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ABSTRACT
Background Tension is apparent between primary and secondary care services with regard to
the treatment of people with common mental
disorders (CMDs). Studies have consistently shown
that general practitioners (GPs) would like direct
access to community mental health nurses
(CMHNs) for CMDs, despite a lack of evidence of
effectiveness for this treatment approach. Policy
initiatives direct community mental health nurses
to concentrate their efforts on people with severe
mental illness (SMI). This is an important issue as
GPs take on practice-based commissioning. The
views of CMHNs themselves are under-reported.
Aim To explore community mental health
nurses’ views concerning the nature of common
mental disorders and their role in treatment.
Design Qualitative case study.
Setting Four NHS trusts providing mental health
services in southern England.
Methods Six group discussions were undertaken
with 37 CMHNs. Data were analysed using thematic content analysis.

Results Unlike GPs, CMHNs did not consider
treating people with CMDs to be part of their
role. While they had the skills for this work,
they felt it would distract from their primary
purpose of caring for people with SMI. Having to
deal with ‘inappropriate’ referrals from GPs could
be frustrating for nurses. However, they perceived
a gap in provision for people with CMDs, and a
need to facilitate speedy referral to secondary care
for those people who did not respond to treatment in primary care.
Conclusion Notwithstanding the limitations of
the methods of this study, the findings suggest
that CMHNs are likely to resist any attempts
to commission them to provide direct care for
people with CMDs in primary care. Developing
alternative partnership arrangements between
secondary and primary care services may be
more appropriate.
Keywords: common mental disorders, community mental health nurses, qualitative methods

Introduction
The term common mental disorder (CMD) is generally reserved for those mental disorders that are
anxiety- or depression-related and tend to be seen
in primary care.1 These disorders are recognised as
causing considerable social and economic burden in

the UK, with community prevalence estimated at
15–30% and the cost of depression alone estimated
as £9 billion per year.2–4 Although many occurrences of CMDs spontaneously resolve, a significant
proportion of people will experience a slower course
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of recovery, co-morbidity of symptoms, and frequent
relapses.5,6
In the UK, general practitioners (GPs) have expressed a preference for direct access to community
mental health nurses (CMHNs) to provide care and
treatment for people with CMDs.7–11 GPs believe
CMHNs are appropriately skilled to offer such services, and members of the wider primary healthcare
team have expressed satisfaction with CMHNs being
located within primary care.8,12–14 However, there is
a lack of evidence of clinical effectiveness of CMHN
care for CMDs.15,16
The role of CMHNs in relation to primary care has
not been strategically planned, and historically has
developed in an ad hoc way.17 When it was demonstrated that direct referrals from GPs accounted for
more than 50% of referrals to CMHNs, it was suggested that CMHN services were neglecting people
with severe mental illness (SMI).18 The 1994 Mental
Health Nursing Review concluded that all mental
health nurses should focus their efforts on people
with SMI in secondary or tertiary settings.19 Subsequently GPs identified, and were dissatisfied with,
the reduction in CMHN services to primary care.12
Furthermore, CMHNs have identified and reported
the tensions they experienced by opposing demands from their employing NHS trusts and local
GPs. Their experience was one of service expansion
for people with CMDs in the 1980s that was followed
by retrenchment when mental health trusts ‘disinvested’ in work with patients not described as
seriously mentally ill. This left CMHNs making
individual compromises with fundholding GPs to
maintain good working relationships.20
Recent policy has further confused the situation.
The National Service Framework for Mental Health
has demanded that people with CMDs should be
referred to specialist services for care and treatment
when required.21 Other policy directives suggest
that a substantive majority of community mental
health team (CMHT), hence CMHN, clientele should
be people with time-limited health problems who
will be referred back to their GP after a period of
weeks or months (essentially people with CMDs).22
In contrast to the knowledge about GPs’ views,
little is known of the CMHN perspective on their
role in primary care for the care of people with
CMDs. One study interviewed 11 CMHNs about
their self-perceived roles, including nurses who
were providing a primary care service, and found
they included counselling, behavioural treatments,
and prevention, as well as giving and supervising
medication.23 These interventions would be suitable for people with CMDs, but the study did not
make it clear which patient group the nurses were
involved in treating. Furthermore, the study was
conducted prior to the Mental Health Nursing Review.

In another more recent study, the views of CMHNs
were included along with those of the GPs, practice
nurses, psychiatrists and clinical psychologists to
ascertain professional views of managing CMDs
in primary care.24 This study concluded there was
considerable uncertainty about how CMDs should
be managed and no clear strategies for their care
were evident in either primary or secondary care.
With the return of practice-level commissioning,
this issue is highly relevant today.25 Given the
evidence on GPs’ perspectives, they may use their
financial leverage to obtain CMHN care for people
with CMDs. An in-depth understanding of the
CMHN position in relation to the direct care of
people with CMDs is required to provide valuable
evidence for those involved in the commissioning
process.
A randomised controlled trial (RCT) to assess the
clinical evidence of CMHN treatment for people
with CMDs, and linked qualitative studies of the
CMHNs’ and patients’ experiences of the trial have
been conducted.16 This paper reports on CMHNs’
views of their role in the treatment of people with
CMDs.

Aim
The aim of this study was to explore community
mental health nurses’ views concerning the nature
of common mental disorders and their role in treatment.

Methods
Design
This paper draws on a case study of CMHN experiences and views conducted alongside the RCT.16,26
The first part of this case study studied in-depth the
nurses’ experiences of practice within the context
of the trial, adopting individual interviews as the
method of data generation and a dual approach to
data analysis. The second part of the case study,
although related to the first, was specifically designed
to address the aim stated above, and as such it is
appropriate to report the two parts of the study
separately. This part of the study engaged a wider
group of CMHNs in a series of group discussions
which were deemed appropriate to explore how and
why the nurses thought in a certain way.27 Data
were analysed using a method of thematic content
analysis suitable for qualitative data.

Community mental health nurses and treatment of common mental disorders

Context
The setting for the case study spanned four NHS
trusts areas across Hampshire and East Dorset (some
of these trusts no longer provide mental health
services since recent reconfigurations). All four trusts
had sectorised generic adult CMHTs which covered
a defined geographical area and were linked with
specific inpatient units. Within some of the teams
specific roles had been developed, for example discharge, homeless, or primary care liaison. Although
the universal policy was to discourage referrals of
people with CMDs from GPs to the teams, this was
operationalised in different ways across the area.
Some operated very strict policies where referrals
were directed straight back to primary care, other
teams sometimes responded more flexibly on an
ad hoc basis, whereas others had set up specific
mechanisms to mange these referrals. These factors
suggested group discussions were required to capture the diversity of experience and facilitate discussion between nurses with a range of experiences
and views towards the care and treatment of people
with CMDs.
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teams who were not usually involved in the direct
care of people with CMDs (see Table 1). All CMHNs
in the generic adult CMHTs were invited via posters,
leaflets and team meetings to take part In addition
snowball sampling was used in that trial CMHNs
nominated and invited colleagues not involved
with CMDs and those providing a primary care
service, to ensure maximum variation.29 The groups
were organised by locality, rather than participant
type, to maximise attendance and encourage discussion between participants with different types of
experience.
The participants were almost three-quarters women
(26/37) and had between 2 months’ and 20 years’
experience (mean 7.5 years; median 7 years) of
community mental health nursing. Apart from
those nurses specifically sampled for their primary
care role, four others had specialist roles with the
CMHT (discharge liaison, homeless, screening and
assessment (2) ). Four others had team leader responsibilities.

Data generation
Sampling/participants
All the participants were CMHNs in the adult mental
health services in the four NHS trusts participating
in the RCT. Prospective sampling for the study was
underpinned by the principle of maximum variation in relation to the experience of treating people
with CMDs.28 The sample included nurses who had
participated in the trial, CMHNs who had an explicit
role taking referrals directly from primary care (who
therefore had recent exposure to treating people
with CMDs), and CMHNs from the generic adult

Data collection was conducted in 2003, with participants commenting on the analysis and interpretation in 2005. The groups were guided by a schedule
that aimed to generate discussion around the nurses’
experience of treating people with CMDs, their
everyday practice, and their perceived role with
people with CMDs. Each group was facilitated by
the lead author and observed by a colleague. The
observer took notes to aid transcription, and picked
up any points the facilitator failed to pursue. Group
duration was between 75 minutes and 2 hours. All
groups were audiorecorded and transcribed, ensuring, where possible, that talk was correctly attributed

Table 1 Participants presented by group discussion and experience type (number participated
(number volunteered) )
Group number

Trial CMHNs

Non-trial
CMHNs

CMHNs with a
primary care role

Total

1

4 (6)

1 (4)

0 (0)

5 (10)

2

4 (4)

1 (2)

1 (2)

6 (6)

3

2 (3)

4 (4)

0 (0)

6 (7)

4

1 (3)

1 (1)

2 (3)

4 (7)

5

5 (6)

3 (3)

0 (0)

8 (9)

6

3 (3)

5 (6)

0 (0)

8 (9)

19 (23)

15 (20)

3 (5)

37 (50)

Total
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to individual speakers. This ensured the comparison
of views between the different types of participant
was possible.

Data analysis
Data analysis followed the principles of thematic
content analysis.30,31 This consisted of three stages.
Codes or categories were identified by close readings
of the transcripts, which were systematically applied
to the data. Following this the categories were refined into broader themes. Attention was paid to
uncover any disconfirming cases. The final stage
involved synthesis with existing evidence and knowledge. During this stage the analysis was presented
to participants, providing the opportunity to comment on the developing interpretation.

Anonymisation
Pseudonyms have been given to all participants.
This added trustworthiness to the study as it allowed
an audit trail of the decisions taken in the analysis.
Furthermore, the pseudonyms are used to identify
the quotes presented in the article, indicating the
range of the participants represented in the findings.

more commonly encountered in the general population:
Angela: ‘What about psychosis? Because we see
quite a few don’t [we]. I mean we get a lot of people
with schizophrenia and bipolar ...’
Sheila (trial CMHN): ‘yeah that’s right ... I see
psychosis as something that will come through
to [the CMHT] and it will be common to our
service but we are talking about common in primary ...’
Angela: [addressing researcher] ‘Oh do you mean
common in the community?’

Inappropriateness of CMD referrals
Across all the participants in the study, only those
who had a specific primary care role were engaged in
treating people with CMDs as part of their everyday,
routine practice. Most nurses thought that people
with CMDs should not be cared for by specialist
services as these should be focused on the care and
treatment of people with SMI:
‘... basically patients who should be in our service
are these guys with SMI for a long period of time.’
(Jonathon, trial CMHN, group 5)
However, maintaining the focus of the CMHT could
be difficult:

Results
Even though the study did not set out to achieve
consensus, there was remarkable uniformity in the
main themes that were identified within and across
the group discussions. Little disagreement was found
between the nurses despite purposefully sampling
participants with a range of experience in relation to
CMDs, and stimulating discussion of alternative
positions during the group discussions.

The nature of common mental health
problems
Most nurses believed that CMDs were explained by a
psychosocial model of mental health. The nurses
described this type of distress in relation to life
events and social problems, for instance, financial,
occupational or personal difficulties, rather than
characterising CMDs as mental illness. It was noted
in all groups that for practitioners in secondary care
the term ‘common’ signified disorders considered
severe and enduring, rather than disorders that were

‘In the team I work in we are being told that we’re
there for severe and enduring mental health problems and that’s our remit, but I don’t think that
always happens. That’s the theory.’ (Sonia, trial
CMHN, group 1)
The way most nurses experienced contact with
people with CMDs was when dealing with what
they termed ‘inappropriate referrals’ to the CMHT.
The nurses identified that the nature of mental
health problems, which can be hard to categorise,
made managing the boundary around their service
difficult:
‘... the nature of mental health, it is very difficult
to draw boundaries. While you have got psychosis, schizophrenia it’s very obvious that it’s a
mental health problem that needs intervention.
And then you start going down the list, personality disorders and depression [with] the line becoming more blurred.’ (Pete, non-trial CMHN,
group 1)
They felt this caused problems for GPs who may
have difficulty knowing when and who to refer to
specialist services. It was also difficult for mental
health services to reject referrals on the basis of a
referral letter, even if they thought a referral did not
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meet with the definition of SMI. They felt an obligation to at least see the person for assessment even
though this diverted them away from providing
services for people with SMI.
The nurses’ views and experiences of people with
CMDs had not changed between taking part in the
study and the completion of the analysis. When the
nurses commented on the findings, they confirmed
the analysis remained relevant to their current practice.
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an attempt to prevent the distress developing
further and avoid later referral to the CMHT.

Gap in current service provision
While the CMHNs did not dispute that treatment
was required for people with CMDs, many nurses
felt that the current service configuration was
neglecting them:
Ellen (Trial CMHN): ‘But I think there are a lot of
people who get nothing.’

Maintaining the focus on severe mental
illness
Across the study area two approaches were being
used to manage GP referrals considered ‘inappropriate’, and to maintain the perceived role of secondary
care services. In one locality this problem had been
addressed by the introduction of a screening and
assessment team with a specific remit to manage
referrals to the CMHT. In two other areas, CMHNs
had responded to requests from GPs to provide a
service for people with CMDs. However, the underpinning rationale for both approaches was similar.
Firstly, to ‘signpost’ (Tina, primary care CMHN)
people with CMDs to other services, or refer back
to primary care. Participants from the screening and
assessment team believed that members of the core
CMHT had much less contact with people with
CMDs because they had screened them out:
Nancy (screening and assessment team CMHN): ...
[addressing Eddie, non-trial CMHN] ‘you in your
role don’t actually get to see [people with CMDs],
we see them in screening but we stop them there
and send back to GPs. So there are dozens coming
presenting with these problems that you never get
to see ... I’d say a huge percentage go back don’t
they?’
Mandy (screening and assessment CMHN): ‘yeah
an awful lot I mean.’
Nancy: ‘eight ninety percent do you think?’
Anna (trial CMHN): ‘inappropriate referrals?’
Mandy: ‘Yes, about ninety percent go back to the
[GP].’
Nancy: ‘Because they are not deemed as having
severe and enduring mental illness so they are
referred back to the GPs saying ‘‘we don’t have a
service we can offer you’’.’
Secondly, these nurses offered brief structured interventions. These were aimed at providing support
strategies at an early stage of a period of distress, in

Jane (primary care CMHN): ‘This is what I mean,
there is a gap now.’ (group 2)
‘... in fact there is this whole group that we exclude
and to some extent that surprised me when I went
on the trial ... There was this whole band of people
who were really very distressed and really quite
unwell at times who really wouldn’t have got any
support, apart from popping along to their GP
once every week perhaps or every fortnight or
something like that. And who equally were not
appropriate for CMHT either and definitely
shouldn’t be with the CMHT.’ (Len, trial CMHN,
group 3)
Some nurses had recognised that the gap in service
provision for people with CMDs had been exacerbated by the CMHTs deflecting treatment of CMDs
to primary care. But at the same time, it was felt that
by addressing this gap with alternative, more appropriate, services the CMHTs would be better able to
maintain their primary purpose of care and treatment of people with SMI. If service provision for
people with CMDs was improved, then there would
be no need for GPs to make the number of referrals
they currently did to the CMHT. This would free up
the time they spent assessing people who they then
referred back to the GP as they did not fit the CMHT
criteria:
‘[you] wouldn’t have your time wasted with seeing people who just don’t fit the criteria.’ (Frances,
trial CMHN, Group 6)
Participants thought this would require more meaningful links between primary and secondary care so
that if a person subsequently required referral to
secondary care it could take place without delay.
There was scope for the movement between services
to be more ‘fluid’ (Liz, non-trial CMHN, group 3)
and ‘flexible and responsive’ (June, trial CMHN,
Group 3) to allow people to move between different
services as their condition indicated. There was
recognition that services were currently congested,
attributed to insufficient resources, which would be
a barrier to this model of working.
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Alternative service provision
As described above, the nurses did not contest the
notion that people with CMDs required some kind
of intervention, but they did not believe that
CMHNs in CMHTs should be the professional group
or the service to provide this treatment. Underpinning their views was a desire to prevent subsequent episodes or escalation of the distress.
‘... but isn’t there an argument then for stopping
these people from getting to that stage [requiring
referral to CMHT]? The argument that when
people first present with a depression or an
anxiety, that they actually do get some kind of
short focused treatment that actually helps them
see that there is a way of coping with this and it’s
[the patient] that copes, not us ... it stops them
coming into our system.’ (Jane, primary care
CMHN, group 2)
The idea of ‘short and sharp’ (Brenda, trial CMHN,
group1) treatment, which was orientated to promote the patients’ own coping resources, was important. A potential consequence of contact with
secondary care services was, the nurses believed, the
engendering of dependency, with patients becoming used to and dependent upon services for longterm support. It was further suggested that nurses,
with a traditional helping role, were not the best
professionals to promote this empowering type of
treatment approach:
‘... you’re going against your natural instinct
wanting to help someone ... when you try and
encourage that person to help themselves but also
lend a helping hand as it were as well and try and
get the balance right ... the traditional role of a
nurse is to be there to help.’ (Pete, non-trial
CMHN, group 1)
Pragmatically, the nurses also wanted to make sure
adequate skills were retained in secondary care.
Threats to the provision of quality services for
people with SMI may arise if CMHNs were involved
in treating CMDs and developed concurrent roles in
primary care. One participant raised this practical
concern, borne from experience, that any development of primary care roles with this group of
patients could mean less nursing staff available to
secondary care services:
‘I think we would be at risk of losing very skilled
and valuable members of the CMHT and I think
that happens when new initiatives come up.’
(Sheila, trial CMHN, group 6)
Alongside the practical issues of staffing, a range of
services with finite numbers of nurses was the belief
that the primary focus of secondary mental health
services was to provide the support and treatment of
people with severe and enduring mental health

problems, and that this underpinning rationale
should be upheld. While many nurses thought
that CMHNs did have appropriate skills to offer
services to people with CMDs, they noted that other
groups had these skills, for instance occupational
therapists, or support staff, and could provide services without the threat to the primary role of the
CMHT. As illustrated in Box 1, the nurses thought
that a range of service options were available to
provide the necessary support to people with CMDs,
including community-level support to reduce the
need for recourse to the health services.

Discussion
The nurses in this study did not think they should
have a role in the direct care and treatment of people
with CMDs in primary care. Rather, they believed
their specialist skills were best placed in secondary
care, working with people with SMI. Importantly,
this view did not appear to have changed among
those nurses involved in the trial treating people
with CMDs referred by GPs, and despite the acknowledgement that treating people with CMDs could be
rewarding and enjoyable. The nurses demonstrated
creative thinking in relation to the treatment of
people with CMDs (see Box 1), which aimed to
improve the organisation of services rather than
offer new treatments.
The nurses’ views on their role expressed in this
study run counter to the existing evidence on GP
views of CMHN role.8,9,12,13 Furthermore, the nurses’
concern about the leeching of skills from the generic
adult CMHTs in which they worked appears justified. In the recent reconfiguration of services, generic adult teams and inpatient units are reporting
the loss of staff to the new specialist community
teams, such as home treatment.32
The finding that CMHNs view their primary function as providing care and treatment to people with
SMI is important, because, given the chance, GPs
will make direct referrals of people with CMDs to
CMHNs.1–7 Importantly, the findings from this study,
that CMHNs do not want a role in direct care of
people with CMDs, are supported by the results of
the associated trial. The trial did not demonstrate
any significant differences in symptoms, social functioning and days off work between patients randomised to nurse treatment or GP care, leading to
the conclusion that brief interventions by CMHNs
for people with CMDs confers no additional benefits
over usual GP care.33
Like others, the nurses believed that enhancing
the working relationships between primary and
secondary care would improve the care of people
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Box 1 CMHNs’ suggestions for care and treatment of people with CMDs
Community level
.
.
.
.
.
.

Liaison with occupational health (groups 2 and 6)
Parenting classes (group 2)
Voluntary sector (group 2)
Family workers (group 2)
Community outreach, e.g. in community centre/churches etc (group 6)
Community-level support (group 1)

Primary care
.
.
.
.
.

Primary care mental health team (group 3)
Graduate workers (group 2)
Train primary care staff to deliver interventions to CMDs (group 4)
Use of guidelines and protocols (groups 2 and 6)
Treatment plans in referral letters (group 6)

Types of intervention
.
.
.
.

Time-limited interventions (group 3)
Focused work (group 3)
Anxiety management/confidence building (group 5)
Group work (group 3)

Role of CMHNs
.
.
.
.
.
.
.
.
.

CMHN triage in primary care settings (groups 3, 5 and 6)
Education of other primary care professionals, especially GPs (groups 1, 2, 5 and 6)
CMHNs consultation–liaison to primary care (groups 1 and 3)
Nurse-led CMHTs (group 3)
Better links between primary care and secondary care (group 5)
CMHNs closer to surgeries, like health visitors (group 5)
Counsellor in practices (groups 1, 4 and 5)
Crisis slot in surgeries (group 5)
Alternatives to CMHN (group 5)

with CMDs.34 They conceptualised the CMHN role
as one of consultation and liaison, such as a nurse
consultant role, which has been identified by others
in the field as the required role of the CMHN in
primary care.35,36 The development of a liaison
relationship between secondary and primary care
has been associated with greater satisfaction with
services, for both mental health services and
GPs.37,38 Initiatives such as the screening and assessment team seen in this study and the new roles in
primary care, such as the ‘gateway’ and primary care
graduate workers, require further investigation to
assess the impact on managing referrals of people
with CMDs to generic adult CMHTs.39

Strengths and limitations of the study
There are issues relating to the method and the
context of the study which require caution in the

interpretation of the findings. Firstly, it is acknowledged that even with the extensive effort expended
to achieve maximum variation sampling, the participants were a select group because of their interest
in the topic and willingness to take part in this
research. Although a high number of the participants had recent exposure to treating people with
CMDs, their views on their role with this patient
group were in line with those who had not had such
extensive and recent exposure. Secondly, it is recognised that the near consensus in CMHNs’ views may
have come about due to the censoring and confirming processes at play within group settings.40,41 In
order to minimise these effects, alternative positions
were purposefully introduced into the discussion by
the facilitator. Thirdly, the CMHNs’ experience of
frustration with referrals of CMDs may be a result of
the study setting, which was an area where the
developments towards improving primary mental
healthcare provision, specifically the new primary

8

L Simons, J Lathlean and T Kendrick

care graduate mental health workers, have not taken
off. At the time of the study no primary care graduate
workers had been appointed across the locality, with
only three appointed by 2005 when the nurses
commented on the interpretation of data. Therefore, the tensions experienced by CMHNs as they
dealt with ‘inappropriate referrals’ identified in this
study may have diminished in areas where primary
care mental health services are better developed.
Notwithstanding these limitations, this study has
provided the much-needed perspective of CMHNs
to balance that of GPs, which has been more
thoroughly investigated. Transferability of the findings to CMHNs more generally is suggested firstly by
the high participation rate of nurses with a range of
experiences with regard to treating people with
CMDs, and secondly in that the findings accord
with other research.20,36

Implications for clinical practice and
future research
CMHNs do not want, and would therefore probably
resist, a role in the direct care of people with CMDs
in primary care. Combining these findings with the
results from the trial provides strength to the suggested policy response: GPs should be discouraged
from routinely referring people with CMDs to community mental health teams and CMHNs.33 These
findings are timely and should be accounted for by
practice-level commissioners. Other models of service delivery where CMHN specialist skills are made
available to the primary healthcare team have been
shown to improve satisfaction with services. These
approaches require further research to assess the
effectiveness of such models of care. However, given
the significant burden of CMDs and proportion of
people who experience chronic ongoing symptoms,
targeting resources on those people with most disabling conditions should not be at the expense of
those with CMDs. Questions still remain about the
care and treatment of people with CMDs who do not
respond to initial treatment in primary care. While
practitioners may argue for clear definition of roles
and remit to operate services effectively, it is also
suggested that flexibility is required to respond to
individual patients’ needs as they become apparent.
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