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SUMMARY 
Doctors play an important role in a multidisciplinary team, however therapeutic relationships are not limited to between a 

doctor and a patient. In Community Mental Health Teams, patients are allocated a care coordinator - usually a community 
psychiatric nurse or a social worker - and they usually become the healthcare provider the patient is most regularly in contact with. 
Similarly, a practice nurse in General Practice may be the healthcare professional a patient is most familiar with. In these instances, 
the patient-provider relationship may be stronger than the doctor-patient relationship. Non-doctor and patient relationships play an 
increasingly important role in improving the patient experience and contributing to information gathering, shared-decision making, 
and establishment and adherence to treatment plans. Care coordinators may be in a more superior position than doctors to 
accurately recognise the ongoing and changing needs of a person with mental illness. Patients value continuity of care, compassion, 
and mutual trust and respect: these qualities can potentially all be provided by any trained healthcare professional. In this paper, we 
will review the literature on the emerging role of the care coordinator and other healthcare professionals in the management of 
chronic mental illness in the community. 
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*  *  *  *  *  

Introduction 

Mental illness in the community describes people 
with severe mental illnesses that are managed outside of 
a hospital setting and living within the community, as 
well as people with milder conditions that are managed 
in a primary care setting. Historically, doctors have pla-
yed a key role in a patient’s psychiatric treatment and an 
emphasis placed on the importance of the doctor-patient 
relationship in this setting. The doctor-patient relation-
ship is built on mutual participation, respect, shared de-
cision making, and trust (Fugelli 2001, Kaba & Sooria-
kumaran 2007). Especially with a trusting relationship, 
patients may feel more obliged to seek care, comfor-
table in sharing sensitive information, adhere to treat-
ment and improve outcome (Hall 2002). A review of the 
literature has shown that the quality of the therapeutic 
relationship in the treatment of severe mental illness is a 
reliable predictor of patient outcome in mainstream 
psychiatric care (McCabe & Priebe 2004). However, 
therapeutic relationships are not limited to between a 
doctor and a patient. Patients value warmth, empathy 
and expertise (Lambert 2001, Johansson & Eklund 2003), 
and therefore, other adequately trained healthcare pro-
fessionals may all engage with patients in a meaningful 
way (Cameron 2005, Scanlon 2006, Sudbery 2002). 
Furthermore, in a system where patients with mental 
illness in the community may only see their doctor on a 
monthly to yearly basis, patients may in fact, build a 
stronger therapeutic relationship with healthcare profes-
sionals other than doctors that are involved in their care 
and whom they see more frequently.  

The community mental health team (CMHT) is a 
multidisciplinary team formed of many different health-
care professionals, including psychiatrists, nurses, psy-
chologists, occupational therapists and social workers. 
Key aims of the CMHT are to keep patients in the 
community for as long as possible and reduce the num-
ber of hospital admissions and length of stay. Patients 
may also have a Care Programme Approach (CPA) plan 
in place with a care coordinator as their key healthcare 
professional worker, usually a community psychiatric 
nurse or social worker (Burns 2007). The CPA, a form 
of case management, was first introduced in 1991 to 
improve the delivery of healthcare for serious mental 
illness in the community (Department of Health 1990). 
It has since been revised and refocused, although the 
fundamentals remain the same: each patient must have a 
written care plan, and an allocated care coordinator 
(Department of Health 1998, The Kings’s Fund 2008). 
The role of a care coordinator is to ensure regular con-
tact with the patient, coordinate care with mental health 
specialists, monitor any changes in the patient’s condi-
tion and adherence to treatment, initiate change when 
treatment is not effective and offer psychosocial support 
(Katon 2001, Von Korff & Goldberg 2001). Due to care 
coordinators being in regular contact with their patients, 
they will often form a strong therapeutic relationship 
with the patient. Likewise, in primary care, a practice 
nurse may be more familiar with a patient than the pa-
tient’s usual doctor (Laurant 2018). In these instances, 
the patient-provider relationship may be stronger than 
the doctor-patient relationship. Therefore, other health-
care professionals may be in a superior position to 
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doctors to more accurately recognise the ongoing and 
changing needs of the person with mental illness in the 
community, and reduce hospital admissions. 

 
The Importance of  
the Care-Coordinator-Patient Relationship 

In the modern era, non-doctor and patient relation-
ships play an increasingly important role in improving 
the patient experience and contributing to information 
gathering, shared-decision making, and the establish-
ment and adherence of treatment plans (Girard 2017). 
The importance of such relationships should not be 
underestimated, with evidence suggesting that building 
and maintaining a strong patient-provider relationship 
can be a catalyst for change in itself and lead to positive 
treatment outcomes (Leach 2005, Leichsenring 2002). 
Continuity of care also benefits the service user, with 
greater adherence to medical advice, better take-up of 
health promotion, and greater trust developed between 
the patient and the healthcare provider (Mainous 2001). 
With greater trust, patients are more honest and more 
likely to disclose sensitive information. Case coordina-
tors are able to provide continuity of care and form 
long-term relationships with their patients, maintaining 
contact with them both during crises and periods of 
stability. Through this, care coordinators are equipped 
with the knowledge to be able to recognise the patient’s 
‘relapse signature’ and arrange for appropriate interven-
tions at an early stage, thus preventing a more detri-
mental crisis from occurring (Watkins 2001, p115). 
Relationship building is important for mental illness 
healthcare where lack of patient engagement can be a 
significant barrier to treatment (Dixon 2016). Care coor-
dinators are in an ideal position to foster and nurture 
these important relationships. 

Not only do care coordinators have a risk-assess-
ment role to establish when a patient’s condition may be 
deteriorating, but they can also play a role in enhancing 
treatment. Research has shown that patients view their 
relationships with their care coordinator as central to 
their recovery, and some patients feel that their care 
coordinator in fact provides most of their healthcare 
(Simpson 2016). The importance of the care coordinator 
role has been numerously described as crucial to the 
future of chronic mental illness (Burns & Santos 1995, 
Faulkner 2017, Goodwin & Lawton Smith 2010). The 
primary goal of people living with chronic mental 
illness has been reported to involve service users feeling 
empowered to sustain and take control of their own 
mental health (Kaj & Crosland 2001). The smaller case-
loads that care coordinators have also allows them to be 
more proactive and less reactive in the management of 
their patients (Simpson 2003). Care coordinators also 
often come from a more empathetic background (Fields 
2004) with a greater propensity for a holistic approach 
to healthcare (Laurant 2008). Hence, care coordinators 
may be more equipped than psychiatrists to support 
patients to achieve their aim. There is limited literature 

regarding the importance of the care coordinator role 
and we recommend more research to be done to explore 
the power of this therapeutic relationship and its effect 
on patient outcome.  

 
From the Community Mental Health Team  
to Primary Care Services 

It is not only for severe mental illness where nurses 
and other healthcare providers may be taking over the 
role of a doctor in the formation of effective therapeutic 
relationships. In an ageing population, chronic disease is 
becoming more prevalent. The link between chronic 
disease and common chronic mental illness such as 
depression and anxiety is well recognised and people 
with one or more chronic diseases are at increased risk 
of mental illness (Chapman 2005, Katon & Schulberg 
1992, Moussavi 2007, Noël 2004, Scott 2007). While 
90% of people with mental health problems are cared 
for entirely within primary care (England 2017), general 
practice has been criticized for inadequately recognizing 
and managing depression. Therefore, there has been an 
increasing push for primary care to implement chronic 
illness management and collaborative care models to 
better manage depression (Von Korff & Goldberg 
2001). Practice nurses are increasingly involved in the 
care and follow-up of patients with chronic disease, and 
therefore effectively placed to form therapeutic relation-
ships with this at-risk group of patients (Waterworth 
2015). Depression and anxiety may often present 
atypically in elderly patients (Hodkinson 1973) and a 
healthcare professional who knows the patient well may 
be better equipped to spot the first changes which may 
indicate that a patient is beginning to suffer from a 
mental illness. With the appropriate support, primary care 
nurses may also be able to screen for common mental 
illnesses using standardised tools and providing psycho-
social support and lifestyle advice (McKinlay 2011).  

Nurses may be utilised not only in the detection of 
mental health illnesses but also in their treatment. 
Studies where primary care nurses become care mana-
gers for the treatment of patients with both chronic 
disease and depression have shown an improvement in 
depressive symptoms and an increase in patient satis-
faction (Ekers 2013). Similar to a care coordinator role, 
a case manager makes regular contact with the patient, 
monitors the progress of the patient’s condition and 
adherence to treatment, initiates changes when treat-
ment is unsuccessful, offers psychosocial support and 
coordinates the care with the primary care provider with 
or without mental health specialist support (Gilbody 
2003, Katon 2001, Von Korff & Goldberg 2001). This 
form of collaborative care has been shown to be 
effective in primary care (Archer 2012). Within general 
practice, there is an indication of decline in physician-
led continuity of care (Baird 2016). Studies have shown 
that nurses can make suitable substitutes for doctors in 
diverse areas of primary care, including diabetes manage-
ment and blood pressure monitoring (Jackson 2018, 
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Laurant 2018). Perhaps in the future, we will be seeing 
nurses replacing doctors in the management of chronic 
mental conditions too, and also become increasingly 
reliant on nurses to form therapeutic relationships that 
are so central to effective mental healthcare. 
 
Conclusion 

Although a therapeutic role was not originally desig-
ned or portrayed to be a central feature of the CPA care 
coordinator's remit, over the past quarter of a century, it 
is clear that the care coordinator role has evolved to 
have therapeutic potential. Doctors are a necessary part 
of the multi-disciplinary mental health team to diagnose 
mental illness, prescribe medication and ultimately re-
commend treatment. Care coordinators and care mana-
gers must be able to work collaboratively with doctors 
to appropriately escalate interventions to match a pa-
tient’s needs. Overall, psychiatrists and general practi-
tioners may still build strong doctor-patient relation-
ships with service users the but the trust and in-depth 
knowledge which can be built between the patient and 
care coordinator/care manager is invaluable to the 
success of mental healthcare in the community.  
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