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Abstract

Background: Many people diagnosed with schizophrenia, bipolar or other psychoses in England receive the
majority of their healthcare from primary care. Primary care practitioners may not be well equipped to meet their
needs and there is often poor communication with secondary care. Collaborative care is a promising alternative
model but has not been trialled specifically with this service user group in England. Collaborative care for other
mental health conditions has not been widely implemented despite evidence of its effectiveness. We carried out
a formative evaluation of the PARTNERS model of collaborative care, with the aim of establishing barriers and
facilitators to delivery, identifying implementation support requirements and testing the initial programme theory.
Methods: The PARTNERS intervention was delivered on a small scale in three sites. Qualitative data was collected
from primary and secondary care practitioners, service users and family carers, using semi-structured interviews,
session recordings and tape-assisted recall. Deductive and inductive thematic analysis was carried out; themes
were compared to the programme theory and used to inform an implementation support strategy.
Results: Key components of the intervention that were not consistently delivered as intended were: interaction
with primary care teams, the use of coaching, and supervision. Barriers and facilitators identified were related to
service commitment, care partner skills, supervisor understanding and service user motivation. An implementation
support strategy was developed, with researcher facilitation of communication and supervision and additional
training for practitioners. Some components of the intervention were not experienced as intended; this appeared
to reflect difficulties with operationalising the intervention. Analysis of data relating to the intended outcomes of
the intervention indicated that the mechanisms proposed in the programme theory had operated as expected.
Conclusions: Additional implementation support is likely to be required for the PARTNERS model to be delivered; the
effectiveness of such support may be affected by practitioner and service user readiness to change. There is also a
need to test the programme theory more fully. These issues will be addressed in the process evaluation of our full trial.
Trial registration: ISRCTN95702682, 26 October 2017.
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Background
It has been well established that people with a diagnosis
of schizophrenia or bipolar have poorer physical health
and social outcomes. The factors contributing to this are
multiple, reciprocally interacting and include difficulties
with engagement between healthcare providers and ser-
vice users, along with health related behaviours. [1, 2].
There is evidence that primary care is centrally involved
with the care of people with a diagnosis of schizophre-
nia, bipolar or other psychoses in the UK: Reilly et al. [3]
found that nearly a third were seen only in primary care
and those seen in secondary care received only minimal
support. These authors identified a number of obstacles
to primary care practitioners supporting this group to
achieve improved outcomes, including a lack of continu-
ity of care within primary care teams and poor continu-
ity and information exchange at the interface with
secondary care [3]. Primary care practitioners also often
lack the necessary time and training to effectively sup-
port people with these diagnoses in addressing their
mental health needs [4–6]. Collaborative care has been
identified as a potential strategy for overcoming these
obstacles [5] and has been found to be effective in im-
proving mental, physical and social functioning across a
range of mental health conditions [7, 8]. However, few
trials have included people with a diagnosis of schizo-
phrenia or similar forms of psychosis and so it is not
possible to draw conclusions about its effectiveness for
this group [5, 8]. Further, trials that have included people
with a diagnosis of bipolar, schizophrenia or other
psychoses have principally taken place in the USA, with
none in the UK, where the organisation and funding of
healthcare provision is substantially different.

The PARTNERS2 (develoPing integrAted primaRy
care for paTieNts with sERiouS mental illness)
programme intends to address this gap through the de-
velopment of a model of collaborative care for people
with a diagnosis of bipolar, schizophrenia or other
psychoses, which will be tested through a randomised
controlled trial in three sites in England. The process of
the development of the model and the intervention the-
ory are described in more detail in Gwernan-Jones et al.
[9]. A Cochrane review [8] of collaborative care ap-
proaches for people with severe mental illness, defined
as schizophrenia or other types of schizophrenia like
psychosis (e.g. schizophreniform and schizoaffective dis-
orders), bipolar affective disorder or other psychosis, has
identified 14 components of collaborative care interven-
tions. These are listed in Table 1, alongside a description
of how they are operationalised in the PARTNERS
intervention.

As with other collaborative care approaches [5], the
PARTNERS model is based on Wagner’s Chronic Care
Model [10]. Additionally, and as a subtle departure from

other collaborative care interventions, which tend to be
focussed on specific disorders, it incorporates personal
recovery processes [11] as a specific orientation to sup-
porting service users to become more informed and ac-
tive in managing their mental health, as well as ensuring
care is focussed to support their priorities. Coaching was
selected as the psycho-social intervention to support this
recovery orientation and an approach supporting goals
identified by individuals.

The PARTNERS programme theory was developed
using realist principles [12] aiming to identify underlying
causal mechanisms by which the intervention had its ef-
fects and the influence of context on the operation of
these mechanisms. Within the realist approach, mecha-
nisms are defined as the reasoning and reactions of hu-
man agents in response to the resources provided by an
intervention. Mechanisms thus reflect the internal men-
tal processes which take place within the individuals in-
volved in an intervention that lead to them choosing to
make the desired changes in practices or behaviours ne-
cessary to implement the intervention or that form the
outcomes of the intervention [13]. Mechanisms include
a diverse range of processes, such as increasing accept-
ance, motivation, knowledge and skills, trust, and
self-confidence [14–16]. The initial programme theory
development resulted in a large number of ‘explanatory
statements’ [9], which are summarised in Fig. 1 and
Table 2.

MRC guidelines for the evaluation of complex inter-
ventions [17, 18] recommend a feasibility and piloting
phase, during which formative evaluation can take place,
in order to test and refine the underlying programme
theory and to establish what support would be needed
to ensure delivery of the intervention as intended, and
thus allow effective outcome evaluation during the main
trial. As implementation of collaborative care for mental
health in general has been limited, despite evidence of
its efficacy [19], factors affecting delivery were a particu-
larly important focus for the formative evaluation of the
PARTNERS model.

Two recent systematic reviews, which included 9 UK
studies, have identified barriers and facilitators to the im-
plementation of collaborative care for depression and anx-
iety [20, 21]. These included practitioners’ understanding
of collaborative care and their attitudes towards change,
the presence or absence of regular communication be-
tween practitioners and structures which supported this
and the qualities, knowledge and skills of the case man-
ager, in engaging both with other practitioners and service
users. A potential barrier was that some service users pre-
ferred not to have mental and physical health integrated
but generally the experience of service users was not in-
vestigated. These findings are consistent with other sys-
tematic reviews of factors affecting implementation of
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collaborative care across all conditions [22, 23] suggesting
they were also likely to operate during our feasibility
study. There is further some evidence that facilitation can
lead to improved implementation of collaborative care
models for mental health conditions [24, 25].

Aims
In the context of the above evidence, the aims of our
formative evaluation were therefore to:

1. Assess how well the intervention as delivered
matched the model

2. Identify the barriers and facilitators to delivering
the model as intended

3. Identify additional support for implementation
likely to be required in the main trial

4. Test and refine our initial theory, through exploring
any perceived effects of the intervention and
comparing these to the programme theory

The use of qualitative data is recommended for ad-
dressing such aims [26] and so this methodology was
adopted.

Methods
Ethical approval was obtained from the West Midlands
– Edgbaston Ethics Committee (14/WM/0052).

Design
The formative evaluation consisted of the small scale delivery
of the PARTNERS intervention in three geographically

Table 1 Description of collaborative care components included
in the PARTNERS model
Collaborative care
component

Expression in the PARTNERS model

1. An underpinning
conceptual model
of collaboration

Wagner’s Chronic Care Model elements:
protocol-based planned care, the
development of case management
roles, support for patient self-
management, expert consultation and
decision support, shared information

CHIME framework for personal
recovery [11] (recovery processes to
be targeted by the direct patient
support component): connection,
hope, identity, meaning, empowerment

2. Identification of
patients: method

Eligible service users identified through
screening of records against inclusion
criteria

3. Identification of
patients: setting

Primary and secondary care

4. Provider integration: Specialist mental health worker (known
as a care partner) is allocated from local
secondary care community mental
health team and based in GP surgeries.

5.Multi-disciplinary
working

Care partner works alongside GPs and
other primary care practitioners, under
the supervision of a qualified mental
health worker (from any mental health
profession) based in local secondary
care community mental health team,
with access to consultation from
psychiatrists if not available through
supervision.

6. Systematic communication
between providers

Care partners record information in
shared records, including progress
notes and care plans. Co-location sup
ports face to face communication
between care partners and primary
care practitioners.

7. Case management Care partners co-ordinate care, liaising
with other providers (e.g. primary care
practitioners, community mental health
teams, community organisations) to
ensure service users’ needs are met.

8. Study protocols /
treatment algorithms

Intervention manual, describing the
principles and approaches which
should be adopted by care partners
while responding flexibly to individual
need.

9. Systematic monitoring /
follow up

Regular review of service users at
individually negotiated intervals,
varying in intensity according to need,
with a minimum of telephone contact
three times a year and an expectation
of more frequent face to face contact
as standard. Routine use of
standardised measures to monitor
mental health.

10. Pharmacological
intervention

No specific intervention, unless
identified as a personal goal by the
service user, leading to the development
of individual action
plans, which could include psychiatric
review.

Table 1 Description of collaborative care components included
in the PARTNERS model (Continued)
Collaborative care
component

Expression in the PARTNERS model

11. Psychological
intervention

Care partner provides coaching to
enable the service user to identify
personally meaningful goals,
individualised action plans and
relevant resources and to become
an active participant in managing
their own health and wellbeing.

12. Education for mental
health / primary care
providers

Two-day training in the intervention
as described in the manual provided
to care partners and supervisors.

13. Patient education /
promoting self-
management

Care partner provides information and
uses motivational interviewing
approaches to encourage service user
to identify and work towards personal
goals related to improved physical
health and mental wellbeing.

14. Shared decision
making with patients

Care partner adopts a collaborative style
of interaction with service users,
engaging with them as an equal in the
service of the aim of achieving service
user empowerment, as specified by the
CHIME framework.
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diverse regions and qualitative data collection about the ex-
periences of the intervention from all stakeholders. In order
to maximise rigour, we used multiple methods of data collec-
tion: semi-structured interviews, recordings of consultations
between care partners and service users and tape-assisted re-
call interviews about these recordings with service users and
care partners. This enabled us to triangulate multiple per-
spectives, including our own observations of the intervention
in action, and participants’ reflections both on the interven-
tion overall and specific interactions, allowing us to build a

more detailed and accurate understanding of how the inter-
vention had been delivered and experienced [27].

Intervention
Through negotiations with the NHS Trusts providing
secondary care mental health services in each site, agree-
ments were reached whereby a qualified mental health
worker and a senior clinician would have a portion of
their time re-allocated to delivering the PARTNERS ser-
vice as a care partner and supervisor respectively. The

Fig. 1 The PARTNERS2 initial programme theory
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