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Executive Summary

People with enduring mental illness (EMI) have a mortality rate two to three times higher than
the general population. They also have a higher prevalence of diabetes mellitus, metabolic
syndrome, cardiovascular disease, respiratory disease and infectious disease. Modifiable risk
factors such as smoking, alcohol consumption, physical inactivity and poor diet are more
prevalent amongst those with EMI compared with the general population. This study sought to
increase the provision of brief interventions for chronic disease risk factors in patients with EMI.
Brief interventions entail primary care staff giving short advice on lifestyle habits and

signposting relevant services.

The overall aim of the study was to develop and assess a standard protocol to aid the health
professional in the monitoring and treatment of the physical health of patients who have a

severe mental health iliness presenting in general practice. The project comprised of:

e semi-structured with GPs, practice nurses and members of community mental health
teams (CMHTSs) at the study outset to understand their experience of providing
services in relation to physical health for patients with EMI

o the development of an audit tool for practices and the ability to upload anonymous
retrospective patient data

e the piloting of a patient held shared care card

¢ the creation of a structured proforma for recording physical health data in the main
practice management software

e semi-structured interviews with GPs and practice nurses to evaluate the above aspects
Thirty-five GPs in 11 practices based in Dublin, Cork, and Galway participated in the study.

In the semi-structured interviews at the start of the project, service providers were
knowledgeable that people with EMI had an increased risk of physical health illnesses and
agreed that physical health measures should be monitored. While some patient level
difficulties were identified, the key barriers noted were at a system level - difficulties
communicating and resources. Furthermore, it was unclear to respondents whose

responsibility it was to monitor, detect and manage the physical health of patients with EMI.

The review of the three main GP PMS systems (Socrates, HPM and HealthOne) in terms of
their ability to record and extract data, as well as their reporting functionality, revealed
significant limitations. The main challenges occurred due to systems recording risk factors
through multiple variables and formats and a lack of clarification regarding where and how

relevant interventions could be recorded. Furthermore, while the reporting functions may be
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sufficient for brief clinical reference, they were found to be insufficient for research and audit

purposes.

Rates of physical health monitoring in primary care are significantly lower for people with EMI
despite consultations rates being much higher according to the literature. There are several
issues in the main practice management software systems which make it difficult to
systematically record chronic disease risk factors and brief interventions accurately.
Therefore, a structured proforma - the physical health monitoring (PHM) tab - was developed
to facilitate the systematic and structured recording of key physical health variables and brief
interventions. Feedback from GPs on the PHM tab was largely positive with the majority of
service providers expressing approval of the tab with suggestions for changes to the layout

and content.

Interviews post intervention revealed that the feasibility of introducing a shared care card into
Irish general practice for patients with EMI is low. A potential alternative to the shared care
card might be the Patient Held Active Record of Medication Status (PHARMS) which has been
developed in University College Cork. This intervention would serve many of the same
functions as the shared care card while also addressing some of the issues raised by GPs.
This includes problems with a paper based card and time taken to fill out the card. The
PHARMS may act as an interim solution while a shared electronic health record is awaiting

approval from the Irish government.

Given the rates of EMI found, and the increase in coding after GPs were asked to use the
finder tool, was 4% for RDD, 11% for schizophrenia and 28% for bipolar disorder, it seems
likely that there are many patients with EMI who have not been coded with EMI. However,

there are several limitations which undermine the validity of the prevalence figures reported.

An understanding of the lifetime prevalence of EMIs in Ireland can help inform the resourcing
of general practice. Further research conducting face-to-face interviews of general practice
patients in Ireland could provide a more accurate figure for the prevalence of EMIs in Ireland.
Improving the validity of diagnostic coding should be a priority in Ireland in order to provide

more accurate prevalence and impact data.
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Introduction

Physical health of patients with EMI

Enduring mental illnesses (EMI) account for 54.9% of disability-adjusted life years (DALYS)
caused by mental and substance use disorderst. EMI comprise schizophrenia, bipolar
disorder and (recurrent) depressive disorder. Much of these DALYs are accounted for by
physical illness. People with EMI have a mortality rate two to three times higher than the
general population?. This translates into a reduced life expectancy of between 13 and 30
years?. This gap in mortality has widened recently, including in developed health systems such
as Sweden?®, Finland*, and Denmark* Hert and colleagues? estimated that 60% of this
increase in mortality is caused by physical illness. Among people with EMI there is a higher
prevalence of diabetes mellitus®, metabolic syndrome®, cardiovascular disease’, respiratory
disease® and infectious disease®. Cancer morbidity rates are the same for people with EMIs
and the general population. However, there is evidence of increased cancer mortality rates for
this group!®. Chronic disease not only reduces life expectancy for patients with EMI, but also
exacerbates their EMI'!, negatively affects quality of life and leads to increased stigma. There
is a clear disparity between the physical health of people with EMI and the general population,

and it is not solely arising directly from the EMI.

Causes of increased physical illness

There are five primary reasons for the disparities in physical health outcomes between the
general population and those with EMI: side-effects of some psychiatric medications,
increased rates of chronic disease risk factors, different healthcare utilisation patterns, lack of

integration between primary and secondary services, and inequitable provision of healthcare.

Antipsychotic drugs

Antipsychotic drugs are found to increase the likelihood of weight gain'?. Weight gain is even
greater for novel antipsychotics'?, which are the primary treatment for psychotic disorders.
Obesity is a major risk factor for several chronic diseases® 4. Two-literature reviews!'? 5
concluded that for 40-80% of those taking antipsychotic drugs, their weight increases by more
than 20% of what is deemed ideal body weight. Moreover, Alvaraz-Jiminez and colleagues?®
suggest that the studies which these reviews are based on underestimate weight gain.
Antipsychotics can also increase one’s cholesterol and blood sugar levels’, which increases

the probability of developing diabetes.
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Modifiable chronic disease risk factors

Modifiable risk factors such as smoking, alcohol consumption, physical inactivity and poor diet
are more prevalent amongst those with EMI compared with the general population. Smoking
accounts for approximately 5.5% of the global burden of disease'®. A meta-analysis!® of
worldwide studies of smoking prevalence in people with schizophrenia found that over 60% of
people with schizophrenia are smokers. Therefore, their odds of being a current smoker are
5.3 times higher than the general population. Similar rates of smoking are found internationally
in people with bipolar disorder?.

Patients with EMI have been consistently found to have higher rates of alcohol consumption
compared to the general population?!. Alcohol consumption, even at low levels, is a risk factor

for cancer?? and cardiovascular disease?.

Several studies? 2° have shown that patients with EMI are significantly less physically active.
This may be partly caused by the lethargic effects of some medications. Physical inactivity is
the cause of 6-10% of chronic diseases worldwide; these include cancer, CVD and diabetes

mellitus?®.

In reviewing the literature on diet and EMI, Scott and Happell?* found that people with EMI
consume higher amounts of sucrose, sweetened drinks, and saturated fat. They also consume
less fruit, vegetables, milk, potatoes and pulses compared to the general population.
Generally, the diets of people with EMI are more likely to be high fat and low-fibre compared
to the general population?'. The risk of developing chronic disease is reduced by increasing
one’s fibre, pulse?’, fruit and vegetable?® consumption. The risk is also reduced by decreasing
one’s fat®®, sugar and sweetened drink® intake. This is another example of how chronic

disease risk factors are more prevalent amongst patients with EMI.

This study sought to increase the provision of brief interventions for chronic disease risk
factors in patients with EMI. Brief interventions entail primary care staff giving short advice on

lifestyle habits and signposting relevant services.

Utilisation of healthcare

Compounding the high prevalence of modifiable risk factors in people with EMI, the healthcare
utilisation patterns of patients with an EMI differ from the general population. Lawrence and
Kiselyl® point out in a review that schizophrenia patients with appendicitis present later for
healthcare. This group also present with more complications and have worse outcomes after
surgery!®. Patients with EMI are less likely to report physical symptoms?!, potentially caused

by the fact that antipsychotics act as analgesics®!.
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However, Mai and colleagues®? posit that high rates of physical illness in patients with EMI are

primarily caused by inequitable provision of healthcare rather than different utilisation patterns.
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Project Aim and Methodology

Aims and objectives

The overall aim of the study was to develop and assess a standard protocol to aid the health
profession in the monitoring and treatment of the physical health of patients who have a severe
mental health iliness presenting in general practice/primary care.

The specific objectives were:

1. Investigate the current monitoring in general practice of the physical health care
indicators among patients with EMI.

2. Obtain the views of service providers and users on needs, barriers and proposed
intervention design.

3. Design, implement and evaluate strategies for GPs aimed at improving the physical
health of people with EMI. These may include enhancements to practice management
software (PMS) systems in use in GP practices to assist GPs to identify patients with
EMI; the creation of a specific template (proforma) incorporated into the electronic PMS
systems for recording risk factors and brief interventions and/or a patient held shared
care card.

4. Implement and evaluate an audit for the physical health of patients with EMI in Irish

general practice.

Methodology
Qualitative semi-structured telephone interviews were used to explore the experiences of
GPs, practice nurses and members of community mental health teams (CMHTS) in accessing,

utilising, and providing services in relation to physical health for patients with EMI.

In order to estimate the prevalence of EMI in Irish general practice, a data uploader, EMI
search tool, and patient register was developed. An audit, which could be used by all practices,
whether a participant in this project or not, was also designed and made available via the ICGP

website.

A patient held shared care card was developed based on a review of the literature. The
purpose of the shared care card was to encourage communication between primary care and
secondary care, to increase focus on the physical health of patients with EMI, and to empower

these patients.

- ___________________________________________________________________________________________|
ICGP-HSE 7



A structured proforma was developed and implemented in two of the main practice
management software systems in Ireland. This facilitated the systematic and structured
recording of physical health variables, brief interventions and referrals. The structured
proforma also included an advice section that would tailor advice for GPs depending on the

data inputted on several chronic disease risk factors.

To evaluate the various aspects implemented, semi-structured interviews were conducted with
GPs, practice nurses, and patients. The areas examined in these interviews covered
practicality, acceptability, impact on workload and perceived impact on physical health.

The evaluation also involved the analysis of anonymous aggregated data provided by

practices over an 18-month period.

Recruitment

Expressions of interest were sought from practices in Dublin, Cork, and Galway. An
information session was conducted with GPs in each area, where information was provided
on the finder tool, register tool, uploader, and shared care cards. GPs then signed a consent
form outlining their agreement to take part in the study. Researchers sought to recruit practices

using either the Socrates, Helix Practice Manager or HealthOne PMS systems.

Members of the relevant community mental health teams (CMHTS) were recruited via the local
Health Services Executive (HSE) Executive Clinical Directors (ECDs).

Physical Health Monitoring Tab

The Physical Health Monitoring (PHM) tab created in PMS systems allowed users to
systematically and accurately record chronic disease risk factors and brief interventions. While
the PHM tab mirrors some data already collected in ‘baseline details’ or ‘vital signs’ areas
(depending on the PMS system employed in the practice). It also provided for more
comprehensive and structured information to be recorded. By selecting this tab, GPs were
able to fill in fields including: Measurements, Smoking, Physical activity, Audit-C, Substance
misuse, Vaccines, Tests, Brief intervention and Referral. If any of this information is already
recorded in another part of the patient record, that information is transferred to the PHM tab
section of the patient record, or vice-versa. As part of the PHM tab, an ability to conduct an
audit on any of the chronic disease risk factors among the EMI practice population is also
possible. This PHM tab was implemented in the three main software systems and is available
for all patients, not just EMI patients, making it an ideal mechanism to implement the HSE

Making Every Contact Count (MECC) Framework.
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The content of the PHM tab fields

The ‘Measurements’ field contains a wide range of variables, including: Weight, Height, BMI,
Waist/Abdominal circumference, Cholesterol, Systolic and Diastolic blood pressure, HBALlc,

Random non-fasting glucose and FEV1.

The ‘Smoking status’ field allows a brief smoking screening by identifying patients as ‘Current’,

‘Ex-Smoker’, ‘Non-Smoker’ or ‘Passive’ smoker.

The ‘Audit-C’ tool contains four questions that enable GPs to accurately assess alcohol
consumption and identify patients with active alcohol use disorders or a hazardous drinking

status.

The ‘Physical activity’ field provides assessment in terms of frequency as well as the intensity

of physical activity during a typical week for a patient.

The ‘Substance misuse’, ‘Vaccines’ and ‘Tests’ fields allow concise identification and
recording of potential substance abuse, vaccines given (Flu Vaccine, Pneumococcal vaccine
and Pertussis) and examinations undertaken (Smear test, Mammogram, Bowel cancer
screening, PSA test, INR test and ECG).

The ‘Brief intervention’ field gives GPs the opportunity to record all relevant interventions in
one place during consultations. GPs can select multiple interventions including: Weight,
Smoking, Alcohol, Physical activity, Diet, Medication adherence, Substance misuse, Sexual
health, Depression/anxiety, Other interventions and Patient declined. Recording all relevant
interventions in one place provides GPs with a comprehensive overview of the type of advice

offered to a particular patient.

The ‘Referral option’ field contains multi check-box options to select which service the patient
was referred to. The options provided are community/voluntary programme, community
service (e.g. PHN, dietician, OT), hospital/specialist service, Other referral and Patient

declined.

Computerised clinical decision support

For this project, a basic computerised clinic decision support (CCDS) function was developed
to assist healthcare staff in Irish primary care to delivery appropriate brief interventions to
patients. This entails an advice section in which alerts appear when a chronic disease risk
factor recording is not within recommended limits. For example if BMI is between 25-30 the
advice section will have an alert in it in which it states ‘INCREASED RISK’, gives the patient
brief intervention on the benefits of weight reduction, directs to resources, and provides a link

to relevant NICE, HSE, or ICGP guidelines. Similar alerts are provided for alcohol, blood
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pressure, smoking, and physical activity. As recommended by a synthesis of systematic

reviews®3, this function is integrated with the PMS system to reduce workflow interruption.

Finder

Patients with diagnosed EMI illnesses are often not coded as such34. Therefore, a finder tool
was developed. This tool was developed by the researchers in consultation with a consultant
psychiatrist and a GP with expertise in mental health. The purpose of the finder tool was to
aid GPs in identifying and coding patients who have an EMI but have not been coded with
one. The finder provides a list of active adult patients who have not been coded with an EMI,
and are currently being prescribed any of the medications in Table 1 or have any of the
following terms typed in the patient's notes in the previous year: ‘schizophrenia’,
‘schizophrenic’, ‘bipolar ‘schizoaffective disorder’, ‘affective psychosis’ or ‘psychosis’.
Prescriptions have been found to be the best indicator of depression in a general practice
setting®. All patients are by default classified as active. In order for their status to differ from
this, they must be actively reclassified as inactive, deceased or archived. The list of patients
provided by the finder is in descending order, from those that meet the highest number of
inclusion criteria to those that meet the lowest number of inclusion criteria. The report provides
the GP with the name, age, sex, GMS status, address, phone number, free text notes meeting
inclusion criteria, medications prescribed and dosage of these medications of each included
patient. The GP must then review this list and identify those patients who should be coded
with the relevant conditions and therefore included in the register (described below).

Register

The register provides a list of patients in the GP’s practice who have been coded as having
an EMI. The codes used to include patients in this register can be found in Table 2. The list of
relevant medications and ICPC-2 and ICD-10 codes were decided upon by an expert group

that included two consultant psychiatrists and a general practitioner.

Uploader/Data Extraction

The data extraction tool sends anonymised information on patients coded with an EMI to a
central database, when the GP accepts the terms and conditions and activates the data
extraction. This included their year of birth as well as all coded EMI diagnoses ever, medicines
prescribed, sex, GMS status, number of consultations, all information from the PHM tab, and
all information from sections related to the PHM tab (for example vital signs in HPM and

Baseline details in Socrates), for three years prior to upload.

Patients coded with any of the codes in Table 3 were excluded from the finder, register and

uploader.
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Clinical audit

Finally, to encourage GPs to improve the care of the physical health of patients with an EMI
a clinical audit tool was developed. The Medical Practitioners Act 20073 introduced annual
clinical audit as a legal requirement for GPs to maintain their professional competence.
NICE®’ defines clinical audit as ‘a quality improvement process that seeks to improve the
patient care and outcomes through systematic review of care against explicit criteria and the
implementation of change’ (p. 1). A Cochrane review® of clinical audits concluded that audit,
along with feedback, brings about small but sometimes important changes to clinical practice.
The review*8 concluded that audit leads to improved compliance with guidelines. The review®
also found results that suggest comparing the clinician’s activity to peers leads to improved
practice. As part of this project, an audit report was automatically generated when the GP
activated a data uploader which provides the GP with information on the physical health of

the respective practice’s patients with EMI.

When a practice uses the uploader, they are immediately sent an Excel file with aggregated
information on their practice’s EMI patients and a comparison to all practices that have
uploaded data. The Excel file contains several sheets, each of which analyses a different
aspect of EMI patients’ health indicators. The first sheet comprises information/graphs about
demographics, prescriptions, diagnostic coding, consultations and referrals. All other sheets
contain information about an individual chronic disease risk factor, the breakdown of patients’
status and whether the doctor made an intervention or referral. This information is for

smoking, BMI, alcohol, substance misuse, physical activity, blood pressure and cholesterol.
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Data Analysis

Quantitative Data from Practices

The anonymous, aggregated data was extracted at practice level and uploaded to a central
database via a secure connection. The data from the participating practices was analysed
using Microsoft Excel and SPSS Statistics 25.

Qualitative Data

The qualitative data was collected through semi-structured interviews, which were audio
recorded and transcribed verbatim. The interviews were undertaken with service users and
service providers. The data was transcribed and analysed using thematic analysis by the
research team through the NVIVO data management software. Codes were identified and

grouped into key emerging themes.

Semi-structured telephone interviews were considered the most effective method for
gualitative data collection. Interviews were conducted over the phone. Telephone interviewing
is considered appropriate for interviewing a sample over a wide geographical spread® as well
as a population with time constraints, such as health professionals®. It is also considered a

medium which provides valid information*!.

- ___________________________________________________________________________________________|
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Table 1: Medication inclusion criteria for finder

Antipsychotic Medicines

Cholinesterase Inhibitors

Other anti-dementia drugs

Generic name

NO5AHO04 Quetiapine Anxiolytics — Any
Anxiolytic with ATC
NO5ADO1 Haloperidol NO5B MXIOYHCWIN AT 1 NosDX01 | Memantine
CODE starting with
NO5ABO06 Trifluoperazine “NO5B”
NO5AX08 Risperidone Hypnotics and
: sedatives — Any
NO5AHO03 Olanzapine . d
NOSC Hypnotics an
NO5AB02 Fluphenazine sedative with ATC
CODE starting with
NO5AX13 Paliperidone “NO05C”
NO5AHO02 Clozapine Psychostimulants,
' Agents used for
NO5AA01 Chlorpromazine ADHD and
NO5ALO5 Amisulpride Nootropics = Any
NOGB Psychostimulants,
NO5AX12 Aripiprazole Agents used for
ADHD and
NO5ALO1 Su|plrlde Nootropics Wlth
ATC CODE starting
NOS5AFO05 Zuclopenthixol with “NO6B”
NO5ADO7 Benperidol Any Psycholeptics &
Psychoanaleptics in
NO5AFO01 Flupentixol NO6C combination with
ATC CODE starting
NO5AAQ3 Promazine with “N06C”
NO5AC04 Pipothiazine
NO5AEO03 Sertindole
NO5AEQ04 Ziprasidone
NO5AEQ05 Lurasidone
NO5AG02 Pimozide
NO5AHO05 Asenapine
NO5AX13 Paliperidone
NO5ANO1 Lithium 24
ICGP-HSE 13




Table 2: Disease code inclusion criteria for register and uploader

ICPC2 Clinical diagnosis ICD-10 Clinical diagnosis

P71 Organic psychosis other FO9 Unspecifie:]:r:f:ln;?sc;:;\érptomatic
P72 Schizophrenia F20 Schizophrenia
P73 Affective psychosis F25 Schizoaffective disorder
P76 Depressive disorder F29 Unspecified nonorganic psychosis
P98 Psychosis NOS/other F30 Manic episode
F31 Bipolar affective disorder
F33 Recurrent depressive disorder
F39 Unspecified mood [affective] disorder

Table 3: Disease code exclusion criteria for register and uploader

ICD-10 Clinical diagnosis

F22 Delusional disorders

F23 Brief psychotic disorder

F24 Shared psychotic disorder

F28 Other nonorganic psychotic disorders
F32 Major depressive disorder, single episode
F34 Persistent mood [affective] disorders
F38 Other mood [affective] disorders

ICGP-HSE
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Qualitative interviews with healthcare staff prior to project
commencement

As outlined in the introduction, people with EMI have higher morbidity and mortality from
chronic diseases than the general population. This results in a significantly reduced life
expectancy. The vast majority of the gap in life expectancy is accounted for by physical illness.
People with mental iliness are further disadvantaged as they are less likely than the general

population to be offered, or to access, regular health screening.

In order to establish service providers’ opinions regarding the care of the physical health of
people with EMI, we undertook qualitative semi-structured interviews with the service
providers who expressed an interest in participating in the project - general practitioners,
psychiatrists and members of the CMHT.

Sampling, for the GP component of the study, was purposeful and aimed to include GPs with
varied experience in managing patients with EMI. The sampling frame was responders to an
invite to participate in the study, with practices based in Cork, Galway West, North Dublin City
and South Dublin.

Clinician members, i.e. Consultant Psychiatrists, Mental Health Nurses, and Occupational
Therapists, of the CMHTSs in the corresponding geo-locations to the participating GP practices
were invited to participate in the study via the ECDs of the four identified HSE areas.
Recruitment followed an identical approach to the GP cohort.

A semi-structured interview topic guide relevant to GPs and the CMHT was developed
consisting of 20 questions and prompts in five sections, including the physical health of
patients with EMI, presentation and detection, support and management of patients with EMI,

communication with patients with EMI, and collaboration between service providers.

34 interviews were conducted; 20 with GPs and 14 with CMHT members. The CMHT cohort
consisted of six psychiatrists, seven community mental health nurses, and one occupational

therapist.

Results

Physical health of patients with EMI

Both GPs and members of the CMHT addressed that patients experiencing EMI are prone to
many different types and varying levels of physical health problems. The relatively poor
physical health of people with experience of EMI was repeatedly addressed throughout the

course of all of the interviews. All participants reported that patients living with EMI were at
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greater risk of being diagnosed with a range of chronic conditions and diseases including
metabolic syndrome, diabetes, cardiovascular disease, respiratory disease and cancer. They
also indicated that EMI patients experience higher rates of obesity, may struggle with drug
and alcohol dependency and have a shorter life expectancy than the general patient
population. In addition, poor nutrition, low rates of physical activity and extremely high rates of
smoking were recognised in their EMI patient population. All of those interviewed considered
that many of the risk factors encountered by patients with EMI were a consequence of the

social, economic, environmental, psychological and physical impact of EMI.

(Physical health issues are) very, very common. Especially people who have
diagnosis of schizophrenia or bipolar disorder who are prescribed medications for
long periods of time and attend us over long period of time often will develop
obesity, hypertension, thyroid illness, cardiac and respiratory illness. It’'s really

guite common for us to see people with morbid physical problems. (CMHTO04)

Special emphasis was placed on the economic barrier, where the majority of GPs identified
that due to limited resources, patients with an EMI are disadvantaged in terms of practicing a
healthy lifestyle.

Presentation and detection

The majority of participants considered that recognition of a physical health problem by
patients with EMI worked on a case-by-case basis, based on the severity of their illness. Some
participants noted that patients with EMI were similar to patients without a diagnosis of an EMI
in regards to their interest in their physical health. It also recognised some conditions are often
symptomless and are detected through routine blood screening, while other mild symptoms
may be disregarded by those with EMI as symptoms related to their mental health rather than

a physical health issue.

A lot of conditions are found on routine blood screening so a lot of the time they
wouldn’t be telling us that they are feeling unwell. They might be tired but attribute
it to their mental illness. So it’s up to us to maybe see the difference and send them
for routine bloods. (CMHTQ7)

A number of GPs and mental health professionals considered that their EMI patient’s
awareness of physical health was in the main extremely poor, as was presentation to the GP

for treatment.

We find that these patients tend to have more physical health complaints that they

don't actually go to the doctor about. They generally don’t have a lot of awareness

ICGP-HSE 16



about the impact it has on them or that it’s even present and they generally tend to

be poor presenters. (GP02)

One Community Mental Health Nurse offered insight into the impact that working in an area

of socio-deprivation has on EMI patient’s awareness of their health issues.

No (awareness) — now | have to say because of the area I'm working in is a very
high deprivation index so there’s a lot of other factors as to why people have co-
morbid physical health issues alongside their mental health problems... lifestyle,
low education attainment, no real interest in self-care, plus they’d be doing lots of
things to impact on their care including drug and alcohol abuse. So that’s a problem

you’d see in this area instead of more middle class areas. (CMHTO03)

A GP pointed out the socioeconomic status also has an effect on access to tests for EMI

patients:

A lot of these patients would be GMS medical card [public patients], so sometimes
it can be very difficult to get access [to tests]... That's the way the system is.
(GP15)

Patients with a diagnosis of bipolar disorder were perceived to be more capable of engaging
in relation to their physical wellbeing. Patients whose conditions were being effectively
managed by medication and therapy, and who had good support structures in place, were
regarded as aware of some physical health issues and were able to address them during visits

and appointments.

When | think of it, the patients with bipolar are probably better at attending and
being aware of their physical health as well. | suppose the schizophrenic patients
who are maybe more severe or have less support | think are not so good about

coming for anything physical. (GP09)

Patients, for example who were experiencing periods of psychosis or severe depression, were
often not aware of some of the physical health issues they were developing. If a patient had a
family member or carer in their life, they would act to address issues they noted with the
patient's GP or CMHT supports. One GP identified that many of her patients had no carer to

advocate on their behalf.

Sometimes (they have a carer)... not all the time. See it depends on the age of the
patient, and it depends on if they have a spouse, a partner in life. They may, but |

think the majority of the patients coming into me they don’t really. (GP11)
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Annual physical health monitoring

Annual physical health check-ups for patients with EMI were perceived by GPs and CMHT
members to be an ideal practice. While they were perceived positively, some GPs considered
that completing a comprehensive physical health check annually was not always possible due
to severe time constraints and lack of funding in general practice. Instead, they were conscious
of monitoring many of the criteria and parameters of a physical health check when possible

during ad-hoc appointments with patients who were already in the system.

| suppose not as an organised formal thing no. A lot of the patients who are
functioning better do look after their own health... | think probably if they have been
diagnosed with a condition such as diabetes or blood pressure they are easier
because we would be looking after them anyway. So they are in the system, and
if they are coming in for a three or six-month prescription they would be coming in
once or twice a year to get their health checked. (GP09)

There isn’t (an annual health check) because the medical card contract kind of
penalises you for doing that so you know you don't... you kind of get reimbursed
on average to supply two or three visits a year but when you're seeing them ten to
twelve times a year for other stuff there is absolutely nothing left. You've already
overshot what it is you're supposed to be doing which is looking after the acute
illness. There is no chronic disease management factored in yet for any mental
health, so there’s no structure around that. (GPO7)

No, not as such. It is really ad-hoc and it shouldn’t be but because of resource
issues it wouldn't be feasible to do physical health checks on everyone. What tends
to happen is we try to ensure that most people with enduring mental illness get
basic bloods once a year and ideally have their blood pressure and weight checked
as well. (CMHTO04)

However, one GP highlighted that their practice attempts to provide health monitoring or
additional testing for EMI patients on an annual basis.

We try to do an annual check, but they [patients with an EMI] are often not very
good in keeping track of appointments. | would do blood tests at least once a year,
check their blood pressure, weight, talk with them about smoking, and try to do an
ECG every three years. We do our best to provide advice, and give them leaflets,

and refer them for dieticians. (GP19)
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Two CMHT members in one of the four HSE catchment areas confirmed that a comprehensive
annual physical health check, bearing in mind the most recent NICE guidelines, was in place

for all of their attending patients with EMI.

Regularly. The consultant is very clued in with the NICE guidelines and from a

nurse’s point of view we do annual health screening for all of our clients. (CMHTO03)

Linked to the annual screening and physical health care they receive at their mental health
service, one Consultant Psychiatrist explained that some of their patients never attend their
GP for physical health complaints. Instead, it is common for them only to present to collect
their repeat prescription scripts.

We do routine annual screening because some patients don't really go to their GPs
ever other than to collect scripts because they get everything from our service. We

really have to encourage them to go to their GP. (CMHTOQ7)

Management of the physical health of patients with EMI in general practice

GP participants considered that the physical health of patients with EMI should generally be
managed where possible in the primary care setting. Exceptions are made for patients who
require treatment in the secondary care setting. The majority of GPs stated that they felt
comfortable managing the physical health of patients with EMI. However, many reported
difficulties in managing their patients due to challenges related to adherence to advice and
treatment, difficulties in communicating effectively, poor appointment attendance, access to
appropriate supports and services, and an awareness that patients with EMI are less likely to
seek care related to their physical health than patients who do not experience mental health
issues. A lack of compliance amongst patients, with regard to treatment and possible lifestyle
changes, is seen as one of the biggest challenges. From a community mental health nurse

perspective, many of her patients:

...wouldn’t be compliant with taking on advice. Compliance is a big issue. Even if
it’s not that they are taking it all, it’s that they don't take it regularly or as prescribed.
(CMHTO03)

Lack of compliance was associated with a lack of motivation which commonly arises among
EMI patients as a result of illness. One GP suggested employing motivational techniques

during consultations:

Some of them (EMI patents) are motivated, but mostly because of medication or

illness they become demotivated, sluggish or fatigued, or falling asleep during the

- ___________________________________________________________________________________________|
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day... You need to adjust your expectations, and use motivational intervention

techniques with them, and tell them how great they are doing. (GP20)

GPs reported that the focus of visits by those with EMI often veered away from physical health
advice, education and risks. They often focused on the mental health issues the patients were
experiencing, repeat prescriptions for medications prescribed in the secondary care setting,
monitoring side effects of medications and tackling acute physical health issues. Time
constraints in appointments were the most frequent issue for GPs when attempting to educate
and encourage patients to focus on and monitor their physical health. GPs addressed the

need for longer consultations for patients with EMI.

...even the ones that have their mental health symptoms very much under control
they tend to focus on the mental health symptoms and not so much the physical
health symptoms. (GP02)

The challenges are that they don'’t present and that you are focusing so much on
their mental health issues that you so sometimes forget their physical wellbeing.
You know time constraints of course... but most of the time it's not presenting and

not being motivated to present. (GP11)

Follow-up with patients who miss appointments in general practice or who have been called
in to access treatment for results can be problematic. GPs explain that they work on the basis
that if contacted it is at the patient’s discretion whether they attend or not, although in some
cases the patient’s partner or carer may be contacted to promote attendance. It was also
touched on that general practice does not have the resources in place to follow-up with every

cancelled appointment.

We don't have the resources here to follow up on every single cancelled

appointment. You just hope that they will reschedule themselves. (GP07)

You'd generally contact them and you’d hope that they would come back you’d
hope you could have a conversation. Sometimes you could contact their spouse
(if relevant). Sometimes there are some people you don’t even go there, you

mention it but you know it’s not going to change things really. (GP11)

Generally I'd have to pick up the phone and make a phone call. If they don’t answer
repeated phone calls, we could write to them. A good opportunity to if they are still
not responding is when they need repeat medication; there are ways of working
around it to ensure compliance but that is very time consuming. But at the end of

the day if it needs to be done it needs to be done. (GP02)
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Management of the physical health of patients with EMI by the Community Mental

Health team

There was consensus by CMHT participants that the management of the physical health of

patients with EMI was better suited to the patient’s GP.

If we identify a problem such as high cholesterol or a thyroid problem, we will often
liaise directly with the GP by telephone or letter and ask the patient to go in to see
their GP to see if they need medication. Sometimes, in general, Psychiatrists feel
that when people need hypertension treated that a GP has more expertise in that
area even though the psychiatric treatment may be contributing. We sometimes
prescribe for people who won't see their GP but really at a basic level. That
wouldn’t be the ideal at all because these conditions can be quite complicated.
People really do need to see their GP. (CMHT04)

However, most CMHT patrticipants expressed that they played a role in supporting their
patients to access physical health checks, tests and treatments by either advising them or
supporting them in person to visit their GP, or in the case of Consultant Psychiatrists
interviewed, in referring patients to the necessary clinics in secondary care. One Consultant
Psychiatrist considered that the information they shared with the GP was taken seriously
concerning their patients, yet the patient’s lack of motivation in attending appointments meant
that they could fall between the cracks if they had no support in place. They offered an

example:

Yes, very much (they feel that their information is taken seriously by GPs). It’s just
that GPs work in a certain way sometimes that makes it difficult. If you're
concerned about somebody and they’re not going into see their GP and they aren’t
actively engaged, there often isn’t an obvious pathway for what happens because
the GP will say tell them to come in. We’'ll sometimes get the nurse to bring the

person or help them to come in. (CMHTO04)

Communication with patients with EMI

Some participants reported that the multifaceted and complex symptoms related to EMI
resulted in some patients being less inclined to address physical health problems with their
GP or CMHT, while these symptoms resulted in other patients being hyper aware, often
anxious and prone to addressing multiple physical health symptoms during consultations.

Communication issues were recognised as barriers to clinical assessment.

- ___________________________________________________________________________________________|
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People often do neglect both their mental and physical health. There are people
who see us with anxiety, some of whom are very focused on their physical health
who will be in and out to their GP frequently and then there are others with anxiety
who will actively avoid their GP and will be into us a lot. We see a whole variety.
(CMHTO04)

Comprehension and implementation of the physical health advice offered during consultations
was recognised by participants as problematic for some of their patients. The following two

quotes offer further insight:

I do think they mostly understand but I'm not sure if they have the capability or the
where with all to implement diet or weight changes. It’'s hard enough for patients at

the best of times who don’t have enduring mental health issues. (GP09)

It's hit or miss. What you tend to do is try to bring it around. If they come in for
lower back pain or not sleeping well, you are trying to link the physical symptoms
they have with ‘do you remember when we spoke about how your weight is too
much for your height, and you are to try to lose weight and how you can do that’.
So you try to use the opportunity to use whatever symptoms they are coming in
with to give them lifestyle advice. (GP07)

One GP explained how factors related to EMI symptoms often resulted in affected patients

having low motivation to put health advice into action.

Getting into the structure of a routine is difficult. Motivation is also something that
is a problem. People may have an understanding that they need to lose weight but

whether they have the motivation... (GP02)

Making positive changes to lifestyle, e.g. diet, exercise and smoking cessation was often
perceived by participants to be a challenge for many patients with EMI. According to one
Consultant Psychiatrist, there are difficulties in engaging patients in health related
interventions. Supporting patients to take part was often time consuming, when time
constraints were already noted to be a serious factor for many health care professionals. As
a result, engagement was promoted through conversation in the hope that the patient would

take it upon himself or herself to comply.

We do have a health activity programme in the service which we try to encourage
people to do, but typically people aren’t that enthusiastic. People smoking is
another issue. We often talk to them about smoking and we have at intervals had
smoking cessation interventions but it’'s often difficult as a Psychiatrist to devote

times to these matters and often it is difficult to follow through with people so it
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comes down to a reasonable conversation with people... but it’s not necessarily

effective or followed up in any real way. So it's not great really. (CMHTO04)

Yet this particular Consultant Psychiatrist addressed the belief that positive change to physical
health is possible for EMI patients. They sought to contradict the notion that antipsychotic

medications are often to blame for patients’ physical health issues:

The question of medication is way, way over played in terms of its contribution to
the health problems that exist. People tend to say it's my medication but usually
it’s a huge myriad of factors that are contributing to it, and the illness is certainly
part of it... There are many patients who are on these medications who don’t have
physical health problems... | think it’s important that we challenge this idea that
people tend to present to us that there’s nothing they can do about their physical
health problems because they’re on medication and it’s all down to the medication
because it’s not. (CMHTO04)

People can very successfully give up smoking and lose weight and can improve
their physical health while on medications. That’s not withstanding that there is
evidence that people can gain weight on these medications and we do need to be
trying to make sure that people are on the minimal effective dose or that they stop
the medications, that’s where it’s trying to aim for, and trying to educate people in
advice at a point where people are well enough to talk about these things.
(CMHTO04)

Several GPs addressed that it may not be worth intervening due to complex lifestyle

behaviours:

If you're seeing someone who has a lot of instability in their life due to their mental
health then if you find a balance in that then it’s hard to go digging at, picking on
them to start watching what they eat and their smoking. (GP16)

Communication and collaboration between GPs and Community Mental Health Teams

The importance of relationship development between GPs and members of the CMHTSs was
evident throughout all of the interviews. More often than not GPs and CMHT members
reported that when they experienced direct contact with one another, the experiences were
positive. In cases where professional relationships had the opportunity to develop over time,
or on a basic level where they were familiar with first names, communication was perceived
to be more effective than if they were unfamiliar with each other. One GP explained how they

felt confident with the level of access and engagement they had with their local CMHT.
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We’'re pretty confident in conjunction with our local mental health services. We
have two Consultant Psychiatrists who job share. We have brilliant mental health
nurses who we can contact very readily if we have concerns. So it does tend to run
very well. It’s a difficult part of medical but it actually runs very well in comparison

to other chronic illness. (GP11)

Frequency of engagement, as well as willingness to update ‘the other side’ about particular
patients also contributed towards better quality of collaboration:

I have them all on my speed dial (psychiatric services). We engage with them a
lot. I have phone numbers of psychiatric nurses, | use Healthmail, and almost every
time when | see one of the EMI patients, | would send a copy of that consultation
to the mental health service. | would be practicing what | was taught; ‘share-care’
with them. (GP19)

Direct contact by telephone was the most obvious choice for both GPs and CMHT team

members to get in touch in relation to their shared patients.

| feel that we are very lucky in our area because we have a very good relationship
with the Psychiatric Nurse and receptionist if the patients are already linked in. |
would ring the psychiatric nurse if | have any concern about the patient and they
would call me. We are quite well served in our area. Essentially | pick up the phone
and | could send a letter and | would but it's much easier to pick up the phone.
(GP09)

GPs offered insight on the difficulties faced in accessing appropriate secondary care and
services for their patients and placed great emphasis on the importance of professional
relationships and associations. However, accessing members of the CMHT was often time
consuming, and frequently resulted in phone calls being missed and messages being left to
call back. The participants from the CMHT also highlighted that they may have to call the
surgery a number of times and leave messages to speak with a patient’'s GP. It was recognised
that GPs always returned calls as soon as they had the opportunity. Both GPs and CMHT

members were conscious of the severe time challenges they all faced in practice.

Overall collaboration between GPs and CMHTs was often perceived to be non-systematic and
less than optimal. Many GPs reported a lack of cohesion in integrated care, offering examples
of how they are frequently not informed about test results, medications prescribed and the
development of their patient’s treatment plans. Insufficient detail in medical notes and

discharge letters from psychiatric services were problematic for GPs, and prevented them

ICGP-HSE 24



addressing the treatment and support needs of their patients. One GP pointed out that legibility

was a challenge:

Seventy percent of the time it’s legible so it’s very frustrating having to pick up the
phone and spend ten minutes trying to chase down something because you can’t

read the prescription. (GP14)

Both GP and CMHT participants addressed that poor communication sometimes resulted in
tests, such as blood tests, being duplicated by the GP only weeks after the Consultant
Psychiatrist had performed it, or vice versa. This was a source of frustration by the participants.
They were conscious of the stress and confusion this duplication of tests may cause their
patients.

Some GPs reported that they did not have a primary contact in the CMHT, and as a result

faced challenges in promptly accessing support for their patients.

It's very random. | don’t even have a list of who they are. | know there would be a
CMH nurse and | have no idea how they work out the geography and | don’t know
how to find that out easily. (GP07)

GPs indicated that if they had concerns in relation to a patient they would more often than not
personally contact the CMH nurse if possible, and then the treating Consultant Psychiatrist.
All GP participants felt that their concerns were taken seriously as the referring party. The
importance of direct access to a member of the CMHT was emphasised by one GP. They
described how the good working relationship they had with one CMH nurse resulted in having
a direct mobile phone number to contact. This enabled them to swiftly access the necessary
care for their patient, and to feel secure that the necessary message in relation to the issue

was being shared with the appropriate Consultant Psychiatrist.

Usually (communicate) through the community psych nurse. | have mobile
numbers, particularly for one of them. He works locally here. If they are new
patients, they tend to be seen very quickly but if we have a concern he usually is
our contact person and he will discuss it with the consultant then. He is very
obliging and he will take it from there then. We do have the mobile of the consultant
too. We don't use it often. (GP11)

Most GPs reported that they offered their mobile number to members of the CMHT also when

they had a direct contact.

Many participants considered that integrated communication is a promising approach to

dealing with patients with EMI. Examples of real weaknesses to current communication
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pathways were offered throughout participant interviews. Some GPs and CMHT members
addressed how they did not receive information from either party directly, and that patients
were used as messengers to deliver information. This was perceived to be extremely
problematic due to issues the patient may have at retaining necessary information. In the
example offered below, one GP highlighted that any form of prompt correspondence from the

treating Consultant Psychiatrist would be optimal, rather than via the patient.

They usually don’t contact us directly. They would usually tell their patient to talk
to their GP about that; that seems to be the party line by most specialists across
the country these days. The information comes through the patient, usually
verbally. Usually the patient would come in one day and say that | was at psychiatry
and they felt | was overweight and they wanted me to see you. Or they said | should
do an ECG or blood test or something like that and they just tell the patient and so
usually then we don’t know where this is coming from or half the time the patient
can’t remember what they were told to get done. So, ideally if there could be more
written correspondences regarding those types of thing that would be better, or a
phone call would suffice and | could make a note on the computer in the patient’s
chart that | was contacted and we were asked to do x or y. (GP02)

From a Consultant Psychiatrist perspective, they consider that the CMHT are efficient at
sending letters to update GPs with necessary information, yet they may not hear from the
treating GP if the patient attended for appointment or accessed the physical health support

they required.

With the local GPs, we have fostered good relationships there and they are
excellent. But in general terms, we are very good at sending letters out to the GPs
about stuff but we might not hear anything back. | might not know if the person did
attend... and it's not a medical emergency so we’re not going to be ringing about
it. We might send the results and write to the GP and we’d have to wait when the
patient comes back three months later and they might have only gone into collect
their script and they didn’t see their GP. (CMHTO07)

Although they state that it would not be practical to share every piece of information related to
shared patients’ physical health, they describe their frustration at the lack of response they get
from some GPs. They reinforce that if there is an acute situation related to the needs of

patients, teamwork comes into play effectively.

It's not practical that everything they (GPs) do they send a letter. The GPs may

know exactly what we are prescribing but we may not know what the GP is
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prescribing. It’s a system thing and it’s bitty. We would write to the GPs looking for
an update of every medication that some patients are on because we wouldn’t
know. My two big things with GPs is that we would write and not always get a
response, but to be fair a lot of the time it isn’t anything major. And in fairness if it

was anything acute... for that kind of stuff you get to work together on it. (CMHTQ7)

The level of work required to improve communication was expressed and the move to

electronic format was widely suggested by all participants.

| think electronic records. We have volumes of notes on patients and they (GPs)
have volumes of notes on patients and they are all separate. If we all have some
system that we could share... because we spend time faxing and putting things in
envelopes with cover letters, it’s all very time consuming. All the screening has
created more work for psychiatry. The files are getting very fat but it's all

communicated in an old fashioned way. (CMHTQ7)

According to one Consultant Psychiatrist, the move to improved electronic communication

also creates issues around time and engagement.

Sometimes you hear reports of it being difficult to reach us (CMHT) but it shouldn’t
be. Everyone is busy. | often phone to talk to GPs, they often phone to talk to me,
and people write. It would be nicer if there was electronic communication but then
again everyone is swamped and it’s very hard to find the time to pay attention to
everything you need to pay attention to. Electronic modes swallow time to input
everything into and every intervention in enhancing communication is an extra
draw on time even though in theory it shouldn’t be. We find ourselves increasingly
in front of keyboards. (CMHTO04)

Primary suggestions to improve a sense of collaboration between GPs and CMHTs were
based around communication pathways and insights to treatment plans. Some GPs
suggested that it would be valuable to have calls with their EMI patients’ Consultant
Psychiatrist(s) to hear about and discuss treatment plans, and other possibilities. They also
reinforced the need to receive regular information and earlier receipt of important information

on the patient's status during treatment. Team meetings were a frequent suggestion:

If you did have primary care team meetings and so on where you could discuss
patients and discuss their management, a multi-disciplinary approach, it would
probably be useful. (GP11)
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There are good examples of where CMHTs and primary care teams have regular
meetings and discuss mutual patients and that’s clearly a valuable thing.
(CMHTO04)

One GP suggested that meetings with new members of the CMHT would be useful for

developing relationships:

So | think if there was just an occasional meeting with members of the community
psychiatric team so that we could get to know these people that would be helpful.
(GP17)

However, others relayed that team meetings improving communication is a fallacious idea:

| think the notion of team meetings around certain cases have been shown to be a
bit of a cod because we don't share enough patients. So we need to be more

imaginative | suppose, maybe use Healthmail. (GP13)
Others reiterated that Healthmail may be the most secure means of communication:

Useful thing? Probably a secure email policy. That might be useful if we had one
central place. We have one for cardiology and radiology where we can send it in
via Healthmail email and it’s secure, and it goes to one person who contacts
whoever they need to contact to get the information we are looking for. It might be
an urgent query or a query about if we need to send this person to outpatients, or
if you needed to check results. But it saves you a lot of grief in trying to make phone
calls and having no reply and then ringing the wrong person or she’s on coffee
break... you could save an awful lot of time and energy if there was maybe one
email source where you could send in a query about any psychiatry patient and
somebody in secretary land could contact the team involved and get an update
and email us back. (GP07)

Open communication — what the GPs want to know and what they need to know.
I think regular contact and it’s a two-way process. (CMHTO03)

Conclusions

Service providers were knowledgeable that people with EMI have increased risk of physical
health illnesses and agreed that physical health measures should be monitored. While some
patient level difficulties were identified, the key barriers noted were at a system level -

difficulties communicating and resources.
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While communication difficulties were raised between primary and secondary care, it was also

clear that these were not limited to the care of EMI patients but were systemic.

Since 2004, England and Wales have incentivised their GPs to provide annual physical health
checks to their patients with EMI*2, In 2005, it was found that four out of five GPs surveyed in
the UK conducted annual physical health checks on patients with EMI*3, Annual physical
health checks are also identified by some authors** as a good opportunity to carry out brief
interventions on patients with EMI.

Facilitators and solutions, however, were also mentioned by participants - namely, a
mechanism to record physical health parameters and improved integration of carers through
shared information, email communication and meetings. Primarily, the communication/liaison

needs to be more defined between services.

A lack of integration of primary and secondary services is seen as one of the causes of the
discrepancy in physical health outcomes between people with EMI and the general
population®. Improvement, therefore, as recommended by participants, could contribute to an
improvement in the physical health of patients with EMI.

In Ireland currently, it is unclear as to whose responsibility it is to monitor, detect and manage
the physical health of patients with EMI. In England, NICE?*® advise that at any one time either
the primary or secondary care services should have overall responsibility for the physical
health of patients with bipolar disorder. For schizophrenia, it is recommended that psychiatric
services monitor physical health for twelve months after diagnosis and then a shared care
arrangement is set up*’. NICE also advise primary health care professionals to conduct annual
physical health checks on this group*® 4’. Healthcare practitioners should record patients with
EMI’'s weight/BMI, cardiovascular status, metabolic status, liver function, and renal and thyroid
function?® 47, A key issue identified by participants was the need to identify which service
providers are responsible for the physical health of people with EMI — is it the CMHT, the GP
or both? It has been propounded that one of the greatest risks to patient safety occurs when
the patient passes across the boundaries of care, in part due to lack of clarity about where

responsibility and accountability of care lies in such situations?*® 49,
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Chapter 4: Evaluation of the practice management software
systems in Irish General Practice

In order to understand the provision of physical healthcare for patients with EMI, it is necessary
to understand the ability of primary care to monitor physical health using practice management
software (PMS) systems. A detailed evaluation of the three main PMS systems was
undertaken to investigate the feasibility to record, extract and produce reports by PMS
systems on the data associated with chronic disease risk factors (alcohol consumption,
smoking status, physical activity and BMI) and the provision of brief interventions. To assess
the quality of data, which could be extracted from GP practices, a number of steps were taken
within each of the systems. These included the creation of a patient database, identification of
which data related to risk factors and interventions could be recorded, an identification of the
data location and the extraction of the data, and engagement with representatives of the
software providers in the report production. The evaluation of each system is briefly outlined
below.

Socrates

The Socrates software system is the newest GP management system, designed to allow
easier management of patients’ care and the finances of the practice. It gives an impression
of being the most user-friendly system available. Socrates provides GPs with a clear overview
of the data during patient consultation, and it allows a simple reporting facility, ideal for

everyday practice needs.

During consultation with patients, Socrates users have an option to record basic patient
information in the section ‘Baseline details’. This particular tab allows a GP to enter data in
relation to physical measurements (e.g. weight, height, BMI), social history (e.g. smoking and
drinking history) and numerous vital signs (e.g. SBP, DBP, cholesterol, pulse, temperature,
physical exercise, etc.). All data related to risk factors can be found here, recorded in one
place/page, which essentially allows GPs to have a clear overview of the basic data of a

patient’s health status.

After a thorough examination of the data related to risk factors, it became clear that certain
areas were absent. Social history, which is entirely based on the risk factors of alcohol and
smoking, allows recording of current status (smoking status/drinking status/ex-smoker years),
frequency of usage (smoke per day/weekly alcohol) and start dates (smoking start
date/alcohol start day). However, Socrates software does not provide an option to record the

Audit C test. This particular test represents an effective screening tool for alcohol consumption
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and is commonly utilised to identify patients who are hazardous drinkers or have active alcohol
use disorders®®. The unavailability of the Audit C test potentially prevents GPs from accurately
detecting and assessing a drinking problem, and providing the appropriate alcohol-based brief
intervention. Furthermore, although the ‘Baseline details’ tab allows the recording of physical
exercise undertaken, the options provided in relation to this risk factor are rather ambiguous.
When recording information about a patient’s physical activity level, GPs can choose between
four options such as: ‘not recorded’, ‘2.5-5 hrs moderately vigorous physical activity per week
or 30-60mins most days’, ‘less than 2.5-5 hrs moderately vigorous physical activity per week
or 30-60mins most days’ and ‘more than 2.5-5 hrs moderately vigorous physical activity per
week or 30-60mins most days’. As physical activity is measured in hours per week and
minutes per day, this creates a lack of clarity and produces a risk of uncertainty in selecting
the right option. Additionally, this leads to inaccuracy in the data recorded. Furthermore, the
Socrates system does not provide fields dedicated to brief interventions which might have
been provided to a patient. The only possibility to document this information is through the
‘social and past medical history tab’, where GPs could type free text into a data field. Free text
notes additionally lead to a lack of structure, as well as difficulties in extraction and analysis
when intending to examine brief interventions provided on a practice population level. As the
free text data is not captured in a standardised manner, spelling errors or acronyms may occur,

and lead to further negative impacts on the usefulness of the data for re-use.

Multiple issues arise during the extraction of data. Presently, Socrates offers 29 types of
standard reports that could be run by its users. However, none of them allows GPs to produce
a report on individual risk factors. When running a report that is based on a baseline summary
of the individual patient, GPs have an option to extract and run the report on all baseline data
for a particular patient. There is no option to select a particular baseline factor (e.g. alcohol
status, smoking status, BMI, or physical activity) which might be of interest for the GP.
Additionally, there is also the lack of an option to enable a user to anonymise data produced
in the reports, which leads to the display of a name, address and phone number of the
patient(s). Therefore, the report might be sufficient for the GP in terms of the individual care
of the patient but not for research purposes.

HealthOne

HealthOne is the most comprehensive of the three systems and allows GPs to record a wide
range of administrative and medical transaction data. This contributes to the successful
storage of detailed information, which is valuable during patients’ examinations and further

data analysis and report production.
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During patient consultation, a GP first encounters a ‘medical transaction’ section. The initial
medical transaction data includes tabs such as medical and surgical history, alcohol and
tobacco consumption and blood group. However, medical transaction data could be expanded
by clicking on the toolbar tabs: ‘insert item’, ‘insert sequence’ or ‘insert aggregate selector’,
which in return adds a specific variable of interest to the user. Although, ‘insert’ tabs are very
useful while recording more detailed information, they have a potential drawback; each ‘insert’
tab contains a wide spectrum of data, therefore less familiar users could have difficulty in

identifying the location of items within specific tabs.

When focusing only on the risk factors, baseline information contains ‘alcohol consumption’
and ‘tobacco’. When selecting these particular fields, a GP will have a choice to select an
appropriate field (alcohol consumption: nil/active/ex/social/rarely/alcoholism; and tobacco:
yes/no/ex). If one of the options does not satisfy the GP in terms of a particular patient, all
chronic disease risk factors could also be recorded by clicking on the ‘insert the form’ and/or
‘screening’ icon, which are located on the toolbar in the ‘medical transaction’ section. These
two icons allow recording of a wide range of variables related to smoking, physical activity,
alcohol, BMI and eating habits. Furthermore, the ‘insert item’ tab could be selected as well,
and therefore more options become available. The alcohol item has 12 entry options (e.qg.
consumption, level, advice, abuse per year, etc.), diet item has 14 options (dietary habits,
current diet, dietetics, etc.), physical activity has 10 options (activity, examination, exercise,
etc.), weight has 22 options (weight excess, weight changes, increase, overweight, etc.) and
smoking has 3 options (habits, advice and smoking in household). In addition, smoking habits
could also be assessed through the ‘smoking status’ icon on the main menu (the icon depicting
a cigarette), which allows the user to record 12 variables in relation to cigarette use (e.g. do

you still smoke, how many do you smoke per day, advice given, etc.).

An extensive variety of variables located in different parts of the HealthOne system creates
confusion and lead to the risk that the same variable could be recorded in different places,
containing different variable names with different results. This creates issues while recording
and when trying to produce a report. For instance, in a practice of five GPs, two GPs could
have been recording the risk factor of smoking through the baseline option, and three could
be using the cigarette icon. Therefore, in running a report based on practice population, the
data would appear as inconsistent and inaccurate - especially considering that the user could

employ a wide variety of terms to record the data.

The advantage of this system is that it contains an Audit C test tab, which provides a correct
evaluation of the potential drinking problem of a patient. The system also allows the recording

of brief interventions; however, they are dispersed throughout the system, recorded under
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different names (intervention/advice/recommendation) and therefore become almost
impossible to overview and analyse accurately. Similar to Socrates, HealthOne also gives an
option for typing free text descriptions, which could be recorded for any variable throughout
the system. Although free text notes contain more detailed information than the coded terms
or options provided, there is a danger of ambiguity and misinterpretation during analysis, which

creates inconsistency and lack of accuracy.

The extraction of data for report generation is the most advanced of the three systems. If
desired, a GP could analyse the whole population of the practice. The section ‘analysis
population criteria’ allows the input of a patient’s criteria (e.g. age, gender and status),
transaction criteria (e.g. date range) as well as desirable variables in the sections ‘inclusion
criteria’ and ‘exclusion criteria’. A wide selection of options such as this allows the generation
of an anonymised report, based on a particular part of the practice population which is of
interest to a GP, or a report based on a particular disease or risk factor. The only disadvantage
in terms of the report generation is that the section ‘inclusion criteria’ has a limited option,
where only four items at one time could be entered. Therefore, if a GP intends to
investigate/run a report on more than four variables (e.g. alcohol frequency, consumption, diet,
BMI, exercise, etc.) the analysis has to be run multiple times. The vendor recommends that

as few as possible items are entered in order to prevent the system freezing.

Helix Practice Manager

Helix Practice Manager (HPM) is the most recently designed software system for GPs in
Ireland. It contains less available options for data entry than HealthOne, but it provides a clear

display of the majority of patient information, like Socrates.

HPM offers an overview of the patient data through six main fields including ‘Documents’,
‘Medication’, ‘Consultation Notes’, ‘Tests’, ‘Medical History’ and ‘Recall Opportunities’. Data
entered in these fields provide a clear overview of patient history, medication prescribed and
any tests undertaken by the patient. Specific alerts about the patient or any potential allergies
are at immediate disposal upon opening the patient file. The exam module offers an overview
on a patient’s vital signs, which are essential in monitoring risk factors. Each time a vital sign

is amended, there is a date attached to that new information (e.g. completed 27.7.2017).

Potential monitoring of risk factors takes place in the ‘Exams’ section under the ‘Vital signs’
category. In this section, variables connected with alcohol status (‘Drinks alcohol’, ‘Date
stopped alcohol’ and ‘Alcohol units a week’) smoking status (‘Smoking’, ‘Date stopped

smoking’, ‘Cigarettes per day’ and ‘Years smoking’) and BMI can be recorded.
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While entering the information for risk factors, very limited options are provided, such as
merely confirming that a patient drinks alcohol or smokes. All the data, including units
consumed per week and the number of cigarettes consumed per week, is entered manually.
The option for any additional comment is provided as well. In the ‘Exams’ section under the
‘Social habits’ category, a GP has the opportunity to record a wide spectrum of data connected
with risk factors (type of beverage consumed, frequency of drinking, type of cigarettes
consumed, exercise duration, etc.). All information is also entered manually. In terms of
alcohol, the data entry is particularly confusing as alcohol consumption can be entered under
‘result’ and ‘unit’. Therefore, one GP could view the consumption of two glasses of wine per
week as a ‘result’, and another GP could view it as a ‘unit’. Thus, a problem arises when trying
to analyse these results based on practice population. Overall, the recording of risk factors is
very limited in HPM, including inadequately developed options to record each factor, the
absence of the Audit C tool and inability to record brief interventions except through free text
notes in the ‘Consultation notes’ section. As already discussed, free text notes are not an

adequate solution when aiming to run and analyse reports based on the practice population.

Furthermore, during the report production, HPM does not allow one to focus on both age group
(e.g. patients older than 18) and a specific date range. Therefore, the extraction of data based
on multiple variables is not accommodated. In order to produce a report based on risk factors,
two reports need to be produced: a report based on ‘vital signs’ (which contains blood
pressure, BMI, years of smoking, temperature) and a report based on ‘social habits’ (alcohol
and smoking habits). A number of features could not be tested adequately within the test
environment. In addition, during the report production, all variables are categorised vertically,
instead of horizontally, and therefore each patient appears multiple times in the final report,

which creates substantial difficulty during analysis.

Conclusion

The review of the three main GP PMS systems (Socrates, HPM and HealthOne) in terms of
their ability to record and extract data, as well as their reporting functionality, revealed
significant limitations. Although the same vendor now owns all three systems, their design,
options for data entry, and report production differ significantly. Furthermore, they each have
their own development team. The PMS systems in Irish general practice do offer a variety of
patient data entry options and they are an important factor in practice organisation and GP
support. However, they were found not to be adequate to permit the accurate recording and
data extraction of chronic disease risk factors and brief interventions (and this is not limited to
patients with EMI). The main challenges occurred due to systems recording risk factors
through multiple variables and formats and a lack of clarification regarding where and how

relevant interventions could be recorded.
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These issues created a risk of data misplacement and inconsistency. An absence of the option
to record all risk factors within the systems created a lack of data essential for appropriate
monitoring of chronic diseases. Furthermore, the reporting functions allowed a limited number
of data items to be extracted in one upload and some were inflexible in terms of selecting
specific data ranges. The reports generated may be sufficient for brief clinical reference;
however, the reports were found to be insufficient for a more meaningful analysis required for
research and audit.

ICGP-HSE 35



Physical Health Monitoring Tab Development

A thorough investigation of the PMS systems revealed that the quality of data collection and
reporting structures available in general practice in Ireland were not adequate to permit
accurate recording and data extraction of chronic disease risk factors and brief interventions.
Hence, the ICGP via the Irish Primary Care Research Network (IPCRN) created the Physical
Health Monitoring tab (PHM tab), which was incorporated in all three PMS systems including
Socrates, HealthOne and Helix Practice Manger. The PHM tab was described in detail in the
chapter ‘Project Aim and Methodology’ above.

The purpose of the PHM tab was to assist GPs in monitoring chronic disease risk factors by
facilitating systematic and accurate recording and by providing adequate guidelines and
reminders when a patient is identified as being at risk. It aimed to help Irish GPs to simplify

their work, save time, and ultimately improve patient care.

Software Development Issues

In order to create the Physical Health Monitoring (PHM) tab, the ICGP research department
collaborated with the software developer — Clanwilliam Group. Clanwilliam Group own the
three main practice software systems in Ireland: Socrates, Helix Practice Manager, and
HealthOne. During the creation of the tab, the ICGP research team encountered a number of
issues with the software developer, which considerably delayed the project. The main issues

occurred in four areas:

e Development and incorporation of the PHM tab into the PMS systems
e Visual appearance of the PHM tab
e Recording and uploading of the data

o Uploader/finder failures

Developing and incorporating the PHM tab into the PMS systems

The PHEMI project officially started in October 2016. The initial period of the project included
in-depth research and agreement of the PHM tab specifications. The software developer
stated that the PHM tab would be developed and available for all three PMS systems by July
2017. The PHM tab first appeared in the Socrates system in October 2017, containing a
number of issues. After much liaison (emails, calls, and in-person meetings) between the
ICGP research team and representatives of the Clanwilliam group, the PHM tab became
available for Helix system users in February 2018, and finally for the HealthOne users in July
2018. As a consequence, the participation of the practices which use the Helix Practice

Manager or HealthOne system was postponed, as they could not either record or upload their
-
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data. It became evident that due to the significant delays in the participation, the data from the
practices which use these two systems would not be available by the deadline of the PHEMI

project, December 2018.

The visual appearance of the PHM tab

Considering the large workload in general practice, the PHM tab aimed to allow accurate
recording without taking adding additional time during consultations. In discussion with the
software developers, the initial idea was that all the variables recorded in the PHM tab be
located on one page. Therefore, when opening the PHM tab, GPs would have a clear overview
of all information that could be entered. The PHM tab that was developed for the Socrates and
Helix Practice Manger systems contained six pages. The first page was identical to the main
page of their respective software system (‘baseline details’/’vital signs’ page). As a result, the
participating GPs felt that opening page after page was time-consuming (an issue discussed
in the interviews) and they preferred to record their data on the first page, which significantly

affected the levels of recording.

Furthermore, although various specifications for the PHM tab were agreed with the software
developer at the initial stages of the project (which is discussed in the next paragraph), when
the PHM tab was incorporated into the systems it contained a number of errors, including
spelling mistakes, incorrectly formatted fields, incorrect variable names, etc. The correction of
these mistakes made by the software developer, even if spotted instantly after implementation
of the tab into the PMS systems, required on average more than two months. These mistakes

also created uncertainty and confusion among the participating GPs.

Recording and uploading data

At the beginning of the study, the ICGP research team and the internal software development
advisor created the requirement document (RD) for the PHM tab. The RD contained detailed
specifications on technical and functional requirements regarding the ‘uploader’ which
represents a data upload component of the PHM tab. To simplify, the RD outlined what type
of information and how that information should be uploaded from the GP PMS systems. The
RD was used to communicate with the Clanwilliam software development team. Although the
specifications of the uploader were highlighted and agreed upon in the RD, a number of issues
regarding recording and uploading of the data occurred.

The RD highlighted that entries made in ‘baseline details’ and ‘vital signs’ areas in each of the
PMS systems should auto-populate into their corresponding fields in the PHM tab, and vice-
versa. This was not the case however. Some data recorded in the main areas of the systems

was not auto-populating in the PHM tab, which firstly caused confusion among GPs, and
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secondly created the impression that the same information should be recorded twice (e.g. in
baseline details and in the PHM tab). This issue was corrected eventually, but the software

developer took a considerable amount of time to do so.

In order to investigate if all data in a test upload corresponded to the RD; the ICGP research
department ran a number of tests, prior to asking the participating GPs to upload their data.
During these tests, a large number of issues regarding recorded data were identified (for
example, recorded data was not being uploaded, e.g. smoking status, frequency of alcohol
consumption, prescriptions, patient status, etc.). Although the software developer corrected
these issues, the corrections were time consuming, and since the practices could not be asked
to upload their data until the uploader was working properly, this caused a substantial delay
in data upload.

- ___________________________________________________________________________________________|
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Experience of using the PHM tab & Finder tool: Mixed methods
analysis

Provision of healthcare

Provision of physical healthcare for people with EMI is unequal despite their greater need. For
example, people with comorbid diabetes and EMI presenting in an emergency department
were less likely to be admitted than those without an EMI®L. Patients with an EMI are also less
likely than the general population to receive cancer screenings®2. Similarly, women with EMI
receive less breast and cervical cancer screening despite visiting both emergency
departments and primary healthcare more frequently®®. Farasatpour and colleagues® found
that patients with schizophrenia were more likely than the general population to have a
delayed diagnosis of breast cancer. Patients with EMI are less likely to receive cardiac surgery
despite having higher rates of CVD?.

Monitoring physical health

Rates of physical health monitoring in primary care are significantly lower for people with EMI
despite consultations rates being much higher. Burns and Cohen® found, as reported by
Robson and Gray®®, that for people with EMI in primary care their blood pressure is recorded
in 38% of annual physical health checks, their cholesterol levels in 2% of annual physical
health checks and their weight in 27% of annual physical health checks. Greening®’ examined
the physical health records of 63 patients with schizophrenia and found that number of
cigarettes smoked per day was not recorded for any patients, weight was recorded for 16% of
patients, and blood pressure was taken for 24% of patients. Another review®® of 606 in-patients
treated with antipsychotic drugs found that 3.5% of them had their lipids monitored and 18.6%
of them had their weight recorded. In a primary care population, a control group of asthma
patients were found to be twice as likely to have their cholesterol and blood pressure recorded

compared to a group of patients with schizophrenia®.

As the review in the ‘Evaluation of the Practice Management Software Systems’ chapter
outlined, there are several issues in the main practice management software systems which
make it difficult to systematically record chronic disease risk factors and brief interventions
accurately. Therefore, a structured proforma - the physical health monitoring (PHM) tab - was
developed to facilitate the systematic and structured recording of key physical health
variables and brief interventions. Lee & colleagues®® developed a structured proforma to
monitor the mental health, substance use and alcohol use of gay and bisexual men. This led
to significantly improved documentation in the above areas; the recording of substance use

increased from 57% of patients to 82%°. Concerns about mental health and alcohol were
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also recorded significantly more often; increasing from 14% of patients to 47% of patients.
The authors concluded that this improvement in recording would assist clinicians in identifying

opportunities to deliver brief interventions.

Computerised clinical decision support

To support the structured proforma, a computerised clinical decision support (CCDS) feature
was developed. CCDS systems are used to assist clinicians in decision making for a wide
range of issues including prescribing, screening and diagnosing. However, there appear to be
no studies on CCDS for brief interventions on chronic disease risk factors®’. Nonetheless, a
systematic review®? and a synthesis of systematic reviews* both concluded that CCDS

systems improve healthcare staff’'s performance.

This part of the study therefore sought to evaluate the PHM tab from the perspective of the

GPs as well as through the analysis of practice data.

Method

GP recruitment

GPs were sent a detailed description of the PHM tab, as well as the finder tool. At the outset
and when GPs were instructed to upload data, they were informed that they would be sent an

audit report which they could use for their professional competence scheme.

Interviews

A topic guide was developed by the researchers in conjunction with a GP with expertise in
mental health and a consultant psychiatrist. An iterative process was used to adapt and
develop the topic guide throughout the interviews.

Results

Qualitative interviews

The majority of participating GPs were positive about the PHM tab; one said ‘the PHM tab
we’'re thrilled with’ (GP6). Another GP said:

When | do use it, it is very good, we should be using it on everyone, there’s no

question about it, yeah (GP2).

One GP had overall negative feedback about the tab, stating ‘Now | hated the way this [the
PHM tab] is set up’ (GP3).

- ___________________________________________________________________________________________|
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Other GPs were not using the tab very often and they cited habit as the main reason:

I’'m a creature of habit and I've been using baseline details so | kind of forgot
about it (GP9).

This was reiterated by other GPs; ‘to be honest with you it's probably habit. You know if | had
it stuck up in front of me saying use physical health monitoring | would probably use it more’
(GP2). And another suggested that one would ‘need to train me into it' (GP3) to get them

using the tab more.

Acts as a prompt

One of the main areas that GPs were positive about was that the tab acted as a prompt for
them to carry out certain actions with their patients:

It’s a great one for when you're not trying to scrabble round your brain trying to
think of what to do... the more of that the better really (GP9).

Another GP made the same point saying that ‘they are useful prompts’ (GP1). Some GPs
considered using it for physical health review of their methadone patients: ‘This is a really
good way of doing a physical health review ... and doing it in a nice concise way’ (GP9). The
same GP gave an example of it prompting them: ‘In the second page it has PSA, and that
prompted me to go back and check ‘what’s this guy’s PSA’ and he hadn’t had one done’

(GP9). Another GP mentioned that ‘it prompts you to give an intervention.’

However, other GPs took issue with the fact that the features were prompting them to do

tests with patients when they didn’t need to:

I wouldn’t routinely assess FEV1s or ECGs in this group. Having it there

suggests | should be doing a PSA or a mammogram or whatever else it is (GP3).

A GP wanted the tab to adjust based on the demographics of the patient: ‘A cleverly designed

system would prompt according to the type of patient you have’ (GP1).

Transferring data

Many GPs felt that the tab ‘should self-populate’ (GP3) with information recorded in other
parts of their system:

A cleverly designed system would just populate the two sections automatically,
the lab section as it comes in and also the other part as well, that you wouldn’t

have to manually go in and redo the form (GP1).

Specific issues that consistently arose were around lab results:
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It doesn’t seem to autofill blood results (GP9).

There seems to be quite a bit of flitting back and forward into the chart just to

extrapolate some of the data things like lipids and PSA (GP5).

The fact that you’d physically put in things like cholesterol, LDL, HDL, like if it
grabbed that off the system it would be great (GP2).

Some were frustrated that having to manually input data ‘takes a little bit of time’ (GP7)

while other felt that having to do this is ‘not overly onerous’ (GP5).

Time

GPs’ feedback on the amount of extra time needed for the new tab was mixed. One GP
relayed that ‘It wasn’t the worst in the world for time’ (GP9) while another said that ‘if
you’re very busy you just won’t have the chance to do it' (GP2). Despite the extra time,
GPs felt that this ‘wasn’t a prohibitive thing’ (GP6).

Tab layout and format

One GP felt that ‘the format’s good’ (GP7) but they thought that ‘if it was cut down to one
page | think it would be more likely to be used during the consultation’ (GP7). Another
GP stated that they would not like there to be any more information in the tab:

| wouldn't like to be adding in too much more because the more you go through
the more you're inclined to say ‘oh I've enough now’ because time is always a
challenge, because generally as you know they’ll come in with something else
(GP9).

Another GP suggested that there should be a box to tick if a patient declined tests such

as bowel cancer screening, smear test or mammogram:

‘The trouble with it is that | can’t record if I've brought up cervical smear

and mammogram for example with patients but they've declined’ (GP3).
Several GPs praised the interventions section:

It gives us an option of where we record our interventions and that’s our big
thing (GP6).

And then the interventions, | like them because they are tick box in all of them

which is very good (GP9).

Similarly, many GPs liked the advice section:
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| like that. Because not having to google to find the information or look up a
document we might have. But that’s really good to have ones that are evidence
based, | like that (GP9).

And | think the good thing about the system is it prompts you give an
intervention. You tend to get into a habit with patients when you've seen them
for a long time, of saying ‘oh well they’re a smoker and I'm never going to do
anything about that’ but if you’re actually using the module (PHM tab) it makes
you ask the question again (GP1).

Some GPs found giving brief intervention awkward and difficult:

If I ask you about your alcohol or your cigarette smoking or your physical activity,
it's private stuff and there’s an element of people feeling judged. So the

response can be quite severe, in some cases I've had people crying (GP3).

Another GP acknowledged that ‘they’re [patients] not always very motivated but it's good

to do it, good to ask the question’ (GP1).

However, there were issues with the physical activity questions - GPs found ‘the wording
a little bit confusing’ (GP1). Another GP summed up the issue:

There’s another one: ‘if four days or less in a typical week have you been
physically active for either 150 minutes moderate’ — | don’t think anyone could
answer that, like | don'’t think | could (GP9).

Finder Tool

Many GPs had not used the finder or register tools at the time of interview. Amongst
those who did, there was a view that they were very useful: “I thought the finder was very

good. Because again you do miss people” (GP1).

Specifically, there were issues with criteria used for the finder providing a very long list

of patients, some of whom were not relevant:

| think they (the criteria) were very broad though ... | was surprised at the
number of drugs included (GP1).

One GP reiterated this problem and suggested a potential solution:

Some of the drugs on the finder didn’t correlate with chronic psychiatric
patients... maybe certain drugs like lithium and antipsychotics should have
more weight (GP5).
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Retrospective data-analysis

Significant increases in recording occurred in EMI patients for several variables: cholesterol,
HbALlc, physical activity, substance misuse, and drinking status (Table 6). There were also
significant increases for some brief interventions. However, brief intervention recording was
not available for most of the period that the first upload covered. Physical activity, weight, and

alcohol were the interventions which were used the most.

Table 4. Percentage of EMI patients who visited in the last six months who have
variable recorded at least once in the last six months

Upload one Upload Two % p
Smoking Status 44.0% (n=588) 42.5% (n=610) .61 435
Number of 15.6% (n=208) | 15.3% (n=219) 05 829
Cigarettes
Weight 29.8% (n=398) 27.4% (n=393) 1.93 .165
BMI 26.0% (n=347) 25.0% (n=359) 32 572
Cholesterol 0.8% (n=11) 2.8% (n=40) 14.794* <.001
Blood pressure 44.2% (n=591) 43.5% (n=624) .145 .703
HbAlc 0.4% (n=6) 1.4% (n=20) 6.652* .010

Physical activity 0.7% (n=9) 4.0% (n=58) 33.300* <.001

Substance misuse 1.4% (n=19) 4.5% (n=64) 22.005* <.001

Audit C 1.6% (n=21) 2.0% (n=29) 792 373
Drinking status 0.1% (n=1) 0.9% (n=13) 9.515* .002
Weight 0.7% (n=9) 1.3% (n=19) 2.933 087

Intervention
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smoking 0.7% (n=9) 1.0% (n=15) 1.117 291
Intervention
Alcohol 0.00% (n=0) 0.14% (n=2) N.A. N.A.
Intervention
Physical Actvity | 4 79; (n=10) 19% (n=27) | 6.754* | .009
Intervention
Diet Intervention 0.3% (n=4) 0.6% (n=8) 1.071 301
Medication
Adherence 0.3% (n=4) 0.1% (n=2) N.A. N.A.
Intervention
Substance Mlsuse 0.1% (n=1) 0.1% (n=1) N.A. N.A.
Intervention
Other Intervention 0.0% (n=0) 0.1% (n=1) N.A. N.A.
Patient Declined 0.1% (n=2) 0.8%(n=11) | 5.644* | .018
Intervention

*Statistically significant at an alpha level of .05

Discussion

Feedback on the PHM tab was largely positive with the majority of service providers
expressing approval of the tab. Some did not like the setup of the tab however. In
particular, GPs took issue with the fact that some data did not transfer from other parts
of their system, such as cholesterol. Several GPs also mentioned that they would like a
single page rather than multiple pages. Another issue highlighted was that the tab asked
irrelevant questions about patients such as mammogram for male patients; one GP
highlighted this saying ‘A cleverly designed system would prompt according to the type
of patient you have’. Another issue relayed by several GPs was the confusing nature of
the physical activity questions. For the finder tool, many GPs had not used it but among
those that had, there was a positive view of it, though it was relayed that the criteria were

too broad and, as a result, the list was too long.

Recording was consistently very low with the exception of two factors: smoking status
and blood pressure. No variable, except these two, was recorded at least once in the
last six months for more than 30% of EMI patients either before or after the introduction
of the PHM tab. These figures were particularly low for brief interventions; only weight,
smoking and physical activity interventions were recorded at least once for more than

1% of EMI patients in the previous six months. The PHM tab did significantly increase

ICGP-HSE

45



the recording of several variables such as physical activity, substance misuse, and
cholesterol. However, it is unclear what proportion of this increase can be attributed to
the Hawthorne effect.

For the people who were positive about the tab, they found that it was a good prompt to
carry out certain physical health checks, with one GP saying that ‘this is a really good
way of doing a physical health review ... and doing it in a nice concise way’. This was
highlighted by the significant increase of recording in lesser-recorded variables such as
physical activity and substance misuse. However, many respondents discussed how
habit played a large role in their use of the tab.

GPs highlighted the CCDS and the interventions section as positive additions. However,
despite this, they were rarely used by GPs. Several potential reasons were discussed to
explain this. These included habits and GPs’ general reluctance to discuss issues like
alcohol as they felt they were awkward issues, or they felt that patients would be
unresponsive: “there’s an element of people feeling judged”. However, brief interventions
for the items may need a process of normalisation within general practice where asking
about drinking or physical activity becomes as normal as asking about medication
adherence. The PHM tab may play a role in this normalisation process. Evidence has
shown this phenomenon of awkwardness preventing brief interventions is declining over

time®2,

The transferability of data from one section of the system into the PHM tab was a major
issue encountered by GPs. This is reflected in the low recording levels for commonly
documented items such as cholesterol and HbAlc. Currently this data is sent to practices
by the relevant laboratory, and then automatically uploaded to the PMS system.
Clanwilliam have relayed that it will not be possible for this information to automatically
transfer to the PHM tab because the data format varies from lab to lab. The only way of
getting this data into the PHM tab is to manually input it. GPs were not always happy to

do this as it was said it ‘takes a little bit of time’.

The lack of increase in recording of key variables such as smoking status, BMI and blood
pressure implies that the tab and the study did not have an effect on GPs’ recording
behaviour for key variables. It may be that GPs only recorded results for patients they

felt were in need of intervention and were already doing this prior to the intervention.
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Adjustments to the tab might involve:

Having a tab that changes based on the type of patient present
Moving the tab to a more prominent location

Collating all questions onto a single page

Simplifying the physical activity questions

Introducing a ‘patient declined’ box for screening

Removing duplicate questions from the tab

N o g~ w DR

Automatically transferring data from all parts of the system where it is feasible to
transfer, such as the diabetes cycle of care

The finder tool would be improved by giving weight to criteria of most importance,
including free notes entries of schizophrenia, bipolar disorder, and depression, or if drugs
such as lithium or antipsychotics are prescribed. Also, truncating the free note search

terms might find more patients of relevance, e.g. schizo*.

Improving recording behaviour may require several elements:

1. Financial incentives

Financial incentives within primary care exist in many European countries. They are
adopted in order to ensure and improve the quality and continuity of patient care.
Reimbursement for GPs to regularly and accurately maintain patients’ electronic records
would contribute to adequate monitoring of chronic conditions and better identification of
at-risk groups. This would also help to provide accurate data for service evaluation and

health system planning.

2. Training

The efficient use of information technology in health care is essential for high quality,
continuity and coordination of care. Systematic training is necessary for the successful
implementation of eHealth technology®®. Currently in Ireland, there is no formal training
for GPs or practice nurses in computer use or appropriate recording. Therefore, the

proficiency in this area depends on the motivation of individual practices.

3. Streamlining lab entries

Currently lab data is uploaded to GP systems in inconsistent formats. Streamlining these
entries from labs and allowing them to easily transfer between pages on PMS systems

would improve data entry immediately.

- ___________________________________________________________________________________________|
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A cross-sectional analysis of the lifetime prevalence, consultation
frequency and pharmacological treatment of enduring mental
ilinesses in Irish general practice

Introduction

General practitioners are the gatekeepers of Irish healthcare as well as offering ongoing
support and continuity of care to patients. Irish general practice is therefore considered ideal
for preventing, diagnosing and managing most mental health problems®. In one survey®®, Irish
GPs estimated that 95% of patients with mental health issues received their care in primary
care. It therefore appears that GPs feel that most patients with mental health needs are seen
in primary care. As well, A Vision for Change® — a Government commissioned report on Irish
mental health policy - considers primary care as pivotal in the care of patients with mental
illness. Similarly, one of the primary recommendations of the World Health Organisation’s
report Mental Health: New Understanding, New Hope®’ is that mental disorders should be
treated in primary care.

In order for primary care to be able to treat patients with EMI adequately, it is important to
understand the prevalence of EMI in primary care. A Vision for Change® recommends that

research be carried out into the prevalence of mental health problems in primary care.

Coding systems in general practice offer a means of tracking the prevalence of illnesses
amongst large populations of patients. In Britain, it has been found that patient codes are
valid®®. However, many studies have pointed out that doctors tend to under-code® %% 7° — not
all of those diagnosed with an illness are coded as having that illness. Irish GPs have stated
in the past that they often do not have the time to code patients®. In a study by Gleeson and
colleagues®, it was found that for patients who had a mental disorder only 8% had been coded

as having such.

Gleeson and colleagues® outline the need for large studies of mental iliness prevalence in
Ireland. Therefore, this study sought to use GP codes supplemented with an electronic finder
tool to try to establish the prevalence and pharmacological treatment of EMIs in Irish general

practice.
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Method

This research had three electronic tools:

1) An electronic finder tool to assist GPs to find patients on their practice management
software (PMS) system who have an EMI but have not been coded with one.

2) An electronic register tool to provide GPs with a list of patients coded with an EMI.

3) An uploader to facilitate practices in sending relevant data to a central database in
order to receive a practice specific report allowing them to undertake an audit on this

topic.

Data collection

Participating GPs were emailed and asked to first use the finder tool to assist them in coding
all relevant patients with an EMI. GPs were also given information on the register tool to assist
in the coding process. They were then asked to use the uploader on their PMS system to
upload data to a central database. Detailed instructions on the locations of all three items were
provided to GPs.

Data

The age figure was calculated based on year of birth, as the full date of birth was not
accessible because this was considered as potentially patient identifiable information. For the
variable age when first coded with EMI, patients coded after the GP was instructed to use the
finder tool were excluded. This was done because it is likely that these patients had been

diagnosed with EMI at an earlier point but had not been coded.

For patient status, there are three types: private patients, public patients and doctor visit card
(DVC) patients. Public patients are those who are entitled to a medical card, which is a means
tested scheme. The medical card provides free access to certain medical and surgical services
in Ireland, including free GP care’. The DVC entitles the holder to visit the GP for free”. The
income thresholds vary depending on your age, marital status and whether you have
children™. Everyone over the age of 70 years or under the age of six years is entitled to a
DVC™. All patients who do not have a medical card or DVC are classified as private patients

and they pay for their visits. Private patients can attend any GP.

Patient status is used as a proxy for socioeconomic status (SES). Public patients represent
the most deprived in society. DVC patients represent those on a higher income than public
patients and private patients represent those on a higher income than both public patients and
DVC patients.
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The size of the practice population was established by the GP conducting an audit of their
respective system to establish the number of active patients aged 18 or over registered in the

system.

If a patient was found to have more than one consultation in a day, this was considered one
single consultation on that day. This was done because many patients appeared to be having
several consultations in a single day. This was most likely caused by an error or by having a
consultation with the GP and with the nurse. Consultation figures from one of the PMS systems
(Helix Practice Manager (HPM)) were excluded from the analysis, due to difficulties
experienced by GPs in recording consultations. This led to data from this system being
excluded from the prescriptions analysis because it was not possible to establish whether a
patient had had a consultation in the last year.

The number of GPs is quantified by the method of Whole Time Equivalent (WTE) whereby a

full-time GP is counted as one GP and a part-time GP is counted as half.

Results

Practice profiles

Eleven practices provided data for the study. The mean number of full-time GPs was 2.3
(range=1-4), and the mean number of part-time GPs was 1.3 (range=0-7). The total number
of whole time equivalent (WTE) GPs across the 11 practices was 35, with an average of 3.2
WTE GPs per practice. Nine of the practices described themselves as mostly urban, one

described itself as mostly rural and one described itself as mixed.
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Table 5. Number of GPs, practice population and EMI prevalence broken down by

practice
WTE GPs . Lifetime prevalence
. Practice
in the . % (n)
. population
practice N

n . . Bipolar

RDD Schizophrenia Disorder

Practice 1 3 10,059 0.44 (44) 0.08 (8) 0.07 (7)
Practice 2 2.5 13,470 0.36 (48) 0.07 (9) 0.23(31)
Practice 3 2 1,341 4.30 (58) 0.82(11) 2.98 (40)
Practice 4 3.5 9,667 0.47 (45) 0.16 (15) 0.71 (69)

Practice 5 3.5 10,416 8.72 (908) 0.46 (48) 0.09 (9)

Practice 6 3 4,741 2.66 (126) 0.67 (32) 0.19 (9)
Practice 7 2.5 6,141 0.67 (41) 0.90 (55) 0.16 (10)
Practice 8 5.5 6,523 5.72 (373) 0.38 (25) 0.15 (10)

Practice 9 1.5 2,759 0.94 (26) 0.29 (8) 0.33(9)

Pralcé'ce 5 10,794 2.43 (262) 0.14 (15) 0.03 (3)

Practi

ralci'ce 3 4,632 0.76 (33) 0.15 (7) 0.26 (12)
Total 35 80,543 2.44 (1,964) 0.29 (233) 0.26 (209)

EMI Prevalence

2,337 patients were found to have an EMI; 2.9% of the practice populations. Overall, 2.4%

(n=1,964) of the practice populations were coded with recurrent depressive disorder (RDD).

ICGP-HSE

51




The aggregate practice population across all practices was 80,543. The mean age of EMI

patients at the time of upload was 53.8 years (range 18-103 years) (Table 6).

Table 6. Lifetime prevalence, average age when first coded with the illness, and
median number of consultations for each EMI

Number of
Lifetime Age at time Age when | consultations in last
Disorder prevalence of upload first coded three years
(95% CI) Mean (SD) Mean (SD) | Median (Interquartile
range)
P76/F33 2.44% 53.92 45.82 19.5
(RDD) (2.33% to 2.55%) (18.15) (17.42) (30)

PT:22/|5: %%Z%%ggll 0.29% 53.48 45.25 24.5
Sch.izophrenia (0.25% to 0.33%) (15.14) (14.50) (34)
F31él;%;f>P07/|3: 39/ 0.26% 53.29 46.71 22
Bipolar disorder (0.23% to 0.30%) (16.09) (16.22) (37)

Of those coded with RDD, 3.8% (n=74) were coded after the GP was instructed to use the
finder. For schizophrenia, 11.2% (n=26) were coded after the GP was instructed to use the
finder. For bipolar disorder, 28.2% (n=59) were coded after the GP was instructed to use the

finder.

Amongst those coded with RDD, 49.9% (n=976) were private patients, whereas 77.1%
(n=178) of those coded with schizophrenia were public patients (Table 7).

Table 7. Patients’ status by EMI

Private Patient GMS/Doctor Visit
Disorder (95% Cl) Card Patient
(95% Cl)

P76/F33 49.9% (47.7%t0 | 50.1% (47.9% to
RDD 52.1%) 52.3%)

P72/F20/P98IPT1/F25.0/F29/F09 | 22.9% (18.0%to | /1% (71.2%10
Schizophrenia 28.8%) 82.0%)

F31/F25.0/F39/F30/P73 38.8% (32.4% to 61-2"2’7(%5% to
Bipolar disorder 45.5%) .6%)

Of those coded with an EMI, 97.2% (n=2,272) were coded with one EMI only, 2.6% (n=61)
were coded with 2 EMIs only and 0.2% (n=4) patients were coded with three EMIs. Of those
who have a dual diagnosis, 37.7% (n=23) were coded with RDD and schizophrenia, 49.2%

(n=30) were coded with bipolar disorder and depression and 13.1% (n=8) patients were coded
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with schizophrenia and bipolar disorder. For those coded with an EMI, 64.8% (n=1,515) were

female (Table 8).

Table 8. Gender of patients for each EMI

Disorder Female Male
(95% CI) (95% CI)
P76/F33 68.0% (65.9% to
RDD 70.1%) 32.0% (29.9% to 34.1%)

P72/F20/P98/P71/F25.0/F29/F09
Schizophrenia

42.5% (36.2% to

0, 0, 0
48.8%) 57.5% (51.2% to 63.8%)

F31/F25.0/F39/F30/P73
Bipolar disorder

57.4% (50.6% to

0, 0, 0
63.9%) 42.6% (36.1% to 49.4%)

For RDD, 57.6% (n=660) of patients who had visited in the last year were prescribed at least

one anti-depressant medication in the last year. For schizophrenia, 64.0% (n=103) were

prescribed at least one anti-psychotic medication and for bipolar disorder 75.2% (n=94) were

prescribed at least one anti-psychotic medication (Table 9).

Table 9. Patients with one EMI diagnosis only (who have visited in the last year)
prescribed at least one medication in the previous year for each EMI

- . Anti- . . Hypnotics &
. Antl pSyChOt_'C depressant AnX|ont|c. Sedatives
Disorder (ATC Code: AT de- (ATC Code: AT de-:
NO5A) (ATC Code: NO5B) (ATC Code:
NO6A) NO5C)
P76/F33 12.9% 57.9% 18.2% 20.5%
RDD (n=158) (n=710) (n=223) (n=252)
P72/F20/P98/P 71/ 65.7% 18.2% 18.2% 20.3%
F25.0/F29/F09 (n=94) (n=26) (n=26) (n=29)
Schizophrenia - a a -
F31/F25.0/F39/F30/P73 75.2% 29.6% 33.2% 34.0%
Bipolar disorder (n=94) (n=37) (n=29) (n=30)
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Discussion

This aspect of our project found that there is a low lifetime prevalence of EMIs according to
data from Irish general practice. This is seen particularly with bipolar disorder and
schizophrenia, with only 0.26% and 0.3% respectively of practice populations coded with these
EMIs, whereas the lifetime prevalence of RDD is much higher at 2.4%. These are far below
the figures found in studies elsewhere’> 73 7, The median number of consultations in the last
three years for patients with RDD was 19.5, whereas for patients with schizophrenia it was 24.
The average age when first coded was similar for all three EMIs; 45.8 years for RDD, 45.3
years for schizophrenia and 46.7 years for bipolar disorder. A substantial proportion of the
disease codes were entered after GPs were instructed to use the finder; particularly for

schizophrenia and bipolar disorder where 11% and 28% respectively were coded afterwards.

Hasin and colleagues’, using self-reported survey, estimated the lifetime prevalence of major
depressive disorder in the United States adult population at 13.23%, far greater than the 2.4%
figure found for RDD in this study.

A systematic review” of bipolar disorder prevalence in primary care internationally estimated
the prevalence at 0.5% to 4.3% of practice populations. Structured interviews with patients or
screening questionnaires were used to establish prevalence. A study of prevalence of bipolar
disorder in County Monaghan estimated a lifetime prevalence of 0.4%, greater than the
0.26% found in this study.

A previous study’ on schizophrenia prevalence in Ireland estimated it at 0.4%. A systematic
review’’ of schizophrenia prevalence estimated lifetime prevalence at 0.4%. This is similar to
the 0.3% found in this study.

Given the percentage of patients coded after GPs were asked to use the finder tool was 4%
for RDD, 11% for schizophrenia and 28% for bipolar disorder, it seems likely that there are
many patients with EMI who have not been coded with EMI. However, the rate of EMI coding
in these practices is likely to be far higher than the 8% found in the study by Gleeson and

colleagues®.

The main medication patients with schizophrenia and bipolar disorder were prescribed was
anti-psychotics with 64% and 75% of patients respectively being prescribed at least one anti-
psychotic in the last year. A study of Irish primary care patients found that 77.8% of patients
who had experienced psychosis were treated with antipsychotic medication®. For RDD, anti-
depressants were the most prescribed medication; 57.6% of EMI patients had at least one
anti-depressant prescription in the last year. In the previously mentioned study of Irish primary

care patients, 73.8% of patients with depression were treated with anti-depressants®. It should
.
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be noted however that the sample used in the study by Gleeson and colleagues® was much
smaller. The prescription rates found in the present study appear to be low given that these
are the main pharmacological treatments for the respective conditions’® 7. For patients with
RDD, it may be the case that many are engaging in counselling or psychotherapy instead of
medication. Another potential explanation is that the patients included here may have less
severe illnesses. For patients with schizophrenia, it may be the case that they are getting their
medication via injection from the mental health clinic or from the practice nurse and therefore

it is not read as a prescription.

With regard to SES, as of April 2018, 30.2% (n=1,103,937) of the Irish adult population (aged
18 and over) were eligible to be public patients. Also, 5.0% (n=183,935) were GP visit card
eligible®®. The denominator used is the 2018 Census figure shows that there are 3,657,089
people aged 18 and over in Ireland®. Therefore, for all three diagnoses, a public patient was
more likely than a private patient to have been coded with an EMI. This effect is clearest in
patients with schizophrenia where 74.0% of patients coded with Schizophrenia are medical
cardholders. This also appears in other studies that have found a negative correlation between
socioeconomic status and the prevalence of mental illness®. This correlation may be
confounded by attendance rates however as public patients or DVC patients are not charged
for attending the GP, whereas private patients are charged and therefore have lower
consultation rates than public patients®. This may mean that public/DVC patients are more
likely to be identified and diagnosed as having an EMI. Patients with EMI also tend to be older

patients, and older patients are more likely to have a medical card or DVC.

Disproportionate amounts of females have been coded with an EMI. Over two thirds (68%) of
those coded with RDD were female. This is in line with previous research®* that has found that
almost twice as many women than men have been diagnosed with depression. There are
several possible explanations for this disparity. Health seeking behaviour is different®
between males and females. Gender based violence and SES may also contribute to the
disparity®. There is not thought to be a difference in prevalence between males and females
in terms of bipolar disorder?’. In this study, the disparities between genders are less prominent
for bipolar disorder. For schizophrenia, it is unclear whether gender differences exist’? 8, with
some studies suggesting a higher prevalence amongst men®. This study found that men were

more likely to be coded with schizophrenia.

There are several limitations which undermine the validity of the prevalence figures reported.
Firstly, upon viewing the register patient list, some GPs removed patients with EMI who were
deceased or no longer in the practice. They were not however carrying out the same process

for the overall practice population. It was also only suggested and not enforced that GPs use
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the finder and register tools before uploading data, which has likely led to an underestimate of
lifetime prevalence. Another reason is that a patient with an EMI may not appear in the finder
tool; it is possible that not all patients with an EMI had been prescribed a relevant medication

or had a relevant words/phrased entered in their notes.

Furthermore, doctors tend not to code for several reasons including lack of time® and concern
that coding will negatively affect patient consultations®®. Due to the stigma associated with
mental illness®®, doctors may be disinclined to code patients with an EMI. It should be noted
that these figures, at best, only reflect the number of patients who GPs identify as having an
EMI and the accuracy of GPs’ mental health diagnoses is questioned by some studies® 2,

The fact that there is no code for bipolar disorder in ICPC-2, which is the main coding system
used by GPs in this study, means that it is possible that this disease is underrepresented by
the estimates provided in this study. The diagnosis of RDD is also not clear from the available
codes in ICPC-2. In ICPC-2 the only relevant options are P76 - Depression and P03 - Feeling
depressed. This study included P76, which is not necessarily recurrent and may only include
a single episode. This may lead to an overestimate of patients with RDD. P73 affective
psychosis was included as a code for bipolar disorder as bipolar disorder is a sub-code of P73
affective psychosis, however, it might not be the case that all patients coded with P73 have
bipolar disorder.

It is also worth noting that there is a selection bias; participating GPs self-selected and
therefore it is likely that they have an interest in the topic and would therefore be more likely

than the average GP to recognise, diagnose and code an EMI.

Finally, the figures for prescriptions and consultations are not as representative because

practices using HPM systems had to be excluded from analysis.

Conclusion

An understanding of the lifetime prevalence of EMIs in Ireland can help inform the resourcing
of general practice. Further research conducting face-to-face interviews of general practice
patients in Ireland could provide a more accurate figure for the prevalence of EMIs in Ireland,
and seek to validate the finder tool. Improving the validity of diagnostic coding should be a
priority in Ireland in order to provide more accurate prevalence and impact data. The British
quality and outcomes framework gave financial incentives for disease coding which led to a
large increase in the coding of chronic disease® % %, Future interventions for patients with
EMI should take into account the disproportionate number of female patients and public
patients amongst those with an EMI. Future research might seek to further understand the
causes of gender and SES differences in EMI prevalence in Ireland.
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Evaluation of a patient held Shared Care Card for primary care and
community mental health teams in Ireland

A governmental report states that one of the present challenges to Irish healthcare is a “lack
of integration structures across the boundaries of care”®®. As reported in the ‘Qualitative
Interviews with Healthcare Staff Prior to Project Commencement’ chapter above, qualitative
interviews with CMHTs and primary care teams found that there was a breakdown in
communication between the two teams in terms of the care of patients with EMI. Members of
the primary care team and members of the CMHT at times mentioned a lack of communication
from the other. This led to services such as blood tests being repeated unnecessarily or not
done at all. It also meant a lack of clarity amongst some teams around medications prescribed.
This is unsurprising given that there appear to be no guidelines in Ireland on who should take
responsibility for the monitoring and management of the physical health of patients with an
EMI. Issues with communication between GPs and the psychiatric team are an international
problem. A British study from 19977 described ‘the failure of psychiatric teams to write to GPs,
other forms of communication being hardly used’. In the lIrish setting, many psychiatric
services do not currently use electronic systems; therefore, to promote better communication
between primary and secondary services, this study developed a patient held shared care
card, as was suggested in early discussions about the study with health care professionals.

As discussed in the introduction, there is a large disparity in mortality and morbidity rates
between patients with an EMI and the general population. A literature review suggests that
fragmented care may account for some of the disparity in health outcomes for patients with
an EMI*®. A policy paper examining integrated care in Ireland suggested mental health patients
should be targeted for integrated care interventions®.

Brunero and colleagues®” introduced a patient held health record called the blue card for
patients with schizophrenia who had comorbid physical health problems. Many of the patients
acknowledged that the card assisted the communication of medical information to healthcare
providers®’, specifically between the general practitioner (GP) and psychiatrist®”. Several
patients described their satisfaction with the knowledge that their information was being

recorded?’.

A shared care card also has the potential to empower patients to take greater ownership of
their own care. As reported by Brunero and colleagues®” a study of cancer patients®® found
that a patient held health record improved health outcomes, patient compliance, doctor-patient
communication and patient empowerment. Similarly, Brunero and colleagues®’ found that the

shared care card led to improvements in patients’ knowledge of their health status. They also
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found that patients who used the card generally had positive feedback and that there was a
high rate of retention of the card®’. The shared care card developed for this study is a means
of integrating the care of a person with EMI and is based on the card developed by Brunero
and colleagues®’. The card aims to focus on EMI patients’ physical health. It is a handheld
record of care containing spaces for information related to medications, healthcare providers
and notes from the patient's GP and psychiatrist. This chapter seeks to outline the

development and evaluation of the card.

Method

Shared Care Card Development

During qualitative interviews with healthcare providers regarding their experience of treating
patients with EMI, it was suggested that a means to share information would be beneficial. It
was recognised that, given the inability of the current electronic systems in use to
accommodate this, a paper version would be most suitable. A draft card was developed based
on the blue card developed by Brunero and colleagues®. The card was then adapted for
patients with EMI to act as a patient held record to be used by GPs and the CMHT, focused
on physical health. The draft card was firstly presented to a GP with expertise in mental health
and a consultant psychiatrist. They suggested adjustments to make it more appropriate for
patients and doctors.

As seen in Figure 1, the card is two sided and contains spaces for information about
prescriptions, diagnoses, physical health information, notes and details of the person’s mental

health professionals, GP and allied health professionals.
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Figure 1. Patient held shared care card

General Practice Notes:

Mental Health Team Notes:
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Interviews

Ten GPs, one practice nurse, and one patient were interviewed overall. There was only nurse
interviewed because GPs were the main users/non-users of the card. There was only one
patient interviewed because several GPs were reluctant for their patients to be interviewed
and several GPs did not use the card. The researchers in conjunction with a GP with expertise
in mental health and a consultant psychiatrist developed a topic guide. An iterative process

was used to adapt and develop the topic guide throughout the interviews.

Results

Paper based versus ICT

Several respondents relayed that they would have preferred a digital format as opposed to a
paper based card. One GP described it as ‘a step backwards’ (GP2) while another said that
‘the shared care card is a very old technology’ (GP3). Some GPs described an IT culture within

general practice which would not be conducive to the introduction of a paper based card:

We're constantly on computers nowadays so we download everything onto a
computer. This idea of shared care card or anything like that just doesn’t happen
here anymore so we just preferred to have something | think that would be easily
transferrable, tick the box and then print it out. (GP6)

Another GP described what they thought would be a better solution:

I think a better solution would be some cloud based shared record system that
we could work on. In my opinion ICT offers the best solutions here rather than
hand held cards. (GP1)

This was reiterated by another GP who stated that ‘if it was going electronically then that’s a
different thing.” (GP3)

Card format and layout

An aspect of the card that is adjustable, the layout, was criticised for several reasons. One

area was in relation to omissions:

There were some fairly significant omissions from the card. There was no
mention anywhere about smoking or alcohol and they're two important risk
factors. (GP1)
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The GP also mentioned other omissions: ‘The other thing you could look at is exercise, and
there’s no mention of that’ (GP1). There were also issues raised about the medications

section:

And the other one | had difficulty with was there are only four slots available for
medication, that’s usually not enough I've found. And then there was one column
on the medication sheet for drug levels and there really aren’t that many drugs
nowadays that we would actually monitor drug levels for so again | think that

column should be left out altogether. (GP1)

Others were more positive about the layout:

I mean they’re pretty small and compact and theoretically they should be user-
friendly. (GP5)

Some GPs worried that patients would not find it acceptable to have their mental health
diagnosis on a card that they would be holding ‘having a mental health diagnosis on a card is
going to be something that some people will struggle with having in their jacket pocket or their
hand bag.’ (GP7)

Several GPs mentioned the general practice antenatal card as a possible model:

If it could be like that [the antenatal card] where you could have it in sequence of
five or six visits between mental health and ourselves. We could be seeing if
BMI’s improving or blood pressure is dis-improving or whatever rather than

individual cards per time. (GP7)

Inappropriate cohort

Another area in which the GPs thought the card was flawed was that the cohort of patients
with EMI would have particular difficulty with the cards, illustrated by this comment:

The group we are dealing with here, long-term psychiatric patients, they have
chaotic lifestyles and really aren’t the best people to remember to bring cards to

visits or not to lose them. (GP1)

Similarly, for another GP, the cards were not being brought back: “Two or three have been

back since they were given it and none of them have brought it with them.” (GP6)

Time

A common issue was that GPs found the card ‘quite time consuming’ (GP6). Some thought

the time would be better spent actually caring for the patient’s physical health:
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Obviously, what we are trying to do is to encourage GPs to look after the general
health of patients and | think this takes away from the time that the GP has rather
than look at filling this out, although it’s not a huge thing, it does take five minutes
to fill it up. (GP1)

Unused

Some GPs were not using the cards: ‘I'll be honest | haven’t used them’ (GP2). Another felt
that the card wasn’t right for their practice: ‘I didn’t feel that the card would ever catch on so |
didn’t fill out any of those’ (GP3). In addition, some didn’t think the CMHT were using the cards:

I'm just not convinced that they're actually being taken with them fto the
outpatients, we’re still getting you know requests written and verbally from
patients you know, to send on a copy of their bloods when they’re going to their

psych follow up which is fine. (GP5)

One GP felt that the cards would not address the problem ‘What we need is better
communication from the community psychiatric teams’ (GP8). Another GP didn’t use it as they

‘already have good communication with the mental health team.” (GP10).

Several GPs felt that it wasn’t appropriate given the circumstances of their practice. One GP
stated that ‘Most of the people who have enduring mental iliness are not in shared care. Most
of them are with us primarily’ (GP7). Another GP found that their psychiatrist was

communicating the necessary information to them:

Any abnormality automatically comes to me, if someone is doing 31 miles an hour
in a 30-mile an hour zone as far as any particular laboratory parameter is

concerned, it’'s sent to me. (GP3)

Other

One GP was particularly positive about the concept of the card:
Gets me to think in that space about their physical health as part of their overall
illness. To see if we can improve the interaction between us and secondary care

but also to go through the physical health monitoring and all that. | could definitely
see myself using the card. (GP7)

A patient was also positive about the card, describing it as ‘a good idea’. He also said that he

had brought it to the CMHT and they were ‘happy enough to use it.” (P1)
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Discussion

It is clear that the acceptability of patient held shared care cards is low amongst GPs. The
primary issue seemed to lie in the fact that the card was paper based. GPs also felt that the
card could not take enough information and takes up too much time to fill out given their high

workload.

A large maijority of GPs felt that an ICT ‘cloud based shared record system’ would be best.
However, if the issue of time is to be addressed, this may require integration with the GP
practice management software system. This would overcome other problems mentioned by
the GPs, including that this cohort of patients would not be suited to a shared care card, and
that there was not enough space on the card for medications. There are cloud based shared
care technologies available in the UK®. Another potential option is to download part of the
patient record to a USB flash drive, which has been found to be acceptable for the shared

care of maternity patients,

Other issues raised surrounded the inappropriateness of the card for their specific context;
that their practice communicated well with the CMHT. Other practices who didn’t use the card

just felt that it was ‘a step backwards’'.

The fact that some GPs found the card useful and others did not based on the fact that their
communication was already good enough suggests that there is a need for a more consistent
system of communication in the Irish healthcare system.

Some positive feedback related to how the card would prompt GPs to think more about the
physical health of their patients with an EMI. As well, it was mentioned that the card was

concise.

Implications

All of the issues discussed above suggest that the feasibility of introducing a paper-based

shared care card into Irish general practice for patients with EMI is low.

This card was primarily framed as an adjunct to communication between general practice and
the CMHT. However, the primary purpose of the card developed by Brunero and colleagues®’
was for patients to have better knowledge of their health, with improved communication a

secondary benefit.

Therefore, the card might be used best as a means of patient empowerment with a potential

additional benefit of increased communication with the CMHT.
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Overall, the feasibility and acceptability of the shared care card is low and may not represent
an effective intervention for patients with an EMI. Further feedback from service-users is

necessary to make definitive conclusions.

A potential alternative to the shared care card might be the Patient Held Active Record of
Medication Status (PHARMS)!°* which has been developed in University College Cork. In its
current form, this consists of a USB key held by the patient that links the user's computer to
the patient’s list of medications as it appears on the GP record. The patient’s information can
only be accessed if both the healthcare professional and the GP’s computer have the relevant
software installed. Healthcare professionals can document changes to the patient’s
medications here but are not able to alter the master-list of medications. Only the patient's GP
can alter this. The GP can then see these documented changes. The software developer has
included the capacity for this to extend to other parts of the patient record. For a small study,
the USB were approximately €70 each. The developer has said that the future cost would be
lower, especially if large orders are made. No information can be stored on the device. This
will allay worries around viruses such as ransomware. This intervention would serve many of
the same functions as the shared care card while also addressing some of the issues raised
by GPs, including problems with a paper based card and time taken to fill out the card. The
PHARMS may act as an interim solution while a shared electronic health record is awaiting
approval from the Irish government!®2, However, it is not clear whether secondary services

would have the ICT capacity to implement the PHARMS.

The outpatient services performance improvement programme (OSPIP) may offer some

solutions in terms of integration, communication and referral®,
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Conclusions and Recommendations

People with enduring mental iliness (EMI) are more likely to die prematurely, primarily due to
a combination of lifestyle risk factors, higher rates of unnatural deaths and poorer physical
healthcare'®. The overall aim of the study was to develop and assess a standard protocol to
aid the health professional in the monitoring and treatment of the physical health of patients

with EMI presenting in general practice. The project comprised of:

e semi-structured interviews with GPs, practice nurses and members of community
mental health teams (CMHTS) at the study outset to understand their experience of
providing services in relation to physical health for patients with EMI

¢ the development of an audit tool for practices and the ability to upload anonymous
retrospective patient data

¢ the piloting of a patient held shared care card

e the creation of a structured proforma for recording physical health data in the main
practice management software

e semi-structured interviews with GPs and practice nurses to evaluate the above

aspects.
Thirty-five GPs in 11 practices based in Dublin, Cork, and Galway participated in the study.

There are a number of limitations in this study including possible selection bias as participating
GPs self-selected and therefore it is possible that they have a special interest in the topic and
thus might be more likely than other GPs to recognise, diagnose and code an EMI.
Additionally, not all of the practice management systems cooperated and hence data is from
only two systems. It was originally intended to include a patient component but substantial
difficulties were experienced trying to obtain interviews with patients in the practices and this

aspect was later excluded due to the low numbers participating.

In the semi-structured interviews at the start of the project, service providers were
knowledgeable that people with EMI had an increased risk of physical health illnesses and

agreed that physical health measures should be monitored.

The review of the three main GP PMS systems (Socrates, HPM and HealthOne) in terms of
their ability to record and extract data, as well as their reporting functionality, revealed
significant limitations. To address the recording issues, a structured proforma - the physical

health monitoring (PHM) tab - was developed to facilitate the systematic and structured
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recording of key physical health variables and brief interventions. Feedback from GPs on the

PHM tab was largely positive.

Interviews post intervention revealed that the feasibility of introducing a shared care card into
Irish general practice for patients with EMI is low.

While some patient level difficulties were identified, the key barriers noted were at a system
level - difficulties communicating and resources. In Ireland currently, it is unclear as to whose
responsibility it is to monitor, detect and manage the physical health of patients with EMI. As
a result, it may mean that this population’s health care needs are not currently being identified
or met within the current healthcare system. It has been propounded that one of the greatest
risks to patient safety occurs when the patient passes across the boundaries of care. A key
issue identified by participants was the need to identify which service providers are responsible
for the physical health of people with EMI. Given the poor survival rates of people with EMI,
and the high levels of morbidity, a focused integrated approach needs to be developed in order
to develop and provide timely, accessible and high quality physical health services for people
with EMI. This may be best developed in the context of the HSE’s National Clinical
Programmes (possibly in Mental Health or Chronic diseases), given the integration focus that
these programmes currently emphasise. Efforts to increase integration and communication
between primary and secondary services could contribute to an improvement in the physical
health of patients with EMI and the OSPIP Strategy is welcomed in this regard?°,

The reporting functions in GP practice management software systems are insufficient for
research and audit purposes — this needs to be considered when designing national IT

infrastructure for the health system.

Given the rates of EMI found including the increase in coding when GPs were asked to use
the finder tool, was 4% for RDD, 11% for schizophrenia and 28% for bipolar disorder, it seems
likely that there are many patients with EMI who have not been coded with EMI. An
understanding of the lifetime prevalence of EMIs in Ireland can help inform the resourcing of
general practice. Improving the validity of diagnostic coding should be a priority in Ireland in
order to provide more accurate prevalence and impact data. The fact that there is no code for
bipolar disorder in ICPC-2, which is the main coding system used by GPs in this study, may
contribute to the low levels of coding for bipolar disorder. The diagnosis of recurrent

depressive disorder is also not clear from the available codes in ICPC-2.

Improving recording behaviour may require several elements, such as financial incentives,
training and streamlining the integration of data from secondary services and laboratories into
GP PMS systems. At the time of writing, a new GP contract is being negotiated in Ireland and

it is anticipated that this will be agreed soon. Further to this, we understand that a ‘Chronic
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Disease Contract’ is being negotiated and this has the potential to re-engineer the health

system in terms of caring for those with chronic conditions at the primary care level.
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