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AIMS AND METHOD

The National Service Framework sets
standards to improve the treatment
of mental health on a national level,
and requires the development of
localised shared care protocols. We
aimed to develop a shared care pro-
tocol for use in local National Health
Service (NHS) services, based on best
practice guidelines and local con-
sensus. A systematic literature search
used three databases and the advice
of aclinical expert. Articles satisfying
the search inclusion criteria were

retrieved and appraised. Clinical
recommendations from well-
designed regional and national
documents relevant to all aspects of
the management of psychoticillness
in primary care were compared and
contrasted by a facilitated group
involving primary and secondary care
clinicians who drafted the final
recommendations. A multi-agency
steering group guided the work.

RESULTS
Twenty-two articles were retrieved,
of which nine reached the criteria for

inclusion.The protocol provided a
comprehensive range of recommen-
dations regarding detection, assess-
ment, management, referral and
shared working with local mental
health services.

CLINICAL IMPLICATIONS

Using local clinical consensus to
resolve uncertainty about conflicting
clinical recommendations from a
series of well-designed guidelines
was an effective method for
adapting clinical guidelines to local
circumstances.

The National Service Framework for Mental Health
(Department of Health, 1999) provides seven standards
for delivery of care in the National Health Service (NHS).
The aim of Standard Two is that any service user who
contacts their primary health care team with a mental
health problem should:

e have their mental health needs identified and
assessed, and

e be offered effective treatments, including referral to
specialist services for further assessment, treatment
and care if they require it.

This gives local primary care trusts (PCTs) responsibility to
take a lead in implementing shared care protocols to
support more consistent, effective and acceptable care
between primary and secondary services.

Although the acceptability of clinical guidelines and
their derivatives in primary care remains controversial
(Kendrick, 2000), there is evidence that they can be
effective in influencing professional practice. Recent
interest has been generated in collaborative initiatives
across the primary—secondary care interface (Jankowski,
2001). Since those guidelines endorsed or developed by
more regional or nationally-representative groups are
more likely to be valid than those developed by local
groups (Grimshaw & Russell, 1993), it has been proposed
that local groups should concentrate on adapting these to
local circumstances (Littlejohns et al, 1999). In this
project, a ‘protocol’ is defined as ‘a local adaptation of a
well-designed guideline’ (Scottish Clinical Resources and
Audit Group, 1993). Although their numbers are
increasing, appropriately well-designed guidelines for
mental health care are few and far between, and the
National Institute for Clinical Excellence (NICE) has only
recently commended two for use in the NHS. What
methods, then, are appropriate for developing local
protocols? What happens when protocols are needed

for practice where no national recommendations
exist?

The Liaison at the Interface of Care project was
established in 1999 to improve the communication
between primary and secondary care in the Paddington
area and was commissioned by two local primary care
groups (that later merged to form Westminster Primary
CareTrust) for the work. The team consists of two project
workers and a project lead, and they report to a multi-
disciplinary steering group comprising representatives
from Westminster Primary Care Trust (previously
Kensington and Chelsea and Westminster Health
Authority, Marylebone and Westway primary care groups
(approximately 110 general practitioners)) and Brent,
Kensington, Chelsea and Westminster NHS Mental Health
Trust. This project set out to develop local protocols to
guide patient and practitioner decisions about the
assessment, management referral and shared care of
patients presenting with mental health needs in primary
care settings for each of the National Service Framework
priority areas. Here, we report the outcome of the work
on a protocol for working with people with psychotic
illness.

Method

The project team comprised a project worker (H.M.) and
a consultant psychiatrist (S.M.), and their work was
guided by a carefully selected group of advisors.

The development of the protocol involved several
stages. In scoping the work, it was agreed by the
steering group that clinical recommendations should be
separated into two parts, addressing the immediate
management of acute psychotic illness and the manage-
ment of patients with established diagnosis of a chronic
or recurring condition. The scoping exercise also
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Box 1 Describing the project’s structure and tasks

Steering Clinical and managerial representatives

Group from primary care trust, trust and
health authority: guides the work of
the Project Team; scopes the protocol
topic; agrees guideline sources and in-
clusion criteria; endorses final protocol

Project Team Project worker guided by experienced
clinician: retrieves and appraises well-
designed guidelines; develops protocol
template; facilitates consensus/
consultations process; formats, prints

and disseminates final protocol

Shared Care
Consensus
Group (SCCG)

Local general practitioners, a psychia-
trist and facilitator (max. 8 members):
modulates recommendations to suit
local circumstances

Community

Mental Health
Team (CMHT)
Advisory Panel

Local multi-disciplinary CMHT
members: advise SCCG about relevant
aspects of referral criteria and joint
working

Project Local academic, clinician, manager and

Advisors user group: respond to Project Team’s
technical or practical difficulties
between Steering Group meetings

identified that the protocols were relevant to the
management of people fulfilling the diagnostic criteria for
any psychotic illness (excluding bipolar affective disorder
and those with an organic brain syndrome), aged
between 10-65 years and presenting in a primary care
setting.

Relevant articles were identified using two evidence-
based electronic databases (EBMH and TRIP) and the
Royal College of Psychiatrists’ Research Unit's Clinical
Guidelines Bibliography (2000). Both electronic databases
were searched using relevant key words, and the printed
bibliography was hand searched. Documents relevant to
the clinical topic, published in the English language by an
international, national or regional health care organisation
or consortium where included when they were relevant
(in part or in full) to the care of people between the ages
of 16-65 years. Finally, a clinician (S.M.) reviewed the list
of articles retrieved and suggested any that had been
very recently published or otherwise omitted. All articles
fulfilling these criteria were appraised using an adapted
version of the Appraisal Instrument for Clinical Guidelines
(Cluzeau et al, 1999), using 11 questions that focused on
the rigour of the development process, disregarding
issues of presentation, clarity and implementation. Those
documents that scored at least six were then read in
detail.

The included documents were scrutinised and their
clinical recommendations entered onto a template
describing the principal clinical decision points, i.e.
assessment, indications for treatment, effective treat-
ments, first-line treatment, further treatment, indications
for referral within the Primary Health CareTeams or to the
Community Mental Health Teams. The template’s rows

Box 2 Describing the criteria used to judge the
appropriateness of including guidelines in protocol
development

Agency responsible for development clearly identified?

External funding declared?

Description of individuals involved in development?

Are they representative of the relevant multi-disciplinary
teams?

Is there a description of evidence sources used?

Is there a description of methods to interpret and assess
strength of evidence?

Is there a description of methods used to formulate
recommendations?

Is there an indication of how interested parties not on the
panel were included?

Is an explicit link made between major recommendations
and the level of supporting evidence?

Were the recommendations independently reviewed?

Is there mention of a date for review/updating?

captured a succession of recommendations made by each
of the source documents about clinical actions, allowing
them to be compared and contrasted.

Once completed, the template listed a large number
of recommendations, grouped together according to
practice area. These fell into two groups; firstly, there
were those that were consistent across guidelines and a
single summary statement of these recommendations
were made. Secondly, there were a smaller number of
areas where no such consensus emerged and two or
more contrasting summary statements were needed.

Over one half-day session, a facilitated shared care
consensus group met to consider the appropriateness of
the protocol’s recommendations, particularly those areas
where recommendations from different sources
conflicted. The group used an informal consensus method
and invited the advice of a local psychiatrist, community
psychiatric nurse and clinical psychologist in matters
relating to referral to secondary services, and shared
working practices. Since the final protocol was long, it
was also summarised to a briefer version that contained
the protocol’s core recommendations and these were
presented as a desktop, A4-sized flow-chart. The final
draft was circulated widely by post to local Primary
Health Care Teams, Community Mental Health Teams and
user and carers’ groups for comments on presentation
and clarity before completion. The work of developing the
six protocols began in October 2000, and was completed
within 6 months.

Results

The systematic search identified 22 articles, of which nine
reached the criteria for inclusion. Both protocols included
a framework describing the respective roles of the
general practitioner and Primary Health Care Teams
compared with psychiatrist and Community Mental
Health Teams in the patient’s shared care. The
‘Management of patient with an acute episode of
psychosis’ protocol provided a comprehensive range of
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University of York (1999)

Regional

(2000)

Box 3 Describing well-designed guidelines on which the local protocol was based

Practice Guideline on Schizophrenia American Psychiatric Association (1997)
Guide to Mental Health in Primary Care World Health Organization (2000)

Services for People Affected by Schizophrenia Clinical Resource and Audit Group (CRAG) (1995)

Guidelines for the Management of Schizophrenia CRAG/SCOTMEG Working Group on Mental lliness (1997)
Psychosocial Interventions in the Management of Schizophrenia Scottish Intercollegiate Guidelines Network (1998)
The Pharmacological Management of Schizophrenia Royal College of Psychiatrists, British Psychological Society and

Treatment Choices in Psychological Therapies and Counselling Department of Health (2001)

Counselling and Psychological Therapies: Guidelines and Directory Camden and Islington Medical Audit Advisory Group (1996)
Prescribing and Shared Care Guideline for SchizophreniaTees and North East Yorkshire NHS Trust and Tees Primary Care Group

recommendations regarding assessment of risk and
psychological and social functioning, indications for
immediate or routine referral to specialist services, and
prescribing advice. ‘Managing a patient with a chronic or
recurring psychotic illness’ also included recommendations
about other aspects of ongoing primary care and
provided criteria for liaising with, or referring to the
Community Mental Health Teams, including when
immediate referral was indicated. The protocol was
formatted both as a full text version, and as desktop flow
chart (see Figures 1 and 2 ‘Desktop decision flow charts’).

Discussion

We have described a methodology for developing a
shared care protocol for the management of people with
psychotic illness in local primary care teams. A total of six
National Service Framework protocols were developed
using this method during the 6-month project. The
development process was systematic, rapid and respon-
sive to local circumstances. It encouraged wide partici-
pation from the local mental health constituency, and
proved efficient and feasible.

Establishing local mechanisms to adapt national
guidance into local protocols has been promoted as one
method for implementing evidence-based practice more
widely in the NHS (Littlejohns et al, 1999). At the time this
project began, no clinical guidelines had been endorsed
by NICE for use in the NHS, although Treatment Choices in
Psychological Therapies and Counselling (Department of
Health, 2001) was published during the project and NICE
(2002) prescribing recommendations have since been
published. In the absence of documents fulfilling the
definition of an evidence-based guideline, we had to
adopt less stringent criteria to capture the ‘best available
evidence'. Additionally, we wanted to develop protocols
covering both clinical care, such as prescribing and service
delivery, such as referral criteria and shared care. We
recognised that many of the documents we considered
contained recommendations that were suggestions for,
rather than definitions of, good practice and these
provided a valuable starting point for discussion about

approaches that might work best in our localities. If our
inclusion criteria had been too stringent, a great deal of
useful material would have been ignored. However, as
more evidence-based material is published, the protocols’
inclusion criteria can be easily adjusted so that they are
more discerning for evidence-based material.

It is tempting to regard a protocol as the end
product of a development project, but we have viewed it
as one aspect of an ongoing and broad dialogue between
health care workers, service users and managers. This
involves exploration not only of the care locally delivered
and the evidence that justifies this, but also the way in
which it is delivered and where. It is often tempting to
regard a protocol as an opportunity to define best
evidence, implement change and improve practice.
However, unless just as much (and usually much more)
time and energy is invested in talking with practitioners
about their existing practice and the local circumstances
that support it, these aspirations will not be achieved. At
each review date, the current protocols can be reviewed,
new evidence retrieved and the feasibility of changes
considered. This can then be incorporated as appropriate.

Is it reasonable to have each locality or trust devel-
oping its own protocols for what is a universal issue? As
well as identifying clinical recommendations already
endorsed by expert groups, the consultation and
consensus methods ensured these were combined with a
style of shared care that was valued locally as feasible.
For instance, local audits in our area reflected national
findings that at least 30% of people assessed by Primary
Health Care Teams as having severe and enduring mental
health needs have no current contact with specialist
mental health teams. In the light of this knowledge, the
protocol recommended the Community Mental Health
Teams' involvement in assessment and management
planning for all patients presenting with symptoms of an
acute psychotic illness. However, in more chronic but
stable conditions, the importance of the primary care
team'’s role in providing continuity, recognising subtle
changes in the patient’s mental state or their tolerance to
treatments and remaining vigilant to their physical health
is made explicit. These arrangements were considered
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Acute psychosis may present with any of the
following:

+ Hallucinations or delusions

+ Disorganised/strange speech

+ Agitation or bizarre behaviour or change
in usual personality

+ Extreme/labile emotional state

Immediate referral! Early planned referral?

When: Advice about diagnosis and
+ asubstantial immediate risk effective treatment

of harm to self or others
+ afirst episode of illness
+ arapidly deteriorating
condition

CMHT

\d

24 hour Crisis team

GP=general practitioner
PHCT=Primary Health CareTrust
CMHT=Community Mental HealthTrust

Figure 1 Managing a patient with symptoms of an acute psychosis illness.

appropriate in a setting where the quality of primary and other decision support tools, audit and training
mental health and physical care was assured and specia- programmers for local Primary Health Care Teams and
list services were easily accessible. This allows secondary Community Mental Health Teams to support this proto-
care services to prioritise work with those whose needs col’s implementation and those of the other five proto-
are most pressing. The project’s steering group is now cols covering depression, anxiety, substance misuse,

considering the role of information technology templates post-natal depression and referral for psychological
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Features / symptoms may include
+ Social withdrawal
+ Low motivation

+ Disordered thinking
+ Change in behaviour/personality
+ Hallucinations/delusions

A comprehensive assessment of physical and social
p| factors as well as psychological factors helps in
reliable diagnosis and effective management

Y

+ Have you formed a good ongoing working relationship! Could it be strengthened!?
People with mental health problems can find it more difficult to relate to other people

+ Have you reviewed the patient's physical condition recently, and considered appropriate examination recently!
They are at higher risk of poor physical health

+ Have you reviewed their response to medication and any unacceptable side-effects recently!
All patients can have difficulties with compliance, and side-effects can usually be improved

+ Have you considered the carer's needs! Are they well informed, appropriately involved, and adequately supported!
Their carers are at higher risk of mental health problems. Both the patient and their carers may
find more information and support beneficial.

5

Immediate referral Liaison or referral with
to crisis services the CMHT
+ Substantial risk of + Patient experiencing a florid relapse of acute symptoms

harm to self or others N . A .
+ Patient's tolerance to psychotropic medication is changing

+ Rapidly deteriorating .
condition

Patient's health or social function appears to be gradually deteriorating

¢ Advice needed about family planning or pregnancy issues

+ To assess appropriateness of psychological treatment, for patient or

Useful numbers patient and carers together

+ User Drop In

+ Mind + For any advice about appropriate community resources or agencies,

+ Carer Support Network work projects, access to benefits, housing, recreational and leisure facilities
+ NSF appropriate management

+ CMHT

+ Crisis Service + For advice about local and national resources to support carers

NSF=National Service Framework
CMHT=Community Mental HealthTeam

Figure 2 Managing a patient with symptoms of recurring or chronic psychotic illness.

treatment that were developed at the same time. Their generic methodology to assess the GRIMSHAW, J. M., RUSSELL, 1.T. (1993)

o . | ) ) ) quality of clinical guidelines. Effect of clinical guidelines on medical
clinical recommendations will be reviewed in the light of International Journal for Quality in practice: a systematic review of
recently published guidelines in 2003. Healthcare, 11, 21-28. rigorous evaluations. Lancet, 342,

1317-1322.

DEPARTMENT OF HEALTH (1999)
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Sub-optimal prescribing in an adult community mental

health service: prevalence and determinants

AIMS AND METHOD

To compare prescribing practicein a
community mental health service
with evidence-based guidelines and
identify factors related to
sub-optimal prescribing. All current
patients (n=640) were assessed
regarding six key aspects of
prescribing (polypharmacy,
high-dose treatment, use of
thioridazine/maintenance
benzodiazepine/maintenance
hypnotic or routine anticholinergic
treatment).The relationship of
quality of prescribing practice to
demographic, illness and service
variables was examined by regression
analysis.

RESULTS

Five-hundred and five (79%) patients
were receiving psychotropic
medication. Of these, 232 (46%) had
evidence of sub-optimal prescribing
practice. Mean prescribing practice
quality score was 0.75+0.99.
Maintenance benzodiazepine/
hypnotic (31%) and anticholinergic
(30%) use were particularly common.
Prescribing practice quality score was
higher in those receiving depot anti-
psychotic treatment (P<0.01) and in
older patients (P<0.01). Scores were
significantly lower in patients whose
principal medical contacts were with
a consultant rather than a junior
doctor (P<0.001).

CLINICAL IMPLICATIONS

Prescribing practices in real-world
settings frequently deviate from
evidence-based guidelines. The
quality of prescribing is related to
patient, illness and service variables.
In particular, greater contact with
consultant staff is linked to better
practices. Patients receiving depot
antipsychotics are especially liable to
less judicious prescribing practice.

Although guidelines for optimal use of psychotropics are
widely available, prescribing in real-world settings routinely
differs from suggested standards. Polypharmacy, for
example, is strongly discouraged in treatment guidelines,
but typically found in 25% of out-patient attendees
(Stahl, 2000). In recent years, two large cross-sectional
studies of antipsychotic prescribing across mental health
services within the UK indicated that approximately 50%
of in-patients are in receipt of more than one anti-
psychotic agent (Lelliott et al, 2002; Harrington et al,
2002b).

Other aspects of psychotropic prescribing are
repeatedly highlighted. High-dose antipsychotic use is not
supported by evidence of clinical efficacy and is linked to
adverse effects, including a risk of sudden death
(Mackay, 1994). High doses should only be used after

consideration of alternative approaches (e.g. switching to
clozapine therapy) and discontinued if not of obvious
benefit at 3 months (British National Formulary, 2002).
More recently, thioridazine use has been restricted to
second-line treatment of psychosis, due to evidence of
cardiotoxicity potential (Reilly et al, 2000). Moreover,
given that it may be subject to further restrictions or
discontinuation, it is prudent to minimise its use.

Anticholinergic agents alleviate neuroleptic-induced
extrapyramidal side-effects, but have adverse cognitive
effects, alter absorption of other oral medications and
have abuse potential (Marken et al, 1996). Short-term,
as-required use prevents extrapyramidal side-effects in
the vast majority of patients (World Health Organization,
1990; Steele et al, 2000), but routine use is nonetheless
commonplace (Kelly et al, 1998).
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