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Abstract
Background Cardiovascular disease among patients with severe mental illness in England is a major preventable 
contributor to premature mortality. To address this, a nurse and peer-coach delivered service (Primrose-A) was 
implemented in three London general practices from 2019 (implementation continued during COVID-19). This 
study aimed to conduct interviews with patient and staff to determine the acceptability of, and experiences with, 
Primrose-A.

Methods Semi-structured audio-recorded interviews with eight patients who had received Primrose-A, and 3 nurses, 
1 GP, and 1 peer-coach who had delivered Primrose-A in three London-based GP surgeries were conducted. Reflexive 
thematic analysis was used to identify themes from the transcribed interviews.

Findings Overall, Primrose-A was viewed positively by patients and staff, with participants describing success in 
improving patients’ mental health, isolation, motivation, and physical health. Therapeutic relationships between staff 
and patients, and long regular appointments were important facilitators of patient engagement and acceptance 
of the intervention. Several barriers to the implementation of Primrose-A were identified, including training, 
administrative and communication issues, burden of time and resources, and COVID-19.

Conclusions Intervention acceptability could be enhanced by providing longer-term continuity of care paired with 
more peer-coaching sessions to build positive relationships and facilitate sustained health behaviour change. Future 
implementation of Primrose-A or similar interventions should consider: (1) training sufficiency (covering physical 
and mental health, including addiction), (2) adequate staffing to deliver the intervention, (3) facilitation of clear 
communication pathways between staff, and (4) supporting administrative processes.
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Background
Patients with severe mental illness (SMI; schizophrenia, 
bipolar disorder, major depressive disorder, and related 
spectrum disorders), have been predicted to die 17.5 
years earlier than the general population [1]. Whilst this 
can be partially attributed to SMI-related deaths includ-
ing suicide, physical comorbidities are estimated to cause 
approximately 60% of this mortality gap [1, 2].

Patients with SMI generally develop physical health 
problems earlier and more frequently [3, 4], with cardio-
vascular disease (CVD; physical health problems of the 
heart or blood vessels), obesity, type 2 diabetes, respira-
tory diseases, cancer, and infectious diseases being preva-
lent among patients with SMI [2, 5]. Patients with SMI 
have a higher risk of developing (78%) and dying from 
CVD (85%) compared to the general population [2, 5].

Concerningly, between 2000 and 2014 the mortal-
ity gap widened for patients with bipolar disorder and 
schizophrenia in the UK [6]. Potentially contributing to 
this is suboptimal diagnosis and treatment of physical 
diseases for patients with SMI [7], which has been linked 
to healthcare provider stigma around mental illness, sys-
temic issues, limited appointment time, a lack of training, 
and fragmentation between primary and secondary care 
[5, 8], [9], [10, 11].

The NHS Long Term Plan [12] pledged a growing share 
of the NHS budget towards mental health to help form 
‘Integrated Care Systems’ for delivering more coordi-
nated care. A foundational idea across this Plan is to 
empower patients to look after their own health, such as 
with targeted weight management support and invest-
ment in social prescribing. Research suggests that if 
modifiable CVD risk factors (such as being overweight 
or smoking) are appropriately addressed, CVD can be 
largely prevented [1, 5, 13, 14].

The NHS has committed to providing physical health 
screening for patients with SMI in primary care [15], but 
evidence indicates a need for physical disease preven-
tion for patients with SMI too. Therefore, there is need 
for targeted, integrated interventions which can address 
CVD risk once recognised among patients with SMI in 
physical health screenings to improve quality of life [10, 
11, 16].

Primrose
The Primrose intervention was a 6-month nurse-led 
primary care service developed to manage CVD risk in 
people with SMI. Patients received approximately eight 
30-minute appointments which incorporated behav-
ioural change strategies to reduce CVD risk factors; 

patients were supported to set goals (such as improv-
ing diet), track progress, form habits, and overcome set-
backs. Whilst Primrose was focused on the reduction of 
CVD risk, the service emphasised integrated care to also 
support their mental health.

Primrose was evaluated in a cluster randomised trial 
across GP surgeries in England [17], with findings sug-
gesting that Primrose could modify CVD risk in patients 
with SMI. Compared to screening and feedback on CVD 
risk (standard care), Primrose was estimated to be able to 
save £895 in healthcare costs per patient over 12 months 
through reducing psychiatric inpatient costs, adverse 
events, and hospital admissions.

However, the trial did not show a difference in total 
cholesterol between intervention and standard care. 
This may be due to limitations in trial design and dura-
tion [17], better than typical general care in standard 
care, heterogeneous intervention delivery, or suboptimal 
emphasis on statins [18]. Further Primrose research has 
suggested higher perceived social support may facili-
tate statin adherence and appointment attendance [19]. 
Therefore, potential enhancements to improve physical 
outcomes would be to integrate an emphasis on statins 
and expand the potential for social support through the 
intervention.

Primrose-A
Building on the Primrose trial findings, the intervention 
was adapted (Primrose-A). The adaption aimed to further 
augment the holistic, integrated approach to mental and 
physical health improvement and prevention. For exam-
ple, patients were encouraged to set psychosocial goals 
in addition to their physical health goals, which aimed 
to achieve a less dualistic approach to the interactions 
between mental and physical health faced by people with 
SMI.

Furthermore, Primrose-A had an increased focus on 
the prescription of statins and a supplementary offer of 
up to four 60-minute appointments with a peer-coach 
who had lived experience of SMI. These appointments 
included discussing goals, personal experiences, and 
plans for activities. Peer coaches bring a unique skillset 
and approach to their support which can have a posi-
tive impact [20]. In this model, mental health nurses and 
Voluntary and Community Sector staff are embedded 
within primary care, thereby strengthening links between 
primary and secondary care providers and statutory and 
non-statutory services, making this a ‘boundary-span-
ning’ collaborative innovation [21].

Keywords Severe mental illness, Psychosis, Behaviour, Primary health care, Program evaluation, Qualitative research, 
Cardiovascular disease prevention
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Primrose-A was implemented in GP surgeries in 
December 2019. The COVID-19 pandemic led to a fur-
ther adaption, with the standard template used by health-
care professionals to record Primrose-A consultations 
developed to include a prompt to ask patients about how 
they were coping during the pandemic, and sessions were 
provided virtually. Whilst there are potential advantages 
to virtual delivery, research suggests barriers towards vir-
tual care such as low enthusiasm, privacy concerns [22], 
and disparities in engagement [23] remain.

This research study aimed to determine the accept-
ability of, and experiences with Primrose-A, and explore 
factors that influenced the implementation (including 
COVID-19), feasibility, and continuation of Primrose-A.

Methods
Study design and setting
Interviews were carried out with staff and patients from 
three London-based GP surgeries which implemented 
Primrose-A. This study design was reviewed by the NIHR 
North Thames Research Advisory Panel (members pro-
vided patient, public, or carer perspectives), with feed-
back incorporated into the patient information leaflets, 
interview guides, and consent forms.

Participants
Recruitment took place between February and May 2021. 
Eligible participants were 18 or older, able to provide 
informed consent and engage in an interview, and had 
delivered (staff) or received (patients) Primrose-A.

Potential patient participants were contacted by Prim-
rose-A staff and informed about the study. If willing to 
participate, patients provided permission to be contacted 
by the researchers. The researchers then provided further 
information about the study and organised a telephone 
interview for at least 24-hours after initial contact for eli-
gible patients.

All staff involved in managing and delivering Primrose-
A at the three GP surgeries were invited to participate 
in this study. Invites were issued directly by the research 
team to staff via emails and in meetings. Staff involved 
included a total of three GPs, three nurses, and eight peer 
coaches. GPs and nurses each worked in only one of the 
GP surgeries, while peer coaches worked across the three 
GP surgeries. Information about the study was provided 
to all involved staff, and interested members of staff were 
invited to contact researcher directly, at which point tele-
phone or video calls were arranged. There was no rela-
tionship between researchers and participants before the 
study.

A purposive sample of 8 patients and 5 staff were 
recruited (due to the small sample, a detailed breakdown 
of demographics has not been provided). Patient ages 
ranged from 40 to 49 to 70–79, most self-identified as 

female [5], and self-identified as White [5], Mixed White 
[2], or African/African British [1]. Staff participants 
included 1 peer-coach, 3 nurses, and 1 GP. Staff ages 
ranged from 40 to 49 to 60–69, most self-identified as 
female [4] and identified as White [4] or Mixed white [1].

Data collection
On the day of the interview, written consent and demo-
graphic characteristics were recorded using Microsoft 
Forms on behalf of each participant, and verbal consent 
was recorded using a dictaphone. Audio recorded semi-
structured interviews (see additional file 1 for topic 
guides), conducted by AM and DL (supervisor) ranged 
from 13 to 43  min (average of 29  min). Patients were 
offered a £20 gift voucher as a thank-you.

Data analysis
An inductive reflexive approach was used for analysis, 
informed by Braun and Clarke’s six-phase process of 
thematic analysis [24, 25]. This approach was consistent 
[26–28] with the authors’ acknowledgement of the influ-
ence of preconceived theories, experience, subjectivity 
in research, their epistemological orientation of critical 
realism, and a preference to actively embrace questioning 
and reflecting through analysis.

For the analysis, AM and DL familiarised themselves 
with the transcripts through re-reading and making 
notes; transcripts were coded systematically by AM using 
NVivo (Version 12); provisional themes generated from 
the codes with data extracts were discussed with DL and 
the wider team (including staff delivering the interven-
tion, some of whom were interview participants) at sev-
eral meetings; these themes were further developed and 
explored using a reflexive process and reviewed regularly 
with DL to ensure alignment with the study aims and 
fidelity to the primary data; themes were named; and 
finally, these themes brought together into a narrative 
[24, 28, 29].

Reflexivity
The researchers engaged with reflexivity [24, 25] which 
entailed spending time being actively self-aware of previ-
ous experiences, positionality, and understanding of SMI 
and CVD, then exploring the potential influence on the 
findings. AM previously had little experience of work-
ing with people with SMI, so discussed her assumptions 
about SMI with DL, who has over a decade of experience 
of working in this area. Both reflected on their personal 
experiences of knowing people with common mental dis-
orders, and how this might influence the research. How 
and why themes were identified were questioned during 
the analysis, and the thematic framework was discussed 
between AM and DL to minimise confirmation bias. 
Moreover, the researchers spent time reflecting about 
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both being white women, and how that might be influ-
encing interpretation.

Findings
This section is structured to address the main objectives: 
(i) grouping themes under implementation and feasibil-
ity; (ii) and then acceptability and experience. A theme 
map is available in Additional file 2.

Implementation and feasibility
Participants discussed the process of implementing, 
delivering, and taking part in Primrose-A. Several facili-
tators and barriers were discussed, relating to knowledge 
and beliefs, and accessibility.

Knowledge and beliefs
In general, the training to support staff delivering Prim-
rose-A was described as useful. However, some staff 
placed more value on learning through practice:

“The training was fine, it gives you a background… 
but you learn so much more when you actually see 
the patients.” (Staff 4, nurse).

Several staff reported limitations in the depth of con-
tent provided, especially when staff had varying existing 
experiences, knowledge, and approaches to work: “I think 
we both work very differently in how we would approach 
the same problem” (Staff 3, nurse). The need for special-
ised training in substance abuse was mentioned by one 
patient, “You need to have someone who knows a bit about 
that subject” (Patient 7, female).

Additionally, several patients viewed Primrose-A as 
primarily a mental health intervention, “Just to touch base 
and see whether my mental health condition was having a 
greater or lesser effect” (Patient 5, male), misunderstand-
ing that Primrose-A was a holistic approach which sup-
ported patients’ mental health, wellbeing, and physical 
health, with staff reporting that they had to reinforce this 
as the wider focus of Primrose-A to patients.

Accessibility
There was concern that not all eligible patients could 
receive Primrose-A, which was generally viewed as a 
beneficial intervention. Staff discussed the inclusion cri-
teria prevented patients with different diagnoses access-
ing the services:

“There might be people who’d really benefit from the 
Primrose intervention, but they might not fall under 
the heading of an SMI.” (Staff 3, nurse).

Moreover, a key barrier to accessibility described by 
staff was COVID-19. Most staff preferred face-to-face 

appointments for the opportunity to track physical health 
progress and the challenges of providing Primrose-A by 
telephone for patients who did not speak English as their 
first language. One nurse emphasised language services 
were difficult to access and there was low opportunity for 
the “Continuity of interpreter as well as the nurse” (Staff 
2, nurse).

In contrast, patients’ views on telephone appointments 
were mixed, with some disliking the impersonal feel of 
phone calls, “You don’t see somebody’s expression on their 
face” (Patient 3, female), or feeling that even video calls 
were not sufficient, “It’s still really not quite the same as 
seeing that person” (Patient 8, male). But most patients 
appreciated the telephone delivery, particularly if their 
SMI symptoms could impact travel to an appointment: “I 
got very paranoid… Having it done by phone, especially at 
the time, was very useful” (Patient 5, male).

There were several structural barriers to the imple-
mentation including the time and resource investment 
needed. This was apparent in the planning, recruitment, 
and provision stages:

“I think the on-going provision of multiple appoint-
ments is hard within the practice framework.” (Staff 
2, nurse).

Additionally, staff felt the set-up, provision of materials, 
reimbursement, and organisation was problematic:

“There’s very little spare time shall we say in the 
practice, for actually doing any admin… It would 
have been nice to perhaps, if those things had been 
clearly done and were available when we first did it.” 
(Staff 2, nurse).

It was suggested that there needed to be better communi-
cation between those managing and delivering the inter-
vention. Moreover, a lack of communication between 
staff was reported, which impacted the provision of holis-
tic care:

“If you’re lucky, you get a name of a peer support 
worker, [but] you’re unlikely to get any way of con-
tacting them.” (Staff 1, GP).

However, one nurse did highlight that in practice, Prim-
rose-A “Decreased the workload for GPs” (Staff 4, nurse) 
by providing patients with frequent, targeted appoint-
ments to address their mental and physical health, rather 
than relying on GP care.

Acceptability and experience
Despite the barriers to implementation, Primrose-A 
was viewed as valuable in supporting patients’ mental, 
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physical, and social needs, particularly during the pan-
demic. This theme highlights perceptions that patients 
received the right support at the right time, facilitated 
through positive therapeutic relationships, which led to 
good overall engagement.

The right support at the right time
Staff and patients recognised that patients may experi-
ence increased SMI symptoms during the COVID-19 
pandemic, “People’s mental health became quite a poten-
tial issue” (Staff 1, GP). Patients described Primrose-A 
as support offered “At the most opportune, perfect time” 
(Patient 2, male), with most participants associating 
Primrose-A with an opportunity for needed additional 
support: “She was able to keep me focused” (Patient 1, 
female).

Importantly, there was the potential to address patients’ 
social needs, with isolation commonly mentioned. The 
impact of COVID-19 on isolation was compounded 
by some patients’ reluctance to include their family or 
friends in their support system, “They’ve got their own 
lives… I don’t put any of [my] problems on them” (Patient 
8, male), or to consult GPs because of time constraints: 
“I never like spending that long because I know how much 
of [a] backlog she’s got” (Patient 7, female). Therefore, 
patients commonly valued Primrose-A staff, “It’s just nice 
to have somebody” (Patient 7, female). This perspective 
was recognised by most staff who understood their role 
as a point of contact for patients when they may be feel-
ing isolated: “The only people they ever talked to was me 
really” (Staff 4, nurse).

This positive impact was boosted through connection 
with peer-coaches, with the peer-coach noting the sup-
portive relatability and informal nature of their sessions: 
“If that client can relate to someone it definitely makes a 
difference” (Staff 5, peer-coach). A strong, trusting thera-
peutic relationship between patients and staff, where the 
patients’ perspectives were respected was mentioned by 
most to help with acceptance:

“It’s about feeling listened to, and if they’re listened 
to and you’ve took that onboard, then let’s do that 
together it kind of seems an easier thing or less scary 
perhaps for them.” (Staff 2, nurse).

For some participants it was particularly helpful that they 
were matched with peer coaches who had experiences 
similar challenges to those they were going through:

“He understood exactly my problem, so, he… yeah, 
just loads of recommendations. Some of them 
weren’t quite right for me, but some of them really 
were” (Patient 4, female).

Engagement
By creating an intervention that fostered positive thera-
peutic relationships, and addressed patients’ additional 
needs, Primrose-A was perceived positively, which 
increased engagement. For example, patients described 
how the nurses’ non-judgemental attitude helped them to 
persevere in pursuing their goals:

“She was quite perceptive and there was no judge-
ment, you know, it was just, okay…and tried to see 
that there is a solution that might work and then try 
that the next week.” (Patient 4, female).

All participants described their experience of the inter-
vention favourably and most patients reflected that they 
would recommend Primrose-A. Primrose-A was asso-
ciated with the benefits of long-term continuous care 
facilitating honest discussions, progress tracking, and 
encouraging healthier behavioural changes. Staff addi-
tionally reported positive patient feedback, that their 
knowledge of SMI had improved, and the rewarding 
nature of the intervention:

“To actually see people on that journey and achieve 
things… It was as rewarding for me as it was to the 
client group.” (Staff 2, nurse).

Staff viewed Primrose-A as a way to deliver patient-cen-
tred, tailored care which helped patients engage with goal 
setting, a core component of Primrose-A. Flexibility was 
highlighted by both staff and patients as a key facilitator 
of patient engagement:

“It allows a fair amount of flexibility, people, 
patients could choose their goals, rather than being 
sort of put into the same ones.” (Staff 1, GP).

Common patient goals were to generally “Become a 
healthier person” (Patient 7, female), go outside, and 
exercise:

“A lady I had on the study in particular did abso-
lutely fantastic… She joined a yoga class online, she 
went walking in the heat, she’d never done any of this 
before.” (Staff 4, nurse).

Staff therefore frequently discussed associating Primrose-
A with physical health benefits, but also mental health 
and general wellbeing.

Lack of patient engagement was infrequently discussed, 
but when disengagement occurred, staff reflected on 
patients’ personal barriers such as navigating challenging 
mental health symptoms or patient personalities: “I think 
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that was more about the type of people they were” (Staff 4, 
nurse).

A common theme among staff and patients was the 
desire for more Primrose-A appointments to encourage 
further progress and long-lasting changes, with patients 
appreciating the support, and staff wanting to spend time 
“Getting to know the client” (Staff 5, peer-coach). Patients 
expressed a need for follow-up appointments and more 
sessions with the peer-coaches, highlighting the mean-
ingful positive impact of long-term care. One patient also 
suggested a need for more clarity at the end of Primrose-
A on the next steps: “Did she feed back to my GP at all, I 
don’t know” (Patient 7, female).

Discussion
Integrated mental and physical healthcare has been fre-
quently suggested as an important strategy to improve 
the health of patients with SMI and reduce the widening 
mortality gap, however few of these services exist [30]. 
Primrose and Primrose-A attempt to address this need, 
focusing on targeting CVD risk factors in patients with 
SMI. To improve the physical health outcomes of Prim-
rose, Primrose-A had a larger focus on statin prescription 
and peer support, whilst also responding to the contex-
tual factors of COVID-19.

Participants perceived Primrose-A as an acceptable and 
feasible primary care intervention and discussed that, 
despite the barriers caused by COVID-19, the behav-
ioural change components of Primrose-A helped encour-
age physical health changes and improved mental health. 
Our findings of mental and physical benefits support the 
previous qualitative insights from the Primrose trial [16] 
and wider research on the interrelated nature of mental 
health and CVD risk factors [31].

Due to the scarcity of integrated services, there is also 
limited research into factors that influence their imple-
mentation and delivery. The current research takes some 
steps towards addressing this research gap by providing 
insights into patient and staff experiences, including per-
ceptions of delivery. Several barriers and facilitators were 
highlighted which could inform the future implementa-
tion of Primrose-A and similar complex interventions, 
which are discussed below.

Short appointment times and lack of continuous care 
are common barriers to SMI patients receiving appro-
priate physical healthcare [8]. Primrose-A addressed 
these barriers by providing longer regular appointments, 
which has previously been suggested to aid in building 
positive therapeutic relationships [32]. Primary care ser-
vices operate with limited resources and time, preventing 
patients receiving mental health and cardiovascular care 
in one appointment [33]. The time and resource invest-
ment of Primrose-A was a common concern among staff 
when considering long-term implementation. Whilst the 

extended appointment time and regular contact provided 
through Primrose-A is a key strength, nurses highlighted 
that their time must be appropriately allocated to facili-
tate Primrose-A delivery, echoing qualitative findings 
from the Primrose intervention [16].

Moreover, in the current study, the strong patient-
nurse/GP connection was suggested to encouraged 
patient engagement, trust, and motivation, which aligns 
with findings from the Primrose study [16] and adds to 
the evidence base that good patient-healthcare provider 
relationships can facilitate quality care [34]. Fostering 
a strong relationship can also be linked to addressing 
experiences of isolation for patients with SMI. It is well 
documented that patients with SMI experience isolation 
connected to their diagnosis and related factors such as 
unemployment, stigma, and lack of social participation 
[35]. Moreover, this study contributes to existing evi-
dence [36, 37] that peer support may help patients to be 
more motivated to make positive health changes. Partici-
pants suggested relatability between patients and peer-
coaches was key to the positive experience.

Developing therapeutic relationships was emphasised 
as important in the context of COVID-19. The COVID-
19 pandemic had a detrimental effect on people’s mental 
health in the UK, leading to new psychoses and worsen-
ing of SMI symptoms [38]. Particularly recognised was 
the impact of social distancing measures on social isola-
tion [39], which was commonly discussed in both patient 
and staff interviews. The current study found that provid-
ing Primrose-A appointments regularly supported in the 
perception of reduced isolation and anxiety, and in line 
with previous research found building social connection 
was beneficial [35].

Extensive literature documents how SMI diagno-
ses prevent access and engagement with healthcare [8], 
and in the Primrose study, low patient attendance of in-
person appointments was reported [16]. This was not 
reported with Primrose-A, which may indicate that tele-
phone appointments may better suit the needs of some 
patients. Whilst staff highlighted their preference for in-
person delivery, telephone appointments were deemed 
acceptable by most patients, with some preferring this 
option when their SMI symptoms, such as experiences 
of anxiety and paranoia, had worsened. However, a limi-
tation of telephone only consultations is the inability for 
staff to track physical health improvements in a clinically 
meaningful way. Despite this, these insights suggest the 
benefits of flexible intervention delivery. Internet-based 
platforms showed promising results in psychoeducation, 
improving initial engagement and treatment of mental 
health patients [40] possible explanation for this is that 
technology-based consulting avoids the patient ‘being 
seen’ seeking help, consequently reducing the associ-
ated embarrassment, social disapproval, and stigma [41]. 
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For marginalised patients this may facilitate access to 
healthcare.

Sufficient time dedicated to adequate staff training 
was identified among Primrose-A staff, with evident dis-
parities in staff experiences and skillsets. This aligns with 
findings from the original Primrose study, with the rec-
ommendation that staff be trained in both mental and 
physical health because of differences in their knowl-
edge [16]. Staff education is also a widely employed tool 
to promote patient engagement in the population with 
SMI [42], and inadequate training and lack of confidence 
among primary care providers is a barrier to patients 
with SMI receiving appropriate medical care. Thus, more 
comprehensive staff training, including specialist training 
in substance abuse, would facilitate better patient care 
[30].

Additionally, staff described challenges with organisa-
tion and communication, with improvements to the plan-
ning and administrative aspects of Primrose-A suggested 
as required in future implementation. When consider-
ing the communication between staff and peer workers, 
this first needed staff delivering Primrose-A to engage 
with and embrace integrated working (both to incor-
porate mental and physical health care, and to integrate 
primary care staff and peer workers). Efforts to facilitate 
connections and a shared vision of Primrose-A across 
staff included shadowing and educational sessions, but 
embedding those with lived experience within the system 
was challenging and may be the foundation to the per-
ceived poor communication and organisation. Therefore, 
further consideration of how to normalise peer worker 
integration rather than perceiving this role as a bolt on 
may be necessary to create a fully ‘boundary-spanning’ 
collaborative innovation [21].

Nevertheless, overall, staff were able to implement and 
deliver Primrose-A, and the flexibility and ability to build 
positive therapeutic relationships with Primrose-A facili-
tated patients’ positive experiences and goal achieve-
ment. Patients had a preference to extend the duration 
of Primrose-A, and staff to broaden the inclusion crite-
ria to be able to deliver the intervention to more patients 
who may benefit, demonstrating the intervention’s 
acceptability.

Implications for practice
These findings have implications for policymakers and 
the NHS, supporting the development of other physical 
health interventions for patients with SMI, as they high-
light key considerations for their design and acceptability. 
Whilst the clinical efficacy of Primrose-A has not been 
evaluated in this study, qualitative insights are useful for 
evaluating complex interventions [43]. This type of inte-
grated care was deliverable and accepted by patients and 
staff, and we suggest that our participants recognised the 

meaningful impacts of Primrose-A on mental and physi-
cal health.

This study indicated that the acceptability of Primrose-
A was facilitated by strong therapeutic relationships with 
patients, regular provision of longer appointments, and 
flexible support in terms of goals, appointment content, 
and mode of delivery. Combining these insights with 
those from previous Primrose research [16, 18], contin-
ued implementation of Primrose-A across GP surger-
ies may offer improvements to quality of life for patients 
with SMI, as well as a cost-effective solution to the bur-
den of SMI on NHS resources. But there is a need for fur-
ther investigation into the clinical and cost-effectiveness 
of Primrose-A in reducing CVD risk, including compari-
son to the original Primrose intervention.

To improve the acceptability of Primrose-A and poten-
tially support sustained health benefits, provision of 
more peer-coaching sessions and follow up Primrose-A 
appointments are recommended. Moreover, it is sug-
gested that for future implementation of Primrose-A the 
set-up and administrative tasks are well organised; staff 
receive in-depth physical and mental health training with 
the addition of specialist training on substance addiction; 
clear communication is established between staff which 
could be potentially fostered through further integration 
of roles; and more staff are appointed to reduce the bur-
den on nurse time and resources.

Strengths and limitations
Following good practice [44], the use of patient and pub-
lic involvement helped this study to be meaningful and 
relevant. However, despite this collaborative approach 
to research development, the resulting sample was small 
and consisted of volunteers who may have been more 
engaged or had more positive experiences with Primrose-
A, and therefore may be unrepresentative of the target 
population. We speculate that the reason for low uptake 
may be due to the immense pressures that primary care 
staff have been under for some years meaning that staff 
could not take time to participate.

However, seeking saturation or generalisation is 
incompatible with reflexive thematic analysis, and there-
fore greater emphasis is placed on the strength of study 
design and achieving quality through data collection and 
analysis [45]. A good depth of data was achieved, and the 
research design allowed for the triangulation of perspec-
tives across staff and patients. Moreover, this research 
was supported by a multidisciplinary team, including 
providing insight into theme generation which is sug-
gested to increase the credibility of findings [46]. The 
researchers allocated sufficient time to engaged fully with 
the methodology and methods outlined in this paper, 
including thorough immersion in the data, and embrac-
ing reflexivity. The transparency of these processes in the 
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dissemination of the research is supported through use of 
the consolidated criteria for reporting qualitative studies 
[47] (see additional file 3).

The COVID-19 pandemic added challenges to this 
research, with limitations of this study being the delay 
between Primrose-A delivery and when study interviews 
took place potentially introducing recall bias. The need 
to exclusively conduct telephone interviews rather than 
offering the option of face-to-face interviews, may have 
reduced accessibility of the research. However, for the 
latter point, telephone interviews were unlikely to affect 
the richness and quality of the data as there is evidence 
that that telephone interviews can be advantageous, per-
haps through participants being more relaxed and honest 
through being in their home environment [48].

Conclusion
The aim of this research was to explore with patients and 
staff the acceptability and feasibility of, and experiences 
with Primrose-A. Overall, this research demonstrates the 
acceptability of providing integrated physical and mental 
healthcare to patients with SMI. Successful implementa-
tion of Primrose-A and other similar interventions into 
primary care may depend on the development of strong 
therapeutic relationships with staff, sufficient mental and 
physical health training, providing adequate time and 
opportunities for patients to receive continuous care, 
and flexibility of intervention content and delivery. These 
elements require long term funding in order to maintain 
continuity of relationships to support the development of 
staff expertise and health gains to patients. These findings 
should inform further developments to Primrose-A as it 
is expanded across further localities in England, whilst 
contributing to research on the implementation of future 
integrated and complex primary care interventions in the 
NHS.
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