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EXECUTIVE
SUMMARY

1.

The Fulfilling Lives South East Project is funded

for an eight-year period and committed to

improving the way in which systems and services

meet the needs of people with multiple and

complex needs (MCN). One key theme of their

work are health inequalities and within this theme

one commitment focuses on better access to and

coordination of primary health care (PHC).

Currently, the healthcare needs of people with

MCN are not met. They struggle to access PHC

and the majority of services are not adapted to

their needs. Innovations and best practice are

therefore a way to improve people's lives and

health. This research projects aims at identifying a

list of recommendations for best practice in PHC

for people with MCN by drawing on literature and

professional support workers' experiences.

2. Introduction

Social Research Report| Fulfilling Lives |Inja Vetter                                                                                     

The current PHC system in the UK does not meet

the needs of people with MCN. They experience

profound health disparities (Weinstein et al.,

2013). There are multiple barriers that keep

people with MCN from accessing PHC which

results in inappropriate use of the A&E

(Rosengard et al., 2007) as well as poor physical

and mental health (Davies & Wood, 2018) and low

life expectancy (St. Mungo's Broadway, 2014).
 

Current innovations in PHC for people with MCN

point to new models of care, namely outreach and

integrated care and work force development, i.e.

innovative new roles and changes in the way of

delivering care. 

3. Literature Review

4. The current project 

Three semi-structured interviews were conducted

with support workers from March-April 2020. The

interviews followed the Appreciative Inquiry

method and focused on best practice examples in

the PHC field for people with MCN. The interviews

were recorded, transcribed and analysed using

thematic analysis. Underlying themes were

identified and brought together with findings

from current literature.

Analysis revealed two overarching themes, 1)

Structures of the Health Care System with the

subthemes forms of PHC provision, processes and

funding and 2) Way of Delivery which includes

flexibility, attitude & behaviour of health care

professionals, professionalism of health care

workers and continuity, consistency &

collaboration. A third theme, Positive Outcomes,

was added to give room to the specific benefits

people with MCN experiences when they receive

best practice PHC. Results from this research

project and findings from literature review

coincided greatly.

5. Recommendations 

Best practice recommendations for better access

to and coordination of PHC for people with MCN

include revolutionizing models of PHC towards

specialized, localized & outreach services as well

as increasingly implementing 'one-stop-shops'.

Moreover, PHC should be delivered in a more

flexible, continuous way and knowledge &

awareness of professionals working with MCN

should be expanded.  



National Lottery Community Fund project, 1 of 12

projects across England

Eight-year project, 2014 - 2022

Project delivered by three agencies, cooperation

with multiple stakeholders

Evidence-based approach 

Peoples’  lived experiences with MCN are at the

heart of the work, Fulfilling Lives strives to co-

produce at all levels

MISSION
 

"... TO BRING ABOUT
LASTING CHANGE IN HOW
SERVICES WORK WITH
PEOPLE WITH MCN"
 
FULFILLING LIVES WEBSITE, MARCH 12TH, 2020

2.1. 
FULFILLING
LIVES
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MISSION
 

"LEGACY
OF THE EIGHT YEAR PROGRAMME WILL
BE THAT SYSTEMS AND SERVICES IN
[EAST SUSSEX] WILL BETTER MEET THE
NEEDS OF THIS GROUP" 
 
FULFILLING LIVES WEBSITE, MARCH 12TH, 2020

Outlines six key themes based on work so far
·States focus of work for the remaining time of
the project      
Commitments for change for each of these
themes      
One key theme: Health Inequalities

Fulfilling Lives South East Project 
(Brighton & Hove, Eastbourne and Hastings)

“People with MCN will have improved access

to, and coordination of, primary care to better

address their needs”
 Manifesto of Change, p. 9

Manifesto of Change (2019)
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2. Introduction



66
MILLION

32
PERCENT

DEFINITION 
BY THE FULFILLING LIVES
SOUTH EAST PROJECTExperience profound health disparities

(Weinstein et al., 2013)

Homeless people and substance users are

among the people that experience the most

difficulties in accessing health care (Hewett,

1999; Poulton et al., 2006; Islam et al., 2012)

and are frequently completely disengaged

from these services (Davies & Wood, 2018)

Experience more and more severe physical

and mental health conditions than the general

population (Davies & Wood, 2018)

Links between homelessness and ill health are

well established (Poulton et al., 2006)

These findings also apply to the East Sussex

area (Murdoch et al., 2016)

 

3. Literature Review

“EXHIBITING AT LEAST THREE
OF:

 HOMELESSNESS,
CURRENT/HISTORICAL

OFFENDING,
PROBLEMATIC SUBSTANCE OR

ALCOHOL MISUSE, AND
MENTAL ILL-HEALTH”

 

3.1.
MUTIPLE AND
COMPLEX NEEDS 
& 
PRIMARY
HEALTH CARE
IN THE UK
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“THE
SYSTEM IS BROKEN FOR
PEOPLE WITH MCN”
 
FULFILLING LIVES WEBSITE, MARCH 3RD, 2020

People with MCN
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3.2.
ACCESS TO
PRIMARY HEALTH
CARE

Most public services are designed to deal with one

problem at a time and to support people with

single, severe conditions (Fulfilling Lives, n.d.) 

Behaviour and attitude of health care professionals

(Lester & Bradley, 2001)

Difference in social status to health care

professionals "can leave patients feeling

inadequate, regardless of the intetntions of the

health practitioner" (p. 231, Davies & Wood, 2018)

Competing needs and priorities 

Physical access (Davis & Wood, 2018)

Difficulty in contacting services 

Medication security: people who are homeless are

often given medication when being discharged from

the hospital, have no secure way to store it, have it

stolen, resulting in detoriation and hospital

readmission (Davies & Wood, 2018)

NHS required people to have an address to access

services, this is not the case anymore, however

some health care professionals think it is and act

accordingly and homeless people believe they aren't

able to access a GP because of this 

East Sussex Audit (2016): 50% of Participants

struggled to be seen for a physical or mental health

problem within the past year, some were refused

registration with GP due to lack of ID 

(Davies & Wood, 2018

(Davis & Wood, 2018)

(Groundswell, 2020; Poulton et al., 2006)

People with MCN are inappropriately

accessing A&E departments for non-

urgent health issues (Riley et al., 2003;

Davies & Wood, 2018; Rosengard, 2007)

Low life expectancy for people with MCN

(St. Mungo's Broadway, 2014)
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Barriers to PHC for people with MCN

Outcomes of poor access to PHC



1
 

TO BETTER MEET THE NEEDS OF
PEOPLE WITH MCN

TO REDUCE COSTS
 

WHY DO WE
NEED CHANGE?

 0 6

Overuse of A&E
Frequent readmission
Late 'point of arrival' in
health care (crisis)

2
 

WHAT COULD/SHOULD CHANGE LOOK LIKE?
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Outreach: "services that actively seek out

clients, rather than waiting until existing or

potential clients find them" 

Exclusive services: Developed for and adapted to

a specific client group (e.g. rough sleeper

initiative) (Riley et al., 2003)

Single access points and '̀one-stop-shops'

(Rosengard et al., 2007)

Specialist schemes, e.g. GP services in night

shelters or hostels (Riley et al., 2003)

Partnership: primary care & patient centred

home and a non-profit housing first agency

Assertive Community Treatment (ACT) for

homeless people with mental illness

Not PHC specific: 2 examples of integrated care

show reduced costs, improved outcomes and

client satisfaction (Thomas-Henkel et al., 2015)

For elderly patients with multiple chronic

conditions: the IMPACT clinic (Tracy et al., 2013)

comprehensive team: physicians, community

nurse, pharmacist, physiotherapist,

occupational therapist, dietitian, community

social worker; 1.5 - 2h appointments

1) Models of Care

(p. 72, Rosengard et al., 2007)

 

2) Integrated Care

-> clients much more engaged in their health

and become advocates for similar services 

     (Weinstein et al., 2013)

-> fewer psychiatric inpatient days, fewer A&E

visits, more days in stable community housing,

greater, improvements in symptoms, life

satisfaction (Lehman et al., 1997)

(Interprofessional Model of Practice for Aging

and Complex Treatments), positive results

 

 

registered nurses / midwifes that function

outside the traditional hospital and community

clinical structures (Poulton et al., 2006)

non-traditional health workers 

lay health workers: reductions in hospital

readmissions, better perceptions of their

care

peer support services: better outcomes, cost

savings

workforce training: understand context of

patients with MCN lives, techniques to

successfully engage with these clients 

e.g. trauma-informed approaches: may

improve engagement, quality and cost

outcomes (Thomas-Henkel et al., 2015)

accessible formats for information, address

'whole person' needs, personalized & person-

centred services, involve service user in

planning, development and delivery 

participative, collaborative teams are more likely

to achieve patient-centred care, work as a team,

be more efficient

clarity of and commitment to team 

East Sussex: re-establish homeless health

service, improve access e.g. through outreach

service, explore housing first models, establish

psychologically informed environment in all

health and social care settings 

1) New Roles

(Thomas-Henkel et al., 2015)

 

2) Way of delivering care

GPs: more awareness of differences in social

status, non-judgemental attitude, 25-30 minutes

appointments ideal, clear, visual explanation of

information (Davies & Wood, 2018)

(Rosengard et al., 2007)

 (Poulton & West, 1999)

(Murdoch et al., 2016)

3.3. 
INNOVATIONS

WORK FORCE DEVELOPMENT   

0 7

STRUCTURAL
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Local support workers, volunteers and health

practitioners were invited via email to participate

in this research. The recruitment email outlined

the project and participants' rights in detail. A

total of three professionals, two support workers

and one area lead, participated. This number was

lower than originally intended and was in part due

to the development of Covid-19 in March 2020

and resulting different priorities of key workers.

The researcher ensured to let ethical considera-

tions inform this project. Participants were infor-

med that they would only indirectly benefit from

participation and were made aware of limits to

their anonymity due to the specific research

process. Measures to avoid or, if necessary, acco-

modate arising distress as well as safe-guarding

guidelines were put in place. Ethical approval was

obtained from the module ethics board.  

4. The current project

The aim of this research project is to 

1. Identify existing innovations and models of 

   best practice in the field of PHC for people 

   with MCN

 2. Reveal common aspects of best practice

 3. Develop recommendations for providing 

     good PHC to people with MCN that can be 

     applied in the East Sussex area by drawing 

     on current research on innovations in the 

     field of PHC and the perspectives of 

     experienced support workers working with 

MCN clients.

4.1. METHODS

0 8

FOCUS & AIM

APPROACH & RATIONAL

PARTICIPANTS

Literature review and qualitative research in form

of semi-structured interviews was chosen as the

approach for this research project as this has

been proven valid and is frequently used in

community psychology (Banyard & Miller, 1998;

Willig & Rogers, 2017).

The project is based on the Appreciative Inquiry

(AI) model which is "a change methodology that

aims to create change through a focus on

elevating strengths” (Boyd & Bright, 2007,

p.1020) and is therefore a valuable framework to

reveal best practices in the field of interest. AI

was originally developed as a tool for

organizational development and has since been

adapted to various contexts, including one-on-one

interview settings (Scerri et al., 2015) which this

research builds on. 
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The interviews were recorded, transcribed and

analysed following Braun and Clarke's (2006)

method of thematic analysis. Thematic analysis

is well suited for analysing rich, qualitative data.

It provides a way of ‘identifying, analysing, and

reporting patterns’  (Braun & Clarke, 2006, p. 6).

Thematic analysis revolves around identifying

reoccurring ideas, concets and patterns in order

to unveil deeper themes that lay within the

participants' responses. 

0 9

DATA ANALYSIS
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Data was collected through 35-45 minute

interviews with each of the participants and

took place between March, 17th and April,

7th. Interviews were chosen as they elicit rich

data (Guion et al., 2001) and were intended

to be conducted face to face but had to be

rescheduled to take place online due to

Covid-19. Interviews were conducted over the

phone (1) and Microsoft Teams (2) and were

recorded. The interviews were semi-

structured, following an interview guide

developed based on the AI model by the

researcher in consultation with the com-

munity partner and approved by the

researcher's supervisor (see Appendix). The

questions asked during the interview followed

the format suggested in the encyclopedia of

positive questions (Whitney, 2002).

DATA COLLECTION



During the analysis two overarching themes with regards to best practice in PHC for people with MCN

were identified: Structures of the Health Care System and Way of Delivery. A third theme, Positive

Outcomes, emerged that is not directly linked to the research question but was chosen by the

researcher to be included as it provides valuable insights on how exactly people with MCN benefit from

best practice approaches. 

Moreover, a holistic approach where multi-

skilled, interdisciplinary teams treat one client

was seen as an ideal form of care. This reflects

a trend in academic literatures with a high

percen-tage of current innovations in the health

care field revolving around integrated care with

multi-skilled teams (Thomas-Henkel et al., 2015;

Tracy et al., 2013). A specific service for people

with dual diagnosis (co-existence of substance

misuse and mental health issues) was highligh-

ted in this regard as it is perceived to make an

immense difference to clients who fall into this

group. 

4.2. Findings

This theme highlights that the PHC system in its

current form does not provide appropriate care

for people with MCN. Where there are

innovations in the structural set up of PHC

people with MCN receive best practice care. The

theme includes three subthemes: Forms of PHC

Provision, Processes and Funding. 

The participants highlighted the value of non-

traditional forms to provide PHC. Outreach

strategies, including street teams (nurses and

doctors) and well as day centres with stationed

nurses like in Eastbourne and Brighton, were

mentioned most frequently. This in in line with

academic research in the health care field

suggesting the implementation of outreach

services as one of the main measures to improve

care for people who are homeless (Riley et al.,

2003)
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1.STRUCTURES OF THE HEALTH
CARE SYSTEM

1.1. FORMS OF PHC PROVISION

"BUT I THINK THE MODEL THAT I WOULD
LOVE TO SEE IMPLEMENTED MORE IN THIS

COUNTRY WOULD BE STREET MEDICINE, AND
AN APPROACH TO OUTREACH MEDICINE AND
NURSING, WHERE MEETING CLIENTS WHERE

THERE ARE"

"... AND I KNOW THAT IT'LL BE AN EXPENSIVE
ONE-OFF APPOINTMENT BUT IT WILL BE ONE

APPOINTMENT RATHER THAN MANY
DIFFERENT ONES THAT DON'T HAVE ANY

SUCCESSFUL OUTCOMES.  

In addition to this, localized and specialized

care was presented as essential in best

practice models. The same call is shared by

current academic research (Riley et al.,

2003). Arch healthcare, a specialized

homeless GP in Brighton was frequently

named a best practice example where people

with MCN benefit from the expertise,

flexibility and non-stigmatizing attitude in a

specialized setting. Generally, a system where

different services are more closely linked

(e.g., housing services, GPs, hospitals, social

support) was seen as crucial for providing

best practice care.   
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2. WAY OF DELIVERY

1.2. PROCESSES
The process most commonly referred to as

positive examples with regard to the structure

of PHC is a single, clear pathway into healthcare.

A system like The Veterans' Mental Health

Transition, Intervention and Liaison (TIL) Service

was suggested to have the potential of greatly

benefitting people with MCN. A triage system

where you present  in one place, are assessed

holistically and then referred to the appropriate

services and treatments is thought to be ideal.

This aligns with the best practice recommen-

dations of single access points and 'one stop

approaches' made by Rosengard et al. (2007) as

the result of their literature review on MCN.

Being able to prioritize needs of people with

MCN, offering on the day appointments and

adjusting the process of appointment making

to the individuals' live realities was

immensely important in examples of best

practice. Namely, afternoon appointments,

walk-ins and flexibility in the place of care

delivery (at GP practice, in supported living

facilities or at home) were the keys to good

health care experiences for people with MCN.

Additionally, the ability to keep cases open

indefinitely and then being able to act fast

when the client is engaging or when care is

needed that some social services have was

seen to be a very valuable quality. 

The interviews clearly indicated that best

practice care can only be realised when there is

long-term, reliable funding for health and social

services as well as better pay for health care

and social workers. 

1.3. FUNDING

In addition to the structural form of delivery,

the way in which PHC was provided stood out

in almost all best practice experiences

participants shared during the interviews.

This theme is very broad and comprises four

subthemes: Flexibility, Attitude & Behaviour

of Health Care Professionals, Professionalism

of CH workers and Continuity, Consistency &

Collaboration. 

"GPS BEING ABLE TO PRIORITIZE ON
THE DAY APPOINTMENTS, THAT REALLY

HELPED THE PATIENT FEEL MORE ASSURED"

2.1. FLEXIBILITY 

An additional aspect that was stressed

repeatedly is a revolutionized, client centred

and psychologically informed environment as

opposed to the still frequently prevalent

institutionalized setting. These attributes

were seen to be crucial to providing best

practice care.   
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The way in which individual nurses and doctors

engaged with and cared for people with MCN

was reported as the core of good practice

examples throughout the interviews. Competent

health care professionals who treat clients with

respect and dignity, in a non-judgemental, non-

stigmatizing way are what make a health care

experience a good one. These personal

experiences participants reported resonate with

academic research finding negative staff

attitudes to be a major barrier to good health

care (Rosengard et al., 2007).

Additionally, a person-centred approach,

politeness, taking the time to listen and to

build a relationship were the aspects most

commonly highlighted with regards to

especially positive experiences. This aligns

with research often finding negative

attitudes and behaviour from the health care

professionals' side to stand in the way of

good health care for people with MCN.

Several participants stressed the importance

of being cared for by people with the

appropriate training. Especially trauma

informed care was emphasized to improve

PHC. This finding poses the counterpart to

current research that identifies lack of

specific training as one of the main barriers

to health care (Riley et al., 2003). Moreover,

being knowledgeable about other parts of the

health and welfare system, knowing how one's

role (e.g. GP) fits into it and then act

accordingly makes for a good experience on

the clients' side. Apart from factual

knowledge, best practice relies on awareness

for clients' living circumstances, factors that

might have led to them now presenting as

they do and the challenges they face. This can

then inform the professionals work and lead

to more successful treatment. 

"HAVING PEOPLE THAT UNDERSTAND THAT
NOT EVERYONE IS THE SAME, THAT A LOT OF

PEOPLE HAVE CHALLENGES (...) AND
YOU KNOW, THAT TRAUMA INFORMED

APPROACH WHICH IS REALLY IMPORTANT"

"JUST THE MANNER OF WHICH THEY'RE
SPOKEN TO, FEELING VALUED, HAVING THAT
KIND OF EYE CONTACT, GIVEN THE TIME OF
DAY, YOU KNOW (...) KIND OF TREATED AS

THEY WOULD THE REST OF THE PATIENTS, 
I THINK THAT HELPS. SO YEAH, JUST BEING

ACKNOWLEDGED AND TREATED LIKE A
HUMAN I THINK IS REALLY THE KEY THING." 

2.3. PROFESSIONALSIM OF HEALTH CARE 
       WORKERS

"“SHE [THE NURSE] DIDN'T ACKNOWLEDGE
THE BRUISES, NO MENTION OF IT.

HE WAS APOLOGIZING. AND SHE SAID, I'M
NOT HERE TO JUDGE. I'M HERE TO TAKE

YOUR BLOOD PRESSURE.”

Moreover, the style of communication made a

difference. Clear, direct language without

'sugar-coating' or too many 'fancy words' was

thought to be the most effective.

Furthermore, professionals who are proactive

and advocate for their clients were pointed

out as a great help. 

"FOR MY CLIENT TO EXPERIENCE A GP
FIGHTING HIS CORNER AGAINST OTHER

MEDICAL STAFF, MADE THE CLIENT FEEL
VALUED, SUPPORTED, AND THAT IN

ITSELF, PROBABLY CONTRIBUTED TO PART
OF HIS RECOVERY AS WELL."

2.2.  ATTITUDE & BEHAVIOR OF HEALTH   
        CAREPROFESSIONALS
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Moreover, continuity in care, being treated by

the same professionals over a long period of

time was highlighted as being beneficial to MCN

clients.   

Their self-confidence grew, they regained trust

in the healthcare system and experienced

increased independence (clients arranged and

attended GP visits without support).  

"WHAT KIND OF DIFFERENCE DID THAT [THE
NON-STIGMATIZING TREATMENT] MAKE IN

THE WAY YOUR CLIENT FELT? 
HE FELT LIKE HE WAS A HUMAN BEING
AGAIN. THAT HE WAS WORTH GETTING

TREATMENT.

"THEY MADE THE DECISION TO MAKE SURE
HE WAS ALWAYS SEEN BY THE SAME, THAT

SAME DOCTOR, THE SAME NURSE.  
AND I THINK THAT'S WHAT OUR CLIENTS

APPRECIATE, THEY APPRECIATE CONTINUITY”

When presenting the best practice examples

being in the themes above, participants

highlighted the specific positive outcomes

this has for their clients. Overall, they noticed

strong improvements in physical and mental

health when clients with MCN received best

practice care. 

"HOPEFULLY THEN THEY WOULDN'T HAVE TO
TELL THEIR STORY EACH TIME THEY WENT

TO A NEW SERVICE THERE WOULD BE A
COLLABORATION ACROSS ALL SERVICES.”

3. POSITIVE OUTCOMES

WHEN IT WORKS WELL, IT IS WHEN EVERY
HEALTH PROFESSIONAL AND EVERY PERSON
FROM WORK OR THAT SERVICE IS IN GOOD

COMMUNICATION WITH EACH OTHER.

One specific aspect that was referred to were

good, reliable relationships between nurses,

GPs, support workers etc. that facilitated

organizing 'wrap-around' care for clients.

JUST [BEING BROUGHT] INTO THE
COMMUNITY, JUST ACCESSING REGULAR

APPOINTMENTS WITH THE GP, HIS HEALTH
AND HIS PRESENTATION GENERALLY

IMPROVED QUITE A LOT.

The sessions were found to be more

productive and less problems or behaviour

that was perceived as difficult between

health professionals and clients occurred

once they felt like they were respected, were

being treated well and their voice was heard. 

Given the fragmented nature of the UK social

and health care system, collaboration between

the services was brought up as one of the most

important variables to providing best practice

care. Communication between professionals,

transferral of clients' records and information

as well as coordination of services (e.g. hospital

discharge and subsequent support with housing,

medication etc.) were illustrated to be essential

in providing best practice care for people with

MCN. This perception goes hand in hand with

the perspective in current research that more

cooperation, integrated assessments and better

communication networks between services are

needed (Rosengard et al., 2007)

2.4. CONTINUITY, CONSISTENCY &
COLLABORATION
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"HE WENT TO FOUR DIFFERENT WARDS, 
ONE OF THEM, HE WAS TREATED BADLY,

THAT'S WHERE THEY GOT THE
POLICE TO EVICT HIM  ONE PUT UP WITH HIM 

 
AND TWO TREATED IT WITH DIGNITY  AND
HAD MUCH LESS, OR EVEN NO PROBLEMS

WITH HIM WHATSOEVER. 
 

BECAUSE THEY TREATED HIM FAIRLY AND
WITH DIGNITY AND HE FELT THAT HE WAS

TREATED WELL.

Not only does meeting the health care need of

clients with MCN with financial benefits, it also

puts significantly less pressure on healthcare

services when they collaborate in a well-

coordinated fashion. If more people with MCN

are for example provided with secure housing,

their health care needs decline. This is reflected

in literature highlighting the value of

prevention. Thomas-Henkel et al., 2015 state

that it is critical to acknowledge and act on the

social determinants of health, e.g. in form of

housing-first approaches.

BUT IF WE COULD INVEST IN TIME
MEETING, THAT'S PROBABLY BETTER TO

CO-ORDINATE THAT AND ULTIMATELY
HOPEFULLY REDUCE WORKLOAD WOULD

BE ALLEVIATED. 

Furthermore, participants highlighted that more

adequate, intensive care services for people

with MCN are, in the long run, cost effective.

This is in line with literature findings showing

that the current system and  resulting frequent

non-appropriate A&E use, hospital readmissions

and late point of entry in health care services is

not cost effective  (Riley et al., 2003) and

current UK health policies aiming to reduce A&E

admissions (Steventon et al., 2018).

"WHEREAS IF YOU HAVE BETTER PATHWAYS,
IT IS A COST-EFFECTIVE WAY TO DO IT."
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Literature analysis as well as the results from

the interviews indicate that there are two main

roads toward better PHC for people with MCN: 

1) Systematic changes to the structure of the

UK Health care system and 2) changes to the

way in which care is delivered. The later are for

the most part directly linked to health care and

social professionals working directly with MCN

clients. Based on the findings and literature

presented above this report presents the

following six recommendations to provide the

best possible PHC for people with MCN.

 

Structural

1.1. Models of PHC

Specialized and localized models of care,

intensive outreach programs carried out by

multi-skilled teams.

Arch healthcare in Brighton is a potential

template for best practice PHC in the field of

GPs.

 

1.2. 'Wrap-around' care

Increased implementation of 'one-stop-shops',

consolidate social and health care services to

provide holistic care for people with MCN.
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trauma informed care (training)

familiarise PHC professionals with best

practice on how to engage with MCN clients

(attitude, language, communication style

etc.)

Way of PHC provision

2.1. Flexibility

PHC providers should make a conscious effort

to offer flexibility (especially regarding the

process of making an appointment, appointment

times and location of appointments).

 

2.2. Continuity

Strive for a linked social care and health care

network. Ensure close communication and

collaboration of services and individual service

providers involved in the care of the same

person.

 

2.3. Knowledge & Awareness

Sensitize professionals who work with people

with MCN for their background, living situation,

vulnerabilities and needs they have that may

differ from other clients. Especially important in

this regard seem:

 

3. There needs to be secure, long-term funding

in order to achieve meeting the health care

needs of people with MCN in an appropriate

way.

5. Recommendations
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APPENDIX 

Interview Guide 

1.Introduction / Ethics 

• Explain aim of the research, outline timeframe, risks / inconvenience of participating, ensure 

that the interview can be stopped at any time (without there being negative consequences 

for the participant) 

• obtain informed, written consent from interviewee 

• mention confidentiality, all information shared during the interview will be treated 

confidential, mention safeguarding issues, limits of confidentiality: even though identifiable 

information will be anonymised, there is a chance that participants might be recognized 

based on the little extracts of the interview that will be used as quotes in the final report 

• client confidentiality: I don’t need to know the clients’ names etc., only give as much detail as 

necessary to illustrate the experiences you want to share during the interview 

 

2. Interview 

Thematic introduction:  

This interview will focus on existing best practice examples of primary health care in the East Sussex 

region. You were invited to participate because you have experiences in this field in one way or 

another. When I talk about primary health care here, I mean any kind of health-related service that is 

a first point of contact and non-urgent. 

• What are your experiences in primary health care with people with MCN? 

o If necessary: tell me more about your role 

Phase 1: Discovery: What are the strengths? 

• Can you think back to a time where you made (or witnessed) an especially positive 

experience with regards to multiple and complex needs and primary health care? Please tell 

me about this experience 

o Who was involved?  

o Where did the experience take place? 

o What are the aspects that made this experience especially positive? 

o What set it apart? What made this experience unique? 

▪ Interactions with health care professionals 

▪ Organisational aspects 

▪ Time 

▪ Context  

o What were the positive outcomes of this situation?  

▪ How did you know that this was a specifically positive experience?  

▪ What did this way of treatment mean to the person with MCN?  

▪ How did it make them feel? 

• Do you have any other experiences that you consider to be particularly positive? 

o See above 

• What do you / what do the people with multiple and complex needs you support appreciate 

/ value most with regards to primary healthcare? 

o Please try to go into as much detail as possible 

 

 



 
 

▪ Health care professionals 

▪ Communication 

▪ Organisation 

▪ Location  

• What is the best that Brighton/Eastbourne/Hastings has to offer in terms of primary health 

care for people with MCN? 

• In your experience, what are the things that make people with multiple and complex needs 

feel as comfortable as possible when getting primary healthcare treatment? 

• In your experience, what ensures that people with multiple and complex needs receive the 

best quality of treatment? 

• What do you believe to be the single most important variable in providing good primary 

health care for people with MCN? 

 

Phase 2: Dream: What would work well in the future? 

• Imagine you wake up one morning, you open the eyes and by some miracle, the world of 

primary health care has changed and now meets the need of people with MCN perfectly. 

What does this new status/system look like? 

o Please try to go into as much detail as possible 

o What do you notice during that day, that makes you realize that these are the 

perfect conditions now? 

o How does this miracle affect people with MCN 

▪ In which ways do they feel differently? 

▪ How does it change their day to day life? 

▪ How does it affect their life overall? 

• Tell me about the aspects you consider to be particularly relevant to provide the best care 

possible for people with multiple and complex needs/ Of all the things you’ve mentioned, 

what is the most important aspects 

o What would the ideal GP treatment look like?  

(only if not extensively mentioned in response to question above) 

▪ Way of treatment 

▪ Organisation around the appointment (e.g. how to book an appointment)  

▪ Communication with other health care professionals 

▪ Conditions for treatment (ID documents, payments etc.) 

 

Phase 3: Design: What action do we need to take to make it happen? 

• What changes do you think could be made in primary health care treatment that would lead 

to an improvement for people with MCN? 

o What changes would you make with regards to enable better access for MCN clients? 

o What changes would you make with regards to better coordination for MCN clients? 

• If you think about the Brighton/Eastbourne/Hastings area, what changes would you suggest? 

• Tell me about the action you think that needs to be taken by 

o Health care professionals 

o Politicians 

o Social workers 

o Others 



 
 

3. End 

• Thank interviewee for their time and participation 

• Check in with them whether they feel okay upon ending the interview / whether they are 

experiencing any kind of distress 

• give an outlook on how the data will be used, offer to send interviewee the final research 

report 

 

 

 


