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ABSTRACT
Objectives: Community mental healthcare requires the collaboration of multiple services to meet the needs of local pop-
ulations. Accessing mental health care in England often involves the collaboration of primary and secondary healthcare ser-
vices. This paper presents the findings from an evaluation of ‘boundary spanning’ processes and practitioner roles aiming to
reduce service fragmentation and improve access to mental healthcare.
Methods: Forty‐one qualitative interviews with professionals across local healthcare providers were conducted in Peterborough
(East England) to assess the impact of boundary spanning processes and practitioner roles and were analysed thematically.
Results: Structured boundary spanning processes and professional roles were found to facilitate communication and knowl-
edge exchange between primary and secondary mental healthcare services, leading to optimisation of GPs' decisions about
individuals' treatment pathways, and to improvements in service accessibility. Yet, effectiveness was reported as conditional on
GPs' engagement, as well as the decentralised structure of primary care settings.
Conclusion: Community mental healthcare organisations could utilise boundary spanning interventions to flex organisational
barriers between primary and mental healthcare and optimise accessibility of service users to mental health services. Boundary
spanning processes and professional roles can be used to inform national and local care integration strategies.

Abbreviations: CPFT, Cambridgeshire and Peterborough NHS Foundation Trust; CPSL MIND, Cambridgeshire, Peterborough, and South Lincolnshire (CPSL) MIND; DNA, Did Not Attend;
EUPD, Emotionally Unstable Personality Disorders; GP, General Practitioner; GPN, Greater Peterborough Network; HRA, Health Research Authority; MDT, Multidisciplinary Team; MHLPs,
Mental Health Lead Practitioners; NHS, National Health Service; NIHR, National Institute for Health Research; PCMHS, Primary care mental health service; PCNs, Primary Care Network; PWS,
Psychological Wellbeing Service; VC, Virtual Clinic.
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1 | Introduction

Communitymental healthcare is defined as a range of generic and
specialist services providing mental health treatment or support
to individuals within their community, in combination with
hospital care [1, 2]. Suchmental healthcaremodels emphasise the
need for service provision in communities where people live,
whereas historically most mental health treatment has been
provided in hospital settings [2]. This healthcare approach is
found in high income countries, where resources allow for the
development of services targeting different mental health condi-
tions, comorbidity needs, and short‐ and long‐term treatment
options [2]. Communitymental healthcaremodels are based on a
patient‐centred approach, where services offered are formed
around individuals' needs and provided collaboratively by health,
social care, third sector and other service providers [1, 3].

Principles of system collaboration governing community mental
health care stem from care integration approaches. Existing
studies have assessed the impact of integration approaches on
care provision, including its impact on service accessibility, pa-
tient outcomes, as well as its economic impact [4–6]. Further
research is still needed to identify processes that enable care
integration, considering the role of the inter‐organisational
context and principles of communication and collaboration
among service providers when developing inter‐organisational
relationships [4–6]. This paper contributes to exploring the
impact of ‘boundary spanning’ roles on inter‐organisational re-
lationships in healthcare, an approach focusing on reducing
organisational barriers by adopting knowledge exchange and
collaboration practices [7]. Findings presented in this paper are
from the evaluation of a community mental healthcare model
implemented in one county in England and add to existing liter-
ature of the role of boundary spanning in enabling healthcare
delivery, with a focus on the interface between primary and
mental healthcare.

In England, principles of care integration are acknowledged as
having a key role on the delivery of community mental
healthcare [8]. Collaboration among service providers, however,
is often disconnected, particularly when it comes to patients'
transitioning from primary healthcare to secondary mental
healthcare [9]. Primary care is organised in General Practices
(GPs) that operate within primary care collaborations, called
Primary Care Networks (PCNs), responsible for meeting the
primary healthcare needs of local populations [10]. Access from

primary care to specialist mental health services is managed by
referring primary care patients to secondary mental healthcare
services, provided by mental health organisations (also called
‘Trusts’). Patients with complex mental health needs, however,
frequently face long waiting times to access or are not accepted
to specialist mental healthcare services due high access
thresholds [11]. At the same time, they may also not be accepted
into psychological therapy services (called ‘Improving Access to
Psychological Therapies’ (IAPT)), if their needs are considered
too complex, falling into a gap existing between primary and
secondary care [11]. As a result, a lack of clarity and capacity in
care pathways between primary and mental healthcare services
become barriers to meeting the range of mental health needs
presented in primary care.

Barriers to accessing specialist mental health services combined
with rising demand for mental health support in primary care
have increased the pressure on GPs [12]. In England, GP re-
ferrals to secondary mental healthcare have increased by
approximately 20% within a 5‐year period prior to the COVID‐
10 pandemic [11]. The COVID‐19 pandemic has significantly
added to the amount and complexity of mental health needs
presenting in primary care [13]. Overall contacts with secondary
mental healthcare services have increased by 24% following the
pandemic, augmenting the demand pressure as a secondary care
level [14] and likely leading to higher thresholds for primary
care referrals. To address service disparities and increasing
pressure for accessing mental health services, national policies
highlight the need for new community mental healthcare
models that improve the collaboration between primary and
mental healthcare and facilitate access to mental health support
and treatment [8, 15].

Effective collaboration between health and care providers re-
quires both the establishment of inter‐organisational processes
and investment in knowledge sharing among diverse profes-
sional groups [16]. A useful way to improve collaboration is by
investing in ‘boundary spanning’. Boundary‐spanning refers to
sets of activities delivered by individuals with the aim to facil-
itate knowledge exchange by developing intra‐ or inter‐
organisational relationships [17]. Boundary spanners are pro-
fessionals working on the interface of services or organisations
to enable communication and address barriers that restrict the
mobilisation of knowledge [7]. They can also be researchers
transferring research knowledge to policy or practice, while
enable learning from organisational settings or policy makers to
researchers [18–20].

Effective boundary spanners have a versatile skillset, including
networking skills, ability to develop trust relationships with
partners, and understanding new organisational and profes-
sional cultures [7]. Their ability to synthesise new knowledge
and use it for decision‐making purposes are key attributes to
this role [7]. Emphasis is also given to their ability to understand
diverse audiences and cultural differences among organisations
[21]. Boundary spanners are also called to deal with and manage
complexity around inter‐organisational relationships and con-
tradicting interests that may exist between organisations [22].

Initially developed within organisation and management liter-
ature, boundary spanning has been studied within private and

Summary

� ‘Boundary spanning’ practices enable knowledge ex-
change between primary care and secondary mental
healthcare

� Improving knowledge exchange among professionals
can improve access of patients to mental health services

� ‘Boundary spanning’ can be a useful approach for care
integration

� While professional diversity enables to holistically sup-
port patients' needs, it may become a restraining factor
to the success of knowledge exchange interventions
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public organisations with a local, national or international
remit to understand its contribution in establishing knowledge
exchange pathways between teams, departments or organisa-
tions [21, 23]. For example, in international private corpora-
tions, boundary spanners play a crucial role in coordinating
knowledge exchange between global region departments and
partners [24]. At a local level in the public sphere, boundary
spanners can be acts as key players in knowledge exchange
between communities and organisations and influence the
types of interventions implemented [21]. To address knowledge
exchange needs at different organisational levels, boundary
spanners can hold roles from senior management to practi-
tioners [22].

Interest about boundary spanning has increased within the
public sector, particularly in healthcare, where such concepts
are seen as facilitators to the interface between health and care
providers and the delivery of joined‐up care pathways [22, 25].
Boundary spanning in healthcare focuses on knowledge ex-
change among organisations or professional groups, with the
purpose of enabling collaboration among those working in silos
[26]. Here, the purpose of boundary spanning is to flex organ-
isational barriers that have been found to inhibit timely access
to care [26].

Boundary spanners work close to their organisation's bound-
aries and where there are connections with other organisations,
and use their knowledge and expertise, as well as communica-
tion and networking skills, to facilitate joined working [16].
They usually hold expertise on a specific health or care subject,
for example, specialist nursing, knowledge which they also aim
to share across their organisation's boundaries as part of their
role [26]. Boundary spanners are also equipped with knowledge
of the wider health and care system within which they operate,
allowing them to operate as knowledge brokers and relation-
ships builders [17]. [7]Boundary spanning roles have already
been implemented within the UK's healthcare system, including
advisory rehabilitation roles, human immunodeficiency virus
(HIV) nurse coordinators, domestic violence and abuse workers
and care navigators [16, 26, 27].

Evaluations of boundary‐spanning roles suggest they contribute
to improved relationships within primary care, between the
public healthcare the private sector, better care coordination
among healthcare providers, and decreased fragmentation
among services [26–28]. Less is known, however, about the
potential contribution of boundary spanning to improving care
pathways between primary and mental healthcare services.
While several studies have assessed the role of individual
boundary spanners, inter‐organisational processes of boundary
spanning have received less attention [25].

This paper presents findings from the service evaluation of the
‘Peterborough Exemplar’, an NHS community mental health-
care model implemented in Peterborough (East England) about
the contribution of (a) boundary spanning professional roles to
addressing service fragmentation and barriers to accessing
mental healthcare, and (b) boundary spanning structure pro-
cesses, as a shared space bringing together professionals from
primary and secondary mental healthcare.

1.1 | The Peterborough Exemplar

The Peterborough Exemplar is a community mental health-
care model, and one of the 12 early implementer models
funded by NHS England aiming to enhance mental health
service provision within communities and strengthen care
integration [8]. The intervention was implemented in Peter-
borough (2020–2021) at the north part of the Peterborough
and Cambridgeshire Country (England). Peterborough was
identified as an area in need for improved service provision by
the Exemplar Partners due to deprivation [29]. The structure
of the Exemplar model was informed by local population and
service provision data, as well as Exemplar stakeholders'
expertise [29].

The Exemplar partners are mental health, social care and third
sector local service providers supporting the mental health
needs of the population in the Peterborough and Cambridge-
shire Country and they were commissioned to design and co‐
deliver the Peterborough Exemplar (Cambridgeshire and
Peterborough NHS Foundation Trust (CPFT), Cambridgeshire
and Peterborough Clinical Commissioning Group (CCG),
Cambridgeshire, Peterborough, and South Lincolnshire (CPSL)
MIND charity, Peterborough City Council, SUN Network, and
the Greater Peterborough Network (GPN), a coalition of Gen-
eral Practices) [29].

The full structure of the intervention is described in detail in the
evaluation's protocol [29]. In summary, the Exemplar is a
complex intervention, entailing different organisational and
inter‐organisational components related to each other [29, 30].
The intervention is based on two main pillars:

a. Improving relationships between primary care and second-
ary mental healthcare, as well as the local community. This
component focused on:
i. Improving the collaboration between GPs and mental
health professionals, by introducing:
1. Structured inter‐organisational processes: two types
of routine meetings between mental health pro-
fessionals (e.g., nurses, psychiatrists) and GPs,
aiming to address (1) individual service user needs
and (2) potential improvements in care pathways.
The meetings are part of the Primary Care Mental
Health Service (PCMHS), a gatekeeping service
for service users referred to secondary mental
healthcare.

2. Liaison practitioners: Mental health professionals
offering advice to GPs and other health pro-
fessionals about mental health needs and service
provision. A key characteristic of liaison practi-
tioners is that they have expertise in a specific
mental health domain, for example, personality
disorders or pharmacological management.

ii. Community engagement: A team of professionals hosted
by the mental health organisation, focusing on
enhancing communication and information dissemina-
tion about NHS and non‐NHS interventions, and other
available resources that can support service users'
mental health and wellbeing. The team members
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engaged with organisations across the local community,
including mental health, social care, third sector and
other organisations, such as community groups or
physical activity groups.

b. Introducing new mental health services: Addressing the
service gap between primary care and secondary mental
healthcare by enhancing the Personality Disorders Com-
munity Mental Health Service offering treatment to people
with moderate personality disorders. A number of new
services were also created: the Psychological Skills Service
offering brief psychological therapies, group therapies and
recovery therapies; the Dual Diagnosis and Outreach
Team, supporting people with dual diagnosis often being
homeless, and the Social Care Team offering early in-
terventions to individuals who need social care support
(this service was offered in collaboration with local Adult
Care Services having a county‐wide remit). The said ser-
vices aim to support service users with complex mental
health needs, who do not reach the threshold of secondary
specialist mental healthcare teams.

Findings presented in this paper focus on the first pillar of the
Peterborough Exemplar, and specifically on the implications of
the intervention on the collaboration between primary care and
secondary mental healthcare. Primary care in the area of
Peterborough in organised in Primary Care Networks, that is,
collaborations of GPs covering the primary care needs of pre-
defined geographic areas [10]. Secondary mental healthcare is
provided by an NHS mental health organisation (called ‘Trust’)
supporting the mental health needs of the local population by
offering community and impatient mental health services [8].
The Figure 1 below presents the components of the Exemplar
intervention specifically focusing on facilitative inter‐
organisational relationships between primary and secondary
mental healthcare presented in this paper, that is, structured
inter‐organisational processes, and liaison practitioners (see
Figure 1).

2 | Methods

Qualitative findings presented in this paper are part of a larger
service evaluation adopting a multi‐methods approach and
employing quantitative methods and qualitative interviewing.
The evaluation design had two main objectives: (a) to assess the
intervention's impact on service provision and patient outcomes
comparing the intervention group (Peterborough area) with a
non‐equivalent comparator control group (Fenland area)
selected based on population and deprivation indicators, and (b)
the intervention's implementation, see protocol here [29].
Quantitative analysis will be reported separately in the future
presenting the intervention's contribution on addressing service
demand. Qualitative interviews focused on the evaluated
implementation, including the impact of the intervention on the
relationships among local service providers [29].

2.1 | Qualitative Interviews

The Consolidated criteria for reporting qualitative research
(COREQ) are used to report the data collection process, analysis
and findings [31]. Qualitative semi‐structured interviews were
conducted with health and care professionals employed by
Exemplar partners. Qualitative interviewing allows a rich explo-
ration of individual perspectives about a particular phenomenon.
Here, we utilised a semi‐structured dialogue with a researcher,
where participants offered insight into the discussed topic [32].
An interview guide was developed to lead the interviews [29, 33].
Key topics focused on (i) the implementation of the intervention,
(ii) the role of inter‐organisational relationships and (iii) the role
of patient‐centred approach. Two workshops with service users
were held to receive recommendations about the evaluation
design, including their experience with transitioning from pri-
mary to secondary mental healthcare. Outcomes of the work-
shops informed the interview guide of qualitative interviews. The
guide can be found at the evaluation protocol [29].

FIGURE 1 | Components of the Peterborough Exemplar focusing on the interface between primary and secondary mental healthcare, that is, 1.
Structured inter‐organisational processes, and 2. Liaison practitioners.

4 of 11 The International Journal of Health Planning and Management, 2025



2.2 | Sampling and Recruitment

We employed purposeful sampling to identify potential par-
ticipants. Purposeful sampling focuses on selecting individuals
most relevant to the studied topic, aiming to provide valuable
and rich insight into the questions discussed [34]. Represen-
tatives from different levels of care, services and Exemplar
Partners were invited to participate in the interviews,
including senior managers, managers, and frontline workers,
to ensure representation. Most of the Exemplar services were
deliver by the participating Trust, leading to higher number
of interview participants. We also adopted a snowballing
approach, where we asked interview participants to recom-
mend colleagues that would be potentially interested in being
interviewed [34]. Identified individuals received an invitation
email, including a participant information sheet and a con-
sent form. The participant information sheet included details
about the study, the purpose of the study, and the process of
delivering interviews by one individual researcher, data
recording and the use of anonymised quotes. The table below
(Table 1) shows the number of professionals planned to be
included in the interview process and those who agreed to
participate.

A total of 41 individual interviews were conducted via Microsoft
(MS) Teams, generating 2071 recorded minutes (mean duration:
48 min). Interviews were conducted by the lead researcher (first
author), who has 6 years of experience in delivering qualitative
interviews and analysing qualitative data. Qualitative interviews
were conducted from June 2021 to February 2022. No interviews
were repeated. Interviews were recorded with an audio recorder
or using Microsoft (MS) Teams, and transcribed verbatim. Tran-
script were returned to participants when requested; a tick‐box
option for returning transcripts was included in the consent
form. This option was available for participants who wish to hold

a record of the transcript or make any changes; however, we did
not receive any transcript corrections from interviewparticipants.

2.3 | Qualitative Analysis

Thematic analysis was used to identify key themes generated by
summarising qualitative data under meaningful groups, that is,
codes [35]. Analysis followed an inductive approach, where
codes were generated by grouping textual data with similar
meanings and then codes were grouped under themes.
Following initial coding, codes identified were refined to
improve the quality of coding, merged, or split where necessary
[35]. This was an iterative process, where the lead researcher
(first author) would refine codes throughout the coding process.
Interview transcripts were coded by using the NVIVO data
management programme [36]. After completing the coding
process, another researcher independently coded a sample of
textual data. Sample coding was then reviewed and compared
with the initially coding framework by the lead researcher.

Ahead of data collection, we used the Health Research Au-
thority (HRA) tool developed to verify if a study is research or
evaluation; the study was confirmed as a service evaluation [37].
The service evaluation was approved by the Quality Improve-
ment department of the Cambridgeshire and Peterborough NHS
Foundation Trust (CPFT) and registered in the Trust's database
(date: 06/05/21). Several steps were followed to ensure data
collected were managed appropriately and in line with GDPR
requirements. Qualitative interviews were stored in a password
protected laptop, accessible only to the lead researcher. Re-
cordings were deleted following transcription, and each tran-
script was attributed a code. Interview participants were
informed that anonymised quotes will used in publications in
the participant information sheet and consent form.

TABLE 1 | Summary of professionals planned and accepted participating in qualitative interviewing.

Group Professional group Planned Accepted Organisation
Frontline workers—Primary care Total 28 25

GPs GPs 8 4 Primary care

Exemplar services CPFT staff 18 19 CPFT

Third sector staff 2 2 Third sector

Frontline workers—CPFT secondary care Total 6 5

CPFT clinicians/liaison roles 6 5 CPFT

Management Total 7 6

Social care managers 1 1 Social care

PCNa mental health leads 2 1 Primary care

Project managers 3 3 CPFT, CCG

Managers (third sector) 1 1 MIND

Senior management Total 6 5

Commissioners 2 2 CCG

Senior management 2 2 Third sector

2 1 CPFT

Total of participants 47 41
Abbreviation: PCN: primary care network.
aGroup of GP practices collaboratively covering primary care needs of a geographic area in England.
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3 | Findings

3.1 | Boundary Spanning Processes Enable
Knowledge Exchange

The interface between primary and mental health professionals
is supported by two structured inter‐organisational processes.
The ‘Virtual Clinics’ and ‘PCN Lead—PCMHS Lead meetings’
are held regularly (monthly unless decided otherwise) and focus
on identifying solutions about (a) treatment of individual service
users, and (b) clinical pathways. The impact of these processes
was highlighted in the interviews:

a. Virtual Clinics (VCs)

Evidence shows that VCs facilitate discussions about service
users' mental health conditions and available services to which
patients can be referred by the GPs. Specifically, outcomes of
discussions during VCs are used to inform decisionmaking about
appropriate referrals of service users to mental health services or
signposting to other community services. VCs are also used to
support GPs with managing the care pathways of service users
with complex needs who require more frequent support.

You can have that opportunity to discuss patients that,
you know, might have come through as a referral. So
actually, being able to discuss that, either before it
comes through or actually encourage the referral to
come through, if thatmakes sense. But also discuss a lot
of patients that are quite complex. GPs might be
spending a lot of time with these patients, within their
clinics, and actually being able to offer advice and
guidance regarding that, I think, has been really
helpful.

CPFT frontline staff member (10)

Virtual Clinics were also identified as a valuable platform for
mental health professionals to disseminate knowledge to GPs
about the specific purpose of mental health services (e.g., what
treatments are offered) and the referral criteria of each service.

it’s about services that are available that the person
might benefit from that they probably haven’t heard of
or had any contact with. […] GPs will refer a person
that has EUPD [Emotionally Unstable Personality
Disorders] to Psychological Wellbeing Service. So,
that’s, sort of, delaying the patient as well because they
are not going to be usually accepted, unless they’re
very stable. So, it is, sort of, education around which
service will accept symptoms or diagnosis.

CPFT frontline staff member (31)

b. PCN‐PCMHS Meetings

A PCN GP with leading responsibilities and a PCMHS senior
mental health professional meet monthly to oversee the

collaboration between PCMHS and GPs. Interviewees explained
that meetings focused on the interface between primary and
mental healthcare and on monitoring key service activity in-
dicators. This space provides opportunities to discuss ‘issues and
concerns’ from GPs [General Practitioner (11)], attendance at
VCs, referral rates, or similar indicators.

I meet monthly with the GP PCN leads for [PCN 1]
and [PCN 2]. We are thinking about improvements
that will be within Exemplar, and howwe can improve
the engagement with the surgeries. That is around
thinking about virtual clinics, thinking about, DNA
[did not attend] rates within PCMHS, reviewing sui-
cides, thinking about compliments and complaints, in
terms of both services really, so that we are open in
terms of how we think and how we can really work
better together.

CPFT frontline staff member (10)

We have got someone to talk to about DNAs [do not
attend] at the CPFT and how we can then manage
that.

General Practitioner (11)

c. Informal communication between GPs and PCMHS
mental health professionals

Mental health professionals explained that GPs also reach out in
an informal way (e.g., email or phone call) and as needed to
discuss patient cases, in addition to engaging with structured
processes. Informal inter‐organisational communication was
not part of the initial implemented inversion, yet findings sug-
gest it was developed as an outcome of it. Such findings indicate
an organic engagement of GPs to the PCMHS offer, where
informal communication routes are utilised to advise decisions
about service users' care pathways. Informal communication
pathways are likely enhanced by professionals' interface via the
structured meetings and mental health professionals' availabil-
ity to offer support to GPs.

So, the GPs do tend to just email me. […] As soon as
you get the first [GP practice], they phone, they ring,
the consultant is in the virtual clinic, so that gives
them… they can have medical reviews there and then,
rather than just sending a patient through assess-
ments, they can just get advice. So, it is really positive.
[…] So, just having that comfort, I think.

CPFT frontline staff member (20)

3.2 | Outcomes of Boundary Spanning Processes

a. Optimisation of decision‐making about individual service
users
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Analysis indicates that a key outcome of structured processes
and informal communication pathways is the identification of
appropriate care pathways for individual service users. Patient
cases are discussed in informal or structured settings, such as
VCs, with PCMHS professionals to identify appropriate treat-
ment options, medication solutions or signposting to commu-
nity support.

We get some advice on medication changes, which we
can do. Either [PCMHS] say, ‘Actually this patient
would be suitable to be referred in.’ I will type a quick
referral saying, ‘Dear colleague, as discussed in clinic,
please accept this referral.’ Just a very quick thing so
that they can see the patient. Sometimes we might
decide that, actually, mental health support is not
exactly what these patients require. We might signpost
them to other services.

General Practitioner (41)

These communication pathways also appear to allow for the
discussion and resolution of accessibility barriers. Opportunities
to discuss individuals' cases increase GPs' clarity about service
user care status and resolve accessibility barriers for individual
service users.

Other [GPs] will send me a task about somebody that
they feel hasn't been sorted out well enough. They
think they [i.e., patients] have just been discharged,
but it has been trying to point out to them they have
not been discharged. They have been put into a group
or into a pathway that is there. Yes, so I think, again, it
is just having that confidence to say, ‘No, it has been
done really well. Look, this is what has happened.’

General Practitioner (43)

Furthermore, findings demonstrate that the involvement of
mental health professionals in managing service users and
supporting decisions around their care, particularly of service
users with complex needs, can reduce GP concerns.

So, putting something in that provides that level of
confidence about how best to manage those patients to
prevent escalating risky behaviours. […] Putting some
expertise in that space is probably very, very helpful
for the system, for professionals as well as for that
cohort of patients. Who are hopefully going to get
support sooner rather than having to raise their risk in
order to get through the next hoop of accessing
support.

CPFT senior management staff member (28)

b. Optimisation of referral and clinical pathways

The findings suggest that structured and informal pathways
between GPs and the PCMHS creates opportunities for the two

parties to jointly discuss and resolve, where possible, repeating
accessibility problems, for instance, the adoption a new practice
(e.g., review the structure of referral forms). A General Practi-
tioner explained that:

One of the issues that we brought up to [PCMHS Staff
Member] was that our people who were referred, by
the PCMHS, to the psychological wellbeing service
(PWS), they were deemed too complicated for the
psychological wellbeing service to deal with. […] We
fed this back, and we came up with a plan that the
PWS and the PCMHS have a monthly meeting where
they can feed back any patients, they deem to be too
complicated directly back to the PCMHS rather than
involving us when we were not involved in the first
place. That is one thing that has helped a lot.

General Practitioner (41)

3.3 | Liaison Practitioners as Boundary Spanners

Participants argued that liaison practitioners contribute to
managing service users with mental health needs by offering
mental health expertise to GPs who use such knowledge to
inform decisions about treatment. As with PCMHS mental
health professionals, sharing of mental health expertise is also
valuable for managing service users with complex needs who
may reappear to GP practices due to difficulties engaging with
services. As a result, the roles appear to strengthen interaction
between the two parties and enable targeted referrals. Liaison
practitioners engage with GPs either by participating in Virtual
Clinics or via informal communication.

For me to feel that there is [Liaison Practitioner] that
is really worth referring to, because I have engaged
with them, I have spoken to them, I have seen what
they say and how passionate they are about it, I can
then pass that on to my colleagues. Then that is a
really great way of getting the link between primary
and secondary care.

General Practitioner (42)

Some liaison practitioners explained that they perceive active
engagement with GPs as a key part of their job role and that it is
an essential element for developing sustainable relationships
with primary care. Practitioners appear to actively attempt to
engage with GPs, offer support and resolve operational issues in
care delivery.

Well, in order to do my job, I need to build up re-
lationships with GPs and I need them to know who I
am, I need them to feel that I’ve got something useful
to say and that they can ask me for help. So, this is
where the Primary Care Mental Health Service
(PCMHS) are a great link because they obviously have
set up the virtual clinics.

CPFT liaison practitioner (03)
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3.4 | Factors Inhibiting the Impact of Boundary
Spanning

a. Lack of clarity about mental health services and commu-
nity support

The interview findings suggest factors that can inhibit the impact
of boundary spanning practices. Data indicate that some GPs still
have limited understanding about the core function of the
PCMHS, the offer of specialist mental health services and support
within the community. For instance, CPFT staff members and
GPs explained there is not always good understanding of the
referral process to the PCMHS or the purpose of Virtual Clinics.

But I appreciate there might be other pockets of areas
where there may be still some work to be done. You
can see sometimes some GPs are quite frustrated
about what we can offer and misunderstanding,
maybe, the role of the Mental Health Lead Practi-
tioners (MHLPs).

CPFT senior management staff member (28)

b. Diverse professional views about treating patients with
mental health challenges

Findings suggest that there is diversity in professional views
among GPs about the value of available care options within the
community and the contribution they can have on people's
health. As a result, service users may miss opportunities to
benefit from community mental health services and resources.
Participants suggested that there is still limited understanding
about the potential of non‐NHS mental health services and
community resources in supporting individuals with mental
health needs, leading to de‐prioritisation of non‐medical solu-
tions for mental health. Some GPs' professional views are that
optimal mental health treatment coming primarily from NHS
mental health services, excluding other offers for mental health,
for example, a recovery support worker in the third sector.

And I think that is where some of the frustration lies
that GPs find with PCMHS, is that actually PCMHS
might do the assessment and say, Actually, Mind
[Mental health charity] will be really helpful in this.
But actually, that does not necessarily validate the
struggle that they might have had with that patient. So
that medicalised view of, ‘If me as a GP can’t address
it, a specialist medic could pick this up,’ as opposed to
a support worker.

CPFT senior management staff member (28)

c. Discrepancy between new PCMHS investment and GPs'
priorities

Interviews with GPs highlighted that the gatekeeping role of the
PCMHS can be interpreted as additional workload, as it requires

time from the GP to identify, discuss in VCs and refer patients to
PCMHS or other mental health support within the community.
This is in comparison to previous processes where GPs would
refer directly to a mental health service, as described by one GP.

There is a potential for feeling that it is increasing, it is
adding another layer rather than reducing workload
for us. […] You are processing the information for
someone else initially and then with someone else
afterwards during the meeting. Then often the actions
to do come back to us again, so you could argue it is
tripling our work. […] I do not think it has saved us
time. Not so far.

General Practitioner (11)

A GP highlighted the need to enhance support for service users
in mental health crisis. While PCMHS professionals offer
expertise for routine referrals, support is not equally efficient for
service users in a crisis state. The NHS emergency phone line
(called ‘First Response Service’) is used instead, which appears
to be disconnected from mental health services, maintaining
service fragmentation.

One of the issues with dealing with people with
mental health problems is that we often must deal
with crises. It would almost be nice to have something
which I understand would be virtual, but almost like a
virtual multidisciplinary team (MDT). I could refer
into in real time, and I could get the team to think
about it. But I find it still siloed, I am afraid It is a
fantastic effort to make the mental health team more
accessible to us but sitting behind you know the faces
that we see once a month is not enough capacity to be
react when we want the system to react […]. I want a
continuity there and I think patient needs a
continuity.

General Practitioner (42)

d. Structure of Primary Care Networks (PCNs)

The structure of the Primary Care Networks (PCNs) was also
identified as a barrier to building relationships and establishing
knowledge exchange pathways between primary and mental
healthcare. Interviewees explain that PCNs (each one comprised
of a group of GP Practices) operate autonomously, making it
challenging to address silos created between primary and
mental healthcare. There is also variation described regarding
the degree of engagement within PCNs, where some GPs can
choose not to collaborate, for example, due to workload. Thus,
the structure and internal diversity of PCNs may increase the
difficulty of engaging with mental health professionals and
liaison practitioners.

Ideally, I would like a lot more of my colleagues to
participate. It’s something that I encourage them to
do. The thing is, with staff limitations and time
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limitations, they can possibly only spare one colleague
to take part in these discussions. Ideally, we’d like
everyone to be involved but, sadly, there’s only,
probably, provision for one person to be involved.

General Practitioner (41)

4 | Discussion

Findings from this service evaluation suggest that the set of
boundary spanning processes and practitioner roles implemented
as part of the Peterborough Exemplar enables knowledge ex-
change and dissemination of expertise knowledge between pri-
mary and mental healthcare and, as a result, leads to
optimisation of joint decisions about mental health treatment
and care access. Nonetheless, partial engagement of GPs re-
strains full implementation; analysis identified reasons that
potentially inhibit further engagement.

We found that boundary spanning inter‐organisational pro-
cesses and professionals can improve the primary—secondary
mental healthcare interface, by creating the necessary space
for professionals from both parties to discuss patient cases and
solutions for treatment. This is enabled by boundary spanning
structured processes, that is, Virtual Clinics, which are available
for GPs to access expertise of mental health professionals used
to inform their decisions about patients' treatment. In this case,
processes function as a facilitator for mental health pro-
fessionals who act as boundary spanners. In a similar vein,
boundary spanning processes also create opportunities for GPs
with leadership roles to discuss operational barriers and service
activity data with mental health professionals (i.e., in PCN‐
PCMHS meetings), allowing for reviewing and jointly consid-
ering future service improvements. Here, both GPs and mental
health professionals act as boundary spanners. As a result,
boundary spanning processes create opportunities for GPs and
mental health professionals to collaborate for improving care
delivery and also facilitate the development of the system's
learning capability by sharing lessons learnt from practice. This
finding contributes to understanding the value boundary span-
ning structured processes add to the boundary spanning roles,
as well as on enabling collaboration between physical and
mental healthcare, by creating time and space for professionals
to exchange knowledge and inform decisions.

Findings suggest that optimisation of decision making is facili-
tated by mental health professionals with boundary spanning
responsibilities. Liaison practitioners who act as boundary
spanners support the management of service users at a primary
care level by offering mental health expertise to GPs to inform
their decisions about service users' care pathways and medica-
tion. Boundary spanning roles in healthcare have been exten-
sively studied [25], yet limited research has been conducted for
the contribution of such roles to the interface between primary
physical and secondary mental healthcare. Our findings propose
that liaison practitioners with expertise on mental health con-
ditions (e.g., personality disorders) can enable sharing of mental
health knowledge and the identification of suitable treatment
for mental health patients, including those with complex needs,
within secondary specialist services as well as across the system.

Notably, we found that informal communication pathways were
developed and used by GPs to reach out to practitioners with
boundary spanning responsibilities and other mental health
professionals, likely because of the positive impact of the
aforementioned structured processes. This outcome was not
identified as a target output of the intervention when designed,
suggesting the organic growth of communication capabilities
between primary and mental healthcare services, a key
component to care integration [4]. Overall, our findings suggest
that the set of boundary spanning roles and processes imple-
mented increased clarity about care pathways and optimised
service users' transition from primary to secondary mental
healthcare.

Boundary spanning processes and roles did not address all inter‐
organisational barriers. GPs' limited knowledge on available
mental health services and accessibility processes indicates that
the intervention did not reach the full cohort of local GPs, or
perhaps more time is required for the intervention to fully
penetrate in practice. Evaluation of complex interventions sug-
gest that longer periods of implementation are required to assess
their impact in care delivery [38]. Additional system factors may
have impacted the implementation process of boundary span-
ning processes which we may not have captured.

GPs' professional views on the value and suitability of various
mental health treatments and community support were also
identified as a barrier that boundary spanners came across when
collaborating. Indeed, literature suggests that barriers to inter‐
organisational interface can be attributed to operational
boundaries that may exist among organisations, as well as to
diverse professional perspectives [38, 39]. Our findings align
with studies on care integration proposing that addressing
integration barriers should entail considering cultural differ-
ences, values and diverse professional approaches that pre‐exist
within each organisation and lie beyond operational barriers
[39]. Evaluation findings suggest that such soft barriers occur-
ring in the primary healthcare—secondary mental healthcare
interface remained an inhibiting factor in the collaboration
between GPs and mental health professionals when seeking
treatment solutions. Findings did not indicate whether diffi-
culties with bridging divergent professional views could be
attributed to limited boundary spanning skills, or whether more
time was needed for boundary spanning to address professional
culture barriers.

Lastly, GP participants argued that not all their needs were met
regarding supported needed for mental health patients, while
parts of the interventions were perceived as additional work-
load, proposing that those parameters were not fully considered
by the Exemplar developers or maybe occurred following
implementation. PCNs' structure as a barrier to implementation
indicates that inter‐organisational boundaries may be caused by
both primary and secondary care services pointing out that
integration requires to jointly seek solutions that improve siloed
working. This finding highlights the impact the wider inter‐
organisational context can have on the implementation of
boundary spanning interventions.

The main strength of this evaluation is that it adds valuable
insight on the role of boundary spanners who are mental health
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specialists and on the positive impact the roles can have on the
challenging interface between primary care and secondary
mental healthcare. It also highlights wider system barriers than
can restrain the contribution of boundary spanning roles.
Findings also increase insight on the positive impact boundary
spanning processes on facilitating the role of boundary spanners
and enable knowledge exchange.

The evaluation presents certain limitations; Four GPs partici-
pated in qualitative interviews instead of eight initially planned,
and one PCN Lead. Participating GPs interacted regularly with
the PCMHS, allowing for in‐depth exploration of the interview
questions. Also, services users were not interviewed, as the
focus of the intervention was mainly on the addressing the
barriers among professionals between primary and secondary
care. Service users and their carers were involved in the devel-
opment of the study design; regarding qualitative interviews,
they participated in developing the interview guide.

5 | Conclusion

The implemented set of boundary spanning roles and processes
led to improved collaboration in parts of the community mental
healthcare system where rigid organisational boundaries limit
joined care, decision optimisation and development of sustain-
able relationships between the primary and mental healthcare.
Findings from the service evaluation of the Peterborough
Exemplar suggest that the implementation of boundary span-
ning practices enhance communication between primary and
mental healthcare and, as a result, improve accessibility to
services. Systematic and effective collaboration appears to also
be dependent on the degree to which primary care professionals
(i.e., GPs) are engaged, signalling the need for increasing system
working in findings solutions for addressing care integration
barriers. Findings from the service evaluation could be used to
inform national policies on care integration and the develop-
ment of local care integration pathways in community mental
healthcare systems. The local organisational and inter‐
organisational context should be considered and the impact it
may have on the effectiveness and implementation of boundary
spanning practices.
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