 
understanding and memory  

• ( ie UNINTENTIONAL) 
 

 
• Early interventions mainly based on info 
       provision, reminders etc . 
 

RCUKACTE01244d 
April 2015 



ADHERENCE INTERVENTIONS 

Cochrane review:  
Haynes et al (2008; 2014) 

 
“Current methods of improving adherence are mostly 

complex and not very effective, so that the full benefits 
of treatment cannot be realized.  

 
High priority should be given to fundamental and applied 

research concerning innovations to assist patients to 
follow medication prescriptions for long-term disorders” 

 
 



• Need to understand types and 
 causes of non-adherence 
 

•Need to tailor interventions to take 
 account of this 
 
 
 

 
 

 



A new approach to classifying 
causes of non-adherence 

Jackson, Eliasson, Barber & Weinman (2014). Applying COM-B to 
medication adherence: a suggested framework for research and 
interventions. The European Health Psychologist. 
http://www.ehps.net/index.php?option=com_content&view=article&id=30
2&Itemid=323 
 

 
 

BEHAVIOUR Under-adherence Over-adherence 

OPPORTUNITY 
 

e.g. access, HCP 
communication, social 

support 

MOTIVATION 
 

Beliefs 
e.g. about illness, 

treatment 
Emotions 

Habits 

CAPABILITY 
 

e.g. memory,  
Planning, inhaler 

technique 
dexterity, swallowing 

http://www.ehps.net/index.php?option=com_content&view=article&id=302&Itemid=323
http://www.ehps.net/index.php?option=com_content&view=article&id=302&Itemid=323


Strongest predictors of non-adherence 
: Overview of Evidence  



What are the key beliefs 
influencing adherence to 

treatment? 

1) Patients’ perceptions of illness 
2)  Patients’ perceptions of 

treatment 



ILLNESS PERCEPTION & 
treatment adherence 

• Some illness perceptions are associated with 
treatment adherence in some conditions :- 

 e.g.  - causal beliefs predict adherence behaviour in post- MI      
  (Weinman et al, 2000)         

  - timeline beliefs predict preventer medication    
  adherence in asthma  (Horne, Weinman, 2002) 

 
  - causal, timeline & control beliefs predict adherence to  
   CBT for Psychosis (Freeman et al, in press) 
 
• BUT – illness beliefs per se are not strongest 

predictors of treatment adherence – need to 
consider more proximal predictors (ie 
patients’ beliefs re. treatment) 

 



SPECIFIC BELIEFS 
Views about prescribed medication  

Necessity 
Beliefs about necessity  

of prescribed medication  
for maintaining health 

Concerns   
Arising from beliefs about 
potential negative effects 

Treatment beliefs 



Low adherence 

Doubts about 
NECESSITY 

CONCERNS  
about potential 
adverse effects 

Studies in asthma, CHD, cancer, renal dialysis, 
HIV/Aids, hypertension, diabetes 

Horne et al (in press), Cooper et al (2002), Horne et al (2001),  Horne & Weinman (2002), Horne (2000), Horne & Weinman (1999) 
Horne et al (1999), Horne (1988); Horne et al 2013 Vangeli & Weinman 2015 



 SUMMARY 

• Influence adherence 
• May differ from the ‘medical view’ 
• May be based on mistaken beliefs/premises 
• May not be disclosed in consultation 
• Are not set in stone and can be changed 

Patients’ beliefs about their illness 
and treatment 



Implications for health care 
? 
 

1. Use the consultation to anticipate 
and plan 
 

2. Tailored Interventions to support 
day to day adherence – using new 
media. 



Using the consultation to facilitate 
informed adherence 

• Check patient’s understanding of 
treatment and , if necessary :- 

• Provide clear rationale for 
NECESSITY of treatment 

• Elicit and address CONCERNS 

• Agree practical plan for how, where 
and when to take treatment 

• Identify any possible barriers 

 

NEED TOOLS and TRAINING OF HCPs – studies in progress 



Interventions to improve 
adherence 

  
Now a number of successful approaches which  
are based on a good understanding of patients’ beliefs,  
using different media, such as :- 
 
• text messaging 
• web-based interactive programmes 
• phone based support 



British Journal of Health 
Psychology 
Volume 17, Issue 1, 
 pages 74–84, February 2012 



Timeline 

Personal 
control 

Treatment 
control 

Illness 
consequenc

es 

Medication 
necessity 

Medication 
concerns 

Targeted Texting 



Preventer Adherence Levels  
M

ea
n 

co
m

pl
ia

nc
e 

sc
or

e 
 

Compliance = puffs taken/puffs prescribed Group difference p <.01 



Conclusions 
• A better understanding of patients 

perspectives of illness and treatment is key to 
understanding adherence 

 
• This approach offers a framework for 

identifying and addressing the key barriers to 
adherence to medication 
 

•  Urgent need to develop and test effective 
 interventions based on proven behaviour 
 change techniques 



A multi-disciplinary community and academic network for research 
into physical health in Severe Mental Illness across KHP  

Joining the Dots 

Dr Fiona Gaughran,  
Lead Consultant Psychiatrist, National Psychosis Service,  
Physical Health Lead, Psychosis Clinical Academic Group,  
Senior Lecturer, Institute of Psychiatry, Psychology and Neuroscience 
Chair, Stolen Years Group, London Strategic Clinical Network  



Joining the Dots: An Academic Network  
A multi-disciplinary community and academic network for 

research into physical health in SMI across KHP, supporting the 
production of high-quality research evidence to reduce 

premature mortality and improve health in SMI  
 

AIMS:  
 

•Develop the field’s academic identity  
•Establish a community of researchers across disciplines and 
settings collaborative insights and funding infrastructure 
•Develop research in the field,  
•Promote translation of research into better clinical outcomes.  
 

 
 















..Lots already happening in 
KHP 

• PsychOsis and Diabetes Service (PoDS)  
• Linked ECGs 
• IMPARTS SMI  
• Vitamin D in SMI  
• Community dentistry  
• Respiratory co-morbidity  
• Smoking cessation 
• Women’s Health  



KHP and Joining the Dots 
KHP is uniquely placed:   

• Academic community, partner organisations, 
national and international collaborations; 
informatics; BRCs  

 
•How do we best deliver KHP’s potential as the Go-to 
Institution in this field for:  

• Researchers; basic scientists; clinicians; patients; 
carers; industry; service planners and 
government 

 



Joining the Dots: 
Generating and implementing high quality cross-disciplinary research  

Mapping  

• Map cross-disciplinary research activity, resources.   
• Hub linking researchers, clinicians, service planners and patients 

Knowledge 
and Skills  

• Base for shared academic approaches 
• Knowledge & recruitment infrastructure for partnerships with industry 

Promoting 
collaboration  

• Between clinical and basic science researchers 
• Establish biological, clinical, service antecedents to physical morbidity 
• Support translational interventions, system transformation 

Implement 
and 

Evaluate  

• Enable service planners to access research evidence and expertise 
• Support clinical effectiveness , eg CRIS, related bioinformatics.  
• Knowledge & infrastructure to support future research bids 



Next Steps  
• Invite interested people 

from each CAG to join 
the network and 
collaborate to produce 
evidence 

• Build our web page 
within KHP to facilitate 
contact and 
collaboration and Map 
current related 
academic activity 
across KHP 

• Conference 
 
 



How to join Joining the 
Dots 

• Send a brief email with details of where you work; 
your speciality; your area of interest; which CAG 
you are in; and if there is any particular type of 
research that especially interests you to:  

  Fiona.p.gaughran@kcl.ac.uk 
 

• If you have already done or are doing research into 
the physical health of people with SMI, please add 
some details so we can include it on our KHP map  
 

mailto:Fiona.p.gaughran@kcl.ac.uk




Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

The Problem  
• Multiple incidence of tissue viability 

issues resulting in SUI’s between 
2011- 2012 

 
• Negative patient and carers 

experience,  resulting in complaints . 
 
• Clusters of grade 3 and above 

pressure ulcers  
 
• One  patient  death attributable to 

infected pressure ulcers. 
 

• Multiple Safeguarding Alerts raised 
against SLaM Older Adults Services 

 

 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

Developing some Curiosity  
•  Talked to  staff and managers 
 
• Gave permission to staff  not 

know  
 

• Better understanding  of systems 
in place 

 
• Lack of knowledge re Tissue 

Viability issues  
 
•  Commissioned an  Audit 

 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

What we found    
 

• Over reliance on a few staff for solutions 
for TV 

 
• Myths  

 
• Systems  needed changing  ( care 

bundles/ equipment)  
 
• Nurses not thinking about  underlying  

physical causes to challenging behaviour 
 

• Education & understanding 
 
• Need for commissioning changes 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

What we did    
• Leadership commitment  
• Early warning systems 
•  weekly review of skin integrity 
• Weekly reporting 
• Photographing wounds  
• Weekly  meetings with specialist  

input. 
• Intervention changes (SKIN Bundle) 
• Feedback to staff  
• Education & understanding 
• Equipment 
• Commissioning changes 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

How we measured the changes  

• CQUINN 
 
• Safety Thermometer 
 
• Grades reported 

acquired v admitted 
 
• Quality of record 

keeping. 
 
 
 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

The Evidence  
 

 
Before  
One of our Patients’ with a diagnosis of end stage 
dementia developed  
a grade 4 wound 

After nursing care plan Implemented  
Following 6 months of intensive nursing care the 
patients’ wound is fully healed 
 



Mental Health of Older Adults and Dementia Clinical Academic Group (CAG)  

 

Today & The Future  
• The issue is never considered solved but 

now part of our culture. 
 

• Transferring responsibilities to local ward 
leadership  
 

• Maintaining skills and continuing to  up 
skill workforce 

 
• Maintaining input from TVN specialist 
 
• Continued staff engagement. 

 
• On-going monitoring  

 



 
 

Mind and Body conference 2016 
Ward twinning pilot  

 
 

Helen Day Assistant Director of Nursing 
 King’s College Hospital NHS Foundation Trust 

 
 



Ward twinning pilot – acute elderly care ward @ King’s 
and acute elderly care ward at The Maudsley 

• Aim: to build a collaborative relationship between 
the 2 wards that improves multi disciplinary team 
competence and patient care against some key 
deliverables 

• Objectives: 
– Mental health staff to be competent in essential 

skills in general nursing  
– General nurses to be competent in essential skills 

in mental health nursing  
– Availability of a nursing advice in reach service 
– Demonstrable improvements in key patient care 

metrics 
 



Background - KHP Mind and Body program 
• Workforce need for teams with a wider skills-base - managing the needs of 

adults and older persons with co-existing physical and mental health problems 
and particularly complex care needs.  

 
• Anxiety felt by general nursing staff needing to provide care to patients with 

mental health needs, particularly patients exhibiting aggressive behaviour -  
related mainly to lack of confidence and education 
– Byron Ward: 24 datix incidents Oct 2015 – March 2016 
– Acute wards: 286 datix incidents Oct 2015 – March 2016 
 

• Increased use of ‘specials’ providing 1:1 care for patients with mental health 
disorders in the general setting . Increasing awareness of the need for this 
relationship to be therapeutic which is often not achieved if the ‘special’ is a 
‘general’ nurse or worse, a security guard.  

 
• Mental health nurses also describe anxiety when caring for patients with 

perceived complex physical health needs or those requiring interventions. 
 

 



Referrals to ‘Specials’ team Oct 2015 – March 2016  

Risk Factor Number of referrals 

Other acute or chronic mental 
health 

221 

Substance misuse  158 
Risk of absconding  221 
Self-harm or suicidal intention  106 

Total  706 

On the increase: 
For example, patients at risk of absconding 
• October to end of January we received only 67 requests 
• 1st February to 1st March we received 154 



What causes anxiety for staff? 



• Stress  
• Poor patient experience? 
• Compromised patient safety? 
• Increased use of ‘specials’/cost 



General nurses - Confident to care for 
patients with mental health disorders? 
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N 51 

‘Pseudo confidence’! 
-Quiet mental health 
problems are easy?! 

Tipping point –
aggressive behaviour 



Would you ask the patient on 
admission about mental health? 

Page 8 

….actually they just 
get asked standard 

question about mood 
and wellbeing, no 

respondent would ask 
specifically about 

mental health issues 



Staff survey 

0
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12

V confident Confident Neither
confident or
unconfident

Unconfident V
unconfident

Level of confidence in caring for patients with 
physical and mental health needs - Byron 

Level of confidence in caring for
patients with physical and mental
health needs

0
1
2
3
4
5
6
7

Level of confidence to care for patients 
with physical and mental health 

problems – AL1 

Level of confidence to care
for patients with physical
and mental health
problems

Do we 
always know 
what we 
don’t know? 



 
 
 
 

The project will improve the 
standard of care for patients and 
the nurse will be more confident 

when caring for patients with 
mental health conditions 

 
A lot of mental needs of 
patients when addressed 
properly has a great 
impact/benefit on their 
willingness to help 
themselves and cooperate 
with the nursing staff / 
carer” 
 Mental health 

nurses could treat 
more physical 
illnesses on site 
with more training 

“Excellent! Better 
understanding from 
both parties and 
ability to learn from 
one another” 

It will give opportunities 
to cross examine ideas 
on both physical and 
mental health wellbeing 
to enable holistic care 

Working as a team 
from different 
backgrounds….will 
benefit the health and 
wellbeing of patients 



Benefit and potential impact of 
twinning project: 

  
• Improved patient experience  
• Improved care in mental health setting and reduction of 

avoidable harms - specific focus on continence and falls in 
mental health setting  

• Decreased attendance at ED (AL1 patients) 
• Improved nursing confidence and morale  
• Decreased incidence of ‘violent’ patient episodes in general 

ward setting  ie  nurse being unable to cope or nurse is hurt   
• Decrease in number of ‘specials’ requested in general 

setting  
• Decreased length of stay; overall and/or  in the ‘wrong’ 

facility (measurable) 
 



Plan 
• Working party 
• Choose 2 wards: Byron and AL1 
• Arrange focus groups to gain staff opinion on educational needs, minimum 

competencies 
• Obtain baseline feedback re staff concerns, needs, engagement  and 

wishes  
• Define and share baseline data & set stretch targets  
• Develop and launch competencies and education 
• Define and develop what an ‘in reach’ service would look like; aims and 

objectives, accountability , governance, scope, practicalities etc 
• Link with KCL, aim for educational recognition/accreditation 
• Facilitate a ‘buddy’ system for staff nurses and build your army of 

followers 
 

 
 

 
 
 



Get to know each other 



Continence – AL1 
• AUDIT 1: 

– There were 20 (10 male and 10 female) inpatients and 8 of these patients 
where included in the audit as they had been identified with having urinary or 
faecal or double incontinence or had a catheter insitu. 

 
– 30 questions asked under 4 headings: 

• Management/assessment/investigations 
• Documentation 
• Equipment 
• Privacy & dignity 
• Training & education 
 

 A Score of  80- 100%        excellent  1 patient  
 A Score of  50-80%            good                7 patients range 53-73% 
 A Score of  30-50%            poor 
 A Score under 30%            needs improvement in  
              all aspects of care 

Using 
improvement 
methodology 

to educate and 
test change 



Falls – AL1 



In reach 

• Aim: to provide a nursing advice service 
between the 2 wards 

• Plan: pilot for 3 months just with 2 ward 
managers (using improvement methodology)  
– Limits governance concerns 
– Will enable trends to be identified to allow focus 

for future education 



Education 

• Reciprocal – one hour per month, well 
received and evaluated 

• Competency documentation 
– Co designed by 2 Practice Educators 
– Plan to pilot with 1 nurse per ward 
– Challenges: who will assess? Develop train the 

trainer and consistent standards of assessment 



Multi disciplinary working 

• Consultant Gerontologist in KCH - point of contact for 
psychiatry trainees with an interest in undertaking 
some geriatric medicine training opportunities at 
KCH 

• Consultant psychiatrist and Consultant Gerontologist 
both offering special interest sessions for higher care 
of the elderly and old age psych trainees. 

• Occupational therapists, physiotherapist, clinical 
psychologist, drama therapist have recently joined 
the working group 
 



Unintended consequences 

• KCH community midwives to observe SLaM 
community visits 



Conclusion 
• Working across boundaries has the potential to 

have a real and positive impact on patient care, 
teamwork and staff morale.  

• If result are favourable there is potential to ‘scale 
up’ and influence wider strategic planning 
 

Recommendations: 
• Conclude pilot in summer 2016, review, embed 

and replicate positive aspects 



The team 

• Helen Day ADoN 
• Bethany Smith, Practice Development Nurse, KCH 
• Lisa De-Jonge, Matron, KCH  
• Jo Perry, Ward Manager, Byron Ward 
• Stacey Dangare, Ward Manager AL1  
• Eve Francis, Practice Development Nurse, 

Maudsley 
• Vanessa Smith HoN 

 





Mental & Physical Health in 
Primary Care  

Payam Torabi 
GP, Forest Hill Road Group Practice 

Population Health Improvement Fellow, Southwark CCG 
payam.torabi@nhs.net 



(The King’s Fund, 2012) 



Physical Health in people with 
Severe Mental Illness 
• Outline of Talk 

– The challenge 
– A case 
– The primary-secondary care interface 
– New models of care in General Practice 
 



The Challenge 

• ‘Crisis-led’ – unplanned, un-coordinated 
• Systems not always aligned to chaos of real 

life 
• Primary care workforce pressures 

(appointments, GP time) 
• Barriers to access (stigma, socio-economics) 
• Access and knowledge of available services 
 



Chris 
• 37 year old, lives alone. Works in a canteen. Plays 

saxophone with his band every Sunday and 
sometimes on Fridays. 

• Long-standing schizophrenia on anti-psychotic 
treatment under CMHT 

• Multiple mental health crises resulting in hospital 
admissions, sometimes under mental health act 

• Type II Diabetes, BMI 35, High Cholesterol, 
Smoker 

• Q-Risk2 score 25% 
 



GP Appointment 
• Chris comes in to their GP, very distressed 

asking for a sick note and also complaining of 
pain in his foot 

• There is swelling in their foot and what 
appears to be a extensive cellulitis with fever 

• Their GP contacts the medical consultant on 
call and Chris goes to the Medical 
Assessment Clinic the same day 
 



More emergencies 

Health Foundation (2015) 



Medical Assessment Clinic 

• Cellulitis confirmed – Chris treated with IV 
antibiotics and discharged home for 
@home team 

• Chris does not let @home team enter his 
home and duty GP is called out for a home 
visit. 



Duty Doctor 
• Chris has locked himself in his room since 

discharge, is erratic and acutely distressed 
• Duty doctor does not yet have a discharge 

summary (but thanks to Local Care Record, 
can access this electronically now) 

• Chris is found to be deteriorating and is 
admitted voluntarily back to hospital to 
manage cellulitis as an inpatient 





How could it be different? 

• Pro-active, holistic, preventive management 
• Shift away from crisis-led care 
• Primary care mental health model – bringing 

CMHT expertise into General Practice 
• Acute trust MH awareness – could GP be 

liaised with in developing discharge plan? 



More care, less care 

Health Foundation (2015) 



• Mean % achievement score for physical health checks on people with 
severe mental illness (SMI) recorded in GP SMI registers 2013/14 
 
 
 
 
 
 
 

• Percentage of people with severe mental illness (SMI) recorded in GP SMI 
registers who are except from the calculation of QoF achievement scores 
 

Southwark 
6.2% 

Southwark 
77.4% 



A new model: Southwark CCG 

• We are re-introducing physical health 
parameters into local GP contracts 

• This is not enough alone… 



Working together in Primary Care 
• We will be supporting GPs to work collaboratively 

over coming years 
• Potential models include pooling resources in GP 

federations to ensure that all patients with severe 
mental illness get a high quality, holistic review of 
their physical health within primary care, 
complementing and extending what has already 
been achieved in SLaM. 

• We are developing templates similar to the ‘Bradford 
Tool’ to support this being achieved 



The primary-secondary care 
interface 
• The Local Care Record is already starting to 

support better integration across KHP, with 
primary care and secondary care records and 
results available across trusts 

• Better templates for sharing information 
between primary and secondary care are 
also being developed as an interim measure 



Local Care Networks 



Local Care Networks 
• Southwark CCG is in the process of working with 

local providers in supporting development of Local 
Care Networks. 

• Aligned incentives across the system will facilitate 
working together in Southwark.  

• Initially we are working to facilitate care 
coordination for people with three or more long-
term conditions – which will include many patients 
with severe mental illness. 



Summary 

• Crisis-led care is not resulting in the best 
achievable outcomes 

• New models of care give hope for making 
it better, making it the best 
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Summary  

• What we know about the physical health of 
people with Serious Mental Illness (SMI) in 
Sheffield 

 
• What we have been doing 

 
• Going forward 

 
 



What do we know? 

• 2015 Sheffield registered population 586,399 
• 5,113 currently on practice SMI registers 
• Approx 2,250 Sheffield Health & Social Care NHS FT (SHSC) 

recovery teams (not all SMI) 
 

• SMI premature mortality rate is in line with England 
average (<75 years, per 100,000 pop DSR): 
• Sheffield   1,332 
• England    1,339 
• Liverpool  1,592 (demographic near neighbour) 
• Bristol   1,286 (demographic near neighbour) 

 



Sheffield SMI population stratified hospital admission risk 

 
 
 

>70-100 
0.9% 

 (0.2%) 

CPM risk >30 ≤70 
11% of SMI pop 

(2.7% general pop) 

CPM risk score >10 ≤30 
36% of SMI population 

(16% of the general population) 

CPM admission risk score ≤10 
52% of SMI population 

(81% of the general population) 

Admissions ~19 x pop average 

Admissions ~5.5 x pop average 

Admissions ~1.7 x pop average 

Admissions ~0.5 x pop average 

CPM = Combined Predictive Model 
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£1,000

£1,500

£2,000

£2,500

£3,000

General population No MH condition Any MH condition SMI

Overall secondary care spend per person for MH 2013/14

For comparative purposes MH = either SMI, LD, depression or dementia recorded on GP registers  

NHS cost consequences of SMI physical ill health 



Physical health comorbidity 
= any combination of: 
  
Hypertension 
Diabetes 
CKD 
CHD 
Atrial fibrillation 
Heart failure 
Stroke 
PVD 
Asthma 
COPD 
Hypothyroidism 
Cancer history 
Epilepsy 
 

NHS cost consequences of SMI physical ill health 



Prevalence of GP recorded co-morbidity 



Multiple morbidity in the SMI cohort 



Clinical management of CVD risk – blood pressure 



Service user perspective? 

• Survey - 48 people 
 

• Most felt exercise and diet important 
• Many reported barriers to access health checks 
• Some felt weren’t given enough info 
• Some people didn’t know about annual health 

checks and feedback on them was mixed 
 

 
 



Positive about health checks with GPs 

• It’s good to get your results back and if you’re in the 
clear it gives you a boost - having the results is 
informative 
 

• It’s a good opportunity to monitor my medication and 
side effects 
 

 
 



Negative about health checks with GPs 

• Time spent was too brief and once a year isn’t enough 
to address issues 

 

• Received poor guidance from GP even when results 
were bad 

 

• Had a bad experience once at the GP’s therefore 
avoid all appointments with them 

 

• Physical problems are not taken seriously as they 
know I have a mental health problem 



What had we been doing in Sheffield? 

• Annual health review of cardiovascular and metabolic 
risks in primary care, share findings with Community 
Mental Health Teams (CMHTs) 

 

• CMHT review as part of the Care Programme 
Approach / care review 

•  If not done… 
•  encourage to attend 
•  support to attend 
•  to do the health review 



What have we done/what are we doing 
to improve? 

• Serious Mental Illness care plan template in all GP 
practices 

• Comprehensive physical health review 
• Simple report for care planning 
• Plans for secondary mental health teams to mirror 
the template 

 
• Pilot Community Development Worker in 3 general 

practices 
 



What have we done/what are we doing 
to improve?  

• Roll out city wide Community Support Worker model 
multidisciplinary pilot linking Community Support 
Workers, Health Trainers and Befrienders to the wider 
Primary Care Teams 

 
 
 
 
 
 

 
 
 
 
 
 
 

 

“Surgeries will offer a courtesy call to remind people about 
blood tests and medication checks but appointments still get 
missed on a regular basis.  I have been doing some work with 
individuals to set up personal systems to encourage 
attendance, this may involve simply purchasing a diary, writing 
reminders on calendars or even escorting to surgery.”  
 
 



What have we done/what are we doing 
to improve?  

• SHSC Physical health clinic in assertive outreach 
team for those who won’t attend their GP 

 

• Smoking cessation work, mythbusting leaflets, 
research collaboration 

 

• Developing e-learning package for health and social 
care staff 

 
 
 



Challenges and Sustainability  
 

• Health template is on every GP computer – need 
to encourage “screen and intervene” 

 

• Engagement with SMI and other groups takes 
longer and requires different strategies – direct 
contact better than ‘opt in’ letters. 

 

• Care planning – what works best?  
 

• Evidence and shared vision take time 
 

• E-learning package – some resource but lack 
Project Management support 

 



Any questions or comments? 

 



Dr Jane Hutton 
Consultant Clinical Psychologist 

Psychological Medicine, KCH 
janehutton@nhs.net 

mailto:janehutton@nhs.net






Defining mindfulness 
•Intentional, receptive attention to what’s 
happening right now 

•Cultivated through structured practices (often 
breath and body focussed) and in everyday life 

•Enhanced awareness of experience  
•Supports clearer view of our own thoughts, 
emotional responses and actions, as well as the 
world around us 

•Acceptance of situation in present moment 
•Taking mindful action towards valued change 
where change is possible 



Structured programmes 
•Mindfulness-based Stress Reduction 
developed for chronic medical problems 

•Mindfulness-based Cognitive Therapy 
interweaves CBT  

•Eight weekly two-hour sessions, sometimes 
including one full day  

•Daily home practice with audio guidance 
•Sitting and walking practice, body scan, 
gentle movement, everyday activity 





Evidence: physical health 
• Systematic review and meta-analysis of MBSR/CT 
• 23 reviews, covering 115 unique RCTs and 8,683 unique 

individuals, various medical conditions 
• Compared to waiting list or treatment as usual, 

significantly improved depressive symptoms, anxiety, 
stress, quality of life and physical functioning 

• Limitations: heterogeneity, lack of active controls and 
long-term follow-up  

• Evidence supports use of MBSR/CT to alleviate mental 
and physical symptoms in adjunct treatment of cancer, 
cardiovascular disease, chronic pain, depression and 
anxiety, and in prevention  

• Gotink et al (2015) 



Evidence: general population 
•Systematic review, quantitative studies, MBSR 
•29 studies (n=2668) included 
•Large effects on stress, moderate effects on 
anxiety, depression, distress, and quality of life 

•Changes in mindfulness and compassion 
correlated with changes in outcomes 

•Results maintained at FU (average 19 weeks) 
•High heterogeneity 
•More research warranted to identify the most 
effective elements of MBSR 

•Khoury et al (2015) 



Physiology 

•Benefits for immune function  
•Reduced cortisol levels 
•Reduced post-stress inflammatory  response  
•Healthy individuals under acute stress 
showed decreased BP and smaller changes 
in response to stress after MBSR 

•Changes to grey matter concentration, 
connectivity and activity in the brain 





Mindfulness in the workplace 
•Positive effects on burnout, wellbeing and stress 
•Less stress while multi-tasking and better 
sustained concentration  

•Improved reaction times, working memory, and 
comprehension, more rational decision-making 
and creative problem-solving 

•Google employees who persist show increased 
wellbeing, focus and lowered stress 

•Benefits for employees of leaders who practise 
mindfulness 



Mindfulness in the workplace 
• Schoolteachers who underwent mindfulness training 

became more skilled in coping, sustaining motivation, 
planning and problem solving 

• Greater emotional positivity (with more empathy, 
tolerance, forgiveness and patience, and less anger) 

• Mindfulness-based Mind Fitness Training for US military 
and emergency services  

• Quicker recovery of heart and breathing rates, stronger 
immune response, improved sleep 

• Under stress, less activity in regions of the brain 
associated with emotional reactivity, anxiety and mood 
disorders 



Relevance for health professionals 

•Open, broadly focussed awareness with 
receptiveness to new ideas and 
unexpected information 

•Awareness of own thought processes and 
relationships to action 

•Greater gentleness towards oneself 
•Reduced attempts to avoid discomfort and 
difficulty 

•Less wasted energy 



Mindfulness for health professionals 
•Some evidence mindfulness training can enhance 
quality of care, e.g. by improving empathy (Asuero 
et al, 2014) 

•Significant benefits in distress, anxiety, emotional 
exhaustion and compassion shown in Tees, Esk 
and Wear Valleys Staff Mindfulness Project 

•Follow-up showed continued use of mindfulness 
practices and lasting gains in wellbeing, stress 
management and relationships with colleagues, 
service users and carers 



Local developments 

•Maudsley Mindfulness Centre 
•Bringing together existing work: clinical 
services, staff wellbeing, research, training 

•Teacher training pathway 
•Staff practices 
•Happier @Work 
•Medical school 



A mindful pause 



What did you 
notice? 



Other ideas 
for practice 



Could this be helpful in  
your working life?  

 
If so, how could you  
put it into practice? 



Thank you for  
your time 



Mind & Body Healthcare in 
Learning Disabilities 

Karina Marshall-Tate, Marina Russ, Petrea 
Woolard and Jane Murphy 

11 April 2016 
 



What is learning disability?  

• A reduced ability to understand new or 
complex information (impaired intelligence); 
with 

• A reduced ability to cope independently 
(impaired social functioning); and 

• Which started in childhood (DH, 2001). 
• Not dyslexia, dyscalculia or dyspraxia – 

learning difficulties 



How many people have learning 
disabilities?  

 
• Some methodological difficulties with 

determining prevalence and incidence rates 
• An estimated 2% of adults and 3% of children 

in the UK 
• But only 20% of this population is known to 

specialist learning disabilities services.  



Health Patterns 

Different patterns of health needs than the 
general population: 
• increased rates of co-morbidities and multi-

morbidities 
• sensory impairments 
•  and mental illness 
• throughout the lifespan with reduced life 

expectancy 
 



Mental and Physical Health 

• People with learning disabilities can find it 
more difficult to describe their symptoms  

• More difficult for support workers to identify 
health needs 

• Health problems often unrecognised 
• Diagnostic overshadowing   
 



Access to healthcare 
• Barriers: challenges to make and keep appointments; inflexible 

healthcare systems; poor information sharing; misunderstanding 
Mental Capacity Act 

• Attitudes: judgement on quality of life; diagnostic overshadowing; 
not listening to people with learning disabilities or their carers or 
family members 

• Health Literacy: people with learning disabilities may not 
understand or know about their bodily functions; they may not be 
aware of screening programmes or healthy lifestyle advice; they 
may not be in control of what they eat or drink or keeping an active 
lifestyle (ie carers do this for them). They may not be able to 
recognise and communicate signs and symptoms of illness 

• Personal Health Behaviours: sedentary  lifestyle; poor diet; 
smoking/drinking; sexual health 
 



Joining your workshops 

Reasonable Adjustments - Karina 
MHLD & complex care – Marina & 
Jane 
Communication - Petrea 
 
 
 



Communicating with People with Learning 
Disabilities 

KHP Mind and Body Conference 
11th April 2016 

Petrea Woolard 
Speech and Language Therapy  Lead 

Adults with Learning Disabilities 
Guys and St Thomas’  



Communication Quizz 
(taken from RCSLT 5 Good Communication 

Standards) 

• Up to 90% of people with learning disabilities have communication 
difficulties 
 • 50% have significant difficulties with expression and 
understanding 

• 5 -10% of people with learning disabilities have functional literacy 
skills 
 • Up to 40% undiagnosed sensory impairments 

Increased communication difficulties- increase in behaviours that are considered challenging 



Consequences of Communication Difficulties  

• A lack of choices and involvement in every day 
decisions 

• Limited relationships 
• Increased vulnerability to abuse , and hate crime 
• Low mood , anxiety and depression and 

withdrawal from community life 
 
 
 
 
 
 
 
 
 



Consequences of Communication Difficulties. 

• Reduced employment and housing opportunities, 
increased placement breakdowns 

• Lower standard of health care , diagnostic 
overshadowing and more inpatient admissions 

• Risk of not being consulted about health care 
needs,  

• Risk of being unable to consent resulting in harm if 
the person is not able to understand information 
relating to illness interventions 
 



Consequences of Communication Difficulties 

• Vulnerable to poor care in hospitals , and other  
health care settings 

• Over reliance by staff on restrictive approaches 
and interventions 

• At risk of being moved away from their homes into 
specialist learning disability placements 

• Poor access to verbally mediated therapeutic 
input 

• Poor compliance with legal requirements of the 
MCA, Human Rights Act, Disability Discrimination 
Act, Equality Act 
 



Strategies for Providing Good Health Care 

• Attitude – show respect, use appropriate tone of 
voice, speak directly to the person 

• Speak clearly and leave pauses 
• Use short sentences  
• Use simple words – avoid jargon 
• Ask one question at a time 
• Stick to one topic at a time 
• Let the person know when you are switching topics 
• Allow plenty of time for the appointment 



Strategies for Providing Good Health Care 
• Use visual supports, (objects, pictures, diagrams) 
• Be prepared to ask the person if they can show 

you what the issues is ,or describe the issue in 
another way 

• Ask the person to show you how they say yes and 
no 

• Ask the person to repeat what they have said if 
you haven’t understood 

• Ask the person if it is okay to speak to their support 
person. 

• Never pretend to understand. 



 
 

 
  
 

Showcase of resources 
Royal College of Speech and Language Therapists 
5 Good Communication Standards 
http://www.rcslt.org/news/docs/good_comm_standards 
 
GSTT- Easy Read resources 
http://www.guysandstthomas.nhs.uk/easy-read/easy-read.aspx 
 
General Medical Council- Jargon Buster 
http://www.gmc-uk.org/learningdisabilities/25.aspx 
 
Makaton signs and symbols 
https://www.makaton.org/shop/shopping/stockDetails/Health-Communication-Pack 
 
 
 
 

http://www.rcslt.org/news/docs/good_comm_standards
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Showcase of resources 
Mencap- Toolkit for GPs 
https://www.mencap.org.uk/gptoolkit 
 
Books Beyond Words 
https://www.booksbeyondwords.co.uk/ 
 
The Clear Communication People Ltd-pre-hospital resources 
http://www.communicationpeople.co.uk/ 
 
Talking Mats for health 
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/ 
 
 
 
 

https://www.mencap.org.uk/gptoolkit
https://www.booksbeyondwords.co.uk/
http://www.communicationpeople.co.uk/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/
http://www.talkingmats.com/talking-mats-in-action/talking-mats-and-health/


Persistent physical symptoms Reduction INtervention:   
a system Change & Evaluation (PRINCE] 

Professor Trudie Chalder, Dr Muj Husain & Claire Willis 
With Dr Mark Ashworth, Prof Tony David, Prof Matthew Hotopf, Prof Myra 

Hunter, Prof Sabine Landau, Prof  Paul McCrone, Prof Rona Moss-Morris, Dr 
Ranga Rao, Prof Simon Wessely 

 

Psychological Medicine 
Institute of Psychiatry, Psychology and Neuroscience 

Please contact 
us for further 
information 
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physical and mental 
health 
A new frontier for integrated care 
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Triple integration 

Health and 
social care 

Physical 
and mental 
health care 

Hospital 
and out-of-

hospital 
care 



Beyond parity of esteem 

‘As good as’ ‘As part of’ 



Four related issues 
 

› High levels of comorbidity between physical and mental health 
conditions 
 

› Limited support for the wider psychological aspects of physical 
health and illness  
 

› Persistent inequalities in life expectancy among people with 
severe mental illnesses 
 

› Poor management of medically unexplained symptoms 



Mental ill health increases the cost 
of physical health care 

Annual per patient costs with and without depression 
(excluding MH treatment costs) 

 
 

Welch et al 2009 



Mental ill health increases the cost 
of physical health care 
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Mental ill health increases the cost 
of physical health care 

Beacon Health Strategies 2011 

Annual per patient costs with and without mental health 
problems 
 



Significant financial impact across 
the health system 
› Between 12% and 18% of all expenditure on long-term 

conditions in England is linked to poor mental health and 
wellbeing (Naylor et al 2012) 
 

› People with MH problems use significantly more unplanned 
hospital care for physical health needs, including 3.6x higher rate 
of potentially avoidable admissions for ambulatory care-sensitive 
conditions (Dorning et al 2015) 
 

› Medically-unexplained symptoms account for around 15-30% of 
GP appointments and cost around £3 billion each year 
(Bermingham et al 2010) 
 

› Perinatal mental health problems cost the NHS an estimated £1.2 
billion for each annual cohort of births (Bauer et al 2014) 
 
 
 



Multi-morbidity drives system costs 

Very high 
(top 2%) 

High (2% to 
10%) 

Medium (10% to 
50%) 

Low (bottom 50%) 



10 areas where integration is needed 

Prevention / 
public health 

1. Incorporating mental health into public health programmes 
2. Health promotion among people with severe mental illnesses 

General 
practice 

3. Improving management of ‘medically unexplained symptoms’  
4. Strengthening primary care for the physical health needs of people 

with severe mental illnesses 
 

Chronic 
disease 
management 

5. Supporting the mental health of people with long-term conditions  
6. Supporting the mental health and wellbeing of carers 

Hospital care 7. Supporting mental health in acute hospitals 
8. Addressing physical health in mental health inpatient facilities 

 

Community / 
social care 

9. Providing integrated support for perinatal mental health 
10. Supporting the mental health needs of people in residential homes 



Cumbria – pathways for LTCs and 
persistent symptoms 
› Pathway for psychological care for people with LTCs 

› Group interventions plus one-to-one care for complex patients 
› Training and ongoing clinical supervision for medics, nurses and AHPs in basic 

CBT skills for MH First Aid 
› All clinical nurse specialists in cancer teams have completed training  

 

› Persistent symptoms service 
› Aims to improve functioning, reduce medication use and reduce inappropriate 

referral/investigation 
› Community-based, but integrated with secondary care 
› Psychologists; specialist physios; OT; rehabilitation assistants 
› GP training a core part of the programme 

 

› Future plans 
› Persistent symptoms pathway for children 
› Pathway for very frequent attendees in secondary care without psychiatric 

needs 

 



Primary care psychotherapy 
consultation service 

 
› Outreach service provided to GPs throughout City and Hackney. 

MDT of mental health professionals attend practices to help GPs 
manage patients with complex needs. 
 

› Clinical and educational functions 
› direct one-to-one consultations with patients 
› joint consultations with a patient and their GP 
› consultations with GPs or other practice staff 

 
› Outcomes 

› Increased confidence among GPs 
› Significant improvements in mental health and functioning 
› Reduced service use: a third of the costs were offset by savings elsewhere 

 
 



Intermountain Healthcare: Mental 
Health Integration programme 
› Key elements 

› Team-based care with MH professionals embedded in the primary care team – psychiatry, 
psychology, psychiatric nursing & social work 

› Nurse care manager to coordinate medical and social support 
› Stepped care model – overall, 80% of MH care delivered by non-specialists 
› Shared electronic medical records 
› Proactive screening for MH problems among high-risk groups 

 

› Process of change 
› Significant investment in training all staff (GPs, nurses, receptionists) in MH awareness, 

communication skills & shared-decision making 
› Consistent messages from senior leaders: normalising MH as part of everyday health care 

 

› Outcomes 
› Significant reduction in ACS admissions among people accessing MH care 
› Patients with depression 54% less likely to attend ED if part of MH Integration programme 
› Per patient medical costs 48% lower  
› 5-fold return on investment – savings $115 per patient per year; cost $22 per patient per yr 

 
 



Getting the basics right 
 
 

Not about turning 
everyone into ‘experts in 

everything’ 

Willingness to take 
a ‘whole person’ 

perspective 

Good communication 
skills, careful use of 

language 



Questions to consider 
› Is there shared ownership of this agenda across KHP? 
› Do you have support from the senior leadership? 
› What is the implementation plan to put the strategy into 

practice? 
› Can you create a social movement for change in the clinical 

community? 
› Do you have your commissioners on board? 
› Are you taking a population health perspective? 
› How are related workforce development needs going to be 

addressed? 
› What forms of evidence do you need to influence decision-

makers? 
› Are you learning from innovation elsewhere? 
› What other barriers do you need to remove? 

 



Conclusions 
› A compelling case for seeking to support mental and physical 

health in a more integrated way  
 

› Lots of promising examples of local innovation but need to adopt 
a more systematic, strategic approach 
 

› The broader implications for professional education and training 
require further thought 
 

› Need leadership from across the system 



Bringing together 
physical and mental 
health 
A new frontier for integrated care 
 
 
Chris Naylor 
Senior Fellow in Health Policy, The King’s Fund 



Available at:   
www.kingsfund.org.uk   
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Triple integration 

Health and 
social care 

Physical 
and mental 
health care 

Hospital 
and out-of-

hospital 
care 



Beyond parity of esteem 

‘As good as’ ‘As part of’ 



Four related issues 
 

› High levels of comorbidity between physical and mental health 
conditions 
 

› Limited support for the wider psychological aspects of physical 
health and illness  
 

› Persistent inequalities in life expectancy among people with 
severe mental illnesses 
 

› Poor management of medically unexplained symptoms 



Mental ill health increases the cost 
of physical health care 

Annual per patient costs with and without depression 
(excluding MH treatment costs) 

 
 

Welch et al 2009 



Mental ill health increases the cost 
of physical health care 
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Mental ill health increases the cost 
of physical health care 

Beacon Health Strategies 2011 

Annual per patient costs with and without mental health 
problems 
 



Significant financial impact across 
the health system 
› Between 12% and 18% of all expenditure on long-term 

conditions in England is linked to poor mental health and 
wellbeing (Naylor et al 2012) 
 

› People with MH problems use significantly more unplanned 
hospital care for physical health needs, including 3.6x higher rate 
of potentially avoidable admissions for ambulatory care-sensitive 
conditions (Dorning et al 2015) 
 

› Medically-unexplained symptoms account for around 15-30% of 
GP appointments and cost around £3 billion each year 
(Bermingham et al 2010) 
 

› Perinatal mental health problems cost the NHS an estimated £1.2 
billion for each annual cohort of births (Bauer et al 2014) 
 
 
 



Multi-morbidity drives system costs 

Very high 
(top 2%) 

High (2% to 
10%) 

Medium (10% to 
50%) 

Low (bottom 50%) 



10 areas where integration is needed 

Prevention / 
public health 

1. Incorporating mental health into public health programmes 
2. Health promotion among people with severe mental illnesses 

General 
practice 

3. Improving management of ‘medically unexplained symptoms’  
4. Strengthening primary care for the physical health needs of people 

with severe mental illnesses 
 

Chronic 
disease 
management 

5. Supporting the mental health of people with long-term conditions  
6. Supporting the mental health and wellbeing of carers 

Hospital care 7. Supporting mental health in acute hospitals 
8. Addressing physical health in mental health inpatient facilities 

 

Community / 
social care 

9. Providing integrated support for perinatal mental health 
10. Supporting the mental health needs of people in residential homes 



Cumbria – pathways for LTCs and 
persistent symptoms 
› Pathway for psychological care for people with LTCs 

› Group interventions plus one-to-one care for complex patients 
› Training and ongoing clinical supervision for medics, nurses and AHPs in basic 

CBT skills for MH First Aid 
› All clinical nurse specialists in cancer teams have completed training  

 

› Persistent symptoms service 
› Aims to improve functioning, reduce medication use and reduce inappropriate 

referral/investigation 
› Community-based, but integrated with secondary care 
› Psychologists; specialist physios; OT; rehabilitation assistants 
› GP training a core part of the programme 

 

› Future plans 
› Persistent symptoms pathway for children 
› Pathway for very frequent attendees in secondary care without psychiatric 

needs 

 



Primary care psychotherapy 
consultation service 

 
› Outreach service provided to GPs throughout City and Hackney. 

MDT of mental health professionals attend practices to help GPs 
manage patients with complex needs. 
 

› Clinical and educational functions 
› direct one-to-one consultations with patients 
› joint consultations with a patient and their GP 
› consultations with GPs or other practice staff 

 
› Outcomes 

› Increased confidence among GPs 
› Significant improvements in mental health and functioning 
› Reduced service use: a third of the costs were offset by savings elsewhere 

 
 



Intermountain Healthcare: Mental 
Health Integration programme 
› Key elements 

› Team-based care with MH professionals embedded in the primary care team – psychiatry, 
psychology, psychiatric nursing & social work 

› Nurse care manager to coordinate medical and social support 
› Stepped care model – overall, 80% of MH care delivered by non-specialists 
› Shared electronic medical records 
› Proactive screening for MH problems among high-risk groups 

 

› Process of change 
› Significant investment in training all staff (GPs, nurses, receptionists) in MH awareness, 

communication skills & shared-decision making 
› Consistent messages from senior leaders: normalising MH as part of everyday health care 

 

› Outcomes 
› Significant reduction in ACS admissions among people accessing MH care 
› Patients with depression 54% less likely to attend ED if part of MH Integration programme 
› Per patient medical costs 48% lower  
› 5-fold return on investment – savings $115 per patient per year; cost $22 per patient per yr 

 
 



Getting the basics right 
 
 

Not about turning 
everyone into ‘experts in 

everything’ 

Willingness to take 
a ‘whole person’ 

perspective 

Good communication 
skills, careful use of 

language 



Questions to consider 
› Is there shared ownership of this agenda across KHP? 
› Do you have support from the senior leadership? 
› What is the implementation plan to put the strategy into 

practice? 
› Can you create a social movement for change in the clinical 

community? 
› Do you have your commissioners on board? 
› Are you taking a population health perspective? 
› How are related workforce development needs going to be 

addressed? 
› What forms of evidence do you need to influence decision-

makers? 
› Are you learning from innovation elsewhere? 
› What other barriers do you need to remove? 

 



Conclusions 
› A compelling case for seeking to support mental and physical 

health in a more integrated way  
 

› Lots of promising examples of local innovation but need to adopt 
a more systematic, strategic approach 
 

› The broader implications for professional education and training 
require further thought 
 

› Need leadership from across the system 
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