Physical Health Checks for people with a severe mental illness 
Dispelling some myths about engagement  
04/04/2022
The term SMI, refers to all people who have received a diagnosis of:
1. schizophrenia
2. bipolar affective disorder
3. or who have experienced an episode of non-organic psychosis.
N.B. Diagnoses, including diagnoses of personality disorder (other than schizotypal personality disorder), substance misuse disorders without co-morbid psychosis, eating disorders or recurrent depression are not included in the definition.

People with severe mental illness (SMI) face one of the largest health inequalities in the country. They are less likely to have their physical health needs met than the population as a whole, they die on average 15 to 20 years earlier, and two thirds of these deaths are from avoidable physical illnesses including heart disease and cancer. The population have considerably higher incidence of smoking, obesity, diabetes and COPD. Despite this, they are not consistently offered physical health assessments, nor supported to access information and advice or take up tests and interventions that reduce the risk of preventable conditions.

BNSSG’s provision of physical health checks for people with a severe mental illness has dramatically improved each month since July 2021. We have moved from having one of the lowest rates in the country (11%) to now reaching 39%. We still have significant work to undertake to ensure that at least 60% of people on primary care’s Severe Mental Illness register receive a check, but considerable progress has been made. 

This improvement has provided some helpful information that is giving some new ways of looking at the issue, gained from the data, from practices’ experience shared with us and from our peer support project (led by Second Step). It has been commonly thought that people with a severe mental illness are intrinsically very difficult to engage, which was the main cause of our lower position. However, the new information coming through is helping us gain a greater understanding of how small changes in practice can lead to substantial improvements in engagement and performance.

Some examples & what the evidence is showing:

· People with a severe mental illness struggle to prioritise their physical health.
As GP practices find better ways to engage their patients, improve the accessibility and consistency of their internal communications and processes, they bring about increased engagement and attendance by the cohort.

They are finding that people with a severe mental illness do want to improve their physical health and expect the health checks to be followed up by onward referrals or health improvement, but can be anxious about how they will be treated and about being judged. The patient experience (found by our peer support project) is that it is inconsistent messages from different staff within practices, and admin processes that are experienced as off-putting, that place the greatest barriers to their engagement.

· People with a severe mental illness are reluctant to visit their GP practices.
It is widely thought that people with a severe mental illness do not typically attend their GP practices. However, the monthly data shows that the blood pressure test has a very high rate of completion for nearly all practices. People are therefore clearly attending their local practices to have had their blood pressure taken, but we know that these opportunities are not being maximised to undertake the full set of physical health checks. 
 
· People with a severe mental illness will be put off by a full explanation of the physical health checks and will respond better to being given less detailed information about what to expect.

[bookmark: _Hlk100057104]Our lived experience representatives have worked with the Independent Mental Health Network (IMHN) to better understand engagement and which messages will improve it. Whether the invitation is made by letter or phone, people want to know what to expect from the health check in order to be able to prepare for it. This is why the new co-produced standard invitation letter and accompanying leaflet set out clearly the purpose of the health check, what people should expect, who will be doing it, what they will get out of it and what kind of follow-up they might lead to. 

· Practices in areas of high deprivation and/or with large register sizes will not have the capacity to make SMI physical health checks a priority.
We have many practices with large registers and in areas of high socio-economic deprivation and health inequality that are performing well, including some that are approaching the national target. Many of these practices perform better than some in areas of low levels of deprivation and with much smaller registers.

· COVID and the mass vaccination programme have severely limited GP practices’ ability to undertake health checks.
While these have naturally put practices under an inordinate amount of pressure, we have seen a significant and sustaining increase through times of blood bottle shortages, mass vaccination and COVID limitations. Clearly most practices have managed to maintain the prioritisation of this issue, despite these pressures. 

Conclusion
If non-engagement is seen as an inherent attribute of the cohort, we will expect poor attendance, locate the problem with service users and fail to question our own attitudes and systems. If however, we see engagement as the responsibility of providers and commissioners, we will see our role as being to engage, promote and expect attendance and understand the barriers that we create that limit it. Taking this position will lead us to see engagement as a challenge, rather than non-engagement as a fact.

