Fife Mental Health & Wellbeing Primary Care Services: Direction of Travel


Introduction

This summary paper outlines the direction of travel for the development and delivery of mental health and wellbeing in primary care services (MHWPC services).  It draws from Scottish Government reports and planning guidance geared to the re-mobilisation, recovery and re-design of mental health services in the context of the COVID-19 pandemic, and describes the key principles on which mental health services in primary and community care settings should be designed.  The purpose of this summary paper is as an aide to discussion on the design and delivery of MHWPC services in Fife.

Background

The Scottish Government Mobilisation and Recovery Group (MRG) was established to support ‘Re-mobilise, Recover, Re-design: the Framework for NHS Scotland’.[footnoteRef:1] Its aim is to ensure key expert, stakeholder and system-wide input into decisions on resuming and supporting healthcare service provision, in the context of the COVID-19 pandemic. The MRG sub-group on Primary and Community Care highlighted the provision of mental health support as a key issue for primary and community services, supporting the parity of esteem between mental and physical health, as we emerge from the Covid-19 pandemic. In response to this, the Short Life Working Group (SLWG) for Mental Health in Primary Care was commissioned to consider how mental health and wellbeing in primary and community care could be delivered better.  Its report sets out the principles which should underpin mental health service delivery in primary and community care settings.[footnoteRef:2]  Subsequent Scottish Government ‘Planning Guidance for Mental Health and Wellbeing in Primary Care Services’ [footnoteRef:3] builds on these principles by setting out components which should be considered in the design and delivery of MHWPC services. [1:  https://www.gov.scot/publications/re-mobilise-recover-re-design-framework-nhs-scotland/]  [2:  https://hscscotland.scot/couch/uploads/file/resources/report-test/mhpc-slwg-2021-01-27-final-report.pdf]  [3:  Scottish Government, Planning Guidance for Mental Health & Wellbeing in Primary Care Services
] 


Definitions

Mental health in primary care

In the context of the MRG report, “mental health in primary care” refers to a community-based response to the following issues: 

· Stress and distress, including the outcome of socio-economic pressures and the consequences of complex trauma and adversity;

· Emotional and relational difficulties;

· Anxiety and depression;

· Wellbeing; and

· Mental illness


Primary care

The term ‘primary care’ can be interpreted in different ways by different services and sectors.  The widely accepted interpretation is the local provision of expert generalist skills and interventions (normally provided by general medical practitioners and the primary care team) to a local population.  Within mental health services, ‘primary care’ is used to describe a specific level of intervention provided by expert mental health practitioners in any care setting.  In the context of the direction of travel outlined, primary care refers to the level of intervention provided by expert multi-disciplinary and multi-agency practitioners in any care setting including, and not restricted to, GP premises.

Service delivery principles

‘Re-mobilise, Recover, Re-design: the Framework for NHS Scotland’1

The principles for ‘safe and effective mobilisation’ set out in the MRG framework are summarised as follows:

· Achieving greater integration - Building on the important connections and interdependencies between different parts of the health and social care system and with other parts of society;

· Quality, values and experience – Understanding what people most value and building a safe, sustainable, high quality health and social care support system rooted in individual and staff wellbeing;

· Services close to people’s home – Continuing to support the move to more care being provided in the community and closer to home;

· Improved population health – Putting in place services, environments and wider approaches that support people to live healthy lives;

· Services that promote equality – Focusing on how best to support those that are most vulnerable (socially and clinically) in our society; and

· Sustainability – Designing a new sustainable system, focused on reducing inequality and improving health and wellbeing outcomes, and sustainable communities.

‘Report of the Short Life Working Group for Mental Health in Primary Care’2

The ten underpinning principles for service delivery for mental health in primary and community care, and to which MHWPC Services must align and report on, are given in full as follows:

1. All parts of the system should enable support and care that is person-centred, looking to access the most appropriate information, intervention and support in partnership with the individual through shared decision making.  Trauma informed practice will be the norm.  Wherever a person is in touch with the system, they will be listened to and helped to reach the most appropriate place for them – there is no wrong door;

2. Primary care mental health services should have no age or condition/care group boundaries, and meet the needs of all equalities groups;

3. Local systems will positively seek to address health inequalities, proactively engaging those that are less likely to access support;

4. Digital approaches to self and supported management of distress and mental health conditions will be an integral part of the service, with the caveat that those who are digitally excluded need to be engaged positively in different ways;

5. Where support can be accessed to help an individual with the primary care setting in their own local area, this should be the default.  If referral to specialist services is required, then this should be straightforward and timely;

6. People presenting in the out-of-hours period should have access to the full range of options available in-hours, accepting some options may not be available immediately;

7. The primary care mental health services linked to a group of practices or a locality to serve a population needs to be developed and resourced to provide appropriate levels of mental health assessment, treatment and support within that primary care setting;

8. Staffing levels within primary care mental health services will be subject to, and compliant with, safe staffing legislation;

9. Evidence based psychological therapies need to be offered, with appropriate supervision and stepping up seamlessly to secondary care mental health services where appropriate;

10. The use of screening and clinical measures pre and post intervention is encouraged, as this can indicate efficacy of intervention as well as assist with triage to ensure people are seen in the right service as quickly as possible.


‘Planning Guidance for Mental Health and Wellbeing in Primary Care Services’3 

The Scottish Government planning guidance comprises 59 points which should be used to support the formation and implementation of MHWPC service models, with the expectation that services will be developed incrementally by Spring 2026.  The guidance is not intended to define how MHWPC services should be constituted, but builds on the ten principles set out in the SLWG report.  The components are fully described in the guidance attached.  Those relating to service design and delivery are summarised below:

· Improving mental health and wellbeing in primary care services – MHWPC services should be established within a locality, part of a locality or cluster, and be provided by a multi-agency team providing assessment, advice, support and treatment for people who have mental health, distress or wellbeing needs.  Every MHWPC service should provide access to a link worker to support wellbeing.  The service should work closely with and/or be part of the wider community team, engaging with the wider assets of the community, health and social work staff and with other agencies as appropriate.  There should be named members that work closely with each GP practice to provide continuity and optimise relationships.  Access to the service should be based on self-directed care, including self-referral.  Timely support and treatment should be provided, with expert GP advice/leadership where needed.  Where more specialist input is required, the community mental health team or secondary care mental health services should be accessed seamlessly and in partnership with the practice primary care team.  MHWPC services should be delivered by a multi-disciplinary workforce trained in mental health, accessing link worker supports and relevant health and social care expertise.  The MHWPC service will not only support the most complex cases, but will provide effective triage and the right level of support quickly.  This includes early intervention and prevention to a range of services and supports, including community assets.  The MHWPC service should continue to build on collaborations and interdependencies with multiple partners and use digital technology to deliver services.

· Embedded, Aligned or Hybrid model – There are three options available for implementing MHWPC services: 1) Aligning the MHWPC service to a cluster, would mean teams are employed/contracted by the relevant NHS Board. Service Level Agreements for some services could preserve line management and clinical governance for these groups.  This model would allow existing limited resources to be distributed where needed, while striving to expand mental health capacity and promote close working relationships with practice staff; 2) Embedding the MHWPC service within general practice settings would mean resources are dedicated to that practice for patient care.  The GP practice is a place that patients know and trust and workforce would be based there for a number of days/sessions per week; 3)  A hybrid model would include elements of the embedding and alignment models.  This could allow flexibility based on population need, rurality and resource.  Staff who are aligned with a cluster could complement staff who are embedded in a GP practice.  Whichever model is chosen will depend on local needs and existing structures of service provision, but will ease access for patients, including ‘stepping up’ to other primary and secondary care and mental health/psychology services.

· Access – Individuals should be able to access their MHWPC service without the need for a referral from a GP or other professional.  Access will normally be through GP appointment systems.  MHWPC services will provide mental health assessment, support and treatment across all demographics rather than targeted groups.

· Digital and self-help - Digital approaches to self and supported management of distress and mental health conditions should be an integral part of the service. Those who are digitally excluded, for any reason, should be engaged positively in alternative ways.

· Urgent care -  Pathways should be easy to access, quick and responsive at the earliest possible point.  Individuals should be guided to the right intervention, support or treatment quickly at whichever point/time they access the system.   The MHWPC Service should work with the Out of Hours GP/Primary Care Service and Flow Navigation function (established in each Board to provide access to a Mental Health Competent Decision Maker) to facilitate the ability to make appointments with the team, where appropriate for that individual.

Examples of MHWPC service models

Primary care mental health models in Scotland[footnoteRef:4]  [4:  Scottish Government, Primary Care Mental Health Models in Scotland  
] 


There are many examples of primary care mental health models in Fife and in Scotland.  Some of these are described in the Scottish Government report, ‘Primary Care Mental Health Models in Scotland’4.  The aim is to provide an understanding of current mental health service provision in primary care settings and where there are potential gaps, and help inform recommendations on how services can be improved.  The models described in the report include the following:

· Patient assessment and liaison mental health service (PALMS) – NHS Tayside
· Occupational therapy (OT) in primary care – NHS Lanarkshire
· Craigmillar medical group mental health model – NHS Lothian
· Accessible depression and anxiety psychological therapies (ADAPT) – NHS Grampian & Lanarkshire
· Primary care mental health service (PCMH) – NHS Dumfries & Galloway
· Compassionate distress response service – NHS Greater Glasgow & Clyde
· The Jigsaw Project – NHS Greater Glasgow & Clyde
· The Govan SHIP Project – NHS Greater Glasgow & Clyde
· The national digital wellbeing hub – NHS Tayside

The success factors that are common across the models cited are summarised as follows:

· Regular reflective practice
· Integration with digital mental health and wellbeing resources
· Many are GP practice based and use the wider multidisciplinary team
· Skilled assessment at the point of presentation improves patient experience
· Continuity and joined up services
· Some highlight benefits to a no referral or discharge system
· AHP ‘request for assistance’ model promotes shared responsibility and decision making
· Training, standardised operational procedures and feedback opportunities
· The models highlight the benefits of cluster working

Primary care mental health models in Fife

Fife already has in place many services that align with the components described in the Scottish Government reports.  These include the following:

· Fife Psychology Service delivery of psychological interventions and therapy for primary care and secondary care services, including practice based delivery
· Fife Community Mental Health Teams (including adult mental health and older adults psychology services)
· Mental health triage nurses based in GP practices
· Digital mental health supports via Access Therapies Fife[footnoteRef:5] and Moodcafe[footnoteRef:6] [5:  https://www.accesstherapiesfife.scot.nhs.uk/]  [6:  https://www.moodcafe.co.uk/] 

· Local area coordinators and community connectors
· The Wells[footnoteRef:7] [7:  https://www.fifehealthandsocialcare.org/your-community/the-well] 

· Third sector partnerships such as the Link Living Better than Well service[footnoteRef:8]; Sam’s cafe[footnoteRef:9]; SafeSpaces[footnoteRef:10], Fife Rape and Sexual Abuse Centre (FRASAC)[footnoteRef:11], Women’s Aid[footnoteRef:12], Penumbra[footnoteRef:13], Fife Employment Access Trust (FEAT)[footnoteRef:14], and Fife One Stop Shop[footnoteRef:15] [8:  https://www.linkliving.org.uk/our-support/our-services/fife-better-than-well/#:~:text=The%20service%20is%20delivered%20via,negatively%20affected%20by%20childhood%20trauma.]  [9:  https://www.samh.org.uk/about-us/our-work/sams-cafe]  [10:  https://www.safespaces.co.uk/]  [11:  https://www.frasac.org.uk/]  [12:  https://www.womensaid.org.uk/]  [13:  http://www.penumbra.org.uk/service-locations/east-area-services/fife/]  [14:  https://fifeemploymentaccesstrust.com/]  [15:  https://www.scottishautism.org/services-support/family-support/fife-one-stop-shop
] 

· Families counselling services via Our Minds Matter and community-based parenting programmes.

Different primary care mental health delivery models have been evaluated in Fife (such as, the All Round Care service; Inverkeithing Medical Practice Mental Health Team). Similarly, community-based approaches relevant to mental health and wellbeing (e.g. Delivering Differently) have been established.


Integrated system to support mental health and wellbeing

The MRG report sets out a model for an integrated mental health system incorporating primary and community care in the diagram below:

[image: ]Conclusion

Scottish Government reports and planning guidance describe the principles on which mental health services in primary and community care settings should be designed and delivered and are summarised in this report.  The key themes underpinning these can be summarised as follows:

· Patient centred;
· Safe;
· Effective;
· Timely;
· Efficient; 
· Equitable;
· Accessible;
· Coordinated; 
· Multi-disciplinary/agency
· Relational; and
· Sustainable


DR FRANCES BATY
Director, Fife Psychology Service
January 2022
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Introduction 
 
1. This guidance should be used to support the formation and implementation of the 


Mental Health and Wellbeing in Primary Care (MHWPC) Service model as 
proposed in the Mental Health in Primary Care Short-Life Working Group Report. 
It is intended to guide the establishment of local planning groups, the 
development of their plans and implementation of the service.  


 
2. This guidance should be used in conjunction with: 


 The MHWPC service Local Planning Template at Annex A;  


 resources to support implementation currently under development, to be 
published: March/April 2022 [Annex B];  


 Mental Health in Primary Care Short-Life Working Group report at Annex C;  


 examples of good practice used to inform the Mental Health in Primary Care 
Short-Life Working Group report at Annex D; and 


 Outcomes and Measures currently under development, to be published: 
March/April 2022 [Annex E]. 
 


Mental Health and Wellbeing in Primary Care Services 
 
Improving Mental Health and Wellbeing in Primary Care Services 
 
3. MHWPC Services should be established within an area served by a group of GP 


practices (this could be a locality, part of a locality or a cluster area). This 
guidance does not define how the MHWPC Service should be constituted; 
however, there should be a multi-agency team providing assessment, advice, 
support and some levels of treatment for people who have mental health, distress 
or wellbeing needs. The MHWPC Service could include Occupational Therapists, 
Mental Health Nurses, Psychologists, Enhanced Practitioners, Peer Support 
Workers as well as linking to others such as those providing financial advice, 
exercise coaches, family support networks. Every MHWPC Service should 
ensure that it provides access to a link worker to support wellbeing.  


 
Defining the Link Worker function: 
 


 Every GP Practice must have access to a Community Link Worker who, 
through their role, will support mental wellbeing. This may be a Community 
Link Worker who is supporting more than one GP Practice; and 


 other members of the MHWPC Service should be encouraged to contribute to 
the link worker function by referring/signposting to wider community services, 
as appropriate. 


 
4. The MHWPC Service would provide assessment and support to the individual to 


access appropriate levels of advice, community engagement, treatment or care – 
some of which would be delivered within the Primary Care setting, depending on 
the skills and capacity of the team. 


 
5. The MHWPC Service would work closely with and / or be part of the wider 


community team in that area, engaging with the wider assets of the community, 
health and social work staff and with other agencies as appropriate. 
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6. Although the MHWPC Service would be aligned to a group of GP practices, there 


should be named members that work closely with each individual practice to 
provide continuity and allow the development of effective clinical or 
multidisciplinary team relationships. 


 
7. Practice systems should allow patients to be directed to an appointment with the 


appropriate members of the MHWPC Service based on self-directed care, 
including self-referral. This option should be publicised and communicated to the 
practice population.  


 
8. The MHWPC Service would provide timely support and treatment for people in 


that setting with the GP providing clinical leadership and expert general medical 
advice where needed. Where more specialist input is required the resources of 
Community Mental Health Team or other appropriate secondary care Mental 
Health service would be accessed in partnership with the wider Practice Primary 
Care team, where appropriate (e.g. shared care around medication). 


 
9. The MHWPC Service should have members that are trained in mental health and 


may be drawn from mental health nursing, clinical psychology or AHP disciplines. 
It should also provide access to link worker support to the GP practices it serves. 
The team should also have members or close links with other staff with relevant 
expertise and experience e.g. addiction services, health visitors, health 
improvement staff and financial inclusion teams.  


 
10. It is not expected that the MHWPC Service will only be involved in the most 


complex of cases, rather they will be a resource that facilitates improved 
communication, effective triage and provides the right level of support quickly. 
This would include early intervention and prevention, to a range of people, 
including access to community assets such as support groups, social activities 
and exercise. 


 
11. Services had to quickly adapt in light of the Covid-19 pandemic and many of the 


changes have resulted in significant benefit for both patient experience and 
service capacity and quality. The MHWPC Service should continue to realise 
these benefits, for example, through collaboration with multiple partners, 
improved communication and the use of digital technology to deliver services.  


 
Embedded, Aligned or Hybrid Model 
 
12. There are three options available for implementing an MHWPC Service to serve 


a practice or group of practices; aligning, embedding or hybrid model.    
 
13. Aligning the MHWPC Service to a cluster or group of GP Practices would mean 


teams are employed or contracted by the relevant Health Board. Service Level 
Agreements could be considered with professional groups to deliver some of the 
services which would preserve line management and clinical governance of these 
groups. 
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14. We recognise there can be large variances in practice list sizes, therefore by 
aligning services to a cluster; resource can be spread and distributed where 
needed. Given workforce limitations, this would make best use of existing 
resource, while striving to expand mental health capacity. 


 
15. Aligned services may be seen as “distant” and potentially difficult to contact, 


therefore it is imperative that work is carried out to communicate and promote the 
MHWPC service and to develop close working relationships with practice staff.  


 
16. Embedding the MHWPC Service within General Practice settings may mean 


they are employed or contracted by the Practice and are dedicated to that 
Practice for patient care. This model has been traditionally used where there is 
specific and significant ongoing need in a particular areas that requires dedicated 
full-time resource.  


 
17. In some areas, particularly with levels of high deprivation, it has been found 


patients will not attend services out with their GP practice premises, particularly 
when related to mental health. The GP Practice is a place that patients know and 
trust, if implementing an aligned model, consideration should be given to having 
staff employed by the Health Board but basing them within a practice for a 
number of day/sessions per week. It will also be important to consider resource 
allocation for health centres with more than one GP Practice in the same building. 


 
18. Using a hybrid model to implement the MHWPC Service will include elements of 


both the embedding and alignment models. This could allow flexibility based on 
population need, rurality and resource. For example, a MHWPC Service aligned 
with a GP cluster with psychology, OT and various other workers aligned, could 
complement a mental health worker embedded in a GP Practice.  


 
19. The model that is implemented will depend on the needs of each local area, 


including but not limited to; geographic area, population size, additional 
demographic factors and local need. It is expected that the model used will also 
be driven by existing structures of service provision and will enable ease of 
access for patients, as well as ease of “stepping up” to other services in primary 
and secondary care and mental health/psychology services. It should be noted 
that in line with other policies and the GP Contract Memorandum of 
Understanding, additional workers are increasingly being employed by Heath 
Boards.  


 
Access 
 
20. Individuals should be able to access their MHWPC Service without the need for a 


referral from a GP or other medical professional. Individuals will normally access 
their MHWPC service through their General Practice appointment system. All 
members of the Primary Care team should be able to arrange appointments with 
the MHWPC Service for patients when deemed appropriate.   


 
21. MHWPC Services will provide mental health support, treatment and assessment 


across all demographics rather than targeted groups, for example, there will be 
no lower or upper age limit to the service.    
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Digital and Self-Help 
 
22. MHWPC Services should make use of appropriate digital approaches to self-help 


and supported management to complement the provision of the service and 
make it more accessible.  


 
23. Digital approaches to self and supported management of distress and mental 


health conditions should be an integral part of the service. Those who are digitally 
excluded, for any reason, should be engaged positively in alternative ways.  


 
24. There are a number of online and digital resources available nationally to support 


the MHWPC Service, these are detailed in the resources to support 
implementation.  


 
Urgent Care  
 
25. People who require urgent mental health care should find pathways easy to 


access, quick and responsive at the earliest possible point. Individuals may not 
contact their GP to access mental health support or they may request support 
during the out of hours period. They should be guided to the right intervention, 
support or treatment quickly. It should therefore be possible for the MHWPC 
Service to provide assessment, treatment and support in such circumstances.  
The MHWPC Service should work with the Out of Hours GP/Primary Care 
Service and Flow Navigation function (established in each Board to provide 
access to a Mental Health Competent Decision Maker) to facilitate the ability to 
make appointments with the team, where appropriate for that individual.   


 
Communities Mental Health and Wellbeing Fund 


 
26. The Fund1 provides significant investment into community support for adults and 


builds upon the children and young people’s community wellbeing supports 
currently being rolled out across Scotland. The Fund will be delivered through a 
locally focused and co-ordinated approach via local partnership groups (building 
upon existing partnerships), working together to ensure that support to 
community based organisations is directed appropriately and in a coherent way. 
Funding will be distributed through a grant to the 32 local Third Sector Interfaces 
across Scotland in line with current NHSScotland Resource Allocation Committee 
Formula (NRAC). Working in collaboration with Integration Authorities and other 
existing local partnerships. 


 
27. The MHWPC Service Local Planning Groups should engage with the 


Communities Mental Health and Wellbeing local partnership groups to ensure 
interfaces with further support options can be maximised.   


 
 
 
 


                                            
1 https://www.gov.scot/news/gbp-15-million-to-help-improve-mental-wellbeing/  



https://www.gov.scot/news/gbp-15-million-to-help-improve-mental-wellbeing/
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Timescales, System Change and Workforce  
 
28. It is accepted that it may not be possible to implement the entire MHWPC Service 


in the immediate term. We recognise the workforce constraints and current 
pressures in the system. This is why we expect full MHWPC Services to be 
developed incrementally by spring 2026, this could include phasing different 
elements of the service. However, we know that mental health support is already 
provided in primary care settings across Scotland and should continue to be in 
place through the implementation of service improvement. Dedicated funding has 
been in place to support mental health in primary care through Action 15 of the 
Mental Health Strategy and Primary Care Improvement Funding. The 
development of MHWPC Services will build on this work. 


 
29. Fully staffing MHWPC Services relies on workforce supply. The Scottish 


Government recognise the current constraints that a finite workforce has on 
planning for service transformation and that the pandemic will likely have a 
significant impact on the development of workforce. The Scottish Government will 
continue to engage with Integration Authorities as workforce policy develops.  


 
30. It is also recognised that that in order for MHWPC Services to be successful, 


significant system and culture change will be required at a local level to develop 
the required interfaces with specialist and other services as well as peer to peer 
support. This is also likely to take time and should be factored into local plans.  


 
Responsibilities 
 
31. Funding will be distributed to Integration Authorities who will convene local 


planning groups.   
 
Local Planning Groups  
 
Remit 
 
32. These groups will be responsible for developing and implementing MHWPC 


Services in line with this guidance. This will include: 
 


 Developing and agreeing plans outlining evidence on what is already in place 
and what is required to incrementally develop MHWPC Services. Plans 
should be completed using the template at Annex A; 


 Equality Impact Assessing local plans; 


 identifying funding requirements;  


 supporting the ongoing development and implementation of MHWPC 
Services, including overcoming delivery challenges;  


 reporting, monitoring and evaluation to ensure that the service is meeting 
local needs and plans are being delivered as agreed;  


 liaison with the National Oversight Group (see below); and  


 local engagement and communication, including securing lived experience to 
inform local planning. 
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Membership  
 
33. Local planning groups should be convened with representation from the following 


groups as a minimum: 
 


 GP sub-committees 


 Health and Social Care Partnerships 


 Mental Health Service Leads 


 Heads of Psychology  


 Nursing 


 Relevant links to Action 15 and PCIP 


 Third Sector  


 Experts by Experience  


 Primary Care Out of Hours Services 


 GPs 


 Community Planning Partnerships 


 Allied Health Professionals  


 Local Authority representation 
 
34. This list is not exhaustive. Initial planning should consider, on the basis of local 


need, whether other professionals or organisations should be included in the 
planning process. This could include, for example, School Liaison, Health 
Visitors, Addiction Services and Third Sector Interfaces. It is for local areas to 
determine how these local planning groups function, for example, it may not be 
necessary for all representatives to meet face to face.  


 
National Oversight Group 
 
35. The National Oversight Group will review and scrutinise local area plans 


submitted by local planning groups and take forward national level activity, as 
required.  


 
Remit 
 
36. The role of the Group will be to: 


 ensure local plans are aligned with this guidance, the model and principles 
outlined in the Mental Health in Primary Care Short-Life Working Group 
report;  


 MHWPCSs provide additionality;  


 liaise with local planning groups;  


 ensure consistency of decision making; 


 approve the release of funding; 


 review local reporting on progress;  


 manage national level risks; and 


 take forward actions at a national level, for example, where delivery 
challenges arise that require change at a national level.  
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Membership 
 
37. The following will be included in membership  


 SG – Mental Health/Primary Care  


 Principal Medical Officer 


 GP/BMA 


 Health and Social Care Partnership 


 RCPsychiS 


 RCGP 


 RCN 


 AHPFS 


 HOPS 


 Out of Hours  


 Equalities 
 
Funding  
 
Distribution 
 
38. The level of funding available will be calculated using the NHS Scotland 


Resource Allocation Committee (NRAC) formula. Consideration will be given to 
establishing a minimum floor to ensure Boards have access to sufficient funding, 
to allow a MHWPC Service to be implemented.  


 
39. Funding will be distributed through Integration Authorities (IAs) to implement the 


plans developed by local planning groups. To inform the development of plans, 
IAs will be informed of their maximum NRAC allocation in advance of local 
planning commencing.   


 
40. Once complete, IAs will submit their plan, or joint plan, to the National Oversight 


Group. On approval of the plan by the group, IAs will be able to draw down 
funding to allow them to proceed with implementation of their plans. This 
allocation of funding will be based on the gaps/needs outlined in the plans 
submitted.  


 
41. A small proportion of the overall funding available may be retained to support 


national actions, as required. 
 
Set up and ongoing support costs 
 
42. The initial work of establishing local planning groups and developing robust plans 


will require resourcing. A small proportion of funding will therefore be allocated to 
resource the development of long-term local plans. This will cover admin or 
project costs and facilitate the creation and ongoing running of the local planning 
group.   
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Additionality 
 
43. Funding will only be allocated to support the implementation of MHWPC 


Services. The funding should provide additionality, it must not be used to replace 
existing investment in mental health primary care activity. 


 
44. It should complement, not replace, the progress made through Action 15 and the 


Primary Care Improvement Fund. How additionality will be achieved should be 
demonstrated in all aspects of implementation, including planning, monitoring and 
evaluation.  


 
Funding scope 
 
In scope:  
 
45. Staffing –The majority of funding should be used to staff the MHWPC Service.   
 
46. Out of Hours – It is expected that people presenting in the Out of Hours period 


should have access to the full range of options available in hours, while accepting 
some options may not be available immediately. Any provision of an out of hours 
service should be detailed in local plans.  


 
47. Training – There may be training and CPD requirements associated with the 


MHWPC Service, this includes training for General Practice staff. Training 
requirements should be detailed in local plans.  


 
48. Administration – It is accepted that there will be administration and support 


costs associated with the creation of the MHWPC Service. Where possible, this 
should be provided using existing resource. However, as highlighted funding will 
be made available to support the coordination and creation of the local planning 
groups. Any further support necessary for the ongoing implementation of the 
MHWPC Service should be detailed in local plans. 


 
49. Equipment – Any equipment needed (laptops/desks/chairs etc.) should be 


sourced from existing supplies in HSCPs. Where this is not possible, a small 
amount of funding may be made available.   


 
50. Transport – Staff providing the MHWPC Service may be required to travel 


between GP practices. It is expected that local arrangements for reimbursement 
of travel costs will be followed. It is acceptable for these to be included in local 
plans as part of staff associated costs.  


 
51. Communications– It is expected that local areas will plan their own 


communication to raise awareness and promote understanding of the MHWPC 
Service. Where this activity is expected to incur costs, this should be detailed in 
local plans.  


 
52. Service Accessibility – The concept of accessibility does not just apply to 


disabled people - all users will have different needs at different times and in 
different circumstances. Accessibility should be considered in the planning stages 
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to ensure the MHWPC Service can meet the needs of people using the service.  
As a result, there may be costs incurred due to need for interpreters, BSL or 
Braille translation, easy read formats or resources for physical accessibility 
requirements. The practice or group of practices the MHWPC Service is 
supporting will already be accessible, the service therefore will align with existing 
requirements. Any additional anticipated costs, such as BSL translation and/or 
interpretation or large print formats should be detailed in local plans. 


 
Out of Scope 
 
53. Community and secondary services – While it is expected that there will be an 


interface with secondary or community care services, this is not within scope of 
this funding. Referrals to additional primary care services are also not within 
scope of funding. While these services are out of scope, they will continue to be 
funded through existing channels. It will be vital for MHWPC Services to interface 
with community and secondary services.  


 
54. Accommodation – Building on the work already achieved to establish Multi-


Disciplinary Teams under the Memorandum of Understanding, MHWPC Services 
should be accommodated within existing infrastructure.  If this presents a barrier 
to implementation this should be reported to the National Oversight Group.  


 
Process 
 
55. The formation and implementation of the MHWPC Service teams will occur in 


stages. The key stages will be as follows: 
 


December 
2021 
 


 Guidance, template and implementation plan issued to IAs 


 Local planning groups convened. 


 Discussion and planning of local models commences. 


 Additional evidence gathering in local areas to identify need. 
 


 


March 
2022 
(though 
plans may 
be 
submitted 
earlier 
when 
ready for 
review) 


 Local plans outlining activity to 2026 and robust implementation 
plans for 2022/23 submitted to the National Oversight Group. 


 National Oversight Group review of local plans submitted and 
liaise with local planning groups.  


 If necessary, any amendments to the local model will be made by 
the local planning groups.  


 If necessary, final submission of the local plans will be to the 
National Oversight Group.  
 


Spring 
2022  


 Funding agreed and allocated. 


Spring 
2022 


 National implementation of MHWPCS commences.  


October  
2022 


 6 monthly reporting on progress required.  
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(each year 
thereafter) 


March 
2022 (and 
each year 
thereafter) 


 Detailed plans for following 12 month period submitted as well as 
any changes to initial plans outlining activity to 2026.  


 
 
 
Reporting  
 
56. Regular reporting will be required to demonstrate how funding is being utilised.  


Reporting will be undertaken using the reporting template at Annex A. This 
template should be completed in full when submitting local plans in March each 
year.  
 


57. For returns in March, current workforce figures should reflect staff in post on 28 
February, and returns in September should reflect the staff in post at 31 August. 
 


58. The tabs for future workforce should reflect staff forecast to 28 February when 
returned in September each year, and staff forecast at 31 August when returned 
in March each year. The future workforce to 2026 tab should be updated for 
every return.  
 


59. IAs will be responsible for reporting and publishing local plans or a summary of 
those plans when they are submitted each year.
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Annex A 
Mental Health and Wellbeing in Primary Care: Local Planning Template  
 
[Insert excel spreadsheet link from APS publication page to be added here] 


 


Annex B 


Mental Health and Wellbeing in Primary Care: Resources to support 
implementation currently under development, to be published: March/April 2022. 
 
Annex C 
 
Mental Health in Primary Care: Short Life Working Group Report January 2021  
 
[Insert link from APS publication page to be added here] 
 
Annex D 


Mental Health in Primary Care: Examples of Good Practice Used to Inform 
Short Life Working Group Report 
 
[Insert link from APS publication page to be added here] 


 


Annex E 


Mental Health and Wellbeing in Primary Care: Outcomes and Measures 
currently under development, to be published: March/April 2022 
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Introduction  
 
The purpose of this paper is to outline some of the Mental Health models that are in 
place across various board areas in Scotland, which demonstrate good practice, and 
seeks to draw out some of the commonalties and success factors from them. This is 
not an exhaustive list and the intention is for this to be a live document which can 
grow to include other examples that Members would like to add. This will give us an 
understanding of current mental health service provision in primary care settings, 
where there are potential gaps and help inform recommendations on how services 
can be improved.       
 
From the models of good practice sourced so far we have gleaned a number of 
success factors and potential impacts that are common across all models cited.     
 
These are:    
 


• Regular reflective practice (or other wellbeing support) is an essential part of 
being able to deliver a sustainable, compassionate mental health service;  


• integration needed with digital/remote primary care mental health and 
wellbeing resources, such as the health, wellbeing, and mental illness content 
on NHS inform, interactive self-care guides, NHS 24’s 24/7 mental health hub, 
the Breathing Space crisis line, computerised CBT, telephone CBT, telephone 
interpersonal counselling, and the various specific digital therapies available 
through SIlvercloud, Sleepio. These can improve access and reduce clinician 
time; 


• many models are GP Practice based and all use the wider multidisciplinary 
teams (MDTs);  


• some of the models have identified the need to raise GP Awareness about the 
role and availability of the wider MDTs; 


• a skilled assessment at the point of presentation is crucial to the quality of the 
overall patient experience;  


• continuity and a joined up service needed; 


• reduction in GP and GP Practice attendance rates; 


• some highlight the benefits of no referral system or discharge. MDTs are able 
to directly access advise and support; 


• request for assistance model used in Allied Health Professionals (AHP) 
Children and Young People services and has shown to promote shared 
responsibility and decision making; 


• all of the models highlight the importance of providing GP teams and wider 
primary care multidisciplinary teams with training, standardised operational 
procedures and opportunities for feedback; 


• the models highlight the benefits of cluster working; and 


• the models bring training opportunities for practice based staff. 
 
As part of the next iteration of this report these factors will be further expanded to 
provide more detail.  
 
The following sets out a brief summary of the models so far sourced in primary care:   
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Patient Assessment & Liaison Mental Health Service (PALMS) – Tayside 
 
PALMS was launched in February 2019 in Dundee. The purpose of the project was 
to enable access to a within-GP practice Mental Health Specialist (MHS) with the 
outcome being that assessments carried out by MHSs should allow patients access 
to the most appropriate mental health support through referral/more tailored 
signposting, whilst also helping to reduce GP workload. 
 
Funding of the project allowed embedding of two Band 8a 0.5 WTE 
clinical/counselling psychologists into two Dundee-based GP practices. Each of the 
clinicians held regular 5 sessions a week within the respective practices. 
 
The inclusion criteria was patients 16-64 years old and the pilot was designed to 
encourage self-referral. As part of this posters and leaflets were added to waiting 
rooms and adverts added to the practice website. Reception staff, GPs and other 
clinical staff were provided with flowcharts to guide them on identifying suitable 
patients for the PALMS service.   


 
Each appointment lasted 30-60 minutes, depending on severity of presentation, and 
took place in one of the medical centre consultation rooms. Through assessment the 
MHS considered whether accessing MH/support services would be appropriate and 
by what method this would be best achieved.  Direction of referral/signposting was 
based on factors such as nature of difficulties, severity, and level of impairment. The 
MHS role also extends to providing information on mental health coping strategies 
and self-help material, signposting to local community support services and, if 
appropriate, making referrals to specialist NHS services for further treatment.  
 
Evaluation: 
 


• GP feedback was highly positive and indicated that consultancy with MHS 
was valued; 


• for reception staff involved in triaging telephone calls and making PALMS 
assessment appointments, the perception was that this did not cause their 
roles to become more challenging; 


• the PALMS pilot appeared to provide support towards increased MDT; 


• significant reduction in re-presentations for mental health consultations four 
months after PALMS assessment indicating workload for GPs may have 
decreased in this regard; 


• non-referral routes were the most common post-assessment outcomes for 
patients, followed by referrals to other NHS/non-NHS services; and 


• Primary care psychology (NHS) was the largest recipient of referrals that were 
made. This would fit with severity of presentation, the majority of which were 
within mild-moderate category. 


 
Data indicated the requirement for 1 session per 2,000 patient population. It also 
highlighted the need to move towards cluster based working with the view of each 
practice not having physical space to accommodate the PALMS service. The pilot 
indicated the best way of moving forward is having a Band 8A responsible for each 
of the clusters with a number of Band 7 Clinical Associates in Applied Psychology/ 
Psychotherapists and Band 6 Mental Health Nurses in post.  
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Occupational Therapy (OT) in Primary Care - Lanarkshire 
 
OT clinicians are skilled in assessing the components of everyday occupations and 
roles that matter to people, identifying the impact of developmental, physical and 
mental health conditions on these occupations and devising intervention plans to 
enable people to overcome areas of dysfunction and engage fully in their day-to-day 
lives. Funding from the Scottish Government supported the recruitment of two 0.6 
whole time equivalent (WTE) Band 7 OT Advanced Practitioner posts to an 18 month 
secondment opportunity which commenced in October 2017.  
 
The OT service accepted referrals from all of the GP practice team for registered 
patients aged 16 and over who identified issues arising from mental or physical ill 
health which related to their occupational performance and/or environment. All those 
referred were contacted by telephone within two working days and triaged in order to 
establish patient need, confirm appropriateness of referral to OT or need for 
alternative intervention/service, and offered an initial assessment appointment. 
 
Depending on need, patients engaged in a brief intervention (1-3 contacts) or an 
episode of care (4+ contacts). All contacts were recorded in GP Vision. Written and 
verbal feedback was also provided to GP teams and health and social care 
providers. The OT service was located within the GP practice. Telephone triage 
within two working days and initial assessment within two weeks enabled patient 
need to be met ‘at the right time’ and ‘in the right place’. 
 
Educating GP clinical teams at the start of the test combined with a consistent OT 
presence, feedback from patients and OT use of Vision electronic records increased 
GP team knowledge about what OT is able to offer. As a result GPs made fewer 
inappropriate referrals. This highlights the importance of providing GP teams and 
wider primary care multidisciplinary teams with training, standardised operational 
procedures and opportunities for feedback. 
 
Educating reception staff is key to enable them to confidently triage patients to OT as 
a first point of contact. To date limited protected learning time to train reception staff 
and the challenge of developing a simple algorithm for reception staff to follow in 
order to triage relevant patients to OT has prevented this.  
 
Evaluation: 
 


• The test concluded that OT service provision in primary care requires a range 
of qualified and support staff to meet patient need including Band 7 Advanced 
Practitioners, band 5 and 6 clinicians, band 4 support staff and administrative 
support; 


• the OT service has increased primary care capacity to manage patients, 
reduce onward referrals to secondary care services and reduce uptake of 
social care and sickness benefits, whilst improving health outcomes; 


• measurable benefits were recorded for patients in terms of improvement in 
their occupational performance and quality of life; 


• GPs reported a notable reduction in attendance rate; 


• GPs valued having direct access to OT through co-location in the GP practice;  
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• inclusive criteria enabled patients with multiple co-morbidities, whose mental 
or physical health resulted in reduced occupational performance, to have 
access to a streamlined service; and  


• the test highlighted that GPs lack of awareness about the role and availability 
of OT services and this had a negative impact on patients’ access to OT.  
 
 


Craigmillar Medical Group – Mental Health Model - Lothian 
 
As GPs working in an area of high deprivation, the prevalence of mental health 
issues is very high, across all ages. The practice estimates that mental health issues 
were discussed in around one third to one half of all our GP consultations. Previously 
all mental health workload was managed by the GPs – or referred on to local 
voluntary/third sector organisations or specialist services, with varying levels of 
engagement.   
 
Craigmillar Medical Group have recruited a team of three primary care mental health 
nurses, (one lead nurse – band 7; two nurses in training and development posts – 
band 5). The team see a large number of young people, from the age of 12, referred 
internally from the GPs. They are contacted quickly by telephone and offered an 
appointment after school. Common issues discussed are social anxiety, gender 
identity, self-harm and peer pressure issues (drugs, alcohol etc.). 
 
Their interventions consist largely of crisis management, general psychological 
support and signposting to local services.  A very small percentage of patients are 
referred on to Child and Adolescent Mental Health Services (CAMHS).  
 
Evaluation: 
 


• Around 400 referrals in 6 months. High DNA rate for appointments – team 
responded by initiating phone triage / consultation both as initial assessment 
then follow up. About to have a drop-in session by invite – where all of the 
team will see patients who attend;  


• they are based within the GP practice so access is less intimidating; 


• 30 minute appointments; 


• the practice uses a triage system to meet needs, including having a care plan 
with a named clinician (GP, PN or MHN) for those in the top tier of need. 
Trauma informed discussions take place to discuss care needs with patients 
in a proactive way and there are 4-weekly meetings to discuss cases;  


• reception staff are now called Care Co-ordinators and they all look after a 
cohort of patients so they develop relationships and know them well; 


• the whole team has undergone team building and profiling so they know and 
respect each other’s ‘type’, particularly helpful when having difficult 
conversations as it makes it less personal; 


• they offer a primary care model of mental health provision; no formal internal 
referral system, rapid access to appointments, shorter and more frequent 
appointments, no “discharge” from the service; 


• they are often already known as healthcare professionals to patients’ families 
(often parents) therefore less stigma, more trust; 
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• they focus on de-medicalising social issues (estimated 99% of referrals are for 
mental distress and not mental illness); and  


• quality assurance is maintained through regular case discussion, joint 
consulting and good access to specialist decision support. 


 
 
ADAPT – Accessible Depressions & Anxiety Psychological Therapies (Grampian & 
Lanarkshire) 
 
ADAPT was developed by NHS Education for Scotland (NES) and aims to double 
access to psychological therapies and interventions in primary care adult mental 
health and to develop the specialist mental health workforce in secondary care. This 
is achieved through: 
 


• Expanding the competencies of the existing workforce to deliver the most 
effective treatments;  


• increasing the workforce in primary care and providing training, supervision and 
consultation for the new primary care mental wellbeing workforce associated with 
Action 15 and the developing Primary Care Multidisciplinary Teams;- and 


• providing guidance and support on the model of service delivery that enables 
cost-effective stepped care, patient choice, quality assurance and increases 
capacity. 
 


The model draws upon the Increasing Access to Psychological Therapy (IAPT) 
services in England which demonstrate clinical recovery from anxiety and depression 
in 50% of people treated and see over 1 million people per year. Adjusting this model 
for the Scottish context to take into account the workforce commitments in the 
Primary Care Services Policy and the Mental Health Strategy a ‘scalable’ ADAPT 
team would comprise of; Clinical Lead 5%, Psychological Therapists 55%, 
Psychological Practitioners 25%, Link Workers 10%, and admin support 5%. It is 
suggested that the minimum ADAPT team size is 10 WTE. 
 


• Clinical Lead provides leadership, governance of service, clinical supervision 
and psychological therapy. 


• Psychological Therapists (e.g. specialist nurses, clinical psychologists, clinical 
associates and AHPs) provide assessment and therapies such as Cognitive 
Behavioural Therapy (CBT), Interpersonal Therapy (IPT), Mindfulness-based 
Cognitive Therapy (MBCT). 


• Enhanced Psychological Practitioners (e.g. AHPs, nurses, psychology 
graduates, other caring professionals) conduct structured assessments and 
provide brief psychological interventions; such as Guided CBT, Behavioural 
Activation (BA), Motivational Interviewing (MI) and groups interventions.  


• Link Workers & Welfare Advisors provide signposting to community services, 
psychological informed care and support groups.  


• Admin staff provide a first-line contact and ensure the efficient administration 
of the team’s caseload, support the patient pathway, and facilitate data 
recording and reporting. 
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Staff are trained in the competencies to deliver evidence based psychological 
therapies and interventions. Staff in the multidisciplinary primary care team whose 
role is not primarily to provide psychological treatment, can be upskilled in the 
competencies required to provide interdisciplinary care.  
 
Staff could have access to NES training programmes including; psychological 
therapies, specific enhanced psychological interventions and the Enhanced 
Practitioner Programme. 
 
NES has considerable experience in providing comprehensive education and 
training programmes in evidence based psychological therapies and interventions to 
support the provision of match stepped care in mental health services. These link 
with the NES training programmes for other practitioners working in Primary Care. 
The NES work-based national training programmes aims to build multidisciplinary 
capacity within all the NHS boards and partnership organisations across NHS 
Scotland, to provide psychological therapies and interventions within adult mental 
health services. This means implementation of expansion in services will involve 
close working with key national networks e.g. Heads of Psychology Services 
Scotland (HOPS). NES can provide education and training to support the ADAPT 
service model including the Clinical Doctorate, MSc in Primary Care, Diploma in 
CBT, and short training programmes. The Enhanced Practitioner Programme is a 
new training programme and would represent significant expansion at this level. 
 
Evaluation: 
 


• The pilot provided accessible, effective, person centred, integrated care in 
primary care settings in Lanarkshire and Grampian;  


• training in adapting Cognitive Behavioural Therapy for common LTCs resulted 
in significantly higher knowledge, confidence and evaluated positively by staff, 
patients and service managers; and 


• clinical outcomes included highly statistically significant improvements in 
depression, anxiety, quality of life and progress towards healthy lifestyle 
goals. 
 


Primary Care Mental Health (PCMH) Service - NHS Dumfries & Galloway 
 
The PCMH Service was initially piloted in 4 GP practices in Dumfries and Galloway 
for 12 months from mid 2017. Following a successful evaluation of the pilot 
collaborative work began with the GP cluster leads to develop and begin rollout of 
the service in early 2019. 
 
The model now see’s 13 experienced Mental Health Nurses based in general 
practice across the region. Sessions have been allocated at GP practice level based 
on GP population size. People can access the service via the individual triage 
system within each practice and appointments are booked via the electronic GP 
system. There is no requirement for people to see the GP or Advanced Practitioner 
(AP) prior to seeing the Primary Care Mental Health Nurse (PCMHN), thus assisting 
in reducing GP workload and streamlining pathways. 
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The service offers mental health triage, assessment, brief interventions, assisted 
self-management and appropriate signposting for those with mild to moderate mental 
health issues. The approach aligns itself to the Scottish Governments 2017- 2027 
Mental Health Strategy as the focus is on ease of access, early intervention and self 
management, as well as early identification of more serious mental health issues. 
 
The service uses a multi-disciplinary/multi-agency approach facilitating timely 
onward referral to other agencies and the wider mental health services where 
appropriate, ensuring people are seen by the right person at the right time. Active 
participation with family and Carers is encouraged, recognising the contribution 
Carers make to an individuals’ recovery. 
 
Each PCMHN is aligned to the locality CMHT, operational responsibilities; clinical 
supervision and training are jointly supported by GPs and CMHTs. This arrangement 
ensures the PCMHNs receive adequate support, are skilled and confident to carry 
out their work and quality is developed which supports performance. It maintains the 
connection with secondary mental health and has improved links and consistency 
between Primary Care and secondary Mental Health Services. 
 
Covid-19 has moved work towards reduced face to face contacts with more 
consultations taking place via telephone or NHS Near Me. Remote working has 
afforded the ability to provide cover across practices and localities to respond to staff 
absence. So far, feedback from people offered telephone or NHS Near Me 
appointments has been that this provides the support required and they feel 
comfortable with this. 
 
Evaluation 
 
Local research study carried out with the GPs identified the PCMH service reduced 
GP workload and provided capacity for them to focus on the more complex patients, 
leading to a reduction in GP stress levels. The study highlighted that early 
assessment and intervention by a skilled specialist provided more effective non-
pharmacological management of people with mental health difficulties, thereby 
reducing prescribing.  
 
PCMHNs were viewed as a resource to educate, support and advise the primary 
care team, co-location was felt to support delivery of a collaborative approach to 
person centred care; enabling sharing of knowledge/understanding and building 
relationships. Joint working between PCMHNs and pharmacists on antidepressant 
reviews has been welcomed. 
 
Patient/carer feedback (qualitative surveys) has been extremely positive across the 
region. Core 10 and GIS were used to score patient outcomes on perceptions of 
their mental health, connections to family, community and social groups. 50% of 
patients achieved their personal outcomes, 22% were signposted to other 
appropriate services/agencies, 10% disengaged (18% had an unidentified outcome).  
 
Referrals to secondary services, e.g. CMHT, Psychology, have been dealt with 
effectively and efficiently, ensuring people see the right person at the right time. 
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Compassionate Distress Response Service – NHS Greater Glasgow & Clyde 
 
The Compassionate Distress Response Service was commissioned late 2019/early 
2020 from Glasgow Association for Mental Health (GAMH) which started providing 
an out-of-hours (5pm – 2am, 7 days) service by telephone during Covid-19 lockdown 
from late May 2020. The service is for people aged 18+ resident in Glasgow City 
who are emotionally distressed and require support but do not require medical or 
specialist psychiatric assessment.  
 
Distressed people are referred to the service from statutory services, including first 
responders, GP Out of Hours, Out of Hours CPNs, NHS24, A&E and Mental Health 
Assessment Units, Urgent Care Resource Hub, etc., provided they have capacity to 
engage and consent to do so. The service gives ‘listening’ support to each individual 
via telephone (this will also be face to face and outreach when appropriate post-
Covid), provides support to develop a plan of action to alleviate their distress and 
onward referral to appropriate support services for each person accessing the 
service. People who are referred to the service should receive a call within an hour 
of referral for immediate support and receive a follow up phone call the following day. 
The case is kept open for a month, or more in some circumstances.  
 
Initial feedback from this research supported the need for in-hours provision for 
general practice referrals and this service commenced in September 2020. 
 
 
The Jigsaw Project - NHS Greater Glasgow & Clyde 
 
The Jigsaw Project was established in the Drumchapel GP Cluster, funded as part of 
the NHS GG&C Primary Care Mental Health Transformation Fund bid to the Scottish 
Government. 
 
The project aimed to consider, better understand and help find solutions for people 
who experience longer term mental health difficulties who were not well-served by 
existing arrangements. The project also helped to raise awareness of other 
community supports which help improve mental health and a directory of these was 
produced for each locality to assist GPs to direct patients to these.  
 
The voice of people with lived experience ran throughout the project, alongside those 
of GPs and their teams (regarding managing their own mental wellbeing as well as 
that of their patients). A Jigsaw tool kit was developed to engage with the community 
to identify problems and solutions, and these ‘jigsaw lids’ helped illuminate wider 
perspectives on the issues. The project also provided seed funding to local groups to 
develop solutions to poor mental health.  
 
Mental health services were seen to rely too heavily on GP practices to support 
those whose needs were not being met, which impacted on their stress levels and 
mental wellbeing. The study found some evidence of GPs negatively affected by 
their workload around mental health and the challenges of negotiating the system 
and, although preserving non-clinical space within the diary was one of the 
successful approaches to avoiding burn out, most felt they were operating at the full 
extent of their resilience. Mutual support has improved across the cluster and active 
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support such as Mindfulness Based Stress Reduction training and yoga practice 
have supported this within primary care. 
 
Evaluation: 
 
The project highlighted the different ways of working amongst the public and Third 
Sectors but also the importance of continuing the dialogue and looking at solutions to 
improve communications, understanding and service delivery to better meet the 
needs of local people.  
 
Initial data suggests that a significant proportion of those referred to mental health 
services are not accepted for treatment by the CMHT, but are directed to the 
PCMHT, Third Sector providers or back to the GP. This may be due to inappropriate 
referrals, lack of capacity or other issues but this perhaps suggests that better 
communications between GPs and mental health services (around what is and is not 
an appropriate referral) and a single point of entry to mental health support – of all 
kinds – would assist in ensuring patients receive the support they need. 
 
 
The Govan SHIP Project - NHS Greater Glasgow & Clyde  
 
The Govan SHIP Project was established in 2015 to provide additional resources 
within primary care to enable a more effective response to the challenges faced by 
health and social care professionals in deprived areas. The project was prompted by 
work of the Deep End Group and funded by the Scottish Government Primary Care 
Transformation Fund.  
 
The project focussed on person-centred care delivered by MDTs, creating capacity 
for GPs to support more complex patients and understanding demand for health and 
care services at GP practice level. One part of the project focussed on mental health 
as more deprived areas have a higher incidence of mental health issues and there 
was a professional perception that mental health support services were not being 
accessed by those most affected and in need of support. The work involved 
consultation with a variety of key players: GPs, CLPs, wider primary care team, 
social work, PCMHTs, CMHTs, Lifelink, SAMH, GAMH, the Health and Social Care 
Alliance amongst others. Work was done to develop a better understanding of the 
type of mental health concerns presenting to primary care. Fresh data was gathered 
by reviewing GP consultations which had substantive mental health components and 
an audit of outcomes of referrals to mental health support services.  
 
It was found that 20% of patients attended with a mental health issue, primarily 
(74%) with depression, anxiety, low mood or stress - a significant proportion (72%) 
were on medication (mainly antidepressants) to assist with this but were not linked 
into additional support services, although most had been referred/engaged 
previously. Overall, less than 20% of patients referred to PCMHTs and CMHTs 
received treatment, raising questions around processes. The study found that the 
way in which mental health concerns were responded to by different practitioners 
was inconsistent, there was not a shared understanding around the definition of 
mental health needs, and current support services were challenging for both 
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referrers and patients. This suggested a need for clearer pathways, guidance and 
consistent practice.  
 
Evaluation: 
 


• Further analysis of referral outcomes to mental health teams needed; 


• consultation with patients about their experiences of help for mental health issues 
needed; 


• the need to develop a protocol for the routine mental health screening of all 
primary care patients with long term conditions (who often develop mental health 
issues); 


• continued mental health input to the development of the CLP role;  


• GP input to mental health service planning; 


• better links needed with NHS 24, Scottish Ambulance Service and Police 
Scotland to coordinate local and national efforts; 


• online referral guidance needed for GPs; and 


• create a visible leadership team to be accountable at a strategic level for mental 
health, to support joined up, collaborative partnership working.  


 
 
The National Digital Wellbeing Hub – NHS Tayside 
 
• Enables staff, carers, volunteers and their families to access relevant support 


when they need it. 
• Provides a range of self-care and wellbeing resources designed to aid resilience 


as the whole workforce responds to the impact of coronavirus (COVID-19). 
 
The National Wellbeing Hub offers a range of resources and self-help materials to 
help individuals at work and at home. The National Wellbeing Hub also provides 
direct links that will enable individuals to access e-health programmes. There are 
computerised programmes and all NHS staff have free access. They provide a 
structured online programme based on Cognitive Behavioural Therapy, that focuses 
on supporting wellbeing, including managing mental health, building and maintaining 
resilience, managing stress and sleep.  
 
The Scottish Government has also launched a new mental health helpline for health 
and social care workers. This helpline will offer support 24 hours a day, seven days a 
week. 
 
Trained practitioners at NHS 24 will offer callers a compassionate and empathic 
listening service based on the principles of psychological first aid, as well as advice, 
signposting and onward referral to local services if required. 
 
NHS Tayside Psychological Therapies Service are offering NHS Tayside staff the 
opportunity for brief 1-1 interventions (up to 4 sessions)with a psychologist. These 
are low intensity, informal but structured support sessions helping staff to: 
 
• understand what they are experiencing, thinking or feeling; 
• work out what can help, including practical exercises; 
• get the best out of self-help materials; and 
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• identify other options for support. 
 
These sessions are available to anyone who may be experiencing common 
psychological or emotional reactions to difficulties at work or home (including stress, 
anxiety, worry, low mood and sleep difficulties).  
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