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Executive Summary 
 

Part One: Introduction  

1. Aims of the Healthy Lives project 

These were to understand better the physical health needs and physical healthcare 

experiences which Londoners diagnosed with serious (enduring) mental illnesses 

have and to identify improvements in commissioning and in services which are 

thought to be needed. 

2. Background 

People with lived experience of serious mental health problems/mental distress have 

been emphasising for a long time that improvements need to be made to the 

physical healthcare which they receive and further action taken, too, to address 

physical side effects of psychiatric medication. At government and clinical levels, 

whilst there has been recognition for many years that attention needs to be paid to 

physical health issues for people with serious mental illness diagnoses, it is during 

the last five years that there has been a particular focus on the fact that people with 

these diagnoses are more at risk of long term physical health problems, receive 

poorer healthcare and die 15-20 years earlier than members of the public in general.  

This issue is being addressed by the Healthy London Partnership under its Mental 

Health Programme and a working and steering group, currently called the Stolen 

Years Group, has been set up in London to develop improvement priorities and to 

implement an agreed work programme. As part of this, a co-production initiative was 

also launched; the Healthy London Partnership commissioned the National Survivor 

User Network, a user-led organisation with experience of working with unpaid carers 

and family members, too, to undertake the Healthy Lives project which is the focus of 

this report, in partnership with the Stolen Years steering group. 

3. Methodology 

3.1 Responsibility for the Healthy Lives project 

The Stolen Years steering group members who worked particularly closely with the 

NSUN project team were Mary Docherty (MD), a consultant psychiatrist, and Jay 

Nairn (JN) who had a project management role within the steering group. Nam 

Thaker (NT) then took over JN’s role during the course of the project. The NSUN 

project manager was Sarah Yiannoullou (SY), NSUN’s managing director, and the 

lead facilitator and analyst was Dorothy Gould (DG), an independent service user 

consultant.  
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3.2 Project design 

NSUN has a ‘reflexive’ approach to research: questions the concept that it is 

possible to produce scientific forms of research which are without bias. NSUN’s 

position is that all researchers work within the context of particular social worlds and 

particular standpoints which, by definition, are likely to affect the methodology 

employed for a study, the questions used and the analytic conclusions reached. 

Thus the standpoint of psychiatrists might be viewed as that of people who deliver 

services and treatments, whereas NSUN’s starting point is its lived experience ethos. 

NSUN would contend that quantitative research, too, rests on values and 

assumptions which researchers bring to the research design and to the interpretation 

of data, because quantitative researchers work within particular contexts as well. 

Given these presumptions, steps were also taken, however, to promote 

trustworthiness and rigour in the Healthy Lives project, in terms of the methodology 

selected, the recruitment process employed, the data collection tools and the 

analysis. 

An initial step was to draw on the advantages of a mixed methods approach for the 

project; the employment of more than one methodological strategy avoids privileging 

one particular approach.  Quantitative data and some qualitative data was collected 

during May and June 2016 through a survey for people with serious mental illness 

diagnoses and another for unpaid carers/ family members of people with these 

diagnoses. There were also two workshop days, the first in June 2016 and the 

second in July 2016, during which a series of focus groups occurred. The workshop 

days were for people with lived experience, unpaid carers/family members and some 

non-clinical professionals. The employment of surveys made it possible to obtain a 

wider number of opinions than would have been possible to achieve through focus 

groups alone. The use of focus groups facilitated a more in-depth exploration of 

participants’ views.   

NSUN’s managing director and the lead facilitator and analyst compiled the surveys 

and the focus group topic guides. They took relevant literature into account for the 

surveys, used the first workshop day to explore survey questions in more depth and 

the second to explore initial findings from the surveys and from the focus groups on 

Day One. To promote trustworthiness and rigour, the NSUN project team provided 

opportunities for an independent survivor researcher and members of the Stolen 

Years steering group to comment on the draft surveys and topic guides.  

3.3 Recruitment 

The selection criteria for participation in the surveys were as follows:  

 Having a diagnosis of serious mental illness, or being an unpaid carer/family 

member of someone with this diagnosis 
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 Being an adult (aged 18 and above)  

 Living in the London area. 

The workshop criteria were the same, other than the fact that London-based 

professionals in non-clinical roles who had experience with people diagnosed as 

seriously mentally ill were also eligible to attend.  

Those who offered to take part in the project were self-selecting, which means that, 

as with any study, individuals who had a particular interest in the project theme were 

most likely to be the people who put themselves forward; in that sense, therefore, 

there was the possibility of some bias in responses. To reduce selection bias as 

much as possible, the project team approached a wide variety of organisations 

(voluntary, user-led, carer-focused and Trust-based), with varying stances, and did 

so throughout the London area. The project team put a particular emphasis, too, on 

the recruitment of people who were demographically diverse.  

Informed consent was promoted through mechanisms such as information sheets 

and consent forms, through the availability of the project manager to answer 

questions and through support for participants from a NSUN volunteer. One hundred 

and thirteen survey responses were then received from service user participants and 

59 from unpaid carers/family members. Eleven people took part in each workshop 

day.  

3.4 Analysis 

Quantitative survey data was collated and analysed through SurveyMonkey, so that 

intelligent descriptive observations could be made from it. This data was also cross-

tabulated for demographic patterns and for patterns amongst service users and 

unpaid carers/family members. Framework analysis was employed for analysing 

qualitative data. Similarities and differences in views held by focus group members 

from diverse demographic groups and by service users, unpaid carers/family 

members and professionals were also noted. Where there were significantly different 

views, these are specified in the report.  

The project analyst had a lead role in the analysis, in liaison with the project 

manager, with each having independent access to the data for analytic and reflective 

purposes. In order to promote trustworthiness and rigour, they then invited feedback 

about the draft report. Initially, this was from two further researchers with lived 

experience, a NSUN staff member and an external consultant. Following that, Stolen 

Years steering group members and workshop participants had the opportunity to 

provide comments on the draft. All relevant points were then taken into account in 

the final material produced. 
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3.5 Limitations of the project 

Because the project needed to be implemented within the parameters of a somewhat 

limited budget, the amount of data collected was comparatively small and the 

statistical data is descriptive only. There are, too, some constraints on particular 

conclusions which can be drawn; for example, there is not sufficient data to establish 

whether differing care pathways for people with differing physical health conditions 

cause some variation in views held. In demographic terms, male project participants 

were in a minority, despite strong efforts to recruit similar numbers of men and 

women and the larger number of participants were aged between 36 and 65. By 

definition, too, the project was London-based. Further studies would be needed if the 

applicability of the findings to other parts of the UK, in particular to rural areas, were 

to be demonstrated. 

Part Two: Findings 

Four main themes emerged from the survey and workshop data in combination:  

1. Good physical healthcare  for people with serious mental illness diagnoses 

2. Positive developments 

3. Barriers to effective physical healthcare and physical wellbeing  

4. Changes needed in commissioning, in services and in the influence which 

people with lived experience have over physical healthcare.  

1. Good physical healthcare 

Participants had clear ideas about good physical health resources for people 

diagnosed with serious mental illnesses. For them, key components were: 

1.1 Involvement, influence and control for people with lived experience at personal, 

service and commissioning levels 

1.2 Support from family members, friends and peers 

1.3 Professional assistance, too, with keeping physically healthy and with long term 

physical health conditions. In the survey for unpaid carers/family members, 

respondents emphasised such support still more than service user respondents did. 

Amongst service user survey participants, people aged 66 and above were 

particularly in favour of physical health checks. Male service users and service users 

identifying as lesbian, gay bisexual (LGB), or other put a particular emphasis on 

clinical input for long term conditions. Personal contacts with professionals were 

thought particularly valuable, but there was some interest in technology and internet 

resources as well  
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1.4 A strong move away from medical model approaches (a focus on diagnoses and 

medication, a risk orientation and links with the use of compulsory powers under the 

Mental Health Act 2007) to health resources which are no longer set within this 

model; in participants’ experience, it still dominates mental health services 

1.5 A particularly strong emphasis on holistic services in which professionals not only 

recognise the inter-relationship between physical and mental health, but take into 

account people’s lives as a whole, varying cultures and a wide variety of resources, 

including creative activities such as drumming, or story-telling 

1.6 Welcoming physical environments and warm, human qualities from 

professionals, including fun approaches, creativity, strengths-based models and a 

note of moving towards positive futures  rather than purely on avoiding  physical 

health risks  

1.7 Meeting diverse needs, for example GP surgeries which are user-friendly for 

older people, services which are accessible to people on low incomes, women-only 

resources, a sexual health clinic with a gay men’s drop-in facility and Rastafarian 

counselling for Rastafarians. More support for unpaid carers/family members was 

also mentioned 

1.8 A strong focus on a range of holistic resources within community-based 

provision, stemming from local communities, charities and user-led groups as well as 

GP surgeries and other community medical resources: for both general physical 

health issues and long term conditions. Within this, service users from black, Asian 

and other minority ethnic (BAME) communities particularly favoured community-led 

facilities and service user participants aged 66 and over were particularly reluctant to 

be treated in hospital 

1.9 Information for people with serious mental illness diagnoses about public health 

and other resources which could support their physical health and about the side 

effects of psychiatric medication 

1.10 Further training for healthcare professionals related to physical and mental 

health issues experienced by people diagnosed with serious mental illnesses, to 

diversity issues and to interpersonal skills. It was suggested, too, that this might be 

provided by people with lived experience. 

2. Positive developments  

Participants mentioned progress which they thought had been made with physical 

healthcare for people with serious mental illness diagnoses. For example, in the 

surveys, the majority of people with lived experience provided at least one example 

of ways in which they looked after their physical health and over two thirds of unpaid 

carers/family members thought that the person they cared for/their relative took at 
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least one piece of action. In addition, most service users with long term physical 

health conditions supplied at least one example of self-management. The larger 

number of unpaid carers/family members also cited at least one step which the 

person they cared for/their relative was taking to look after a long term condition. For 

both general physical healthcare and long term conditions, varied forms of exercise 

and dietary measures were particularly mentioned. In the case of long term 

conditions, there were also references to self-monitoring, taking medication, contact 

with doctors and personal qualities such as determination and emotional strength. In 

the focus groups, there was a further emphasis on self-management and its 

importance, particularly as an alternative to psychiatric medication.  

Survey respondents supplied various examples of help with physical healthcare 

which they had found useful. They mentioned GPs and some allied professionals, 

medical aids, exercise resources and contacts with family members, friends and 

peers. Unpaid carers and family members put the main focus on support from 

primary and secondary healthcare professionals, but also cited exercise resources. 

In the focus groups, further examples were given, including crisis recovery houses, 

improved access to psychological therapies in one area, the commissioning of a 

health and wellbeing network, evidence from the Council for Evidence-based 

Psychiatry about harmful effects of psychiatric drugs, the use of Open Dialogue as 

an alternative approach, family support, a Jewish mental health organisation, music 

therapy for older people with dementia, sound therapy, laughter yoga, a cafe offering 

‘out of the box’ activities to people of widely different backgrounds and educational 

attainments, health checks by clinicians, or in a mental health arts centre and a 

sports-based recovery centre. 

3. Barriers 

Although Healthy Lives project participants had positive comments to make, as is 

clear from Section Two above, they also thought that a considerable number of 

factors act as obstacles to effective physical health for people with serious mental 

illness diagnoses: 

3.1 Personal experiences of mental health problems/mental distress  

Participant feedback from the two surveys in combination indicated that these 

experiences were what made it most difficult for service users to look after their 

physical health. Older people, white British service users and unpaid carers/family 

members emphasised this point still more strongly. The impact of mental health 

problems/mental distress on people diagnosed with serious mental illnesses was 

also a considerable theme in the focus groups 
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3.2 Difficulties arising from personal circumstances and from social 

exclusion 

These were a significant concern for participants generally. Amongst service user 

survey respondents, people from BAME communities, women and those who 

identified as LGB, or other regarded personal circumstances as still more of a barrier 

than other service user respondents did. More women than men and more white 

British service users than BAME service users thought that social exclusion was a 

problem. Respondents to the survey for unpaid carers/family members were even 

more concerned than service users about these two issues. Focus group members 

put a continuing emphasis on difficulties arising from personal circumstances and 

from social exclusion, including low incomes, homelessness, isolation and direct 

discrimination. 

3.3 Shortfalls related to community resources 

Survey participants mentioned a lack of information about and access to public 

health resources and a serious shortage of community-led resources, charities, 

advocates and user-run groups. In the service user survey, these factors tended to 

be still more of an obstacle for respondents from marginalised communities, though 

more male than female respondents rated a shortage of user-run groups as a 

problem. Focus group members expressed additional concerns; they thought that 

the shortages were linked with too strong a professional focus on medical symptoms 

and with inadequate funding of non-clinical alternatives 

3.4 Some major difficulties with healthcare interventions and 

approaches 

3.4.1 Problems with psychiatric medication 

Survey respondents were worried about the side effects of this, unpaid carer/family 

member respondents still more so than service user survey respondents. Male 

service user respondents and respondents who identified as LGB, or other also had 

particular concerns. Within the focus groups, expressions of disquiet were extensive 

amongst most participants. They thought that people with lived experience did not 

have enough information about psychiatric medication to make informed choices 

about it, might be sceptical about its effectiveness and linked it with premature 

deaths among people with serious mental illness diagnoses. One strongly held, 

though minority, professional view, however, was that there is no option in the case 

of older people with dementia other than to drug them heavily, if they are not to be 

locked up in mental health units and if residents and staff are to be kept safe. This 

was contested by others who considered that there were valid, if unfunded and 

under-used alternatives.  
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3.4.2 Undue use of a medical model 

Participants in general experienced physical healthcare services as still very much 

tied to a medical model: too bound up with psychiatric medication and treatment, too 

symptom-focused, culturally inappropriate in a number of cases and too linked with a 

risk-focused approach and with the compulsory powers of the Mental Health Act 

2007. 

3.4.3 Interpersonal issues 

An emphasis from both survey participants and focus group members was that 

breakdowns in relationships between healthcare professionals and people with lived 

experience can occur and that these have a negative impact on the use which the 

latter make of physical health services. They also drew attention to the fact that 

difficult experiences in the mental health system were sometimes causing distrust of 

healthcare professionals in general amongst people with lived experience.  

3.4.4 Shortfalls in healthcare professionals’ use of whole life and integrated 

care approaches 

Respondents to both surveys had strong concerns about shortcomings in these 

approaches, with the greatest unease of all relating to healthcare professionals’ 

forming inadequate partnerships with non-health workers. Survey data also 

indicated that service user respondents from marginalised groups, for example 

people from BAME communities, people who identified as LGB, or other and 

older people, might experience particular difficulties. In the focus groups, further 

attention was drawn to shortfalls in whole life approaches and integrated care 

from professionals. There was recognition, too, however, of very real difficulties 

which healthcare professionals may be facing: inadequate training, very tight time 

constraints and very high pressures. 

3.4.5 Information issues 

Survey participants thought that there was inadequate information from a number of 

healthcare professionals about self-management of physical health. This was also a 

particular concern for service users from BAME communities and for women.  

3.4.6 Problems related to equal opportunities 

Both survey and workshop participants spoke of inadequate regard from 

professionals for the mental health difficulties/mental distress experienced by people 

with lived experience and of services which were not sufficiently respectful of and 

relevant to service users from marginalised groups and which failed to take adequate 

account of demographic differences. 
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3.5 Difficulties in having involvement and influence 

People with lived experience mentioned substantial problems with having 

involvement in and an influence over physical healthcare at personal and service 

provision levels and most of all at commissioning levels. Unpaid carers/family 

members expressed still more pessimistic views about their own levels of influence. 

4. Changes needed 

Focus group members built forward from the points made about obstacles by survey 

respondents and themselves by also suggesting changes which they thought would 

be helpful. In line with the emphasis on alternatives to clinical resources and on a 

use of community settings that ran through data from survey and focus group 

participants, focus group members put considerable emphasis on their being more 

funding for holistic provision.  Focus group members recognised limits in available 

funding, but suggested that, if less money was spent on expensive medical model 

provision, funds would then be available for alternative resources and that the latter 

are often more effective. They also underlined savings which result from self-

management.  

Focus group members had an interest in values-based commissioning because, 

under this approach, as much weight is given to service users’ and unpaid 

carers’/family members’ views as to professional opinions and research findings. 

They thought that more research was needed into physical health resources which 

people with lived experience find helpful, but which lack an evidence base, and an 

increased use of qualitative research, too, for commissioning decisions. 

Focus group members made a number of proposals about the setting up of further 

physical health services with a holistic ethos and community-based focus. They also 

suggested mechanisms which might help to increase the involvement and influence 

of people with lived experience, for example further self-management opportunities, 

organisational uptake of the 4Pi National Involvement Standards and more training 

for themselves. Service user and carer participants were not altogether confident, 

however, that changes in commissioning and services could be achieved through the 

NHS and thought that they might need to initiate action themselves.   

Part Three: Discussion and conclusions 

The findings will be discussed in relation to three particular areas: what participants 

regarded as good resources for people with serious mental illness diagnoses, what 

positive examples they cited and what changes they thought were needed. 

1. Good physical health resources 

It is apparent from the findings that participants very much wanted good physical 
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health provision for people diagnosed with serious mental illnesses.  They also put 

forward a clear and well-justified picture of services which they thought were needed: 

wide-ranging and community-focused resources, including charities and user-led 

groups with an emphasis on meeting diverse needs. As part of this, they advocated, 

too, a move away from a dominant medical model in mental health services. The 

latter is not an emphasis that has been apparent in other, professionally-led 

consultations about physical health. A value of service-user led studies is, however, 

that research themes and research design employed in these may draw out findings 

which do not necessarily emerge from other studies, but which are important to 

people with lived experience. 

Participants emphasised the need for holistic approaches in physical health 

provision. They did not regard ‘holistic’ as limited to mental wellbeing and physical 

health, but as covering the whole of people’s lives, and, in this sense, took a more 

comprehensive view of ‘holistic’ than may be employed  in government and 

professional documentation.  They stressed that, if a holistic approach is to be 

successful, then information about the full range of resources and access to a wide 

number of them is vital, together with partnership working, not just between health 

and other statutory professionals, but between the latter and community-led groups, 

charities, advocates and user-run agencies.  

Participants also spoke of the key part which good interpersonal skills and flexible, 

creative approaches from professionals have within a holistic model and of the need 

to recognise that people with lived experience often appreciate personal contact with 

professionals more than online consultations and websites, though some value was 

placed on websites as well. They put an emphasis, too, on the meeting of diverse 

needs. Participants suggested training for professionals in the overall approaches 

which they considered helpful and in the qualities mentioned above. They also 

proposed training for people with lived experience, to help their voices to be taken 

seriously. 

Some of these points from participants are also covered in other consultations 

involving service users and carers. In the current consultation, however, the model 

put forward is much wider, including the note of catering for demographic 

differences, and so merits careful further consideration.  

Participants’ emphasis on involvement and influence at all levels for people with lived 

experience and on the valuable roles which families, friends and peers can play in 

these spheres is not new, but might helpfully be given more weight in government 

and other reports about physical health services. 

2. Positive examples 

It is clear from the findings that participants had some favourable views about the 

current situation. They spoke of the extent to which people diagnosed with serious 
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mental illnesses manage to look after their physical health, for example. Successful 

self-management was a note which ran through various parts of the focus group data 

as well. This note may be worth contrasting with the somewhat problem-focused 

picture which can be evident in other reports. For example, in the British Medical 

Association report about achieving parity of esteem, ‘health behaviour’ of people with 

serious mental illness diagnoses is cited, whereas self-help measures which people 

with lived experience adopt receive little focus and ways in which further health 

promotion could be built from these are not discussed. 

It is also evident from the findings in Part Two that there are physical health and 

physical wellbeing services which participants consider helpful in promoting the 

physical health of people with lived experience in ways which fit the approaches put 

forward by them. Although as many as half of these examples were drawn from 

outside the NHS, they included a number of instances with a whole life focus from 

within the NHS. In addition, the value of support from family members, peers and 

friends was mentioned, together with some differences which participants thought 

that people with lived experience had been able to make to physical health provision 

themselves. Given that the majority of examples came from people with lived 

experience and unpaid carers/family members, it would seem particularly useful to 

take note of them and to see what could be done to identify further, similar examples 

and build from them.  

3. Changes needed 

It is also clear that the approaches proposed by participants imply radical change in 

the commissioning and provision of physical healthcare services for people with 

serious mental illness diagnoses and that considerable obstacles need overcoming if 

participants’ proposals are to become a reality: 

3.1 As has been mentioned above, people diagnosed with serious mental illnesses 

are taking steps to look after their physical health and may, in fact, strongly 

emphasise self-management. It is evident from the findings that the sheer scale of 

mental health difficulties/mental distress which people face needs stressing too, 

however; participant feedback from the two surveys in combination was that mental 

health problems/mental distress are the biggest obstacle to service users’ looking 

after their physical health. This would seem to make it all the more vital to address 

major difficulties highlighted by participants about the medical model dominance 

which they experience in mental health services. In this sense, the findings may be 

something of a challenge to elements of the Mental Health Taskforce report, given 

that mental distress is defined here in diagnostic terms belonging to a white western 

model rather than alternative models being included too. Whilst clinical terms are 

employed in the Mental Health Foundation’s report on integrated care as well, there 

is also recognition in the report of a tendency for clinical approaches to dominate. 
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3.2 The study findings underline as well the importance to participants of measures 

to deal with unresolved issues related to psychiatric drugs: shortfalls in information 

about them, negative side effects and inadequate access to alternatives. Participants 

have stressed how major these issues are for them and they are not new findings, as 

other recent literature makes clear. 

3.3 It is apparent, too, from the survey and focus group data that there is a series of 

further obstacles to the physical health of people with serious mental illness 

diagnoses, ranging from personal circumstances to shortfalls in professional 

qualities, in whole life approaches, in integrated care and even more so in 

partnership working with non-health workers, in the commissioning and provision of 

physical healthcare resources for service users and in information about available 

resources. At least some of these factors have again been highlighted in other 

documentation, such as reports from the British Medical Association, the Mental 

Health Foundation and the King’s Fund. The issue is, however, that there has not yet 

been sufficient change in structures and approaches to address the problems for 

people with lived experience adequately. 

3.4 It is concerning that only a minority of survey respondents with lived experience 

and even fewer unpaid carers/family members thought that physical health services 

are respectful of mental health difficulties/mental distress ‘a lot’. In addition, a 

particular finding of this study has been the greater physical health hurdles which 

people with lived experience may face when they belong to marginalised 

communities. The survey ratings from service users who belonged to BAME 

communities and from people who identified as LGB, or other were quite frequently 

still lower than those from majority communities and there might also be particular 

issues for female service user respondents. Similar findings were apparent in the 

focus group data. By definition, the numbers contributing to the project were quite 

small. The findings about ethnicity, sexual orientation and gender very much reflect 

those in larger studies, however, for example recent reports from the Equality and 

Human Rights Commission and from Stonewall.  

It would seem important, therefore, both to address shortfalls in professional respect 

towards people with lived experience in general and to take specific holistic action 

and anti-discriminatory measures to address physical health issues for people from 

BAME communities, LGB or other communities and women, so that they do not 

become further marginalised.  An emphasis on these groups too appears still more 

necessary because additional problems for them do not receive any real focus in 

major recent reports about physical health issues for people with lived experience.  

Similarly, where there are barriers to physical health arising from other demographic 

factors, it would seem relevant to take account of these as well; male service users 

and service users aged 66 and above also spoke of some differing needs.   

3.5 It is concerning that service user participants thought that they had limited 
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involvement in and influence over physical healthcare at personal and service 

provision levels and still less at commissioning levels. This is a situation which 

urgently needs remedying, if people diagnosed with serious mental illnesses are to 

receive the physical healthcare approaches, services and resources which they find 

valuable. 

3.6 In the survey data particularly, concerns of unpaid carers/family members about 

issues for people with lived experience, support needed and changes required were 

quite frequently still stronger than those of service user participants. There can, of 

course, be differences of viewpoint depending on whether one is viewing mental 

distress from the position of an unpaid carer/family member, or from lived experience 

of it. It may be the case, too, that, when one is immersed in an experience, such as 

serious mental health problems/mental distress, one is less aware of its full impact 

than others are. It should be borne in mind as well that there were fewer unpaid 

carer/family member than service user participants and that there was no necessary 

connection between the two groups; unpaid carers/family members and service 

users were recruited independently of each other. What is useful, however, is that 

the outlooks of unpaid carers/family members bring yet other perspectives.  

The fact that respondents to the unpaid carers/family member survey thought that 

their voices were heard particularly inadequately is not a new finding.  Whilst service 

users’ right to confidentiality must always be respected, the valuable role which 

unpaid carers/family members can play in decisions made about physical healthcare 

would also seem to need a further focus. 

Conclusions 

Given the scale of changes which participants are recommending, the need to 

establish evidence bases for different types of services which participants have 

identified as helpful and the fact that both participants with lived experience and 

unpaid carers/family members have experienced a limited influence over physical 

healthcare provision to date, it is not surprising that they were unsure whether these 

changes can really be achieved within the NHS. What has emerged from the study, 

however, is a very explicit portrayal of the changes in London-based physical health 

services that participants think would make a major difference to the physical health 

and physical wellbeing of people with serious mental illness diagnoses and their 

reasons for this. It is a portrayal which merits serious consideration by 

commissioners and service providers in London – and a study of the relevance 

which it may have to other parts of the UK. It is the change of culture, change of 

funding processes/funding allocations and change of structures and approaches that 

will be the challenge, however, if participants’ views are to be taken into account.  
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Part Four: Recommendations for the commissioning and 

provision of services in London 

1. Medical model usage 

Move away from a dominant medical model approach in mental health and physical 

health services  

2. A fully holistic approach 

2.1 Take full account of the impact which lived experience of serious mental health 

problems/mental distress can have on people’s ability to look after their physical 

health, whilst also acknowledging steps which people with a serious mental illness 

diagnosis take to self-manage 

2. 2 Provide more information for service users about the impact of psychiatric 

medication, address its physical side effects  more fully and make sure  that  a wider 

range of alternatives is available   

2.3 Give increased priority to whole life approaches in physical health services which 

cover mental wellbeing, physical health, personal life circumstances, socio-economic 

environments, social status and spiritual beliefs and do so through a range of 

resources, not just clinical provision 

2.4 Build on the sorts of whole life examples which project participants have identified 

as helpful to people with lived experience 

2.5 Put a particular emphasis on the commissioning and provision of community 

settings and community-based resources for physical healthcare: community centres, 

community-led groups, charities and user-run agencies as well as public health 

facilities, GP surgeries and other community-based medical facilities  

3. Information and access 

3.1 Make sure that information about holistic resources for physical healthcare and 

support with accessing them are available in a variety of settings for people with lived 

experience, including those who are on low incomes 

3.2 Be aware of the value which people with lived experience put on personal 

contact, but also use internet resources and information technology such as text 

messages to update people with lived experience where they find the latter helpful 

4. Integrated support and partnership working 

4.1 Ensure better information-sharing between healthcare professionals where 

people with lived experience have agreed to the passing on of personal information 
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4.2 Significantly improve the co-ordination of care between physical and mental 

healthcare professionals and  between them and other professionals, for example 

those working in social services and in housing 

4.3 In the provision of physical health services, promote much stronger partnerships 

between healthcare professionals and workers in community-led resources, charities, 

advocacy services and user-run groups  

5. Equal opportunities 

5.1 Make sure that physical health services are respectful of and tailored to people’s 

lived experience and to factors such as age, ethnicity, gender, sexual orientation 

and/or additional disabilities 

5.2 Specifically address physical health issues for those who may face additional 

disadvantages, including  members of BAME communities, women, people who 

identify as LGB, or other and older people, for example their experiences of and 

models for mental health problems, their life circumstances and their access to 

physical health resources which are relevant to them  

6. Settings and approaches 

6.1 Make physical healthcare settings welcoming and inviting 

6.2 Recognise the extent to which people subjected to detention under the Mental 

Health Act 2007 can feel disempowered and distrustful of professionals and work 

hard to establish empowering and positive relationships with them 

6.3 Put a greater focus on listening skills, empathy, fun and creative approaches, 

strengths-based models and a note of moving towards good things rather than 

avoiding physical health risks 

7. Training 

 7.1 Provide more input  for health professionals about mental and physical health 

services which people with lived experience find meet their needs 

 7.2 Offer people with lived experience opportunities to supply training for healthcare 

professionals in the physical and mental healthcare models, approaches and 

interventions which they find valuable 

8. Research 

8.1 Promote research funding for physical health and physical wellbeing options 

which are important to people with lived experience 

8.2 Give weight to qualitative as well as quantitative research when reaching 
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decisions about which physical health services to commission and provide 

 
9. Influence and involvement  

9.1 Make sure that people with lived experience can have a real and increased 

influence at personal, service provision and commissioning levels, for example 

through further self-management opportunities, organisational uptake of the 4Pi 

National Involvement Standards and  the use of values-based commissioning  

9.2  Provide for training which equips people with lived experience to have the voices 

they want about helpful physical healthcare commissioning and provision 

9.3 Pay increased regard as well to the valuable roles which family members, friends 

and peers can play in supporting people with lived experience to address their 

physical health needs and to have an influence in the commissioning and provision of 

these 

9.4 Act on changes in the commissioning and provision of physical health services 

which people with lived experience want. 
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