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Abstract

Service users with severe mental illness (SMI) are at increased risk of physical health co-morbidity
such as musculoskeletal pain, neurological impairment, obesity and COPD; many of which require
input from Physiotherapists. Physiotherapists play a pivotal role in treatment of those with SMI but
are reported to lack skills and confidence with this patient group. Furthermore, disparities in
accessing healthcare are evidenced for those with SMI. This study explored experiences of
Physiotherapeutic care for those with co-morbid physical and mental health complaints to identify
barriers and facilitators to care.

A qualitative study using Interpretive Phenomenological Analysis was undertaken. Semi-structured
interviews were completed with service users (n=8) with longstanding physiotherapeutic and
psychiatric complaints. Focus groups were completed with physiotherapists working in mental
health. Verbatim transcripts of interviews were analysed using Interpretive Phenomenological
Analysis to obtain in depth insight into participant experiences. Study quality was enhanced through
use of methodological and investigator triangulation, negative case analysis, reflexivity and
secondary coding.

Data was analysed systematically following the structure: individual case analysis, emergence of
themes, cross case analysis, validation of themes and ideas. This analysis produced five master
themes: Communication [1], holistic care [2], benefit of physiotherapy [3], healthcare politics and
service interaction [4], patient activation [5].

Results identified current service provision did not always meet the complexities of service user
needs. Improved Physiotherapist awareness of mental health and how to communicate and treat
this population was identified. The importance of better integration between services was also
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highlighted. A positive experience of physiotherapy is vital for patient activation and engagement
with Physiotherapy.

Keywords: holistic care; patient experience; musculoskeletal; patient centred care; communication;
engagement

Diagnosis and Prevalence

Severe mental illness (SMI) is identified as a group of disorders causing significant disability and
persisting for at least two years. Disorders include schizophrenia, bipolar disorder, and other
significant psychotic diaghoses . In the UK alone, mental illness makes up the largest cost to the NHS
Zand is seen globally as the leading cause of disability 3. High prevalence of co-morbid physical
health complaints are identified as a large contributor to the socio-economic burden of SMI 3.
Despite a growing awareness of the impact of comorbid physical and mental health complaints,
large disparities in care provision remain *2, Health and care inequalities are apparent on a global
scale with individuals with SMI seen to have a decreased life expectancy of approximately 20 years

compared to their age and gender matched counterparts °.

Overcoming these disparities is a current priority within the NHS’ five year forward plan for mental
health 1% and integration of physical and mental health interventions identified as a global research
priority °. The recent Lancet Commission ®> promotes development and delivery of multidisciplinary
lifestyle interventions and physical health strategies to increase health outcomes within this

population. Addressing the multifactorial, holistic needs of patients is seen as one strategy to ease

the burden of chronic conditions and decrease premature mortality rates 11,

Physiotherapy in Mental Health



Physiotherapists play a pivotal role in treatment of physical health conditions experienced by
individuals with SMI. These include pain, movement disorders, respiratory illnesses such as COPD,
somatisation of symptoms, extrapyramidal side effects of medications and physical symptoms of
neurological origin such as stroke ¥4, Policy documents have identified the importance of
physiotherapeutic care for those with SMI ¥#8, This is supported by research identifying the
importance of the role of physiotherapy for this population across inpatient and outpatient settings
14,1621 However, uncertainty exists over whether physiotherapists have the skills to address the

19,20

complex needs of these patients and around accessibility of physiotherapy services for those

with SMI 2.,

There has been a recent call for a shift towards the biopsychosocial approach within physiotherapy
due to evidence of improved patient outcomes 22. However, studies suggest that physiotherapists

1922 Recently, qualitative research has provided

struggle to consider the holistic needs of patients
rich accounts and insights into the problems faced by physiotherapists. For instance, a systematic
review ¥ identified how physiotherapists felt they lacked time, training and confidence to use

relevant psychological skills with patients with mental health iliness. Such factors can have a

negative impact on service user experience of physiotherapeutic care %.

Whilst these studies consider the use of psychological skills within physiotherapy and barriers to
care, they do not explore specific experiences of service users with multi-morbidity attempting to
access physiotherapy. They are therefore unable to identify factors potentially impacting upon

service user experience and engagement.



Further exploration into access and experiences of physiotherapeutic care for individuals with SMI is
required in order to acknowledge current provision and barriers to care for this population. The aim
of this study was to ‘give a voice’ to participants 2% and provide in depth understanding of the
participants’ experiences of physiotherapeutic care. To the best of the author’s knowledge, this is

the first study exploring service user experiences of physiotherapy for those with SMI.

Methods

Design

An interpretive-phenomenological approach (IPA) was used for this study 2. The study design was
developed with consideration of the SPIDER acronym 2%, The COREQ checklist 2°> was followed to

ensure for robustness of design.

Eligibility Criteria

Methodological triangulation was utilised through collection of data from two sample populations:
service users and physiotherapists. Individuals were eligible if; (a) they were diagnosed with SMI
alongside a co-morbid physical health complaint requiring physiotherapeutic input, (b) the physical
health complaint had been present for a minimum of one year, (c) individuals were ‘adults of
working age’, between 18 and 65 years, (d) individuals had been referred to the physical therapies

department within a mental health trust in Birmingham, UK.



Individuals were excluded if they: (a) lacked capacity to consent, (b) had additional learning
difficulties, or (c) had a diagnosis of dementia. These criteria were selected due to vulnerability and

potential lack of understanding 2.

Mental health physiotherapists were included if they had worked within the field of adult mental

health for at least one year and were current employees at a mental health trust in Birmingham.

Reflexivity and trustworthiness

The lead author was a female physiotherapist with six years’ experience treating individuals with
SMI. Patients were not known to the physiotherapist prior to the study. Physiotherapists were
known to the author as they worked within the same professional team. Any bias which may have
resulted due to the professional stance of the researcher was decreased through use of interviewer

triangulation, transparency of design and audit trail of results.

Sampling

Due to in depth exploration of experiences being central to IPA studies, emphasis was placed on
obtaining rich data from a small sample size as opposed to inviting large numbers of participants into
the study #’. Convenience sampling was used to recruit patients under the care of a mental health

trust in Birmingham who were also referred to the trust’s physical therapies department.

Outcome measure



Semi structured interviews were used to obtain data from service users. The interview schedule was
developed within the research team. The schedule was piloted with the first two patient interviews

as well as by physiotherapists working in mental health to ensure apt wording for understanding.

[Please see supplementary file for interview schedule.]

Procedures

Service users were contacted by a member of the research team who approached them and
discussed the study with them. Informed consent was obtained and participants made aware they
could withdraw from the study at any time. Methodological triangulation was utilised through dual

data collection methods: semi structured interviews and focus groups.

Setting

Interviews and focus groups took place in private rooms either on the ward or in the Physiotherapy

department and were conducted by the lead author.

Ethical Considerations



Ethical approval was obtained from City and East NRES Committee London (REC number 15 LO 1661
PR). Anonymity of participants was maintained through coding. Participants were provided with

information sheets and consent forms and able to withdraw from the study at any time.

Analysis

The IPA analytic process followed a traditional approach 2 %, Investigator triangulation ° was
employed through use of two researchers working on coding and analysis of interviews. Interviews

were transcribed verbatim and read through for familiarisation of data *.

A four stage analysis process was undertaken: (1) Individual case analysis: In keeping with the
idiographic commitment central to IPA studies %8, each interview was initially thoroughly
independently analysed. Transcripts were read multiple times with notes made in the margins. (2)
Emergence of themes: Each transcript was further analysed to address emerging themes. Discussion
between two researchers over the emergence of themes was undertaken and reported within a
thematic table. (3) Cross case analysis: Themes were explored across all interviews. These themes
were moved around in order to create patterns of themes and group them into wider over-arching
themes as presented in table 2. (4) Validation of themes and ideas: Themes were considered
alongside the transcripts from focus groups with physiotherapists to allow for interpretation of
experience from multiple viewpoints. They were also considered alongside current literature in

order to identify further patterns and recommendation.

Results



Demographics

Service users were recruited from inpatient and outpatient services with a variety of
physiotherapeutic complaints and comorbid mental health diagnosis. There was a total of 8
individuals located (5 male, 3 female). The average age of the group was 44 years. The most
common mental health diagnosis was psychosis (n=3/8) and the most common physiotherapy

complaint was chronic back pain (n=3/8). No participants dropped out of the study.

[Insert table 1 here]

Themes

Five master themes were identified. Table 2 displays themes, subthemes and provides more

participant quotes.

[Insert table 2 here]

Theme 1: Communication with healthcare provider.

This theme considers the importance of the therapeutic relationship and the impact this can have on

attitudes, motivation and behaviour of service users. This theme had two sub-themes:

Sub-theme 1a; the need to be understood



When asked about what makes for a positive experience of physiotherapy, there was an agreement
amongst participants of the importance of a good relationship with the therapist. A therapeutic
relationship where the service user felt ‘at ease’ was a primary need. This was exemplified by the
therapist displaying caring attitudes and awareness of both physical and psychiatric/emotional
needs of the service user. However, this need was not consistently met within physiotherapeutic

care from interpretation of patient experiences.

Patients commonly reported feeling not listened to and misunderstood. One service user stated:

‘the person [Physiotherapist] doesn’t seem to have listened to what’s going on- the pain but the
context of you know the pain exists but there are other things that are going on which may

contribute to the pain’ (Participant 3).

Sub-theme 1b; the physiotherapist as motivator

Participants reported that they felt the physiotherapist had an important role in education and
motivation during interactions. However, that these aspects of the participant-physiotherapist
interaction were lacking in practice. For instance, Participant 4 stated: ‘I hope that they’d explain
everything, not just give me a handout of exercises...it don’t make sense to me and | can’t
remember exactly how to do it properly’. This need for motivation was seen as central to treatment
for those with SMI due to the multifactorial elements for decreased patient activation described
below. Physiotherapists partaking in the study identified lack of time and awareness as factors

impacting upon factors addressed within this theme.



Theme 2: Crossing the boundaries between physical and mental health

This theme considered the provision of person centred, holistic care which took into account the
patient’s physical and mental health needs. When this occurred, this was identified as acting as a
significant determinant of compliance with Physiotherapy. This supports findings within the

literature identifying the need for patient centred exercise provision to increase adherence °.

Sub themes within this theme were:

Sub-theme 2a; Separation of mind and body

There was a common perception that physiotherapists focussed on physical pain and mental health
services focused on the psychological complaints. Participant 2 simply stated: “They

[Physiotherapists] assume they have to fix your body and someone else is there to fix your brain”.

Sub-theme 2b; Awareness of mental health needs

Physiotherapists partaking in focus groups suggested that a lack of education and experience within
mental health specialities was partly responsible for minimal consideration of the psychosocial
aspects of care. This supports findings of previous research around lacking psychological knowledge

19, 20

and skills of physiotherapists

10



Theme 3: Perceived benefit of physiotherapy

This theme considered the importance of past experiences of physiotherapy care and perceived

benefit of intervention. There are 2 subthemes:

Sub-theme 3a; mental health impacting upon outcomes

Previous negative experience was seen to impact upon participant motivation and therefore acted
as a barrier to care. Those with negative past experiences or poor outcomes from physiotherapy
identified decreased drive to attend or comply with interventions whereas those with positive
experiences, spoke more highly of services. Physiotherapy was seen to have a positive effect upon
pain and mental health however, due to factors relating to the patient’s mental health, these effects

were not always felt:

‘you don’t feel the benefits of the session because you're actually too stressed out’ (Participant 8).

Sub-theme 3b; Positive benefit for mind and body

With the perceived benefit of physiotherapy for mind and body: ‘when | come out of there not only
do my legs feel better but my head feels better’ (Participant 5), it would seem paramount to ensure

these benefits are optimised through service provision.

11



Theme 4: Healthcare politics and interaction between services

One major influence on access to physiotherapy care was identified as interaction between different

services. The subthemes were:

Subtheme 4a; The ‘silo’ effect

The ‘silo’ effect of physical and mental health services appeared to result in poor experience, getting

lost from the system or difficulties attending multiple appointments in different locations.

Subtheme 4b; Detached Processes

Processes, such as discharge following non-attendance, were identified as barriers to care and seen

to have great impact upon patient experience:

‘I have physio at my GPs... like a conveyor belt... you've gotta get here for this time... we’re not

seeing you if you don’t attend... you’ve gotta go through the process again’ (Participant 3).

Theme 5: Patient activation

Patient activation was identified as a barrier to accessing care. These were intrinsic factors which
decreased patient motivation to comply with physiotherapy and included aspects such as mood
priorities:

12



[I struggled to attend physiotherapy] ‘due to mental capacity issues and lack of motivation’

(Participant 1).

If these factors were not understood by the Physiotherapist, further barriers were seen to arise,

interlinking with other themes identified.

Discussion

Service User Experience

Positive experiences have been identified as key to increasing compliance with interventions and
exercises °. This study highlights how positive experience of Physiotherapy can lead to increased
drive and engagement with therapy. This should therefore be considered in practice to optimise
outcomes. It became clear that certain aspects within physiotherapy sessions were of great
importance to achieving this positive experience for the service user. These factors included: (1)
patient-therapist interaction, (2) holistic approach to care, (3) therapist awareness and experience of

mental health.

Previous literature identifies communication as pivotal for positive experiences within healthcare
and physiotherapy . This study supports this with emphasis placed on the importance of
communication and patient-therapist rapport. Outcomes of positive interactions include greater

compliance and psychological well-being.

13



Holistic, person centred care was highlighted as essential for optimal physiotherapist-participant
rapport. This finding supports previous research #7-31, However findings of this current study
identified that service users often found this facet of care lacking. This suggests the need for greater
emphasis on holistic care and positive relationship building on the part of physiotherapists working
within this population. Physiotherapists should ensure active listening and work with service users to
identify goals based around patient preferences as opposed to solely focussing on diagnosis-

informed interventions. Such strategies have been seen to improve experience and adherence °.

Barriers and Facilitators to Care

Multidisciplinary lifestyle interventions, provided by qualified specialists are identified as central to
addressing the physical health of those with SMI #>. Such interventions require timely access to
services. This study highlights barriers to this within the population. Barriers identified include; (a)
negative experience of physiotherapy resulting in decreased compliance and engagement, (b) long,
complex processes and lack of service integration, (c) intrinsic factors such as low mood and lack of

service user motivation.

Facilitators to care were closely linked with barriers. Service users identified how improved
relationships, holistic care and simplified referral processes would increase access to physiotherapy.
These findings support those within current literature >?°and should therefore be addressed when
considering training and service design. It is of critical importance to note that many facilitators to
accessing physiotherapy services were reported to be lacking by service users. The lack of such
facilitators is likely to have a negative impact upon experience and therefore also upon engagement
and adherence. Ways of ensuring inclusion of facilitators must be a priority for making

physiotherapy services more accessible for this population.

14



Integration of physiotherapists into mental health services is recommended in previous literature %
to facilitate access to services. This may simplify referral processes and enable physiotherapists with
knowledge and experience of mental health to address the complex needs of service users 11620,
This study identified physiotherapist integration onto mental health wards as beneficial for
outcomes and interactions. It was identified that specialist input was lacking within outpatient
clinics and integration of physiotherapists into these settings is therefore recommended. With nine

out of ten service users with mental health illness treated within primary care settings 1°, it appears

pertinent that physiotherapists at this point of care have awareness and experience of SMI.

Limitations and Clinical Implications

This study supports current literature identifying a perceived lack of mental health awareness for
physiotherapists working outside the speciality. It is recommended that all physiotherapists should
have confidence to discuss mental health with service users particularly due to close links between
pain, disability and mental health 4. This identifies the importance of improved education for both
undergraduate and qualified physiotherapists to ensure confidence when treating patients with
mental illness. Further exploration of specific physiotherapist perceptions of working with those with

SMl is highlighted in order to help direct training and provide further recommendation.

The study addresses the impact of health care ‘silos’ and recommends expansion of physiotherapy
services within mental health care to improve access and optimise experience. The study endorses
the enablement of healthcare needs, of both physical and psychiatric nature, being met within one
multidisciplinary team. It is suggested that this may help overcome challenges attending

appointments, improve communication lines and ensure holistic care.

15



One limitation of the study is a small sample size which resulted in exploration of limited SMI
comorbidities. The aim of the approach was to achieve depth of data and findings were supported

by literature, increasing generalisability of results.

Conclusion

Positive experience is seen to increase engagement and compliance and is therefore paramount to
optimising outcomes. To ensure positive experience and improve outcomes, timely access to
services is identified. However this is reported to be largely lacking. Whilst integrated mental health
training within physiotherapy curricula and multidisciplinary approaches are likely to increase timely
access to holistic services, an increased understanding of mental health for those in positions of
management and policy makers is identified. To obtain and maintain a positive rapport and ensure

consideration of holistic needs, time limits and discharge processes may benefit from consideration.

Ethical approval for this study was obtained from City and East NRES Committee London (15 LO 1661
PR) and Birmingham and Solihull Mental Health Foundation Trust.

The research study was completed as part of the author’s Masters in Health Research which

received funding from the NIHR. No specific funding for the study was received.

The authors declare no conflict of interest.

Contribution of the paper:

1) Key messages:
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Access to important physiotherapeutic care must be improved for service
users experiencing mental health illness through improved service
interactions and streamlined processes.

Physiotherapists require better education and experience of mental health
illness in order to improve their ability to treat service users holistically and
achieve positive patient experiences.

Service users with mental illness require increased time with
physiotherapists in order to build rapport and receive education and
motivation which may lead to improved outcomes.

2) What the paper adds:

In depth understanding of lived experiences of service users attempting to
access physiotherapeutic care.

3) New knowledge:

Service users with mental illness struggle to access mainstream
physiotherapy services in the UK due to a variety of factors.

Holistic care in mainstream physiotherapy services believed to be largely
lacking for service users with mental health diagnoses due to a poor
understanding of mental health and elements relating to such diagnoses.

A lack of integration between physical and mental health services decreases
patient experience of physiotherapy for service users with mental illness.

17
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Table 1 Participant Demographics

ID Role Age Gender Mental health Physiotherapeutic
diagnosis complaint
Participant 1 | Service user 38 years Male Psychosis and Chronic back pain
affective disorder
Participant 2 | Service user 55 years Male Psychosis Knee pain
Participant 3 | Service user 47 years Male Anxiety/PTSD Chronic back and
leg pain
Participant 4 | Service user 51 years female Severe anxiety Arthritic pain
and depression
Participant 5 | Service user 35 years Male EUPD Long term
neurological
complaint
Participant 6 | Service user 19 years Female Eating disorder Musculoskeletal
injury and pain
Participant 7 | Service user 56 years Male Psychosis Long term
musculoskeletal
injury
Participant 8 | Service user 53 years Female Borderline Chronic back pain
personality
disorder
Participant 9 | Physiotherapist | 41 years Female
Participant Physiotherapist | 26 years Female
10
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Table 2

Theme Subtheme Example unit
Communic | The need to ‘| feel people are not listening to me’ (Patient one)
ation with | be
healthcare | understood ‘the person doesn’t seem to have listened to what’s going on- the pain but the context of
provider and valued you know the pain exists but there are other things that are going on which may
contribute to the pain’
(Patient 3)
‘when I've gone to see an NHS physio — and they’re probably overworked whatever- they
don’t really ask the questions about what’s really the matter and they suggest things that
you just think ‘oh it’s pointless”
(Patient 8)
The | hope that they’d explain everything- not just give me a handout of exercises.../it don’t
physiotherapi | make sense to me and | can’t remember exactly how to do it properly (Patient 4)
stas
motivator and | ‘if they give me a task to do, check that I’'m doing it right ‘cause | don’t follow written
educator instructions very well’
(Patient 5)
‘| like a treatment plan- | like to be kept updated that’s what sometimes | feel like I'm
getting lost with what’s going on’
(Patient 5)
Crossing Separating ‘they assume they just have to fix your body and someone else is there to fix your brain’
the mind and (Patient 2)
boundaries | body
between ‘to you as a physiotherapist you’re only looking at one problem but to me as a patient I've
physical got multiple problems. I'm trying to juggle things and sometimes | can’t physically juggle
and everything on top of what’s going on with me’(Patient 3)
mental
health and
providing
holistic
care
Physiotherapi | How can like anyone | know- a friend understand- and when you get medical staff who
st awareness | don’t understand? (Patient 4)
of ‘the whole
picture’ It’s the understanding their problems that they don’t necessarily get from other people
[physiotherapists] sometimes (Physiotherapist 2)
The Mental health | ‘because of the depression and it was just too much to do’
perceived impact on (Patient 4)
benefit of outcome
physiother ‘It wasn’t beneficial and | just lost heart’ (Patient 4)
apy
‘you don’t feel the benefits of the session because you’re actually too stressed out’
(Patient 8)
Mental and Whenever | work out or do exercise my mind gets clearer and | feel a lot better mentally
physical (Patient 1)
benefits

felt mentally better ‘cause | felt like | was taking care of myself’ (Patient 5)
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The silo effect

Healthcare ‘due to the situation of being in a mental health hospital, restrictions and time
politics consumptions and other like quantity of seeing patients- making sure it goes round- it was
and lacking. | would say there weren’t enough physiotherapists to go around’
interaction (Patient 1)
between
services ‘other times the GP has referred me for physiotherapy and nothing has happened’
(Patient 8)
| just got lost from the system (Patient 5)
Detached I have physio at my GPs... like a conveyor belt... you’ve gotta get here for this time... we're
processes not seeing you if you don’t attend... you’ve gotta go through the process again
it’s quite a lengthy process... the NHS is slow now and you have to go through a lengthy
timescale (Patient 3)
Patient ‘I love 1-1 because it really helps...I can be motivated but | like being accompanied’
activation- (Patient 1)
motivation
to comply ‘to actually get yourself out of the house can be quite stressful’
with (Patient 3)
treatment

‘I've always gone when they [give an appointment]’
(Patient 6)

‘if I've got an appointment, I’d move heaven and earth to be there’
(Patient 8)

Struggled to attend physiotherapy ‘due to mental capacity issues and lack of motivation’
Patient 1)

‘vou feel like you can’t be bothered with this because it’s another thing that adds onto the
rest of it’

(Patient 3)

If a person can’t be bothered to do it, they won’t do it (Patient 2)
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