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Background 
Launched as a year-long pilot in June 2019 in five mental health wards in Stobhill hospital, 
the Financial Inclusion and Mental Health (FIMH) project aims to eliminate barriers to 
discharging patients and prevent readmission.  It provides providing holistic support which 
addresses the wider issues which patients face and which have a negative impact on their 
mental health and wellbeing.   
 
The project is delivered with multi-agency collaboration involving: 

 Patient Affairs, an in-house service which supports in-patients with benefits 
applications 

 GEMAP Scotland Ltd, a third sector organization providing a specialised financial 
advice service which supports patients with multiple and complex financial issues pre 
and post discharge 

 Support and Information Services, (SIS) a hospital based NHS GGC service which 
provides information for patients and carers on a range of issues. 

 
Glasgow City Health and Social Care Partnership - Health Improvement commissioned an 
evaluation of the project.  The evaluation reviewed project activity between June 2019 and 
March 2020 and combined engagement with the project partners, operational and frontline 
staff and patients and a review of published literature.   
 

Findings 
 
 
 
 
 
 
 

 
 
 

 
The patients referred to the project were highly vulnerable, living in poverty and with 
multiple and complex issues affecting both their finances and their wider quality of life.  The 
proportion of patients with incomes less than £15,000 was twice that of patients referred to 
the Glasgow City Financial Inclusion Service. 
 
The level of inequality and vulnerability amongst the patients is not surprising given that the 
population in North East Glasgow is almost twice as likely to be income deprived and almost 
two-thirds more likely to be employment deprived than the Scottish average.  The area also 
has an increasing number of homeless assessments, contrary to the national picture and 1 in 
5 households are suffering from fuel poverty. In addition to this, admissions to mental 
health hospitals in North East Glasgow is 45% above the national average. 
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Benefits 
Given the level of deprivation and the level of income poverty experienced by the people 
referred, it is not surprising that patients have gained financially from the project.  The data 
from GEMAP alone suggested that the total amount of debt managed through GEMAP's 

intervention was £168,585.70 and patients gained a total of £153,653.15 additional 

monies.  Levels of benefit could be considerable, one patient alone benefitted by over 
£30,000 as a result of the support provided.  The extent of financial benefits would be 

much higher had this data from Patient Affairs been available. 
 

What worked 
 
The delivery model 
One of the key successes has been the innovative partnership working approach delivering 
the service.  The complexity of the issues affecting patients meant that intensive support 
was needed to address these issues both when patients were in-hospital and post discharge.  
The involvement of GEMAP, a specialist financial advice and debt management service 
enabled patients to receive consistent and on-going support across a range of issues 
including financial, housing and homelessness.   
 
Blending assistance from the Support and Information Service enabled patients to receive 
help for wider issues to help support and maintain their discharge, including facilitating 
access to local foodbanks and providing credit for utility meters to ensure patients have 
heat and light.  
 
Patient Affairs provided less specialist support, but had a high level of referrals due to their 
availability from Monday to Friday.  They were triaging patients and referring them on to 
the most appropriate partner to conduct a more detailed assessment of their needs.  The 
triage process is now part of the weekly huddle which has provided a clearer referral 
pathway and a more distinguishable role amongst the partners.  This has also been 
complimented by the involvement of the Discharge Co-ordinator, enabling early 
identification of vulnerable patients and barriers to discharge. 
 
The partnership approach was planned to be further extended with the involvement of 
Home Energy Scotland (HES) and the Scottish Social Security Agency (SSSA). The restrictions 
from Covid 19 prevent HES attending the huddle.  SSSA are expected to join the partnership 
team from September 2020 in line with the devolvement of some benefits to Scotland. 
 
The commitment from the Department for Work and Pensions 
Despite the huge increase in demand in benefits applications amongst the general public, 
the DWP committed one dedicated representative to attend the weekly huddles.  The direct 
involvement of the DWP in the team meant that issues which were preventing discharge 
were highlighted and escalated both locally and nationally, resulting in major and 
meaningful changes to the applications and decision making processes for mental health 
patients, including the use of hospital certification for patient identification, habitual 
residency testing and work arounds for patients unable to access the internet or use the 
online application process. 
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Partner information sharing 
A weekly huddle is held with representatives from Patient Affairs, GEMAP, SIS, the DWP and 
the Stobhill Discharge Co-ordinator.  In addition to triaging patients, it offers partners the 
opportunity to share learning and experiences and provides an early warning indicator for 
issues which may delay patient discharge. 
 
Ward visits 
Another key factor in the success of the project was the willingness of partners to visit the 
wards in person and speak with patients in order to secure the depth of information 
required to provide the necessary assistance.  Difficulties with patients' fluctuating mental 
health meant that partners had to build trust with patients for them to open up about their 
financial concerns and often had to make multiple visits to obtain the information needed. 
 

What was learned 
 
There is considerable evidence indicating a link between mental health and poverty.  It 
suggests not only linkages between being in poverty and becoming mentally ill but also a 
link between some mental health conditions and an inability to manage finances.  Evidence 
suggested that people in debt were three times more likely to have mental health disorders. 
 
The issues faced by the patients referred to the project featured heavily in the literature 
review.  Like the Stobhill patients, studies found that mental health patients have multiple 
financial concerns and also other difficulties related to their life which were further 
impacting on their mental health state, including housing problems, employment issues, 
difficulties with benefits and debt arrears.  These multiple causes for concern were also 
reflected in the patient assessments conducted by the FIMH partners. 
 
The evaluation also highlighted issues with: 

 Time allocation.  Difficulties arising from engaging with patients with  a fluctuating 
mental health state and the complexity of their issues meant that assessments took 
considerably longer than anticipated 

 Staff understanding of the referral pathway and of the level of patient need 
 Data capture and reporting.  Partners each record their own activity, using their 

existing organisational reporting methods.  As a result of this, the extent of data 
captured and reported on by partners varied considerably, resulting in some data 
gaps   

 The foodbank vouchers: whilst a key requirement for patients, issues with 
accessibility to foodbanks arose. 

 

Recommendations 
 
The feedback from patients, staff and partners suggest that the project has been beneficial 
in helping patients address not only financial concerns but other issues which impact on 
their ability to sustain their discharge from hospital.  Based on the literature review and 
participant feedback in this evaluation, the following recommendations are made: 
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1. The partnership approach contains a specialist finance service.  Given the very low 
income levels of the patients referred and the considerable evidence of linkages 
between deprivation, financial concerns and mental ill-health, it is important that the 
project provides a mix of services which can support people across a wide range of 
issues.  The intensive knowledge and skills of a specialist financial agency would be 
difficult to replicate in house without incurring considerable additional costs in terms 
of increasing the workforce to meet demand and providing the staff learning and 
development for NHS staff that would be needed to deliver the intensive support 
provided both in-hospital and in the community. 

2. The support provided, whilst initiated in hospital, needs to continue on into the 
community in order to ensure claims which take longer to resolve are addressed and 
other wider life issues are addressed.  It is essential that the support package 
includes community based follow up for financial and debt management and the 
provision of a holistic support service, such as SIS. 

3. The implementation plan should contain a regular meeting (huddle) which all 
partners attend as this was essential in discussing patient progress and addressing 
any barriers to discharge arising from delays in processing benefit claims.  

4. The Department for Work and Pensions needs to be included in the operational team 
on an ongoing basis.  They have played a vital role in overcoming system issues which 
have previously delayed or prevented patient benefit claims being progressed.  Their 
regular attendance at the weekly huddle has meant that problems have been 
highlighted and addressed quickly. 

5. Greater time needs to be allocated for partners to conduct a full assessment of 
patient needs and provide effective post discharge follow up.    

6. There needs to be a service specific data capture and reporting process which is 
consistent across all partners and a unified approach to data recording.  

7. The referral pathway needs to be clearly set out for both staff and patients and to 
ensure its suitability for staff and patients, it would be beneficial if patients and staff 
could be involved in its development. 

8. Staff training to raise awareness of the project and how to refer people to it should 
be provided on a regular basis to ensure that it becomes standard practice across all 
wards.  It would be beneficial to include information in ward staff training on the link 
between mental health and deprivation and on the extent of local deprivation. 

9. Given the extent of food poverty amongst the patients, it would be beneficial if the 
food parcel service, available elsewhere in the Health Board, was extended to include 
Stobhill patients. 

 
The evidence gathered has highlighted the level of inequality experienced by many patients 
admitted to the mental health wards in the hospital.  The level of financial benefit arising 
from the support provided has been considerable, amongst a patient population who are in 
extreme levels of poverty.  The outcomes from the project are not only related to increasing 
income but also are addressing homelessness and food and fuel poverty, thereby tackling 
factors which prevent discharge and which contribute to patient readmission. 
 
Given the levels of deprivation within the NHS GGC Health Board area and the clear link 
between deprivation and mental ill-health, it would be beneficial if the financial inclusion 
support provided by this project were extended to other hospitals across the Board. 


