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Final report: improving physical health care across the trust 

 

Purpose 

This paper summarises work undertaken in the area of improving physical health care. The paper 

covers the main national recommendations, local barriers to improvement, and recommendations 

for improving care in this area. 

 

 

Background 

National drivers promoting physical health monitoring and health promotion include: Psychosis and 

Schizophrenia in Adults: Treatment and Management (NICE, 2014), the National Schizophrenia 

Audit, and the national mental health CQUIN for 2014/15 and 2015/2016. 

 

NICE proposes two main groupings of recommendations: 

1. The Annual Physical Health Check for service-users who have been in contact with mental 

health services for 12 months. Primary care is responsible for discussing relevant health 

promotion, sharing results with named carer and care coordinator, and arranging follow-on 

appointments. Mental health services are responsible for recording the results and 

supporting service-users to attend their health check, if necessary. If a service-user has not 

had their check, this should be picked up during preparation for CPA review, with 

responsibility to then arrange baseline checks.  

 

2. Baseline and follow-on monitoring of physical health indicators for service-users either 

starting on anti-psychotic medications, starting on a new anti-psychotic medication or being 

admitted to inpatient services. Mental health services to monitor physical health and 

medication side effects for first year, or until the person’s condition has stabilised, 

whichever is longer. Intervention decisions can be guided by Lester 2014 (Shiers, Rafi, 

Cooper et al, 2014), or local templates.  

 

Issues:  

Local barriers to improving physical health care 

Following review of published research studies and feedback from staff and service-users, 32 

barriers to improving physical health care have been identified, grouped under the following 

headings:  

1. Knowledge (e.g., lack of knowledge of recommendations and roles and responsibilities) 

2. Skills (e.g., lack of physical health care skills; difficulty raising the topic of physical health) 

3. Beliefs about consequences (e.g., perception that service-users won’t take advice) 

4. Beliefs about capabilities (e.g., lack of confidence in providing physical health care) 
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5. Environmental context and resources (e.g., poor communication with primary care; IT 

issues) 

6. Social influences (e.g., low staff expectations for service-users’ physical health) 

7. Social/professional role and identity (e.g., perception that it is up to the service-user) 

8. Emotion (e.g., Service-users’ fear/anxiety regarding certain tests) 

 

Trust activities to improve physical health care 

Comparing current and planned trust activities aimed at improving physical health care to those 

strategies recommended in the behaviour change literature, it is likely that the trust activities may 

go some way towards tackling barriers relating to skills, environment context and resources, social 

influences and staff beliefs about capabilities. However, they are unlikely to tackle challenges 

relating to social/professional role and staff beliefs about consequences of providing physical health 

care. In addition, they may only tackle some of the issues, and may only apply in certain services.  

 

Recommendations to improve physical health 

1. To optimise current trust activities 

2. To address anticipated gaps 

 

Recommendations to optimise current trust activities 

1. Support physical health clinic pilot (West locality, for 1 year)  

 Ensure routine data recording is built in from the start to enable evaluation. Should 

cover not only screening, but also interventions offered and received, with 

exceptions recorded (i.e., DNA).  

 An individual with appropriate skills needs to be allocated to lead the evaluation: 

important to test effectiveness of the clinic, highlight any areas for improvement 

and either secure further funding if effective, or inform future plans if not  

 Ensure training of staff running the clinic, and recommended tests and interventions 

offered are clearly specified, mirroring those promoted in psychosis ICP  

 

Research studies (Eldridge et al, 2011, Osborn et al, 2010, Smith et al, 2007) provide mixed findings 

regarding effectiveness of physical health clinics, with screening not necessarily leading to 

appropriate interventions, continued poor communication with primary care and ‘admin burden’, 

and service-user engagement. Therefore, the following recommendation is also made: 

 Provide as many of the interventions in-house as feasible. This should reduce the 

number of service-users who become ‘lost to follow-up’ when referred onwards for 

interventions (such as lifestyle advice, etc.) 
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2. Review proposal for clinical skills training unit (lead by Salli Midgley) once it has been 

worked up with LTHT and LCH for joint training. If it does go ahead, try and ensure that it 

provides training AND education, and covers both screening AND interventions. Target 

groups = inpatient and community staff and service-users, including those on CPA and 

standard care. 

 Providing education alongside clinical skills training will help tackle barriers relating 

to staff knowledge, beliefs about consequences of providing physical health care and 

social/professional role.  

 Ensure cover intervention as well as screening skills and knowledge: e.g., brief 

advice, motivational interviewing. 

 

 

3. Ensure standards in the ICPs tally with other local guidance and are specified in a concrete 

way (who, what, when and where), making it clearer for staff. Target groups = community 

and inpatient staff and service-users, including those on CPA and standard care. 

 

 

4. Inpatient admissions guidance. Target groups= inpatient staff and service-users 

 Review and ensure tallies with other guidance.  

 Decide whether to implement this or whether to implement the template developed 

by Bradford District Care Trust which is to be used in the pilot physical health clinic 

 Allocated lead will be needed to introduce any template into routine practice  

 Template will need to be embedded in PARIS 

 

Recommendations to address anticipated gaps 

Current trust activities, if well designed and coordinated, should address some of the barriers to 

improving physical health. However, a number of challenges will remain: communication of results 

with primary care, informatics (poor monitoring systems, lack of single place to record 

actions/results, lack of built-in alerts, only partial access to primary care records), barriers from 

service-users’ perspective (lack of understanding/insight, negative perception of way will be treated 

in primary care, perception that needs won’t be taken seriously, etc), and barriers unique to learning 

disabilities service (e.g., accessibility of information). The following recommendations are also made:  

 

1. Allocated lead/champion is desirable, to check consistency of recommendations/standards 

across different strategies, build in evaluations, and ensure coordinated timing of delivery to 

optimise impact. Without, strategies will continue to be rolled out in an uncoordinated way. 

 

2. Informatics: there needs to be an agreed single place to record physical health care using a 

single template for easier recording and monitoring. This needs to be promoted across the 

trust, including via: the ICP, the physical health pilot clinic, inpatient guidance and any 

training provided. Template options include the locally developed inpatient template, the 
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Bradford District Care Trust template which has been adapted for use in the pilot physical 

health clinic, plus the Health Improvement Profile and the Rethink template.  

 

 

3. IF the clinical skills training proposal is unsuccessful, strategies will be needed to tackle 

barriers relating to staff knowledge of physical health care recommendations, perceptions of 

the consequences of providing physical health care, and clarifying and agreeing 

social/professional role. The Yorkshire and Humber Academic Health Science Network are 

working in collaboration with the Improvement Academy to develop a training package for 

health professionals in the region, focussed on highlighting the benefits of providing physical 

health care. Additional options include: educational workshop; tailored educational leaflet; 

audit and feedback; local opinion leaders/champions. 

 

4. Need to increase service-users’ knowledge of physical health issues, address anxieties 

associated with physical health care appointments/interventions, and address pragmatic 

barriers to their accessing care (lack of advocate/social support; accessibility of information). 

Techniques could include: ‘communication before consultation’ (written information or face 

to face meeting to equip SU with skills/prompts to facilitate their CPA review/Annual Health 

Check: e.g., a patient held record); accessible written information; motivational interviewing  

 

 

5. Needs specific to LD services to be addressed: ensure that ‘Easy on the I’ information 

developed by John Burley’s team regarding annual health check is promoted; ensure 

information provided to carers.  Potential to evaluate ‘Care Navigator’ model used for 

seconded LD roles into primary care: there is some evidence to support effectiveness of this 

type of approach upon service-user engagement with primary care: Druss et al (2010) and 

Griswold et al (2010). 

 

 

6. An audit of trust equipment for physical health screening would be desirable to ensure 

teams/services have access to the necessary equipment 

 

Andria Hanbury- Associate for Evidence-Based Improvement- September 2015
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