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Health care in the United Kingdom (UK) is divided
between primary care, provided mainly by general prac-
titioners (GPs), and secondary care provided by spe-
cialists. Each GP is currently contracted to provide com-
prehensive 24-hour medical care for approximately
2,000 patients, and more than 95% of the population
are registered with a GP. Most UK GPs receive 100%
of their income from public rather than private insur-
ance.1 The United States (US) has more specialists per
capita than the UK, but the proportion of primary care
physicians is similar. US primary care physicians are,
however, more likely to be in solo practice and to re-
ceive a greater proportion of their income from private
insurance.2 UK GPs also act as gatekeepers to second-
ary care, including private practice, an approach that
managed care organizations in the US have not yet rou-
tinely adopted.1

Serious mental illness (SMI), such as schizophrenia,
bipolar disorder, and recurrent depressive disorder,

affects 3% of the population in the UK.3 The economic
implications and human costs of SMI are considerable.
A review of health care expenditures in the UK found
that 5.4% of the total National Health Service (NHS)
inpatient costs are attributable to schizophrenia.4 People
with SMI also have higher morbidity and mortality rates
than others in the population5 and are often marginalized
and excluded within society.

The closure of asylums (psychiatric hospitals) has
resulted in most people with SMI in the UK living in
the community and being registered with a GP; more
than 30% now receive their health care solely from a
GP.6 However, there is little consensus about the best
way to provide primary health care for this group of
patients.7 The evidence base suggests that although
people with SMI create a signif icant workload for pri-
mary care physicans,8-10 GPs do not generally perceive
themselves as being involved in the mental health care
of these patients.11,12 From the patients’ perspective, im-
portant factors influencing their use of primary care
are lack of information and explanation about their di-
agnosis and treatment;13 perceived imbalance of power
in the doctor-patient relationship, especially around
medication;14 stigmatization;15 and the need for greater
training for primary care health professionals.14
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In the UK, the majority of f irst and subsequent men-
tal health crises are mediated through primary care.16

Despite this, there has been little previous work ad-
dressing patients’  and/or health professionals’  views on
this important aspect of care. The limited evidence base
suggests the existence of unacceptable treatment de-
lays for people presenting with their f irst crisis;17 an
absence of preventive work, since most patients only
come to the attention of the GP at times of crisis;18 and
more than one in three people turned away by health
services when seeking help.19

In this paper, we report the findings on the manage-
ment of acute mental health crises from the dual per-
spective of patients with SMI and primary care health
professionals and reflect on participants’  suggestions
for improving this aspect of care. Ethical approval for
this study was granted by the West Midlands Multi-
Centre Research Ethical Committee.

Methods
Primary Care Trusts (PCTs) are the basic organiza-

tional unit of the NHS in England, each responsible for
delivering health care to between 100,000–300,000
people. Focus groups of between f ive and 12 people
were held in six PCTs across the West Midlands, pur-
posively sampled to reflect differing levels of socio-
economic status, population density, and secondary
mental health care team structures. The participating
PCTs were South Birmingham, Solihull, Cannock,
Coventry, Worcester, and West Bromwich.

Focus groups have been widely used to examine
people’s experience of disease and health services.20

They are also a potentially more enabling setting for
vulnerable patients to express their views than are in-
dividual interviews.21 The dynamic interaction of the
group can also provide insights into attitudes, percep-
tions, and opinions,22 and dissent between participants
can clarify beliefs and reveal underlying assumptions.

Subjects
Patients with SMI (broadly defined to include people

with recurrent severe depression as well as psychosis
such as schizophrenia and bipolar disorder) were re-
cruited from voluntary sector organizations, day hos-
pitals, and patient groups. In each PCT, the largest lo-
cal non-statutory patient group was contacted, and the
methods and rationale of the research were explained.
That group then helped disseminate information about
the study and recruit other patients. All GPs and prac-
tice nurses within each of the PCTs were invited by a
personalized letter from the research team and their PCT
mental health leader to attend a focus group.

Focus Groups
Focus groups were facilitated by two researchers,

lasted 60–90 minutes, and were held in nonclinical set-
tings such as day centers. Separate patient and health

professional focus groups were followed, usually 1 week
later, by a combined subset of the patients and health
professionals who had attended the separate groups and
volunteered to continue participating in the research.
This enabled a more in-depth discussion of ideas that
were relevant and valued by patients and deliverable
by health professionals. No patient was registered at a
participating health professional’s practice.

The topic guide for the focus groups was developed
from a literature review and piloted with patients and
health professionals in Birmingham. Patient pathways
and health care responses were mapped by exploring
perceptions of gold standard care, current issues in re-
ceiving/providing care, and critical incidents23 on pa-
tients’  journeys through the health system from both
patient and health professional perspectives. Combined
groups additionally explored the roles and responsibili-
ties of patients and health care professionals and sought
ideas to improve services. Participants also completed
brief demographic questionnaires.

Data Analysis
Focus groups were audiotaped and fully transcribed.

Transcripts and notes were read and reread indepen-
dently by at least two members of the research team.
The data was then organized into initial codes and higher
codes that provided insight into emergent themes. Re-
liability was enhanced by identifying issues that were
consistent between groups and validated using “sensi-
tive moments”  within group interactions that indicated
diff icult but important issues.21 The computer package
Nvivo was used to manage the data and increase the
transparency of the analysis. Deviant cases were ac-
tively sought throughout the analysis, and emerging
ideas and themes were modif ied in response.24

Results
Eighteen focus groups involvi ng 45 service patients,

39 GPs, and eight practice nurses were held between
May and November 2002 in six PCTs across the Brit-
ish West Midlands (Table 1). All patients had seen their
GP within the past 12 months. Quotations from the fo-
cus groups have been chosen on grounds of represen-
tativeness.

The analysis identif ied a number of themes relevant
to the management of acute crisis, including issues of
process such as access, advocacy, communication, con-
tinuity, and coordination of care both within primary
care and across the interface with secondary care. In
addition, the importance of crisis prevention and issues
associated with the development of a more structured
approach to care emerged from the data.

Issues in the Process of Care
Both patients and health professionals agreed that

care of persons with SMI in a crisis was sometimes
inadequate in primary care. They also described a lack

Relationship of the Process of Primary Care to Health Outcomes
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of professional expertise in caring for these patients.
Continuity of care, once the initial crisis had passed,
was also a frequent concern for both patients and health
professionals; poor continuity of information was a
particular problem. Patients and health professionals,
however, often gave different weight to particular as-
pects of the process of crisis care.

For the majority of patients, a signif icant feature of
crisis management involved diff iculties in timely ac-
cess to primary care services. Most were able to recog-
nize the early warning signs—their “ il lness signa-
ture”—particularly after their first crisis episode. How-
ever, perceived barriers to care at this point included
the care available after hours (weekends and between

6 pm and 8 am weekdays) from pri-
mary care health professionals who
did not know their history and who
sometimes failed to communicate
the need for urgent review to the
usual primary care team. This led
some patients to actively avoid seek-
ing after-hours services and instead
waiting up to 72 hours to contact
their usual primary care team.

Negotiating an urgent appoint-
ment during regular hours, however,
was al so sometimes diff icult. Al-
though some recepti onists were
praised for recognizing the need for
speedy access at times of crisis, oth-
ers were perceived as a barrier. In-
appropriate discussions of the need
for an urgent appointment because
of mental illness in front of other
patients were al so perceived as a
barrier. The effects of the illness
could adversely affect patients’ abil-
ity to be assertive and were con-
founded by the need to be suff i-
ciently coherent to convince the re-
ceptionist that an urgent appoint-
ment was justif ied. Help in access-
ing services from friends, “advo-
cates with clout”  such as local clergy,
family, and other patients, was seen
as a vital part of the process (Table
2).

Crisis response for health profes-
sionals was sometimes affected by
negative stereotypes of people with
SMI as irrational and “playing the
system”  to get an appoi ntment.
Timely access was also an issue for
health professionals but focused
mainly on secondary care mental
health services. Some GPs were able
to facili tate speedy referral  to a

named mental health on-call team, while others faced
a series of time-consuming telephone calls to unknown
health professionals and subsequent delays in response
times. There was also a minority view expressed that it
was inappropriate to involve primary care in times of
crisis as gatekeepers to secondary care and that patients
ought to be able to access secondary care services di-
rectly or be admitted through accident and emergency
departments, a route described by a minority of pa-
tients. Health professionals also stressed difficulties
caused by poor communication between primary and
secondary care at the point of discharge (Table 3).

Table 1

Participant Demographics

                                                                                       GP                          PN                Patient
                                                                                      n=39                    n=8   n=45
Gender

Male 25 (64%) 0 (0%) 21 (47%)
Female 14 (36%) 8 (100%) 24 (53%)

Age range
15–20 0 (0%) 0 (0%) 1 (2%)
20–29 0 (0%) 0 (0%) 7 (16%)
30–39 9 (23%) 2 (26%) 18 (40%)
40–49 19 (49%) 3 (37%) 12 (26%)
50–59 9 (23%) 3 (37%) 6 (14%)
60–70 2 (5%) 0 (0%) 1 (2%)

Diagnosis
Schizophrenia — — — — 15 (33%)
Bipolar depression — — — — 4 (9%)
Depression — — — — 15 (33%)
Dual diagnosis — — — — 3 (7%)
Anxiety — — — — 4 (9%)
Obsessive compulsive disorder — — — — 2 (4%)
Substance abuse — — — — 2 (4%)

Ethnicity (%)
Caucasian 31 (80%) 7 (87%) 37 (82%)
African Caribbean 0 (0%) 0 (0%) 2 (4%)
Asian/Indian 6 (15%) 1 (13%) 2 (4%)
Other 2 (5%) 0 (0%) 4 (9%)

Average duration of illness, years 8.8
range: 1–32

Average number of visits to primary care in the last 12 months 7.2
range: 1–24

Number of patients currently receiving treatment  f rom secondary care 38 (84%)

Number of patients who have had inpatient admissions (ever) 35 (7%)

Number who have had inpatient admissions in the last 2 years 20 (44%)

Number of patients sectioned (ever) 10 (22%)

GP—general practitioner
PN—practice nurse

Percentages are rounded to the nearest whole number.
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The Development of More Structured Primary Care
The development of more structured primary care

systems was suggested by a majority of patients and
health professionals as a potential mechanism for im-
proving the management of crisis (Table 4). Access
might be less confrontational and frightening if  patients
with SMI were identif iable at the reception desk. This
could then enable the receptionist to facilitate an ur-
gent appointment without patients having to explain
their problems when unwell or worry about undergo-
ing a stigmatizing encounter. It would, however, need
to be accompanied by a degree of f lexibility in the sys-
tem to accommodate extra unscheduled appointments.
Systems for following up on patients who missed ap-

pointments were also seen as important by both pa-
tients and health professionals. Although some GPs
described missed appointments as “catch up”  time, oth-
ers agreed with the view expressed by all patients that
nonattendance could herald a crisis and require proac-
tive follow-up.

Many patients and health professionals suggested the
introduction of specif ic care reviews when patients were
well. Most patients were positive about the idea of re-
views, seeing them as demonstrating interest, care, and
concern. They might also provide an opportunity to be
listened to, to discuss treatment options, and to review
and correct anomalies in case notes. Many health pro-
fessionals stressed their value in building relationships

Table 2

Quotes From Focus Groups on the Process of Care:
Patients’  Perspective

JW (male), GP:  “ Continuity would be nice. I  mean, again, I  come from the
era when if  you rang your GP up at 3 o’ clock in the morning, there was a
very good chance that it was somebody who knew you. There is no chance
of that now at all. I t is very dif f icult, I’ m sure, if  you’ ve got a major mental
problem of some sort, and you ran into trouble at 2 o’ clock in the morning,
you’ re going to see a complete stranger.”  (Birmingham)

RB (male), P: “ You have to pick your time. When you have waited all
weekend for Monday morning, it’s very stressful to have to wait for the
8:30 time to pass to get help. You feel like you are holding on for help, but
the goal posts are moving.”  (Worcester)

HP (female), P:  “ The problem with me is that things can move very quickly.
I t can be 24 hours between being perfectly normal and then being kind of
psychotic. And, ideally, then I  would need to be able to get an appointment
quite rapidly to see somebody.”
RL (male), P:  “ Yeah, I ’d agree. Things happen very fast because when I
tumble into being unwell, it can happen in 24 hours.” (Cannock)

SH (male), P:  “ I  think the thing i s, it would be OK, if  you say, l ike, you
went to a diabetic clinic, or an asthma clinic, but say you’ re like in the GP’s
surgery and in front of  the receptionist when there’s people around you
saying, ‘ Oh, I ’ m having psychosis, oh, I ’ m hearing voices! I ’ m seeing things.’
What are the people in surgery going to think? What do they think of you?”
RF (female), P: “ Clear the surgery!” (laughing)
SH (male), P: “ That’s in your local community, they know about i t.”
(Birmingham)

NC (male), P: “ I  think a lot of  [patients]  know themselves quite well and
are quite self  aware. I  think one of the things we touched on last time we
had a meeting was that we articulate ourselves quite well to the person who
we need to speak to when we are in a crisis. And then because we are
articulating ourselves quite well, that is deemed as part of  coping so they
think we are less at risk.”  (Worcester)

M O (female), P: “ I  think if  you are in a situation when you feel desperate
or when you feel suicidal or you are having really dark thoughts, I  think it is
really hard to go and stand there and say ‘ I  need a quick appointment.’ I f
somebody goes and says that they need an emergency appointment, I  do
actually think they should be taken as that and not necessarily, you know,
asked further questions about it.”  (Solihul l)

GP—general practitioner
P—patient

Table 3

Quotes From Focus Groups on the Process of Care:
Health Professionals’ Perspective

M O (female), P:  “ I would like to think that when I  phoned up and spoke to
the receptionist that I  wouldn’ t do it unless I  felt really desperate. I  wouldn’ t
waste your time or the nurse time or the receptionist time if  I  said to them,
‘ This is an emergency.’ ”
RP (male), GP:  “ You have responsibilit ies between each other. You make
sure ‘look I  really am ill this time, I ’ m not going to abuse the system.’ ”
M O (female), P: “ Well that’s right. I  wouldn’ t do that.”
DO (male), GP: “ Well you personally wouldn’ t do that, but many of them
do.”  (Solihull)

CL (female), GP:  “ I  think that what we need is secondary care to be
responsive when we need it. We don’t ask for help very of ten, but when we
do ask for help, we mean now, don’ t we, not af ter the weekend.”
RM  (male), GP: “ Sometimes they have to be standing on a bridge before
we can get help.”  (West Bromwich)

VW (female), GP:  “ I  think if  someone has a mental health emergency, it
takes a long time. You get it when you are on call during the day, and the cry
will come up that they need to be sectioned, and sometimes you will be
there at 10 o’ clock at night, which is irritating.”
AB (male), GP: “ That’s right. You ring up, and there aren’ t any beds in
Bromsgrove so you ring Hereford and then the continuity seems to have
broken down.”
VW (female), GP:  “ And the psychiatric emergency service team was great
in theory. You just phone one number, and a team would be there to assess
the patient. Now they will only see people if  you think they need to be
sectioned, and you can only access them certain hours of the day.”
(Worcester)

CE (female), GP: “ Usually we are not informed when people have been let
out of  hospitals.”
PR (male), P: “ Are you saying that you’ re nothing to do with i t? You are
something to do with i t! ”
BK (female), GP:  “ No, what I’ m saying is that the hospital staff  don’ t ring
through to the doctors’ surgery to say ‘Paul is coming out of  hospital today,
can you arrange for somebody to visit him?’ So we don’ t know that you’re
leaving the hospital.”
RF (female), P: “ That’s the hospitals, though, Paul.”
SH (male), P: “ There’s no communication, is there, at all?”
TH (male), GP:  “ Often we don’ t know that somebody’s come out of
hospital, and sometimes we don’ t know patients have died!” (Birmingham)

GP—general practitioner
P—patient

Relationship of the Process of Primary Care to Health Outcomes
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and trust, enable a “benchmarking”  for comparison
when a patient was becoming unwell, and an opportu-
nity to discuss advance agreements for care during a
crisis.

The development of more structured primary care
systems, particularly follow-up after nonattendance and
care reviews, were also seen by a minority of patients
as an opportunity to engage health professionals in cri-
sis prevention (Table 5). The lack of preventive work
was often contrasted with strategies for managing many
other conditions and emphasized a perceived dichotomy
between the treatment of people with physical prob-
lems and those with mental health problems. Preven-
tive strategies included empowering patients to under-
stand more about their illness and the discussion of ill-
ness signatures at care reviews.

Issues Raised By More Structured Primary Care
Although many patients and health professionals saw

the development of more structured primary care sys-
tems as demonstrating care and concern that could

influence the management of crisis at a number of dif-
ferent levels, the extent and potential consequences of
this solution also created complex ethical and pragmatic
challenges (Table 6).

Table 4

Quotes From Focus Groups on the Importance
of Structured Care

M O (female), P: “ So the system I don’ t know. Perhaps the receptionist
could have access to your, not your full f ile, but into your f ile, and say ‘This
lady does have a history of  mental illness, and maybe she should be seen in
the next couple of days rather than . . .’ ”
RP (male), GP: “ An alarm system?”
M O (female), P: “ Yes, an alarm system, that’s right. So that they’ll say
‘ We’ll f it her in’ rather than saying ‘You’ ll have to wait a week or two.’ In
that week or two, by the time that week or two comes up, I ’ ll either have
gotten worse or I  won’t go.”  (Solihull)

M M  (female), P: “ I think the issue of follow-up is very good because I
think that’s one of the main reasons why I  deteriorated, because I  think it
must have been about four or five occasions I actually made appointments,
and when it came to actually going, I  couldn’ t go. So, there were four or
f ive appointments that were missed, and if  my GP had picked it up, he
might have thought ‘ Well, she’s made an appointment, why hasn’ t she turned
up on so many occasions?’ Not necessarily the GP, but somebody could
have come out to visit us, you know, to f ind out. Because with me, that
would have caught it in the bud.”  (Birmingham)

JD (female), P: “ You know that checking-in process, for me sounds l ike
you’ re being cared for. I  think that would be a good thing.”  (Coventry)

RF (female), P:  “But even if  they just say, ‘ Yes, I  understand what depression
is, you know, and we’ll try a few dif ferent tablets on you,’ you’ d feel that
would calm you, because you’d feel at least somebody wanted to listen to
your madness.”  (Birmingham)

SG (male), GP: “ I think it is essential you see someone when they are well,
particularly people with schizophrenia. I f you know what their best state is,
then you can benchmark them. I f you only ever see people when they are in
crisis, it gives you a false impression.”  (Solihull)

GP—general practitioner
P—patient

Table 5

Quotes From Focus Groups
on the Importance of Prevention

NC (female), P: “ I  was just going to say like when you go to your GP and
there’s like one in three people or something who have cancer, they say it’s
best to like catch it early, so you can cure it, but with mental health it feels
like you have to get really ill to get any help. They don’t want to nip it in the
bud before you reach hospi tal isat i on, they  wai t  for you to reach
hospitalisation before they start the treatment.”  (Solihull)

HP (female), P:  “ I  think one thing that would be useful for both primary
and secondary care to do is to equip people who have mental heal th problems
with knowledge about their mental health problem. As a doctor you have a
sort of  perspective of that kind of knowledge about how the illness might
progress or whatever which as the person who suffers from it you don’t
always have, and I think having that helps you to decide what needs to be
done. And I  think being in a position where you can make decisions rather
than the doctor making it for you is actually quite helpful. So I  think by
educating people, which isn’ t of ten done, I  think that’s a tool to help keep
people well.”  (Cannock)

P—patient

Table 6

Quotes From Focus Groups on Problems
Created by More Structured Care

I W (mal e), GP:  “ Schi zophreni cs aren’ t  very  good at at tendi ng
appointments.”  (West Bromwich)

RM  (male), GP: “ May be we could ring them . . . but we have the excuse
that we are too busy so we don’t do it.”  (West Bromwich)

SB (female), GP: “ I  think it would depend (advance directives) maybe
slightl y irrationally on how well I  knew that person.  So I  think it would be
a great thing for people to do, but I  guess the most useful thing would be for
those directions to be discussed with you so that you are really quite clear
yourself  as a GP that you understand what that person is meaning. Then I
think it would be a great thing to have in the notes.”  (Cannock)

RB (male), P:  “ There is a danger that you concentrate on people on a list
so it’s going to be accurate, so you ignore people off the list. I f  you get the
list right, everyone would agree to be on it then maybe okay but i t’s going to
change all the time so it’s just not possible that a list wil l be accurate. In a
way it’s almost a black list.”  (Worcester)

TL (male), P: “ I  have a slight reservation about this you know. I  think one
time in my career I could have gone in with two broken legs, and it would
have been due to depression.”
NR (female), P:  “ You’ re saying if  you go i n with one problem, they will
put it down to ‘oh well it’s just a mental health thing,’ and they will put
everything down to that so you won’t be able to move on after that.” (Solihull)

GP—general practitioner
P—patient
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Health professionals’  concerns included the time re-
quired to provide dedicated care reviews and patients’
ability to effectively use them, the latter argument in-
f luenced by stereotypes of patients as chaotic and un-
reliable. Many patients, however, were worried about
the accuracy of lists of people with SMI required to
both aid access and set up structured care systems. How
would transparent mechanisms for both joining and
leaving such a list be developed? The specter of indefi-
nite registration was raised and perceived by one pa-
tient as affecting his hope for recovery. A list could
also increase the risk that physical health problems were
labeled as manifestations of their mental state. Patients
requesting case reviews in new practices where sys-
tems did not exist might also be label ed as trouble-
makers.

Limitations
Management of acute mental health crises is a com-

plex area of primary health care. This study found sig-
nif icant areas of commonality but also highlighted how
differing perspectives led to patients and health pro-
fessionals giving different weight to distinct aspects of
care. Timely access to services is a complicated and
crucial feature of care in a crisis, with patients identi-
fying barriers at the level of primary care and health
professionals at the interface with secondary care. “Psy-
chological access,”  which recognizes that patients may
lack assertiveness and communication skills necessary
to understand and navigate the system,26 also appears
to be a key issue for patients and resonates with the
wider literature on continuity of care.27,28

Although all GPs and practice nurses within the six
PCTs were invited to participate, only a small minority
responded to the invitation. Just eight practice nurses
attended the groups, and few voiced their opinions dur-
ing the sessions, which may reflect their employee sta-
tus, and also appeared to reinforce a perceived lack of
involvement in and training relevant to the care of
people with SMI. However, comparisons with UK na-
tional statistics suggest that the age range, gender, and
ethnicity of the GPs were representative of GPs across
England and Wales.25

Patients were also self-selected. However, partici-
pants included patients of all ages and with a wide range
of self-perceived diagnoses of SMI. Professional/pa-
tient hierarchies may have theoretically limited or al-
tered the contributions of participants in the combined
groups. The existence of both supportive and argumen-
tative dynamics between participants (Table 3) and the
consi stency of individual views expressed in single and
subsequent combined groups suggest this was not a
signif icant issue in practice.

Conclusions
Developing a more structured system may help the

process of managing acute mental health crises. The
feasibility of rapidly identifying patients with SMI has
already been demonstrated.11 The development of SMI
registers has been strongly encouraged in recent UK
guidelines29 and is one of the f ive suggested mental
health quality indicators in the new General Medical
Services GP contract.30 This study suggests, however,
that in terms of crisis management, structured assess-
ments should concentrate less on delivering physical
assessments consistent with a chronic disease model
of care31 and instead provide support for patients in
making sense of their illness, help health professionals
develop relationships with patients when they are well,
and for all parties to discuss health prevention strate-
gies and agree on care during a crisis in advance.

However, the benefits of structured care need to be
balanced by recognition that such systems potentially
“ghettoize”  people with SMI and limit their ability to
be perceived as individuals with both physical and
mental health needs. Surveillance systems designed to
anticipate and prevent relapse may promote a sense of
control rather than care and potentially undermine pa-
tients’ hopes for recovery. Ensuring that structured sys-
tems work in practice will also require considerable
flexibility from health professionals and the wider pri-
mary health care team both in terms of responding more
quickly to patients’  needs in a crisis and accepting pa-
tients as rational and capable partners in care.
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