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Abstract
Background Recovery is a key organising principle underlying mental health services  but remains under-researched in primary care.
Aim To explore what recovery from psychosis means from multiple perspectives and what primary care roles  and interventions might enhance the fostering of  recovery and its  promotion in primary care.
Design Semi-structured interviews and focus groups.
Setting Primary care sites across England in 2009-10.
Method 20 patients who had experienced psychosis and 24 General Practitioners with varying expressed interest in mental health participated in semi-structured interviews and were invited to two subsequent mixed focus groups. Data were analysed using Framework Analysis.
Results Recovery was conceptualised by General Practitioners without a specialist clinical interest in mental health as improvements in symptomatic outcomes, by General Practitioners with a special interest as improvements in social or functional outcomes, and by patients as a process involving a “whole person” approach. Both General Practitioners and patients highlighted the benefits of a  primary care focus for recovery including continuity, accessibility, and the role  professionals can play in supporting patients’ families and helping patients expand social support networks. Despite feeling ‘fobbed off’ at timespatients wished to see a shift in responsibility for psychosis from secondary to primary care settings. Reflective peer supervision meetings for General Practitioners and patient-led mental health training might improve primary care’s ability to provide an enhanced recovery focused environment.
Conclusions This study illuminates the under-acknowledged role of primary care in mental health management framed within an ethos of ‘recovery’ and the interpersonal and continuity advantages which primary care may provide. Novel findings of direct relevance to clinical practice include General Practitioners being seen as particularly adept at promoting recovery through acknowledgement of exclusion faced by many patients, promotion of non-pharmaceutical treatment options, and awareness of social support groups. Discussing complex patients on a regular basis and the inclusion of patient-led training could be piloted as a recovery orientated intervention.
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Introduction

The lifetime prevalence of schizophrenia constitutes  1.4%
 of
… and for bipolar I disorder is 0.24%.
 People with schizophrenia or bipolar disorder have a significantly reduced life expectancy compared to the general population
 with two-thirds of the mortality gap explained by physical disorders. Social withdrawal, exclusion and restricted opportunities emerge quickly from the onset of symptoms leading to disengagement from education and unemployment. Fear of stigma and discrimination can also lead to loss of social confidence.
 Total service costs for people with schizophrenia and bipolar disorder in England are estimated at £3.8 billion (€4.9 billion), rising to £6.3 billion (€8.1 billion) over the next 15 years.

Given this background of exclusion and inequity, the concept of recovery has particular salience. It has become the organising principle underlying mental health services in New Zealand,
 the United States (US)
 and Australia
 and is becoming increasingly prominent in United Kingdom (UK) mental health policy.
 However definitions of recovery from psychosis vary between patients, professionals and Government bodies, making the construction and utilisation of a singular concept difficult.
 
 
 
 The evidence base defining the characteristics of a recovery oriented service and professional are almost exclusively written from the perspective of secondary care.
 However,  recent estimates suggest that 30% of people with psychosis are seen solely in primary care in any 12 month period, and a further 45% are seen no more than twice a year by specialist mental health services.
 Moreover, primary care has been described by patients with psychosis as providing personalised care in a low-stigma environment that takes into account physical and social circumstances. 
 
  General Practitioners (GPs) see themselves as having a useful and active role in psychosis treatment particularly in early detection and relapse prevention,
 and have expanding  roles  which are supported by national guidance
  Thus, understanding the role of primary care in recovery from the perspectives of both patients and professionals is  important if we want to create recovery- oriented services for the majority of patients with serious mental health problems such as psychosis.
The aims of this study were to explore what recovery from psychosis means from multiple perspectives, the potential roles of primary care in fostering recovery, and the practical clinical interventions that might enhance the promotion of recovery in primary care settings. These aims of the study were achieved.
Method
Ethics Statement: Ethical approval for the undertaking of this study was obtained from the North Manchester National Health Service (NHS) Research Ethics Committee (REC), Reference Number: 08/H1006/34.
Semi-structured interviews were carried out with GPs and patients who had experienced psychosis using maximum variation sampling. This form of sampling is purposive in nature, and aims to include a wide range of experiences to increase generalisablity, rather than seeking representativeness through random sampling. GPs with a special clinical interest in mental health were recruited in person from a Masters course in Mental Health at Staffordshire University. GPs without a special interest in mental health were recruited by writing to each GP in two Primary Care Organisations in Greater Manchester (North West England). Patients were recruited from four mental health voluntary sector organisations (two caring organisations, two patient-led organisations) and two supervised housing organisations. The sampling framework for patients was purposive in terms of age, gender, and accommodation status. All research participants provided written informed consent.
A systematic literature review was undertaken using OVID, Web of Science, Embase, Medline, Cochrane, PsycInfo, Cinahl, ACP Journal Club, Health Management Information Consortium, British Nursing Index, International Pharmaceutical Abstracts, and Database of Abstracts of Reviews of Effects. The following keywords we included in the search, as well as synonyms and other related words: “psychosis”, recovery, and “primary care”. 330 papers were returned which matched the search criteria. Each of these studies was examined in order to check for their relevance to the subject of interest: recovery from psychosis in primary care. However, none of the studies explored the processes involved in recovery from psychosis in primary care. Likewise, none of the studies measured outcomes related to recovery from psychosis in primary care. Thus, no systematic comparison of quantitative results was possible.
As the systematic literature review revealed a lack of research specific to recovery from psychosis in primary care settings, interview topic guides were created to explore this previously under-researched to area. Topic guides were piloted with two patients and two GPs. Interviews explored the range of meanings that psychosis and recovery from psychosis had for individual GPs and patients, as well as examining their experiences of observing or being involved in recovery in primary care settings. Experiences of recovery were examined using the critical incident technique
 
 which encouraged participants to discuss specific previous experiences of involvement in a recovery process as a GP or as a patient. This elicited specific memories of recovery episodes, and the factors involved (see Appendix 1 for interview topic guides).
The epistemological framework of this research was underpinned by social constructionism. Whilst there are different currents within  social constructionism  (including post-structuralism) here it is used  as  a meta-theoretical framework rather than a clearly delineated theoretical model to refer to  an approachwhich sees human thought and behaviour as having been informed by the social, cultural, historical and linguistic contexts in which they have developed. ..

 Social constructionism takes a questioning attitude towards the fundamental philosophical assumptions of individualistic approaches to psychology which ignore the relevance of social and cultural context.
 This epistemolical framework framed the research undertaken as the authors held a critical view of the application of the modernist project to mental health services which failed to  take adequateaccount of the following factors: ethical considerations, respect for autonomy of patients, the values and meanings of patients, the strengths and potentials of services users, and the social, cultural, historical and linguistic contexts within which mental health is constructed. This framework provided sensitizing concepts which guided and orientated the empirical research.
The qualitative research process can result in a focus on particular phenomena and questions at the expense of others, potentially leading to an incomplete representation of the phenomena being investigated. Initial research interests, ideas, and concepts were used as “sensitizing concepts” which provided a loose framework with which the researcher pursued particular research questions.
. The interviewer’s personal biography, gender, ethnicity, age, social status and experience can all affect the research process, including the data collection and the analysis.
 The interviewer (SR) was an Irish male psychologist, born in 1984, who had worked or volunteered for National Health Service and voluntary sector organisations that provided services to people with a range of difficulties including mental health problems such as psychosis, depression, and anxiety. In order to limit bias, it has been suggested that a variety of standpoints and approaches should be used to examine the phenomena under research.
 The Psychology background of SR, along with the GP/Medicine background of HL, and the Sociological applied Health Services research background of AR provided a multi-disciplinary, diverse and balanced approach to the research process which helped to reduce “conceptual blindness”.

SR either met with or phoned participants prior to conducting interviews in order to facilitate rapport-building and enhance the nature of the interaction between the interviewer and the participants. SR noted that all participants engaged with the interview process and were interested in providing their experiences for the purposes of the research. Once the interviews had been completed by SR, two mixed focus groups (GPs and patients) were convened to validate and sense check the interview findings with the original respondents. The focus groups also further investigated the initial analyses of the interview findings by exploring commonalities between GPs and patients, and by comparing multiple viewpoints in one setting. All interview participants were invited to attend a focus group. The focus groups were convened in non-clinical settings and facilitated by SR and HL, who had previous experience of facilitating such mixed focus groups.

Data collection and analysis were undertaken concurrently. All interviews were audiotaped and transcribed and data were managed using NVivo version 9. The initial interview data were analysed by SR, HL, and AR.  A thematic coding framework was developed using Framework Analysis.
 Framework Analysis is a qualitative method developed to research specific questions (e.g. recovery conceptualisations and roles within primary care) with a pre-designed sample (e.g. professionals, patients). Analysis of the data involved a five step process: familiarisation, identifying a thematic framework, coding/indexing, charting, and interpretation. 
Familiarisation involved the interviewer listening to each recorded interview within a week of having originally carried out that interview. The transcript of each interview was subsequently read and re-read by the interviewer. The transcripts were also read by HL and AR. The line-by-line analysis allowed for a close investigation of the data, and ensured that codes fitted with the empirical world that was observed. References to nouns, verbs, actions, descriptions, or abstract concepts were coded. Whole phrases were also often coded. Many individual words or phrases were coded into two or more categories (double coding). The conceptualisation of ideas began here as the names of codes themselves were generated from the data.. The constant comparative method of analysis was used to compare  data with data.
 
 Any word or phrase in new data being coded was compared to previously coded data in order to see if a previously used code could be used to accurately represent the new data also. Emergent data was used to frame the subsequent collection of data.
 -Increasing number of codes generated during the analysis of each subsequent interview, were sorted and ordered  into manageable categories. . allowing for, the sorting and synthesising of large quantities of data.and the construction of abstract conceptual categories such as “Conceptualisations of Psychosis” and “Role of GPs”.. A list of the categories and subcategories that emerged from the data following the focused coding of the first 10 GP transcripts (see Appendix 2) and the first 10 SU transcripts (see Appendix 3) were noted. These categories and subcategories were discussed by SR, HL, and AR, and were subsequently adopted following consensus agreement..
The tentative framework of categories was evolved as aniterative  process.. Coding of the remaining transcripts  used focused coding, was assisted by by the use of the computer program nVivobuilding on preliminary framework of categories. enablingthe easier viewing and retrival of  associations between codes.. ..
 Deviant cases and disconfirming evidence were used to counterbalance codes and categories which occurred more frequently.  and reported in the findings andled to the modification of emerging codes and themes.

A thematic framework was built up by applying the notion of “sensitizing concepts” to its conception. The initial research focus was used to provide a loose framework with which the researcher pursued the formulation of themes during the analysis..  For example, participants about how they viewed the role of the GP in promoting recovery from psychosis. Thus, “GP roles” was used as a thematic heading, under which all codes related to the role of the GP were placed. 

The themes that emerged from the interview data also formed a central part of the topic guides for focus groups which were subsequently conducted.. Focus groups were chosen as an additional method of data  because it allowed the researcher to carry out member checking or respondent validation – data collected during the initial interviews  and facilitated the in-depth exploration of recovery, and involved the sharing of individual personal perceptions and experiences.. Participants discussed the input of other group members, thus expanding on points left underdeveloped during the individual interviews, e.g. potential interventions at a primary care level., Focus groups also enabled the collection of data regarding the dynamic elements of the groups, rather than simply the collection of thematic data.
Analysis also took into account the purposive nature of the sampling. Data collected from GPs with a specialist interest, GPs without a specialist interest, and patients were initially analysed using separate coding frameworks. Theoretical saturation was reached once the iterative comparison of new data with established codes and themes suggested no new themes, categories or relationships from each additional interview, and new data largely served to confirm findings from previous data. Once saturation was reached, and the analysis of new data served only to confirm previous findings, no further data collection was undertaken. 
Results
25 patients, 22 GPs with a specialist interest, and 148 GPs without a specialist interest were invited to participate between January and December 2009. 20 patients, 17 GPs with a specialist interest, and 7 GPs without a specialist interest were interviewed. The two focus groups comprised six and four participants respectively (three GPs with a specialist interest, two GPs without a specialist interest, and five patients), and were conducted in May 2010. Participant demographics are shown in Tables 1 and 2.
The gender distribution was about equal for both GPs and patients. Patients were aged between 24 and 74 years (mean 40.7 years). The most common diagnosis was schizophrenia, with a mean duration of illness of 18.8 years (range 4-54 years). All patients had seen their GP in the past 12 months, and 16 (80%) were receiving treatment from both their GP and secondary care mental health services. Mean duration of practice for GPs was 19.1 years (range 4-32 years). We have chosen quotes to represent the most common themes which emerged from the data.
GPs’ views on recovery in primary care

Commonalities that promote recovery

GPs with varying levels of mental health training agreed that interpersonal and longitudinal continuity of care and immediacy of support were key elements of GPs’ roles in promoting recovery. Stable relationships over time allowed GPs to gain a better understanding of patients, their family and social circumstances. 

“I think we do have a role in knowing the person in a longitudinal sense” (GP with a specialist interest 12, female).

Both groups of GPs felt they could promote recovery by supporting families through providing them with information about psychosis and treatment options; promoting an optimistic and hopeful approach towards psychosis and recovery; listening to concerns; and facilitating involvement in decisions regarding treatment. 
“You know families really well over the years, so your ability to support families is…part of what you can offer that other people can't do” (GP with a specialist interest 15, male).
Most GPs with and without a specialist interest felt the availability of adequate social support by family, friends, communities and employers was an important factor in the promotion of recovery. GPs were seen as having a potential role in expanding patients’ social support networks through sign-posting patients to community gardening projects and befriending schemes.

“She did seem to have quite a lot of support. I think what often happens with these people is that they get better” (GP without a specialist interest 6, male).
‘Supporting’ the families and carers of patients experiencing psychosis was a role GPs most frequently mentioned by GP  respondents t. This role was seen asunique to primary care in the sense  GPs saw this as being clearly connected to  an existing notion central to GP practice of providing continuity of care. GPs felt that they had more of an opportunity to build links and create trust because of the potentially longitudinal nature of their relationship with patients and their family and viewed this as a foundation for  promoting recovery from psychosis for patients. The provision of support additionallys includeda number of possible other  interventions: the provision of knowledge and information about psychosis and  treatment options, promoting an understanding and patient approach towards psychosis, encouraging an optimistic and hopeful attitude towards the possibility of recovery, the discussion of pressing issues, knowing the families well, listening to the concerns of families, and facilitating families involvement in decision-making regarding a patient’s treatment. GPs were often perceived as relatively independent of the sectioning process, and  thus tended to be trusted more by patients and their families .. Some GPs mentioned that they could inform families about alternative sources of social support.  Where a patient had disengaged with primary care services, families also provided an alternative contact point  for GPs who wished to remain in communication with the patient. Families also provided GPs with information about patients’ situations that was otherwise inaccessible to GPs. This was especially the case where the family was well-placed to recognise the early warning signs associated with relapse.
Concepts of Recovery

GPs without a specialist interest most frequently emphasised symptomatic recovery, whereas GPs with a specialist interest were more focused on adequate functional or social recovery.
“It is fairly easy to suppress the symptoms of psychosis and get somebody much more, kind of, mentally stable” (GP without a specialist interest 6, male).

“I would see recovery in functional terms, more than in necessarily getting rid of all the unusual perceptions, because I think there are people who can function well despite having persistent symptoms” (GP with a specialist interest 12, female).

Ensuring that patients complied with medication was the central factor in promoting recovery, from the perspective of most GPs without a specialist interest. In contrast, most GPs with a specialist interest expressed reservations about antipsychotic medications such as their side-effects and felt that there were other useful ways of promoting recovery such as family and social support, and psychological interventions.

“Most do (recover) provided they maintain their medication” (GP without a specialist interest 7, male).
 “He doesn’t like medication, so we referred him to the psychologist. He went on to do CBT.” (GP with a specialist interest 7, female).
There was evidence that GPs without a specialist interest were more likely to emphasise the importance of biomedical aspects of recovery focusing on symptomatic recovery through the suppression of psychotic symptoms and a return to mental stability.  Arelated belief held by most of those GPs was the efficacy of anti-psychotic medications as a way of producing a recovery outcome. Conversely, GPs with a specialist interest more frequently referred to functional or social elements of recovery with recovery from psychosis beingsignified by the patient’s return to a level of social functioning deemed by GPs to be adequate or normal. and. This included ideas around social inclusion such as being involved in the community, being employed gainfully or voluntarily,  or in education, living independently in good quality accommodation, developing positive social relationships, as well as optimising one’s state of wellbeing within the limits of what is possible due to the experience of psychosis. For some GPs with a specialist interest, functional recovery meant a complete return to premorbid levels of health. However, for most functional recovery meant the ability to manage or cope, without necessarily removing symptoms. 
Patients’ views on recovery in primary care
Desire for a patient-centred holistic approach to care
Most patients conceptualised recovery as a process rather than an outcome. Many felt that GPs tended to emphasise symptoms, diagnoses, and medication-based treatments rather than psychological therapies and local peer-supported interventions.
“GPs just see it as a chemical imbalance, and they say: ‘We’ll give you medication. It’s important you stay on your medication.’ They lower the medication, and they up the medication. I don’t think they understand the whole person, they just understand the symptoms.” (Patient 15, female).
The majority of patients described GPs who didn’t listen to their needs and the rushed nature of many consultations, feeling “fobbed off” with prescriptions or referred on to psychiatrists. Patients often felt disempowered by their lack of choice and felt that a greater input into decision making could itself play a part in the recovery process.
“I don't think he understood it because if I went to him and I said: 'You know, doctor this...', he would say: 'Just contact your psychiatrist, the psychiatrist will help you.' He never seemed to want to get involved. It was like it was a conveyer belt: 'Just tell me what you want and then go.’” (Patient 8, female).
Many patients reported GPs’ negative attitudes towards them which sometimes manifested itself in a lack of collaboration with patients regarding treatment decisions.
“That is trained into GPs through medical training. It’s sort of a client-master relationship, where they are the master above the client. They are the ones in control, and they can tell you what to do, and they push you around.” (Patient 16, male).
There was a general desire amongst patients for the adoption of a psychosocial approach to promoting recovery in primary care. with the social and psychological aspects of people  being attended to as part of a “whole person” approach to promoting recovery. However, patients reported that GPs tended to focus primarily on biomedical recovery, with its emphasis on diagnoses, symptoms, disorders of the brain, and chemical interventions. Medications were criticised by patients for  there side-effects and apparent lack of efficacy in promoting recovery or in preventing relapse. There was a feeling amongst many patients that treatment for psychosis should not simply be focused on the biochemistry of the brain with many patients expressing the belief that when discussing treatment options, GPs could warn patients of the side-effects of medications,  offerinformation on alternatives such as local peer-supported services, psychological therapies, and nutritional advice.
Patients reportedexperiences of being unable to influence decisions regarding their treatment plans during consultations with GPs and  felt that there was a sense of inequality in their relationship with GPs.  Patients often  felt dis- empowered in exercising choice or inputtin into their own treatment plans. Empowerment and autonomy were viewed as ways of enabling a patient to have a say in their own treatment,and  seen as key elements t in the promotion of a patient’s recovery. However, many patients reported that GPs did not listen to them, and that some GPs did not communicate empathically during consultations. It was felt by a number of patients that better listening and communication skills were required by GPs. One reason proffered by patients for this lack of listening skills was the rushed nature of consultations. Some patients felt that GPs wanted to end consultations quickly, which may have resulted in patients being seen as “problematical”, and patients ultimately being “fobbed off” with referrals to psychiatrists or with altered prescriptions for medications.
Shift in responsibility to primary care

Although the relationship between patients and GPs was often described as less than ideal, many patients still stated a preference for treatment in primary care rather than by a psychiatrist. This was largely related to better access and continuity, and to reduced stigma. 
“GPs have not got the stigma of the hospital. Psychiatrists have always got that stigma of hospital, and they've also got the power to section” (Patient 17, male).

If primary care was to take on a greater role, there was a perceived need for GPs to have more training in mental health.

“What I actually want is a doctor in a surgery that specialises in mental health” (Patient 4, female).
A shift in responsibility for psychosis care from secondary to primary care was desired by many patients, with a particular interest expressed in the possibility of greater involvement by GPs with a specialist interest. Primary care was perceived as being better equipped to promote recovery because it provided greater continuity of care, facilitated more engagement from health care professionals, was located in a less stigmatising setting, and was more local and accessible. One patient felt that it would be helpful if psychiatrists provided their services from GP practices, highlighting the importance of consultation location for some patients. Patients often reported having a more positive relationship with their GP than with their psychiatrist, with a perception that some GPs were more receptive to the input of patients. Patients felt that GPs could be more involved in promoting recovery from psychosis either as the main medical co-ordinator of care, or working more collaboratively with psychiatrists. However, some patients also believed that GPs would not wish to become involved in the provision of additional care for psychosis. To facilitate a more prominent role for primary care in recovery from psychosis, it was felt that there could be an increase in the provision of training in mental health and psychology to all GPs. Alternatively, the number of GPs with a specialist interest could be increased so that it would be easier for patients to access a GP with a specialist interest.
Findings of the mixed focus groups

Participants were invited to the focus groups because they had something in common with each other (i.e. either having experienced psychosis personally, or having dealt with psychosis professionally in a primary care setting). Thus, psychosis and recovery from psychosis in a primary care setting was the common “focus” of the focus groups. Focus groups allowed participants to discuss the contributions of others, thus expanding on points that might have been left undeveloped in the semi-structured interviews. The combined focus groups helped to generate novel meanings of recovery and agreed two specific interventions that might potentially improve the recovery focus of primary care.
Recovery conceptualisations

Novel recovery conceptualisations were generated during the focus groups. Recovery could be seen as a three stage process consisting of an initial return to social functioning, followed by an eradication of symptoms, and finally by an ability to end treatment. 

“I sort of think of it in three phases in a way.  The first phase is just learning to kind of function at all I suppose. And the next stage I'd see as getting back more and more to whatever was normal for them before they became ill. And then there's a third phase which happens for a few people, but not so many, which is that after some period they may be able to come off treatment” (GP with a specialist interest 3, male).
There was particular criticism of services that used the term “recovery” in an unrealistic or formulaic manner, devaluing the meaning of the term.
“Like any word that's in common usage in services, recovery becomes a word that people stop thinking about what it actually means. This is the way people perhaps are being trained now, and we move people towards recovery in a rather formulaic way” (GP with a specialist interest 11, female).
Conceptualisations of recovery were constructed in a number of t ways by t focus group participants. Recovery was seenas: accepting one’s psychosis and coping with continuing difficulties; a process of normalisation and regaining social functioning; avoiding hospital admissions and medication; a three stage process of firstly returning to social functioning, then eradicating symptoms, and finally coming off treatment; an individual journey based on optimism; removing socially constructed forms of disability; as a devalued, formulaic and unrealistic concept; and as a conceptualisation which changes throughout a person’s life. 

Recovery was defined variously as acceptance of and coping with psychosis, as a process of normalisation, or as an avoidance of psychiatric interventions. Each of these conceptualisations could be synthesised together to form three points along a recovery process spectrum, where acceptance is an initial stage in the recovery process, followed by normalisation, with independence from intervention as an endpoint. This synthesised conceptualisation bears a resemblance to the three stage recovery process as conceptualised by one of the GP participants. The GP described the three stages as follows: an initial stabilisation after an acute episode, followed by a return to pre-illness levels of social functioning, eventually leading to no further need for treatment. Recovery was also seen as a non-prescriptive individual journey of trial-and-error, which incorporated the possibility of changes based on each person’s life experiences. For some focus group participants, this conceptualisation of recovery was hopeful and optimistic, whereas for others there was a fear that it might lead to an unrealistic promise or an over-expectation of recovery. Although focus group participants provided clear conceptualisations of recovery, the term was also described as being misunderstood and devalued in NHS settings through a lack of clarity and consistency regarding the meaning of recovery.

Medication

Medication was a concern for patients in both focus groups being seens asa barrier to recovery in primary care. One patient defined recovery as being able to avoid anti-psychotic medication. Numerous side-effects of anti-psychotic medications were listed by patients.

“Dehydration, and I find it difficult to get to the weight I want. It affects my thyroid in a negative way” (Patient 2, male).

Patients felt that anti-psychotic medication was the only form of treatment on offer from GPs.

“I was forced to start taking medication and I really had been convinced it would be the best way forward. It wasn't until I actually stopped taking medication I actually started to feel I was getting my mind back into a position where I could take control over the direction I was taking” (Patient 5, male).

GPs tended to disagree with patients about anti-psychotic medication being a barrier to recovery. For most GPs, medication was seen as useful and necessary rather than problematic, with negative issues only arising where patients did not continue with the medication as prescribed.

“She wasn't convinced that she needed them (anti-psychotics) long term, so she then stopped. And then the process was trying to...it was quite clear that actually if she did take the tablets then she could actually return pretty well to normal” (GP without a specialist interest 2, male).

the focus groups allowed participants to experience the perspectives of others regarding the issue under discussion. In the first focus group, a discussion took place involving two patients and a GP regarding the prescription of medications for psychosis in primary care. The patients criticised the lack of alternatives to medication. The GP came to understand their viewpoint, and took on board the perspective of the patients, while at the same time trying to explain the constraints on her which led to medication often being the only option available to her.

“I can see the perception as someone coming to see a GP, that it always seems that we are ready to prescribe very readily. Yes they're stressed and they have plucked up the courage to come in and tell us about it. But often our hands are tied because we know there is a long waiting list, the referral system isn't the best in the world and the argument is that maybe you just get a very brief telephone assessment and no real support. So sometimes a prescription is used to help alleviate distress, while we get other things mobilised” (GP without a specialist interest 1, female).

In the second focus group, this view of seeing medication as a stop-gap measure was echoed by another GP.

“We offer medication because we don’t feel we’ve got timely access. I’d like to see from primary care better access to things like occupational therapy. There are some things that are quite difficult to access from primary care – day services, occupational therapy to help people think about, to get them back into education, leisure, voluntary work, whatever” (GP with a specialist interest 3, female).

A divergence arose in the first focus group, when the stop-gap justification was given by a GP as the reason for prescribing medication so frequently. A patient rejected this reasoning, questioning why then in her experience was the medication never reviewed after its initial prescription.

“But then when you are on that medication, they keep you on it for like months and years. They don’t seem to review it” (Patient 1, female).
Potential interventions
The piloting of reflective peer supervision meetings and patient-led mental health training were proposed and agreed as interventions for potentially raising awareness of recovery from psychosis amongst GPs. Problematic psychosis-related consultations could be discussed with other GPs who might have more experience of mental health issues. One of the GPs gave the example of her own practice which had weekly clinical supervision meetings, enabling all the GPs to discuss their more complex consultations and share thoughts and ideas, sometimes led by a GP with a particular interest in mental health. 

“In my practice we have a weekly clinical supervision meeting, where all the practitioners come for an hour. It's been running for nearly three years now. I chair it each week and it is hugely helpful. If you've got somebody, for example, somebody with a mental health issue and you've got the family that have been involved perhaps other members of that (supervision) group may be dealing with other members of that family. Perhaps we can coordinate care so it is a huge help” (GP without a specialist interest 5, female).

“I think reflective practice is another very key way of getting at attitudes” (GP with a specialist interest 13, male).

All GPs agreed that more education and training could be a useful way of promoting a recovery-focused approach to psychosis amongst GPs and help address negative attitudes towards patients with psychosis. Participants agreed on the potential for change which might be brought about through patient-led training for GPs. This training might involve patients presenting their personal recovery experiences to GPs, something that one patient had already taken part in within a secondary care setting.
“Education not medication…Giving talks, personal account of how I came to hear voices, slides. There were psychiatrists, CPNs, social workers, psychologists, and mental health workers at my talks” (Patient 15, female).
Methods were suggested for introducing change into primary care services. Education and training could be provided in a top-down manner which might involve university modules or courses or Primary Care Trust training.  orprovided bottom-upby local champions of recovery-oriented primary care mental health services. There was no consensus on who should be provided with training. Some GPs felt that all GPs should take part in recovery training, while others felt that only GPs with a specialist interest should be trained, but that there should be an increase in the numbers of GPs with a specialist interest
. 

Patients proffered another method of introducing change which was via patient-led training for GPs. Patients would share their experience of psychosis and of mental health services with GPs, and GPs would be able to learn from those experiences.. It could be a useful method for tackling many of the barriers to promoting recovery because it exposes GPs directly to a patient’s actual experience of psychosis and services from a patient’s perspective addresing  barriers such as negativity and the lack of interest in mental health 

Rreflective peer supervision  for GPs would allow GPs to share their experiences and knowledge about psychosis with each other facilitating  facilitate the exchange of knowledge about where to access appropriate mental health services. GPs might be able to gain support from their peers if they felt they were experiencing difficulty with a particular case.  permitting more self-reflective about their own relationship with patients during consultations, and allow GPs to improve on skills such as building rapport. Reflective peer supervision groups are an integral part of the weekly work schedule for clinical psychologists and psychotherapists. However, such groups are not part of mainstream  GP training . A more widespread introduction of reflective peer supervision groups for GPs might prove beneficial as a method of promoting recovery from psychosis in primary care.
Discussion
Summary of main findings

This study suggests that primary care has an important role to play in promoting recovery from psychosis, with GPs and patients noting the positive elements of continuity in primary care. Primary care was also seen as having a role to play in supporting patients’ families, and helping patients themselves to expand their social support networks. Patients wished to see a shift in responsibility for psychosis care from secondary care to primary care settings, despite many patients’ experiences of being “fobbed off” during GP consultations. Recovery was conceptualised by GPs without a specialist interest as symptomatic outcomes, by GPs with a specialist interest as social or functional recovery, and by patients as a process involving a “whole person” approach. Two potential interventions that might improve primary care’s ability to provide a more recovery focused environment were the introduction of reflective peer supervision meetings for GPs, and patient-led mental health training sessions.
Strengths and limitations of the study

This study had a number of limitations. The response rate from GPs with a specialist interest was 77% (17/22), whereas the response rate from GPs without a specialist interest was 5% (7/148). This reflects the inevitable variation in interest in the study topic as well as the different recruitment strategies. The low response rate from the GPs without a special interest may limit generalisability, although the rate is similar to other studies in this field.
 The focus groups were small, but all three types of participant were represented. We do not know whether the GPs without a specialist interest had received any postgraduate psychiatry training as part of their GP vocational training and this may have been an important confounding factor. Patient’s self-reported diagnoses were taken at face value and not checked in medical records, as this may have undermined patients’ sense of autonomy. Professional-patient hierarchies might have theoretically limited or altered contributions from some patients in the focus groups who may have felt inhibited from disclosing sensitive personal information in a group situation due to GPs potentially being perceived to have had greater power due to the relative social positions of the participants. Also, the possibility that GPs might provide socially desirable responses should be noted. The facilitating moderator did attempt to encourage universal participation within the focus group. The focus group transcripts suggested that this was not a significant problem in practice, due to the existence of both supportive and argumentative dynamics between participants, the pattern of how conversations started and developed, and the consistency of individual views expressed in interviews and combined groups. The themes largely reflect the topic guide, a common finding of data analysed using Framework Analysis methodology as the initial sensitizing concepts represent an important element in the categorisation of themes during data analysis. However generalisibility of the data beyond the English primary care setting was enhanced by linking to concepts that may well be relevant to other settings and patient groups.
 
Comparisons with existing literature

This study echoes some of the findings of previous primary care based studies which suggest an under-acknowledged role and patient preference for primary care over secondary care input. 
 
 
 Many GPs felt that psychosis was a low prestige condition, echoing previous studies in this area.
 Patients once again stated a preference for GP care over psychiatric care because of GPs’ greater perceived familiarity with their problems and families and better access. This study also highlighted a number of novel findings of direct relevance to clinical practice. GPs were seen as particularly adept at promoting recovery if they acknowledged the stigma and exclusion faced by many patients, did not solely promote pharmaceutical treatment options, and were aware of and directed patients to social support groups. Many of these personal and practice characteristics have been noted before, but always in the context of secondary care.12 
  Above all, this study identified two simple interventions that were agreed by all participants, which could be piloted in primary care settings with the aim of helping promote recovery-oriented services in primary care. Discussing more complex patients on a regular basis, and bringing GPs and patients into direct contact with one another outside the consultation room through patient-led training might enhance GPs’ knowledge of recovery from psychosis, as well as addressing potential prejudices towards people with psychosis. However further studies into the efficacy of such interventions would be required before implementation.

Implications for practice and policy
In the UK13 and US,
 
 primary care is increasingly recognised as an important service provider for people with psychosis. This move from secondary to primary care appeared to be supported by patients in this study, although the small sample size limits generalisability. In order to promote quality recovery-oriented services, primary care may need to both adopt some of the features of secondary care recovery-oriented mental health services12 and adapt its own systems. GPs may need to become more skilled in mental health issues, but recognise that their inherent current abilities to provide timely access and good continuity of care are key assets appreciated by patients. Enhancing relational continuity in practice, learning from each other and patients, working more closely with local voluntary and community services that can help to promote social inclusion and thinking about alternatives to medication may all be possible without the need for major service reorganisations. The two simple interventions suggested by participants appear feasible and inexpensive to pilot. The long established concept of Balint Groups may provide a recognised model on which to base psychosis focused peer supervision groups.
 Contact in a manner that challenges preconceived ideas has also been shown to be an effective way to reduce prejudice between majority and minority groups beyond mental health, and has been used with some success on a small scale in a primary care mental health context.
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