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ABSTRACT
Objectives Sickness absence is strongly associated 
with poor mental health, and mental disorders often go 
untreated. In this population- based cohort study, we 
identified people receiving fit notes from their general 
practitioner (GP) and determined access to mental health 
treatment stratified by health complaint and demographic 
variables.
Design Longitudinal study of health records.
Setting Primary care and secondary mental health care 
in the borough of Lambeth, South London. Forty- five GP 
practices in Lambeth and the local secondary mental 
healthcare trust.
Participants The analytical sample included 293 933 
working age adults (16–60 years) registered at a Lambeth 
GP practice between 1 January 2014 and 30 April 2016.
Primary and secondary outcome measures Three 
indicators of mental healthcare in the year after first 
fit note were antidepressant prescription, contact with 
Improving Access to Psychological Therapy (IAPT) services 
and contact with secondary mental health services.
Results 75% of people with an identified mental health 
condition at first fit note had an indicator of mental 
healthcare in the following year. Black Caribbean and 
Black African groups presenting with mental disorders 
were less likely to have a mental healthcare indicator 
compared with White British groups.
Conclusions The majority of those with an identified 
mental health need receive some treatment in the year 
following a fit note; however, our results suggest Black 
African and Black Caribbean groups with an identified 
mental healthcare need have less complete access 
compared to the White British group.

INTRODUCTION
Mental and behavioural conditions have risen 
in the past three decades to become the leading 
cause of certification for long- term sickness 
absence (LTSA) in the UK.1–3 In 2017/2018, 
LTSA is estimated to have cost £15 billion to 
the UK economy.4 A large proportion of LTSA 
is attributable to musculoskeletal disorders and 
mental disorders, chronic conditions that are 
common throughout adult life and that are 
associated with high disability.5 6 A critical ques-
tion is whether there are existing treatment 

gaps that could be targeted through early inter-
vention to prevent conditions leading to occu-
pational impairment and LTSA.7

Presentation to the general practitioner 
(GP) for sickness certification is a key point in 
the development of LTSA. In the UK, sickness 
absence beyond 7 days requires certification, 
most often delivered by a GP. Presentation for 
a fit note is an opportunity for intervention, an 
insight that led to a change in policy in 2010, 
when the ‘fit note’ replaced the sick note. The fit 
note was designed as an opportunity to promote 
early access to treatment. In addition, instead of 
either being ‘fit’ or ‘not fit’ for work, the fit note 
introduced the option of being ‘maybe fit’. GPs 
are invited to recommend work adjustments on 
the fit note to enable patients to remain in work 
or return to work.7

A third of fit notes are for mental health condi-
tions, yet common mental disorders frequently 
go undiagnosed and undertreated.8–10 The 
Adult Psychiatric Morbidity Survey 2014 showed 
61% adults in England aged 16–74 years with 
conditions such as depression and anxiety do 
not access mental health treatment.11 For the 

Strengths and limitations of this study

 ► Working with digital health records provided infor-
mation on virtually all individuals seeking help within 
the primary care population.

 ► We focused on a single geographical area for which 
we had GP data; this is not representative of other 
populations, and our findings should be tested in 
other areas.

 ► We were unable to explore contextual factors such 
as the nature of employment, educational level or 
benefit information.

 ► Long- term health conditions were assessed using 
the Quality and Outcomes Framework, which pro-
vides incomplete diagnostic information.

 ► Our mental health indicators were limited to antide-
pressants, IAPT and secondary care contact; there-
fore, our estimates of treatment are likely to be an 
underestimate.
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39% of patients surveyed who do receive treatment, the 
majority are managed in primary care, which includes anti-
depressant use and referral for brief psychological interven-
tions including Improved Access to Psychological Treatment 
(IAPT) services. Patients with treatment resistant, complex 
and more severe conditions tend to have contact with 
secondary care, which includes community mental health 
team input and psychiatric admissions.

We have previously shown, using data from South London, 
that fit note receipt is highest among groups with a high 
prevalence of morbidity: women, older age groups, Black 
minority ethnic groups and people with higher levels of 
deprivation.12 13 In this paper, we explore the extent to which 
people receiving fit notes access mental health treatment 
across primary and secondary care and what scope there is 
to improve access to care and thereby health and occupa-
tional outcomes. First, we analyse access to mental health 
treatment in the population in the year after their first fit 
note by demographic factors. Second, we analyse variation 
in access to mental health treatment by condition recorded 
by the GP at the consultation for the first fit note, and lastly, 
we analyse demographic variation in no contact with mental 
healthcare among people with a mental health or stress 
condition at first fit note. To interpret demographic patterns 
of mental healthcare service use in people who had fit notes, 
we include a baseline analysis of mental health treatment use 
in the whole working age population for comparison with 
the population receiving a fit note.

METHODS
Study population
The study is based in the London Borough of Lambeth, 
home to a population of 327 582 people14 and character-
ised by high deprivation, considerable income inequality 
and a high proportion of the population (38%) born 
outside of the UK.15 16 The population is young and 
ethnically diverse, including large populations of people 
who identify as Black African, Black Caribbean and Black 
British, as well as South American and Portuguese.

Data sources
Primary care source data: Lambeth DataNet (LDN)
LDN is a primary care database of patients registered 
at all 45 general practices within the London Borough 
of Lambeth. LDN includes patient- level data on demo-
graphics, clinical diagnoses, referrals, consultations, 
prescriptions, laboratory tests and public health initia-
tives, including the Quality and Outcomes Framework 
(QOF) data. The database has been described in detail in 
a previous publication.12

Secondary care source data: Clinical Record Interactive Search 
(CRIS)
The South London and Maudsley (SLaM) National 
Health Service (NHS) Foundation Trust provides compre-
hensive mental healthcare for residents of the London 
Borough of Lambeth. The electronic health records are 

interrogated for research purposes with the CRIS system, 
which deidentifies the entire health record.17 The IAPT 
programme, which provides primary care psychological 
treatment for common mental disorders, is provided by 
SLaM alongside secondary care services and is part of 
CRIS.

Measures
Demographic variables (LDN)
Information on individuals’ first recorded gender, year 
of birth, ethnicity and 2011- defined lower super output 
area (LSOA; an area covering an average population of 
approximately 1700 individuals)18 were extracted from 
LDN. Index of Multiple Deprivation (IMD) is the official 
measure of relative deprivation for small areas in England. 
LSOA of residence was used to derive a measure of depri-
vation for each individual based on the IMD (IMD 2010, 
after conversion to 2011 LSOA boundaries). IMD scores 
were divided into quintiles, based on deprivation scores 
in Lambeth. Ethnicity was coded using eight subcatego-
ries of self- identified ethnicity (White, White Other,Black 
African, Asian, Black Caribbean, Mixed, Other and Black 
Other).

Long-term health conditions and pain (LDN)
Presence of long- term health conditions was assessed 
using QOF data from LDN. QOF is an annual reward and 
incentive programme for all GP practices in England. 
It requires GPs to identify individuals who meet QOF 
targets for various long- term conditions such as depres-
sion, obesity and diabetes. We included in our analysis 
a count of long- term conditions defined using 15 QOF 
definitions19: depression, epilepsy, diabetes mellitus 
(DM), coronary heart disease (CHD), chronic obstructive 
pulmonary disorder (COPD), cancer (non- specified), 
atrial fibrillation (AF), heart failure (HF), stroke, rheu-
matoid arthritis (RA), obesity, severe mental illness (SMI; 
schizophrenia, bipolar disorder and psychosis), learning 
disability, hypertension and asthma. In addition to the 
QOF indicators, and in recognition of the importance of 
chronic pain on occupational function, a chronic pain 
indicator20 was derived based on receipt of any prescrip-
tions listed in British National Formulary medication 
chapters 4.7.2 or 4.7.3 (with repeat, repeat dispensed or 
automatic issue type).20 21 QOF conditions excluded from 
our analysis were: palliative care (patients are unlikely to 
be in employment), osteoporosis, dementia and chronic 
kidney disease (excluded due to the small numbers with 
these diagnoses in the age group under study). In addi-
tion to the count of long- term conditions, we included a 
binary covariate for QOF depression.

QOF measures have been shown to underestimate the 
prevalence of disorders in the general population due to 
the reliance on presentation to the GP for diagnosis.22 
QOF diagnosis is therefore a specific but not sensitive 
measure23 with a low false- positive but high false- negative 
rates.
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Fit note (LDN)
Date of the first fit note was derived for each patient based 
on digital fit notes issued between 1 January 2014 and 
30 April 2016. We excluded fit notes issued before this 
period because although digital fit notes were introduced 
in 2012, they were not in widespread use until 2014. Due 
to the lack of information on prior sickness certification 
(before January 2014), we could not determine whether 
a ‘first fit note’ during the study period represented the 
individual’s first ever sickness certification.

Symptoms on first fit note (LDN)
There were a wide variety of conditions (recorded using 
Read codes) in the electronic GP record when a first fit 
note was issued. The creation of 11 groups was based on a 
pragmatic mix of the size of the groups, the way diagnoses 
are grouped in International Classification of Diseases 
Tenth Revision (ICD- 10) and past fit note research.24–26 
There were two mental health groups: (1) mental 
disorder, (2) ‘stress’ and specific external stressors (which 
includes bereavement and relationship breakdown), and 
eight non- mental health groups were: (1) musculoskel-
etal, (2) infection, (3) surgery, (4) other physical health 
condition, (5) fatigue, (6) obstetric presentations, (7) 
injury and (8) a group for ‘other’ conditions that could 
not easily be categorised (eg, administrative codes). The 
‘other physical health’ group contained individual symp-
toms that could not be attributed to a single system or 
group of diagnoses.

Mental healthcare indicator: antidepressants (LDN)
Antidepressant prescription was measured in LDN as 
a binary variable indicating whether the patients had 
received an antidepressant prescription since 2006. This 
included antidepressants in the chapter 4.3 of the British 
National Formulary.21 A set of codes was used to extract 
antidepressants and to exclude medication used for other 
conditions, such as low dose tricyclic medication used 
for neuropathic pain. The list of excluded medications 
was previously defined by Schofield et al.27 We derived 
two outcomes related to treatment access: (1) received 
an antidepressant prescription in the year after receiving 
a first fit note and (2) ever received an antidepressant 
prescription at any time from 1993 to 2017.

Mental healthcare indicator: psychological treatment (CRIS)
Contact with IAPT psychological treatment was extracted 
from the CRIS dataset as a binary variable indicating 
whether individuals had attended an IAPT session. We 
derived two outcomes related to treatment access: (1) 
attended an IAPT session in the year after receiving their 
first fit note and (2) ever attended an IAPT session at 
any time from 2008 to 2017. Sessions included contact 
via both high and low intensity pathways and both phone 
and face to face contact.

Mental healthcare indicator: secondary care (CRIS)
Contact with secondary mental healthcare was measured 
as any contact with secondary mental healthcare services, 

measured as (1) having contact with secondary care 
services in the year after a first fit note; and (2) ever 
having contact with secondary care services. This could 
include many routes into care (including GP referral) 
and different mental health interventions delivered in 
secondary care.28 29

Data linkage
This is longitudinal descriptive study using a record 
linkage between a primary care database and a secondary 
care mental health database in Lambeth (figure 1). We 
analysed the records of patients registered for 28 months, 
from 1 January 2014 to 30 April 2016. LDN data were 
extracted in May 2017 from the primary care clinical 
record system, EMIS Web. We restricted the sample to 
working age adults (aged 16–60 years) to prevent exit 
from the workforce due to reaching statutory pension 
age (60–65 years during our study period), as retire-
ment status was not captured in the health records. The 
record linkage was achieved using deterministic methods 
based on an exact match on the pseudonymised NHS 
number. LDN NHS numbers were scrambled using a one- 
way encryption process using ‘open source pseudony-
miser’ software. For linkage, the Clinical Data Linkage 
Service used exactly the same process to encrypt local 
NHS numbers joined to the CRIS pseudonym. CRIS and 
LDN cases were then joined within the secure safe haven 
on the now shared encrypted NHS number, following 
project- specific approvals. The project- specific extract 
was fully anonymised by replacing the pseudonymised 
unique identifier with a project- specific anonym before 
access was granted to the researchers. SLaM provides 
services across four London boroughs, so we expected 
a roughly 25% match rate (the proportion of people in 
CRIS who are registered with a Lambeth GP). The LDN- 
CRIS linkage match rate was 27.8%.

Statistical analysis
Baseline characteristics among study patients and rates 
of contact with mental healthcare were described with 
counts and percentages. Binary logistic regression 
models were used to assess associations between demo-
graphic variables, condition at first fit note and contact 
with mental healthcare. To take account of clustering of 
patients with GP practices, SEs were adjusted with a sand-
wich estimator.30 To understand the influence of fit note 
receipt on mental health treatment access, we conducted 
these analyses in three subsamples: (1) patients receiving 

Figure 1 CRIS- LDN linkage.
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a first fit note between 1 January 2014 and 30 April 2016; 
(2) patients with a condition recorded at first fit note; (3) 
patients registered with a GP in the Borough of Lambeth 
1 January 2014 and 30 April 2016. The mean number of 
fit notes received per person within the 28- month period 
was analysed by demographic variables. All models were 
adjusted for covariates previously shown to be associated 
with fit note receipt,12 including demographic variables 
(age, gender and LSOA deprivation) and chronic disor-
ders (such as depression and cardiovascular conditions). 
For all analyses, we included each patients’ first fit note 
during the study period (representing 28% of all fit 
notes, all other fit notes were excluded). All models were 
estimated using Stata V.15 (Stata Corporation, USA).

Ethical committee approval
CRIS was established in 2008 and approved by the 
Oxfordshire Research Ethics Committee (reference 18/
SC/0372) (https:// doi. org/ 10. 1186/ 1471- 244X- 9- 51).28 
Approval for linkage with LDN was granted by Lambeth 
Clinical Commissioning Group and Information Gover-
nance Steering Group. This project was approved by the 
CRIS Oversight Committee in 2015.

Patient and public involvement statement
This work will continue to be disseminated to local 
community groups, such as Black Thrive Lambeth, health-
care providers, including South London and Maudsley 
NHS Trust, and Lambeth Datanet Steering Group.

RESULTS
The analytical sample included 293 933 people, after 
removing 69 507 individuals with missing information 
on ethnicity (10% n=36 530), deprivation (6% n=21 878) 
or both (3% n=11 099). Compared with the analytical 
sample, excluded individuals (online supplemental table 
1) were younger (18% vs 3% aged 16–20 years), more 
likely to be men (56% vs 47%), slightly less likely to report 
at least one type of long- term condition (29% vs 30%) 
and less likely to have received a fit note (11% vs 14%).

Demographic associations for access to mental healthcare 
indicators in the year after first fit note
The distribution of mental healthcare indicators following 
a first fit note (for any reason – including mental or phys-
ical illness) is shown in table 1. A total of 32 233 (11%) 
received a fit note between 1 January 2014 and 30 April 
2016. In the year after first fit note, 6288 (20%) received 
an antidepressant prescription, 3179 (10%) had an IAPT 
session, 2785 (9%) had a secondary care contact and 
23 082 (72%) had no contact with mental health services. 
In logistic regression models adjusted for long- term phys-
ical health conditions and mutually adjusted for demo-
graphic factors, minority ethnic groups were least likely to 
access any treatment for mental health after first fit note. 
The strongest association with no access to mental health-
care indicators in the year after first fit note was among 

those in the Black African group. There was no differ-
ence in contact with treatment overall by gender, but men 
and women accessed different forms of care. Women 
were more likely to access primary care services (antide-
pressant prescription/IAPT contact). Men and persons 
aged 16–30 years were more likely to access secondary 
care. There was no association between deprivation and 
contact with mental healthcare in the year after first fit 
note and no association between IAPT contact and long- 
term conditions. Mental healthcare indicators were lowest 
in people with no health conditions, no fit notes and no 
depression diagnosis. Demographic variation in access to 
mental healthcare indicators in the year after first fit note 
was similar to demographic variation in the whole popu-
lation (online supplemental table 2).

Mental healthcare indicators by diagnosis on first fit note
Among patients receiving a fit note during the study 
period, other physical health conditions at first fit note 
were the most prevalent (31%), followed by musculoskel-
etal conditions (21%) and then infection (17%) (table 2). 
Fourteen per cent of people were noted by the GP to have 
a mental health presentation at the time of their first fit 
note, the majority being common mental disorders. Fifty- 
nine per cent of patients with common mental disorder 
on the fit note were prescribed antidepressants in the 
year after first fit note, 33% had contact with IAPT and 
20% had contact with secondary mental healthcare. A 
quarter of people with common mental disorder had no 
contact with mental healthcare indicator in the year after 
first fit note.

Five per cent of fit notes were for stress, of which 25% 
were prescribed antidepressants, 22% had contact with 
IAPT and 7% had contact with secondary care. Sixty per 
cent had no mental healthcare indicator. Antidepressant 
prescriptions and IAPT contact in year after first fit note 
were highest among patients presenting with common 
mental disorder (59% and 33%). Secondary care contact 
was highest among patients with other mental health 
presentations (76%) and drug and alcohol use disorders 
(63%).

Mental healthcare indicators in the year after first fit note for 
mental health condition or stress
We found a higher prevalence of mental health conditions 
at first fit note among men, younger adults, people in the 
White British and the Mixed groups, amongst patients 
with multiple fit notes and multiple long- term conditions 
(table 3). Stress recorded at first fit note was less common 
(5% compared with 14% of fit notes for mental health), 
it was highest among women, in the Black Caribbean 
group, among people with more long- term conditions, 
and people with more fit notes.

No access to mental healthcare in the year after mental 
health on first fit note was highest among people in Black 
African and Black Caribbean groups and people with 
fewer fit notes.

https://doi.org/10.1186/1471-244X-9-51
https://dx.doi.org/10.1136/bmjopen-2020-044725
https://dx.doi.org/10.1136/bmjopen-2020-044725
https://dx.doi.org/10.1136/bmjopen-2020-044725


5Dorrington S, et al. BMJ Open 2021;11:e044725. doi:10.1136/bmjopen-2020-044725

Open access

Ta
b

le
 1

 
M

en
ta

l h
ea

lth
ca

re
 in

d
ic

at
or

s 
in

 t
he

 y
ea

r 
af

te
r 

fir
st

 fi
t 

no
te

 in
 t

he
 p

op
ul

at
io

n 
w

ho
 r

ec
ei

ve
d

 a
 fi

t 
no

te
 b

et
w

ee
n 

1 
Ja

nu
ar

y 
20

14
 a

nd
 3

0 
A

p
ril

 2
01

6

W
ho

le
 

p
o

p
ul

at
io

n
A

nt
id

ep
re

ss
an

t 
p

re
sc

ri
p

ti
o

n
(1

99
3–

20
17

)
IA

P
T

 c
o

nt
ac

t
(2

00
8–

20
17

)
S

ec
o

nd
ar

y 
m

en
ta

l h
ea

lt
hc

ar
e 

co
nt

ac
t 

(1
99

5–
20

17
)

N
o

 m
en

ta
l h

ea
lt

h 
in

d
ic

at
o

r

n (%
)

n 
(%

)
O

R
 a

d
ju

st
ed

† 
(9

5%
 C

I)
n 

(%
)

O
R

 a
d

ju
st

ed
†

(9
5%

 C
I)

n 
(%

)
O

R
 a

d
ju

st
ed

†
(9

5%
 C

I)
n 

(%
)

O
R

 a
d

ju
st

ed
†

(9
5%

 C
I)

To
ta

l
32

 2
33

62
88

 (1
9.

5)
31

79
 (9

.9
)

27
85

 (8
.6

)
23

 0
82

 (7
1.

6)

G
en

d
er

M
al

e
13

 7
79

 (4
2.

7)
25

12
 (1

8.
2)

1
11

59
 (8

.4
)

1
14

68
 (1

0.
7)

1
99

64
 (7

2.
3)

1

Fe
m

al
e

18
 4

54
 (5

7.
3)

37
76

 (2
0.

5)
1.

2 
(1

.1
 t

o 
1.

3)
*

20
20

 (1
1.

0)
1.

3 
(1

.2
 t

o 
1.

5)
*

13
17

 (7
.1

)
0.

6 
(0

.6
 t

o 
0.

7)
*

13
 1

18
 (7

1.
1)

0.
9 

(0
.9

 t
o 

1.
0)

A
ge

 g
ro

up
 

(y
ea

rs
)

16
–3

0
82

57
 (2

5.
6)

14
45

 (1
7.

5)
1

86
2 

(1
0.

4)
1

73
1 

(8
.9

)
1

60
24

 (7
3.

0)
1

31
–4

5
12

 9
41

 (4
0.

2)
25

61
 (1

9.
8)

1.
2 

(1
.1

 t
o 

1.
3)

*
13

60
 (1

0.
5)

1.
1 

(1
.0

 t
o 

1.
2)

11
94

 (9
.2

)
1.

0 
(0

.9
 t

o 
1.

2)
91

60
 (7

0.
8)

0.
9 

(0
.8

 t
o 

1.
0)

46
–6

0
11

 0
35

 (3
4.

2)
22

82
 (2

0.
7)

1.
2 

(1
.1

 t
o 

1.
3)

*
95

7 
(8

.7
)

0.
9 

(0
.8

 t
o 

1.
0)

86
0 

(7
.8

)
0.

8 
(0

.7
 t

o 
0.

9)
*

78
98

 (7
1.

6)
1.

0 
(0

.9
 t

o 
1.

1)

E
th

ni
ci

ty
W

hi
te

 B
rit

is
h

91
05

 (2
8.

3)
22

44
 (2

4.
7)

1
11

50
 (1

2.
6)

1
10

53
 (1

1.
6)

1
58

39
 (6

4.
1)

1

W
hi

te
 O

th
er

78
91

 (2
4.

5)
14

72
 (1

8.
7)

0.
7 

(0
.7

 t
o 

0.
8)

*
76

0 
(9

.6
)

0.
7 

(0
.7

 t
o 

0.
8)

*
56

7 
(7

.2
)

0.
6 

(0
.5

 t
o 

0.
7)

*
57

97
 (7

3.
5)

1.
5 

(1
.4

 t
o 

1.
7)

*

B
la

ck
 A

fr
ic

an
47

29
 (1

4.
7)

62
8 

(1
3.

3)
0.

4 
(0

.4
 t

o 
0.

5)
*

27
7 

(5
.9

)
0.

4 
(0

.4
 t

o 
0.

5)
*

25
9 

(5
.5

)
0.

4 
(0

.4
 t

o 
0.

5)
*

38
26

 (8
0.

9)
2.

6 
(2

.3
 t

o 
2.

8)
*

A
si

an
19

09
 (5

.9
)

34
0 

(1
7.

8)
0.

7 
(0

.6
 t

o 
0.

8)
*

13
3 

(7
.0

)
0.

5 
(0

.4
 t

o 
0.

8)
*

12
8 

(6
.7

)
0.

5 
(0

.4
 t

o 
0.

8)
*

14
42

 (7
5.

5)
1.

7 
(1

.4
 t

o 
2.

1)
*

B
la

ck
 C

ar
ib

b
ea

n
41

29
 (1

2.
8)

75
1 

(1
8.

2)
0.

6 
(0

.6
 t

o 
0.

7)
*

39
9 

(9
.7

)
0.

7 
(0

.6
 t

o 
0.

8)
*

35
4 

(8
.6

)
0.

7 
(0

.6
 t

o 
0.

8)
*

29
92

 (7
2.

5)
1.

6 
(1

.4
 t

o 
1.

7)
*

M
ix

ed
19

45
 (6

.0
)

39
6 

(2
0.

4)
0.

8 
(0

.7
 t

o 
0.

9)
*

21
7 

(1
1.

2)
0.

8 
(0

.7
 t

o 
1.

0)
21

2 
(1

0.
9)

0.
9 

(0
.8

 t
o 

1.
0)

13
46

 (6
9.

2)
1.

3 
(1

.2
 t

o 
1.

5)
*

O
th

er
11

04
 (3

.4
)

20
9 

(1
8.

9)
0.

7 
(0

.6
 t

o 
0.

8)
*

11
5 

(1
0.

4)
0.

8 
(0

.6
 t

o 
1.

0)
66

 (6
.0

)
0.

5 
(0

.4
 t

o 
0.

6)
*

81
8 

(7
4.

1)
1.

6 
(1

.4
 t

o 
1.

9)
*

B
la

ck
 O

th
er

14
21

 (4
.4

)
24

8 
(1

7.
5)

0.
6 

(0
.5

 t
o 

0.
7)

*
12

8 
(9

.0
)

0.
7 

(0
.6

 t
o 

0.
8)

*
14

6 
(1

0.
3)

0.
9 

(0
.7

 t
o 

1.
1)

10
22

 (7
1.

9)
1.

5 
(1

.3
 t

o 
1.

7)
*

Q
ui

nt
ile

s 
of

 
ar

ea
- 

le
ve

l 
d

ep
riv

at
io

n

1 
Lo

w
 

d
ep

riv
at

io
n

45
77

 (1
4.

2)
87

9 
(1

9.
2)

1
46

1 
(1

0.
1)

1
36

6 
(8

.0
)

1
33

32
 (7

2.
9)

1

2
54

80
 (1

7.
0)

10
36

 (1
8.

9)
1.

0 
(0

.9
 t

o 
1.

1)
56

3 
(1

0.
3)

1.
1 

(0
.9

 t
o 

1.
2)

41
6 

(7
.6

)
1.

0 
(0

.8
 t

o 
1.

1)
39

50
 (7

2.
2)

0.
9 

(0
.8

 t
o 

1.
1)

3
58

66
 (1

8.
2)

11
50

 (1
9.

6)
1.

1 
(1

.0
 t

o 
1.

2)
59

6 
(1

0.
2)

1.
1 

(0
.9

 t
o 

1.
2)

54
6 

(9
.3

)
1.

2 
(1

.0
 t

o 
1.

4)
41

71
 (7

1.
2)

0.
9 

(0
.8

 t
o 

1.
0)

4
77

04
 (2

3.
9)

15
33

 (1
9.

9)
1.

1 
(1

.0
 t

o 
1.

2)
70

8 
(9

.2
)

1.
0 

(0
.8

 t
o 

1.
1)

67
8 

(8
.8

)
1.

2 
(1

.0
 t

o 
1.

4)
54

73
 (7

1.
1)

0.
9 

(0
.8

 t
o 

1.
0)

5 
H

ig
h 

d
ep

riv
at

io
n

86
06

 (2
6.

7)
16

78
 (1

9.
5)

1.
1 

(1
.0

 t
o 

1.
2)

85
1 

(9
.9

)
1.

1 
(0

.9
 t

o 
1.

3)
74

9 
(8

.7
)

1.
2 

(1
.0

 t
o 

1.
4)

61
56

 (7
1.

6)
0.

9 
(0

.8
 t

o 
1.

0)

N
um

b
er

 o
f fi

t 
no

te
s

1–
3

18
 8

88
 (5

8.
6)

22
62

 (1
2.

0)
1

13
18

 (6
.7

)
1

95
5 

(5
.1

)
1

15
 2

95
 (8

1.
0)

1

4+
13

 3
45

 (4
1.

4)
40

26
 (3

0.
2)

3.
4 

(3
.2

 t
o 

3.
6)

*
18

61
 (1

4.
0)

2.
4 

(2
.2

 t
o 

2.
7)

*
18

70
 (1

3.
7)

3.
2 

(3
.0

 t
o 

3.
5)

*
77

87
 (5

8.
4)

0.
3 

(0
.3

 t
o 

0.
3)

*

N
um

b
er

 o
f 

LT
C

s 
(e

xc
lu

d
in

g 
m

en
ta

l 
d

is
or

d
er

s)

0
16

 4
64

 (5
1.

1)
29

84
 (1

8.
1)

1
16

44
 (1

0.
0)

1
13

32
 (8

.1
)

1
10

 5
46

 (8
4.

4)
1

1
94

56
 (2

9.
3)

19
10

 (2
0.

2)
1.

2 
(1

.1
 t

o 
1.

2)
*

95
9 

(1
0.

1)
1.

1 
(1

.0
 t

o 
1.

2)
86

2 
(9

.1
)

1.
2 

(1
.1

 t
o 

1.
4)

*
55

16
 (8

3.
4)

0.
9 

(0
.8

 t
o 

0.
9)

*

2
40

71
 (1

2.
6)

83
6 

(2
0.

5)
1.

2 
(1

.1
 t

o 
1.

3)
*

37
1 

(9
.1

)
1.

0 
(0

.9
 t

o 
1.

1)
38

3 
(9

.4
)

1.
5 

(1
.2

 t
o 

1.
7)

*
22

83
 (8

3.
2)

0.
8 

(0
.8

 t
o 

0.
9)

*

3
15

74
 (4

.9
)

37
0 

(2
3.

5)
1.

4 
(1

.2
 t

o 
1.

6)
*

14
3 

(9
.1

)
1.

1 
(0

.9
 t

o 
1.

3)
13

0 
(8

.3
)

1.
4 

(1
.1

 t
o 

2.
6)

*
86

2 
(8

1.
6)

0.
7 

(0
.6

 t
o 

0.
8)

*

4
66

8 
(2

.1
)

18
8 

(2
8.

1)
1.

8 
(1

.5
 t

o 
2.

2)
*

62
 (9

.3
)

1.
1 

(0
.8

 t
o 

1.
5)

78
 (1

1.
7)

2.
0 

(1
.6

 t
o 

2.
6)

*
30

7 
(7

4.
7)

0.
6 

(0
.5

 t
o 

0.
7)

*

D
ep

re
ss

io
n 

‡
N

o
23

 8
67

 (7
4.

1)
24

39
 (1

0.
2)

1
13

85
 (5

.8
)

1
12

19
 (5

.1
)

1
19

 6
86

 (8
2.

5)
1

Ye
s

83
66

 (2
6.

0)
38

49
 (4

6.
0)

7.
2 

(6
.6

 t
o 

8.
0)

*
17

94
 (2

1.
4)

4.
4 

(4
.0

 t
o 

4.
9)

*
15

66
 (1

8.
7)

4.
5 

(4
.0

 t
o 

5.
0)

*
33

96
 (4

0.
6)

0.
1 

(0
.1

 t
o 

0.
2)

*

*P
<

0.
05

.
†O

d
d

s 
ra

tio
 a

d
ju

st
ed

 fo
r 

ag
e,

 g
en

d
er

, e
th

ni
ci

ty
, d

ep
riv

at
io

n 
an

d
 n

on
- m

en
ta

l h
ea

lth
 lo

ng
- t

er
m

 c
on

d
iti

on
s.

‡Q
ua

lit
y 

O
ut

co
m

es
 F

ra
m

ew
or

k 
D

ep
re

ss
io

n 
re

co
rd

ed
 in

 t
he

 p
rim

ar
y 

ca
re

no
te

s.
IA

P
T,

 Im
p

ro
ve

d
 A

cc
es

s 
to

 P
sy

ch
ol

og
ic

al
 T

re
at

m
en

t;
 L

TC
s,

 lo
ng

- t
er

m
 c

on
d

iti
on

s.
;



6 Dorrington S, et al. BMJ Open 2021;11:e044725. doi:10.1136/bmjopen-2020-044725

Open access 

Ta
b

le
 2

 
M

en
ta

l h
ea

lth
ca

re
 in

d
ic

at
or

s 
in

 t
he

 y
ea

r 
af

te
r 

fir
st

 fi
t 

no
te

 in
 t

he
 p

op
ul

at
io

n 
w

ho
 r

ec
ei

ve
d

 a
 fi

t 
no

te
 b

et
w

ee
n 

1 
Ja

nu
ar

y 
20

14
 a

nd
 3

0 
A

p
ril

 2
01

6

W
ho

le
 p

o
p

ul
at

io
n

A
nt

id
ep

re
ss

an
t 

p
re

sc
ri

p
ti

o
n

(1
99

3–
20

17
)

IA
P

T
 c

o
nt

ac
t

(2
00

8–
20

17
)

S
ec

o
nd

ar
y 

m
en

ta
l h

ea
lt

hc
ar

e 
co

nt
ac

t(
19

95
–2

01
7)

N
o

 m
en

ta
l h

ea
lt

hc
ar

ei
nd

ic
at

o
r

n 
(%

)
O

R
 a

d
j†

 (9
5%

 C
I)

n 
(%

)
O

R
 a

d
j†

(9
5%

 C
I)

n 
(%

)
O

R
 a

d
j†

(9
5%

 C
I)

n 
(%

)
O

R
 a

d
j†

(9
5%

 C
I)

To
ta

l
31

 6
80

**
62

00
 (1

9.
6)

31
38

 (9
.9

)
27

85
 (8

.8
)

22
 6

60
 (7

1.
5)

P
hy

si
ca

l h
ea

lth
 o

th
er

99
16

 (3
1.

3)
14

98
 (1

5.
1)

1
69

0 
(7

.0
)

1
64

7 
(6

.5
)

1
77

21
 (7

7.
9)

1

In
fe

ct
io

n
52

26
 (1

6.
5)

56
4 

(1
0.

8)
0.

7 
(0

.6
 t

o 
0.

8)
*

31
9 

(6
.1

)
0.

8 
(0

.7
 t

o 
1.

0)
21

5 
(4

.1
)

0.
7 

(0
.6

 t
o 

0.
8)

*
43

63
 (8

3.
5)

1.
4 

(1
.3

 t
o 

1.
6)

*

In
ju

ry
16

69
 (5

.3
)

17
4 

(1
0.

4)
0.

7 
(0

.6
 t

o 
0.

9)
*

91
 (5

.5
)

0.
8 

(0
.7

 t
o 

1.
0)

50
 (3

.0
)

0.
5 

(0
.4

 t
o 

0.
7)

*
14

33
 (8

5.
9)

1.
6 

(1
.4

 t
o 

1.
9)

*

M
en

ta
l h

ea
lth

 (M
H

)
45

09
 (1

4.
0)

22
82

 (5
0.

6)
6.

2 
(5

.5
 t

o 
7.

0)
*

12
09

 (2
6.

8)
4.

9 
(4

.4
 t

o 
5.

3)
*

14
08

 (3
1.

2)
7.

0 
(6

.0
 t

o 
8.

3)
*

11
24

 (2
4.

9)
0.

1 
(0

.1
 t

o 
0.

1)
*

C
om

m
on

 m
en

ta
l d

is
or

d
er

s
33

63
 (1

0.
6)

19
86

 (5
9.

1)
8.

6 
(7

.3
 t

o 
10

.3
)*

11
02

 (3
2.

8)
6.

3 
(5

.7
 t

o 
7.

0)
*

68
4 

(2
0.

3)
3.

9 
(3

.4
 t

o 
4.

5)
*

82
4 

(2
4.

5)
0.

1 
(0

.1
 t

o 
0.

1)
*

D
ru

g 
an

d
/o

r 
al

co
ho

l m
is

us
e

49
3 

(1
.6

)
14

1 
(2

8.
6)

2.
5 

(2
.1

 t
o 

3.
1)

*
37

 (7
.5

)
1.

2 
(0

.8
 t

o 
1.

7)
31

0 
(6

2.
9)

25
.6

 (1
9.

2 
to

 3
4.

2)
*

13
0 

(2
6.

4)
0.

1 
(0

.1
 t

o 
0.

1)
*

M
en

ta
l h

ea
lth

 o
th

er
¶

29
5 

(0
.9

)
41

 (1
3.

9)
1.

0 
(0

.7
 t

o 
1.

4)
11

 (3
.7

)
0.

6 
(0

.3
 t

o 
1.

1)
22

3 
(7

5.
6)

51
.3

 (3
7.

8 
to

 6
9.

7)
*

63
 (2

1.
4)

0.
1 

(0
.1

 t
o 

0.
1)

*

S
ev

er
e 

m
en

ta
l i

lln
es

s
14

3 
(0

.5
)

43
 (3

0.
1)

2.
6 

(1
.8

 t
o 

3.
9)

*
26

 (1
8.

2)
3.

0 
(1

.6
 t

o 
5.

8)
*

68
 (4

7.
6)

14
.6

 (9
.1

 t
o 

23
.4

)*
44

 (3
0.

8)
0.

1 
(0

.1
 t

o 
0.

2)
*

M
en

ta
l h

ea
lth

 t
re

at
m

en
t 

‡
21

5 
(0

.7
)

71
 (3

3.
0)

2.
8 

(2
.1

 t
o 

3.
8)

*
33

 (1
5.

4)
2.

3 
(1

.7
 t

o 
3.

2)
*

12
2 

(5
6.

7)
18

.4
 (1

4.
0 

to
 2

4.
1)

*
61

 (2
8.

4)
0.

1 
(0

.1
 t

o 
0.

2)
*

S
tr

es
s

14
50

 (4
.6

)
34

6 
(2

3.
9)

1.
9 

(1
.5

 t
o 

2.
3)

*
28

8 
(1

9.
9)

3.
2 

(2
.5

 t
o 

4.
0)

*
96

 (6
.6

)
1.

2 
(0

.9
 t

o 
1.

5)
90

4 
(6

2.
3)

0.
4 

(0
.4

 t
o 

0.
5)

*

M
us

cu
lo

sk
el

et
al

66
28

 (2
0.

9)
10

76
 (1

6.
2)

1.
2 

(1
.0

 t
o 

1.
3)

36
8 

(5
.6

)
0.

8 
(0

.7
 t

o 
0.

9)
22

6 
(3

.4
)

0.
6 

(0
.5

 t
o 

0.
7)

*
52

69
 (7

9.
5)

1.
0 

(1
.0

 t
o 

1.
1)

O
b

st
et

ric
10

32
 (3

.3
)

47
 (4

.6
)

0.
3 

(0
.2

 t
o 

0.
4)

*
49

 (4
.8

)
0.

6 
(0

.4
 t

o 
0.

8)
55

 (5
.3

)
1.

1 
(0

.8
 t

o 
1.

6)
91

3 
(8

8.
5)

2.
1 

(1
.7

 t
o 

2.
7)

*

O
th

er
**

34
9 

(1
.1

)
69

 (1
9.

8)
1.

4 
(1

.1
 t

o 
1.

8)
*

33
 (9

.5
)

1.
4 

(1
.0

 t
o 

1.
9)

38
 (1

0.
9)

1.
9 

(1
.4

 t
o 

2.
5)

*
24

7 
(7

0.
8)

0.
7 

(0
.6

 t
o 

0.
8)

*

M
aj

or
 s

ur
ge

ry
31

3 
(1

.0
)

29
 (9

.3
)

0.
5 

(0
.4

 t
o 

0.
8)

*
22

 (7
.0

)
1.

0 
(0

.6
 t

o 
1.

6)
5 

(1
.6

)
0.

2 
(0

.1
 t

o 
0.

5)
27

1 
(8

6.
6)

2.
0 

(1
.5

 t
o 

2.
6)

*

M
in

or
 s

ur
ge

ry
18

0 
(0

.6
)

20
 (1

1.
1)

0.
7 

(0
.5

 t
o 

1.
2)

10
 (5

.6
)

0.
8 

(0
.4

 t
o 

1.
6)

2 
(1

.1
)

0.
2 

(0
.0

 t
o 

0.
8)

15
3 

(8
5.

0)
1.

5 
(1

.0
 t

o 
2.

3)

Fa
tig

ue
40

8 
(1

.3
)

95
 (2

3.
3)

1.
8 

(1
.4

 t
o 

2.
3)

*
59

 (1
4.

5)
2.

1 
(1

.5
 t

o 
3.

0)
*

44
 (1

0.
8)

2.
0 

(1
.4

 t
o 

2.
9)

*
26

2 
(6

4.
2)

0.
5 

(0
.4

 t
o 

0.
6)

*

*P
<

0.
05

.
†A

d
ju

st
ed

 fo
r 

ge
nd

er
, a

ge
, e

th
ni

ci
ty

, d
ep

riv
at

io
n 

an
d

 c
lu

st
er

ed
 b

y 
p

ra
ct

ic
e.

‡M
H

 t
re

at
m

en
t=

re
co

m
m

en
d

at
io

ns
 m

ad
e 

b
y 

th
e 

G
P,

 w
ith

ou
t 

re
fe

re
nc

e 
to

 t
he

 s
p

ec
ifi

c 
m

en
ta

l h
ea

lth
 c

on
d

iti
on

s.
¶

M
H

 o
th

er
=

co
nt

ai
ns

 c
on

d
iti

on
s 

th
at

 d
id

 n
ot

 fi
t 

in
to

 o
th

er
 c

at
eg

or
ie

s,
 in

cl
ud

in
g 

se
lf-

 ha
rm

 a
nd

 d
ev

el
op

m
en

ta
l d

is
or

d
er

s.
**

O
th

er
=

in
cl

ud
es

 e
ve

ry
th

in
g 

th
at

 d
oe

s 
no

t 
fa

ll 
in

to
 t

he
 c

at
eg

or
ie

s 
he

re
.

††
A

d
m

in
is

tr
at

iv
e 

co
d

es
 w

er
e 

fo
un

d
 in

 5
53

 fi
t 

no
te

 a
p

p
oi

nt
m

en
ts

 w
ith

 n
o 

co
nd

iti
on

 in
fo

rm
at

io
n,

 t
he

se
 h

av
e 

b
ee

n 
ex

cl
ud

ed
 fr

om
 t

he
 t

ab
le

, t
ot

al
 n

um
b

er
 w

ith
 c

on
d

iti
on

 a
t 

fir
st

 fi
t 

no
te

 (3
2 

23
3 

- 
55

3)
 =

 3
1 

68
0.

G
P,

 g
en

er
al

 p
ra

ct
iti

on
er

; I
A

P
T,

 Im
p

ro
ve

d
 A

cc
es

s 
to

 P
sy

ch
ol

og
ic

al
 T

re
at

m
en

t.



7Dorrington S, et al. BMJ Open 2021;11:e044725. doi:10.1136/bmjopen-2020-044725

Open access

DISCUSSION
Our data suggest that around 72% of people who have 
a mental disorder recognised by the GP at the point of 
first fit note have a mental healthcare indicator in the 
year after first fit note. Not surprisingly, people receiving 
fit notes where the consultation focused on a physical 
disorder reported a much lower likelihood of receiving 
mental health interventions or care in the next year. In 
people where the GP had recognised stress in some form 
or other, the majority received no specific mental health 
intervention.

Our findings suggest that people with mental disor-
ders, when recognised by the GP, usually do receive some 
form of mental health intervention following receipt of fit 

notes. It is possible (with some caveats discussed further) 
that these numbers could be improved, but the coverage 
is higher than we were expecting based on previous liter-
ature.31–33 Evidence suggests that in people receiving 
fit notes for a physical disorder, particularly chronic or 
recurrent conditions like musculoskeletal disorders, there 
is a high level of comorbidity with mental disorders that 
is frequently unrecognised.34–36 Certain physical health 
conditions known to have high levels of comorbidity with 
mental disorders, for example, musculoskeletal disorders 
and stress- related reasons for sickness absence, could 
routinely be the focus of a mental health assessment, and 
where appropriate, mental health intervention at the 
point of fit note.

Table 3 Mental healthcare indicators in the year after first fit note for mental health condition or stress

Mental health Stress

No mental 
healthcare 
indicator year after 
FFN for mental 
health, n (%)

No mental healthcare 
indicator year after FFN 
for mental health, OR 
(95 CI)*

No mental 
healthcare 
indicator year after 
FFN for stress, n 
(%)

No mental 
healthcare 
indicator year 
after FFN for 
stress, OR (95 CI)*

Total 1124 (24.9) 904 (62.3)

Gender Male 563 (25.5) 1 314 (62.1) 1

Female 561 (24.3) 0.9 (0.8 to 1.1) 590 (62.5) 1.0 (0.8 to 1.3)

Age group (years) 16–30 303 (23.7) 1 219 (62.9) 1

31–45 436 (22.9) 1.0 (0.8 to 1.1) 397 (61.7) 1.0 (0.7 to 1.5)

46–60 385 (29.0) 1.3 (1.0 to 1.8) 288 (62.9) 1.2 (0.5 to 2.6)

Ethnicity White British 409 (22.3) 1 261 (57.7) 1

White Other 250 (25.2) 1.2 (1.0 to 1.4) 176 (60.9) 1.1 (0.8 to 1.5)

Black African 124 (31.3) 1.6 (1.2 to 2.1)* 125 (71.4) 1.9 (1.3 to 2.7)*

Asian 56 (26.5) 1.3 (0.9 to 1.7) 46 (59.0) 1.0 (0.6 to 1.6)

Black Caribbean 133 (28.2) 1.4 (1.1 to 1.8)* 164 (65.9) 1.5 (1.0 to 2.0)

Mixed 81 (26.4) 1.3 (0.9 to 1.8) 63 (62.4) 1.3 (0.8 to 2.0)

Other 24 (22.2) 1.0 (0.6 to 1.6) 18 (51.4) 0.9 (0.4 to 1.8)

Black Other 47 (23.9) 1.0 (0.8 to 1.5) 51 (71.8) 1.8 (1.0 to 3.2)

Quintiles of area- 
level deprivation

1 Low deprivation 184 (28.0) 1 151 (64.0) 1

2 217 (27.4) 1.0 (0.7 to 1.3) 135 (64.3) 1.1 (0.8 to 1.7)

3 216 (23.5) 0.8 (0.6 to 1.0) 174 (61.5) 0.8 (0.6 to 1.2)

4 256 (24.3) 0.7 (0.6 to 0.9)* 220 (61.1) 0.9 (0.6 to 1.2)

5 High deprivation 251 (23.0) 0.8 (0.6 to 1.1) 224 (62.1) 0.9 (0.6 to 1.3)

Number of fit notes 1–3 654 (32.1) 1 616 (73.1) 1

4+ 470 (19.0) 0.5 (0.4 to 0.5) 288 (47.5) 0.3 (0.2 to 0.4)

Number of LTCs 
(excluding mental 
disorders)

0 625 (24.9) 1 494 (63.1) 1

1 324 (24.2) 0.9 (0.8 to 1.1) 278 (63.5) 1.0 (0.8 to 1.2)

2 123 (26.7) 1.0 (0.8 to 1.3) 95 (60.9) 0.8 (0.6 to 1.2)

3 37 (24.2) 0.8 (0.6 to 1.3) 26 (51.0) 0.6 (0.3 to 1.0)

4 15 (27.8) 1.0 (0.5 to 1.8) 11 (52.4) 0.5 (0.2 to 1.3)

Depression 
diagnosis

No 661 (37.1) 1 762 (71.2) 1

Yes 463 (17.0) 0.3 (0.3 to 0.4)* 142 (37.4) 0.2 (0.2 to 0.3)*

*Odds ratio mutually controlled for gender, age, ethnicity, deprivation and clustered by practice.
FFN, first fit note; LTC, long- term condition.
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An important caveat is that our indicators of mental 
health intervention are crude. We chose the three 
indicators (antidepressant prescription, IAPT contact 
and secondary care contact) because they are readily 
measured and common; however, they do not describe 
the breadth of interventions available, and it would 
be misleading to suggest that an individual who does 
not receive any of these interventions necessarily is not 
receiving any form of mental healthcare; therefore, 
our estimates of treatment are likely to be an under-
estimate. Medications for severe mental illness are 
typically initiated in secondary care and the number 
of people who do not have secondary care contact 
who get a prescription from primary care is likely to 
be small; however, this could usefully be explored in 
follow- up studies.

Furthermore, we do not know whether the treat-
ments received were necessarily appropriate. While 
there is concern that people with mental disorders do 
not receive adequate treatment with interventions that 
could be beneficial,37–39 there is also concern that anti-
depressants are too widely prescribed,40 41 and we do 
not know from the data shown here, whether the anti-
depressant prescription was appropriate and of suffi-
cient duration.

Another important issue our data have uncovered 
is differential access to mental health interventions 
and care for different demographic groups. Having 
no mental healthcare indicator after first fit note for 
a mental health condition was most common among 
people in the Black African and Black Caribbean 
groups (table 3). Differences in access to mental health-
care by ethnicity have been described in the UK; ethnic 
minority groups are less likely to access appropriate 
treatment.29 42 43 People from Black ethnic groups in 
London have been found to be less likely to be diag-
nosed with depression in primary care.27 44 Compared 
with White British and other ethnic groups, Black 
Caribbean and Black African groups are more often 
referred to secondary care when recognised to have a 
mental health problem by their GP, rather than being 
treated in primary care, and are more likely to expe-
rience coercive pathways into mental healthcare.29 43 
Structural inequalities lead to delays in the identifica-
tion and treatment of mental health problems.43 Diffi-
culty accessing healthcare is likely to be compounded 
by insecure and inflexible employment; working- age 
adults from black ethnic groups are twice as likely to be 
in insecure jobs as White peers and have less access to 
sick pay.45

Population level data about workplace environments 
suggests those most at risk of long- term health condi-
tions are least likely to receive occupational health 
support.46 Intersectional approaches and studies 
including information on employment type are needed 
in future health service use research to examine and 
improve the mental healthcare trajectories of working 
age adults.44 47–49 .

Limitations
While our use of complete population data at an indi-
vidual level (rather than aggregated) improves on 
previous work in this field, there are inevitable limita-
tions in using routine data, such as completeness of 
data registration. We focused on a single geographical 
area for which we had GP data. This had the advan-
tage of providing information on virtually all individ-
uals seeking help within that population but cannot be 
assumed to be representative of other UK populations, 
and our findings should be tested in other areas. We 
were unable to explore contextual factors such as the 
nature of employment, educational level or benefit 
information, making it impossible to ascertain whether 
fit notes were issued for individuals in work as opposed 
to those already out of work who were applying for 
health benefits, and we were limited to using area level 
deprivation scores. We could not determine the propor-
tion of people who did not receive a fit note despite 
being ill, either due to relaxed work policies or because 
they feel unable to take time off work. Furthermore, 
long- term health conditions were assessed using QOF, 
which provides incomplete diagnostic information. Our 
mental health indicators were limited to antidepres-
sants, IAPT and secondary care contact, and therefore, 
our estimates of treatment are likely to be an under-
estimate. We were unable to access information on 
the reason for sickness certification written on the fit 
note because free- text data extraction is not permitted 
from anonymised primary care datasets. The study 
population are registered at a Lambeth practice so it is 
unlikely that they are receiving mental health primary 
care treatment out of area, although we cannot rule this 
out. Further studies are needed to explore the length 
of contact with mental healthcare, treatment adherence 
and clinical outcomes.

Summary
Our findings suggest that people with mental disor-
ders, when recognised by the GP, usually do get some 
form of mental health intervention following receipt of 
fit notes;however, Black African and Black Caribbean 
groups have less complete access to mental healthcare 
in the year after a fit note for a mental health condition, 
compared to the White British group. Further research 
is needed to examine whether the fit note increases 
access to care in groups at highest risk of LTSA and to 
reduce the barriers that prevent equal access to mental 
healthcare at first fit note.
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