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Abstract

Background: Mental health problems experienced by older adults (60+ years of age)

may remain hidden due to individual and system‐level barriers. Opportunities to

support early identification and management are therefore crucial. The National

Health Service recommends wider public services that are embedded within local

communities, but are not traditionally part of the healthcare landscape (i.e.,

‘nontraditional’), could facilitate engagement with healthcare by members of the

public. Evidence for interventions involving Fire and Rescue, Police, Library services

and postal workers, as nontraditional providers of mental health services, has not

been synthesized previously. This review aims to understand how, why and in what

contexts mental health interventions delivered by these nontraditional providers, to

older adults, work.

Methods: A realist review of interventions to identify and/or manage mental health

problems (depression with or without anxiety) experienced by older adults.

Systematic, cluster and iterative literature searches were conducted. Intervention

evidence was appraised for rigour and explanatory relevance and then coded to

inform context‐mechanism‐outcome configurations (CMOCs). A public advisory

group supported our initial evidence search strategy and definition of key terms. This

review is registered with PROSPERO (CRD42020212498).

Results: Systematic searches revealed a dearth of evidence reporting mental health

interventions delivered by nontraditional providers. Our scope was adjusted to

consider interventions delivered by Fire and Police services only and for wider health

and wellbeing concerns (e.g., dementia, falls prevention, mental health crises). Forty‐

three pieces of evidence were synthesized. Key themes included: legitimizing

expanded roles, focusing on risk, intervention flexibility and organization integration;
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further subthemes are described. Themes map onto CMOCs and inform a

preliminary programme theory. Findings were transposed to mental health contexts.

Conclusions: Findings highlight challenges and opportunities for Fire and Police

services, as nontraditional providers, to deliver interventions that identify and/or

manage mental health problems among older adults. Our programme theory explains

what could work, how, for whom and also by whom (i.e., which public services).

Further empirical evidence is needed to test interventions, understand acceptability

and inform implementation.

Patient or Public Contribution: A public advisory group comprising older adults with

lived experience of mental health problems and informal caregivers contributed to

the original application, reviewed the scope and informed the approach to

dissemination.

K E YWORD S

extended roles, mental health, older people, programme theory, public services, realist
synthesis

1 | BACKGROUND

Mental ill‐health is a leading cause of disability worldwide.1,2

One in four older adults experience symptoms of mental ill‐health

with multiple forms of loss identified as key contributing factors,

including a decline in or loss of social connections, role, identity,

physical health and cognitive capacity.3‐6 The COVID‐19 pandemic

has exacerbated many of these factors for older adults with

multimorbidity.7 However, fewer than one in six older adults consult

a healthcare professional about their symptoms.3 Barriers to help‐

seeking are reported, including stigma, lack of mental health

awareness and unwillingness to disclose symptoms, which may

represent mental ill‐health.8 Older adults continue to be under-

represented in terms of engagement with Improving Access to

Psychological Therapies (IAPTs), as evidenced by lower rates of

referral and access to treatment.9 In 2014/2015, only 7% of people

completing treatment provided by IAPT were 65 years and

above.10,11 Inequalities linked to deprivation and rurality may also

restrict access to mental health services by older adults.12 Without

adequate management, mental ill‐health can negatively impact

morbidity and mortality.13

To improve access to care, National Health Service (NHS)

England encourages wider public services to ‘break out’ from their

perceived boundaries.14,15 This shift is reflected in local government

policy discourse, as evidenced by the ‘Health in All Policies’

approach.16 Fire and Rescue, Police and Library services have been

identified as key health assets on the basis of their existing points of

contact with members of the public out in the community, as

evidenced by key consensus statements.17,18 In relation to mental

health, NHS policy focuses on early detection of problems—‘Five

Year Forward View for Mental Health’19—and supports the emer-

gence of such ‘nontraditional’ providers of community‐based

healthcare (i.e., public services and individuals not traditionally

viewed as part of the healthcare landscape)—‘NHS LongTerm Plan’.20

Evidence suggests that task‐shifting in the context of mental

health diagnosis, assessment and treatment by nonspecialists can be

effective in strengthening mental healthcare systems.21 Evidence for

nonspecialist roles in mental health has been synthesized in a variety

of different contexts, including: community pharmacy regarding the

management of depression in adults,22 mental health medication

support23 and depression screening24; lay health workers delivering

psychological interventions in high income,25 low‐ and middle‐

income countries21; and social prescribing in primary care.26,27

However, evidence for interventions that target older adults is

limited and potential providers, such as Fire and Rescue, Police,

Library and Postal services, have been largely overlooked despite the

opportunity for contact with older adults these services may offer as

health assets.

Fire and Rescue services operating in some English regions have

delivered public health interventions (e.g., smoking cessation, flu

vaccinations, falls prevention) and it is widely recognized that mental

health problems are a risk factor for fire‐related accidents and

fatalities.28 Fire and Rescue Services with community fire prevention

roles are likely to come into contact with vulnerable members of the

public at higher risk of mental health problems, such as older adults

with long‐term health conditions8—as such, mental health could be

an important factor in supporting the targeting of fire prevention

operations. Police forces in England have trialled mental health triage

interventions, as officers are often first‐on‐the‐scene to public

incidents involving mental health problems; however, a rapid

synthesis indicates methodological weaknesses.29 Postal workers

have also led initiatives to prevent and/or reduce loneliness; trials in

the United Kingdom are reported as part of the Royal Mail's ‘feet on

the street’ campaign.30 The evidence base for these types of
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nontraditional providers to identify and/or manage mental health

problems is currently unclear.

This paper reports a realist review to synthesize this evidence

and establish a theoretical framework to ascertain how, for whom

and in what circumstances, interventions to identify and/or manage

depression delivered by nontraditional providers in the public sector,

to older adults, work. To understand the phenomenon, the review

aimed to:

1. Describe current empirical evidence for interventions that identify

and/or manage depression (with or without anxiety) delivered by

nontraditional providers (including Fire and Rescue Service, Police,

Library services and postal workers) to older people (60+ years) in

noninstitutional settings.

2. Develop an understanding of the mechanisms at work (i.e.,

interactions, relationships, identities, values) between these

nontraditional providers, receivers and traditional health service

providers

2 | METHODS

2.1 | Rationale

Realist reviews are theory‐driven and interpretive with the purpose

of identifying and articulating the underpinning mechanisms that

explain how, why and when an intervention(s) works.31,32 Realist

theories commonly utilize the heuristic device of context‐

mechanism‐outcome configurations (CMOCs), or similar, to describe

how certain social contexts and causal mechanisms (i.e., how an

individual may respond to an offer of a resource or aspect of an

intervention) generate particular outcomes.33,34 A realist review was

considered the most appropriate approach for this evidence

synthesis, as the interventions were anticipated to be complex and

informed by evidence that a traditional systematic review would

exclude on methodological grounds.

This review was guided by the five key stages outlined by

Pawson34: (i) clarification of scope, (ii) searching for evidence, (iii)

selection, appraisal and data extraction of documents, (iv) evidence

synthesis and conclusions and (v) dissemination, implementation and

evaluation. Four key assumptions informed the approach to this

review: accepting that information is fragmented; recognizing that

large amounts of data are required to theory test; acknowledging that

theory testing is unpredictable, unstable and uncertain; and accepting

that data collection is iterative.35 Evidence from a wide range of

documentary sources (including peer‐review journals, grey literature,

policy documents) and expert opinion were considered.36

The Realist And Meta‐narrative Evidence Syntheses: Evolving

Standards publication standards were followed.37 Table 1 provides

definitions of key terms to support reading of our approach and

comparison.

2.2 | Clarification of scope and changes from the
original protocol

An a priori protocol was developed and registered with the

International prospective register of systematic reviews (PROSPERO,

CRD42020212498).

An exploratory background search was conducted in five

bibliographic electronic databases, National Institute for Health and

Care Excellence Evidence search, GoogleScholar (via Publish or

TABLE 1 Glossary of realist review terms

Context Aspects of the physical and social environment that are relevant to explanatory statements about why, how and for whom a
programme works (e.g., demographics, legislation, cultural norms, historical events, current events, economic conditions,

geography). Contextual factors could involve elements at any level micro‐, meso‐ and/or macrolevel.

Mechanism Taken to include two connected elements, resources and responses, in the delivery and receipt of an intervention:

(1) Resources—These may include: information, advice, trust, engagement and motivation but not necessarily material
resources but also opportunities to do X, Y or Z.

(2) Responses—The cognitive and/or emotional way that people reason or respond to resources (e.g., the offer of Resource A
enables receivers to…)

Outcomes Intended or unintended impacts of the context‐mechanism relationship, that is, what was the result? Types of outcomes
include: health outcomes, services‐oriented outcomes, uptake outcomes and sustainability outcomes. Outcomes are
often measurable (e.g., primary and secondary trial outcomes) but qualitative outcomes that offer ontological depth are
included.

Program theory This is a hypothesis about a specific programme and how it may work, for example, how resources are expected to trigger
specific responses and outcomes in specific contexts. Theoretical statements help to describe the logic of a programme
and will use the ‘If… Then… Because…’ framework.

Middle range theory Theory at this level provides a broad level explanation of social phenomena that moves beyond individual accounts of
behaviour and experience (i.e., of those ‘on the ground’). A middle‐range theory maintains a connection with empirical
data and considers one or a small number of concepts (e.g., Normalization ProcessTheory). As opposed to grand theories,
which offer a higher level of abstraction (e.g., Feminist Theory).30
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Perish) and two organizational websites (Gov.uk, Her Majesty's

Inspectorate of Constabulary and Fire & Rescue Services) on 1 July

2020 (refer to Supporting Information: File S1 for search strategy

Appendix S1A,B). Three further organizational websites were also

searched (Public Health Scotland, Scotland Police, Scottish Fire and

Rescue Service) on 25 August 2020. In addition, 12 previously

identified publications were also considered. All study and document

types (published and unpublished/grey literature) were considered,

irrespective of date, however, only English‐language items were

included.

Changes were made from the original protocol, based on the

initial background search. The search highlighted a paucity of

interventions focused specifically on depression, or more broadly

on mental health, in older adults delivered by nontraditional

providers. Furthermore, where other health‐related interventions

for older adults were identified these predominantly involved either

the police and/or fire service. Consequently, the review's scope was

(i) broadened to include other health conditions or health‐related

risks associated with older adults, which were perceived as

potentially stigmatizing, that is, dementia, accidental falls, frailty

and vulnerability, and (ii) narrowed to focus specifically on fire and

police services. The geographical scope also changed. The initial

scope had been to consider evidence from the United Kingdom and

other countries that shared similar healthcare contexts, for example,

Western Europe, Australia, New Zealand and Canada. However, early

searches identified prominent evidence from the United States, this

evidence was included based on similarities at a nontraditional service

level (e.g., regional fire services or departments with emergency

response and community outreach roles).

2.3 | Patient and public involvement

A patient and public advisory group was convened with older adults

(60 years and above), and/or informal caregivers for older adults, with

lived experience of a mental health problem. The group attended an

online meeting at the start of the review to share views on the design

and scope. To enable inclusion and engagement, a role‐play scenario

was used to facilitate discussion of an otherwise complex review, and

to inform literature searching and the development of initial

programme theory statements. The role‐play activity centred upon

a hypothetical situation involving an individual in a uniform that

knocks at the door; this proceeded to the uniformed person

identifying him/herself, asking to enter the home, explaining the

main purpose of their visit (linked to the traditional role), then

introducing mental health‐related topics (i.e., untraditional role).

Advisory group members were asked to share their views on what

they would do next and why; this helped to elicit initial ideas on

mechanisms at each stage of the hypothetical interaction. Advisory

group members identified key barriers and facilitators to engage-

ment, such as prior awareness about the interaction, the limits and

boundaries of trust, fear of crime, importance of language about

mental health, potential for stigma (e.g., being identified as

‘vulnerable’), potential for domestic violence (e.g., being unable

to talk openly) and threat to independence (i.e., inviting unwanted

help at home). The group agreed with the scope and inclusion of

broader health and wellbeing topics and their relevance in relation

to stigma.

2.4 | Eligibility

Sources of evidence were considered eligible for inclusion if they

addressed interventions delivered by the police or fire services alone

or in collaboration with partner agencies (e.g., primary care, public

health, local authority or voluntary sector services) and targeted the

identification and/or management of mental ill health (i.e., depres-

sion, low mood, distress, and anxiety), dementia, accidental falls,

vulnerability or frailty, in older adults (≥60 years) living independently.

If relevant, studies that included any comparator intervention or

population were included. Severe mental illness (e.g., schizophrenia,

bipolar disorder, psychosis) was beyond the scope of this review and

therefore excluded. Also excluded were studies that focused on older

adults in residential‐ or nursing‐care homes, or receiving inpatient

care; or were conducted in low‐ and middle‐income countries. Of

interest were sources that described any aspect of the intervention

from its development and implementation by the provider, to its

delivery and observed outcomes. English‐language‐only articles were

included.

2.5 | Search methods and study selection

The main search involved a comprehensive search of 14 bibliographic

databases (Medline, EMBASE, AMED, HMIC, CINAHLPlus, Academic

Search Complete, AgeLine, PsycINFO, PsycARTICLES, Web of

Science (Science Citation Index‐Expanded, Social Science Citation

Index, Conference Proceedings Citation Index [CPCI]‐Science and

CPCI‐Social Science and Humanities), ASSIA, Cochrane Library, SCIE‐

Social Care online, and Epistemonikos) from inception until October

2020. Searches were designed by an experienced information

specialist (N. C.) and utilized database subject headings and text

word searching in the title, abstract or keywords, combining terms

for: (1) older adults; (2) depression, dementia, falls, vulnerable or

frailty; (3) fire or police service and (4) independent living or

intervention (see Supporting Information: File S1). Search terms

were adapted as appropriate for each database and platform. Articles

were restricted to the English language only, no other limits were set.

This was supplemented with a search of grey literature (OpenGrey,

NDLTD, EThOS, Nuffield Trust, Mind, Age UK, Mental Health

Foundation and Alzheimer's Society UK).

Results from all searches were imported into EndNote X9

(reference management software, Clarivate Analytics. Available at

https://endnote.com/) and duplicates were removed. A single
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reviewer (N. C.) then screened titles and excluded those clearly

irrelevant. The remaining citations were then uploaded to Covidence

(Veritas Health Innovation, Melbourne, Australia; available at https://

www.covidence.org/) to manage the screening process. Two inde-

pendent reviewers screened abstracts against eligibility criteria and

were excluded by agreement. Full texts were obtained and screened

in the same manner. Disagreements at both stages were resolved

through discussion.

2.6 | Appraisal and cluster searching

Evidence from the main search and those identified in the back-

ground search and that met the eligibility criteria were appraised

using a bespoke tool. Appraisal considered relevance—if the source

could contribute to the development and/or testing of theory

within the review; and rigour—if the source was coherent and

trustworthy.37,38 Articles were rated as ‘high’, ‘moderate’, ‘low’ or

‘exclude’ (see Table 2). Two reviewers independently appraised each

article, ratings were compared and any discrepancies were resolved

through discussion.

Cluster searching through citation tracking, reference checking

and database searches was used to identify evidence sources that

were either directly related to the index paper or that could

contribute to our theoretical or contextual understanding; Booth

et al.39 refer to these as ‘sibling’ (direct) and ‘kinship’ (indirect)

sources, respectively. Documents that were appraised as ‘high’ or

‘moderate’ were prioritized in cluster searches.

2.7 | Data extraction

Evidence appraised as either high or moderate underwent data

extraction. Full‐text articles were read and reread, and relevant

information were coded and then extracted by either N. C. or T. K. A

second reviewer checked coding and extraction to ensure key data

were not missed. Descriptive characteristics of the included evidence

were recorded in a Microsoft Excel file.

2.8 | Data synthesis

An inductive approach was taken to support the initial coding of the

data and to identify key concepts, patterns, relationships and

outcomes from within the evidence. The CMOC framework was

then applied to categorize codes and support ongoing comparison

across the data. A lack of theoretical engagement was identified in

the evidence; however, relevant substantive theories were selected

and retroductively applied to the evidence to support analysis and

explanation. The reviewers found it productive to start from the

endpoint (the Outcome) and to work backwards to elucidate

resources and responses (M—mechanisms) and key contextual (C)

factors in the configuration. Preliminary CMOCs were constructed

by T. K. to explain mechanisms operating at the individual (provider,

receiver), service and system levels. CMOCs were shared with N. C.

and C. C‐G. and reviewed until the authors were confident these

adequately reflected the available evidence. Diagrams were used to

illustrate relationships within and between the CMOCs and to

support refinement. A programme theory was developed and

iteratively updated to assess the level of explanatory fit with

the CMOCs.

3 | RESULTS

In total, 34 documents40–73 identified from systematic and cluster

searches informed the development of CMOCs. This evidence

comprised peer‐reviewed journal articles (primary research, study

protocol), service level reports and evaluations, published between

1990 and 2020. These were supplemented with nine further

documents18,74–81 obtained from iterative ad hoc searches and data

capture to support refinement and articulation of the programme

theory. A document flow diagram is provided to explain evidence

search and retrieval processes (Figure 1). Fifteen interventions were

identified in total; key characteristics of which are summarized in

Table 3. Of these interventions: 10 were provided by Fire and Rescue

Services or Departments and targeted falls and fire (6), dementia

(1) or multiple problems (e.g., falls, frailty, social isolation, winter

TABLE 2 Definitions of appraisal outcomes applied in this review

Appraisal level Definition

High Evidence source has high relevance to the review. The framing of the research and research questions are highly matched to the

review questions. The empirical findings are clearly described and there is a rich description of the process and context. This
evidence has the potential to advance the theoretical output of the review.

Moderate Evidence source has moderate relevance to the review. The evidence reports on a related intervention that targets similar

outcomes of interest or describes middle‐range theories that may inform the review. Evidence may not contribute empirical
data to populate the CMOCs but includes important areas to inform thinking and development.

Low Evidence seems relevant to the review questions and the initial programme theories, but is relatively thin in terms of description.
The source may only include one idea or statement about any part of the CMOC, but it remains useful.

Exclude Evidence source was considered promising on initial screening but, upon full‐text reading, was found to not correspond with the
review questions or initial programme theory(s), or does not describe at all the context or the mechanisms (or process).

Abbreviation: CMOC, context‐mechanism‐outcome configuration.
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warmth, bowel cancer screening, alcohol consumption) (3); four were

provided by the Police and targeted dementia or memory loss (2) and

victims of crime (2); one intervention to identify issues related to

vulnerability was delivered by both Fire and Rescue and Police.

Cluster searches were conducted based on the key informant papers,

as illustrated in Figure 2. Our searches identified a dearth of high‐

quality research evidence; the majority of documents were identified

in the ‘grey literature’ (e.g., service reports, public policy documents

and evaluations).

3.1 | Analytic themes

In this section, we provide a narrative summary of the coded

evidence, presented as four concepts: legitimacy, focus on risk,

intervention flexibility and organizational integration. See Table 4 for

a summary of themes and CMOCs; see Supporting Information File

S2 for CMOCs with supporting data.

3.2 | Legitimizing extended roles

Public services are receiving increasing recognition as health and

social care assets.18 At a strategic level, the boundaries of traditional

services appear to have blurred. For people on the ground (service

providers and receivers), traditional roles form the basis of interac-

tions; legitimacy to work outside of these boundaries has not yet

been established.

3.3 | Professional status

Members of the public generally hold public services in high regard

with respect grounded in perceptions of professional integrity and

competence aligned to traditional roles.41,66 For many, being able to

identify an individual as a member of a respected service establishes

an immediate basis for trust, which enables public service personnel a

‘foot in the door’ to interact with members of the public inside

and outside of their home. However, individually held attitudes and

beliefs about public services are shaped by past interactions and

experiences. Fire and rescue service staff described how some older

adults were sceptical about allowing them into their homes and that

trust still had to be earned.45 People from ethnic minority back-

grounds and older adults that feared being scammed also reported

negative views of public services and/or of those potentially posing

as representatives of these services.52 Thus, trust based on

professional reputation seems consistent for the majority of the

public but should not be assumed. From a service provider

perspective, Police and Fire and Rescue Service staff recognized a

high level of trust and respect among the public based on their

F IGURE 1 Flow diagram of literature search and retrieval stages.
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professional status—protecting this trust was paramount among

staff.65,66

3.3.1 | Acceptance of ‘nontraditional’ role

Uncertainty regarding the acceptance of nontraditional roles has been

reported.53,65,67,79 Members of the public described a lack of awareness

about health promotion roles undertaken by the Fire and Rescue

Service; many did not expect to be asked questions about topics outside

of traditional remit(s).53,65,67 A lack of expectation often caused surprise

and/or confusion and increased potential for disengagement. Members

of the public were alert to privacy and sensitive to topics they perceived

to be stigmatizing and which could cause embarrassment or offence.

Positive engagement seemed to be related to the attitude of the

individual member of the public and the approach of the individual

member of staff; the ability to establish rapport and maintain

professional integrity during conversations was crucial.67 A communica-

tion strategy that utilizes the opportunity to raise awareness about

these nontraditional roles, also seems important to establish health and

social care topics as an acceptable and legitimate ground for

nontraditional services.61,65 For service providers, endorsements of

new roles from reputable individuals helped to support acceptance by

generating credibility in nontraditional activities and clarifying how such

actions added value to the service.78 Fire and Rescue Service staff, in

particular, welcomed new opportunities to upskill themselves60 and

services have been active in this space.78

3.4 | Focusing on risk

Risk in relation to avoiding or preventing immediate danger is of key

concern to the Police and Fire and Rescue Services in their traditional

emergency‐response roles. However, these attitudes towards risk in

the context of physical and mental health conditions may not be

mutually valid. How risk about nontraditional topics is conceptualized

and communicated has important implications for engagement and

intervention success.

3.4.1 | Awareness of being at‐risk

Older adults that are referred to, or identified by, nontraditional

providers were unlikely to have self‐identified as being at risk of, for

example, risk of falling. Interventions designed to reduce the risk of falls

are likely to fail in circumstances where recipients either do not feel

sufficiently motivated to engage (i.e., have a low sense of risk), or their

lack of awareness about risk contributes to a false sense of security.40

For example, older adults often rate susceptibility of experiencing a fall

as low (particularly men), despite incidence data to the contrary, and

seek to avoid being perceived as potentially frail.43,45,54,55,58,67 Lack of

engagement with falls advice may be due more to the threat to identity
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promote risk awareness, empathy and a sense of personal capability and

control may better enable older adults to recognize the relevance of an

intervention and improve motivation to take action.52,55 The use of

vicarious experiences has been demonstrated to support empathy

among recipients in the context of fire prevention (e.g., video resources

involving house fire case studies), but not aspects of health and

wellbeing.46 Assuming a broader focus on the quality of life could also

be beneficial to avoid stigma.67

From a provider perspective, beliefs about risk among police and

fire and rescue service personnel may focus on danger avoidance; this

reinforces identities embedded in traditional emergency‐response roles.

However, in the context of health and wellbeing more conciliatory

approaches that support empathy may be needed to address public

needs, as highlighted in circumstances of dementia.50

3.4.2 | Managing and mitigating risks

Older adults reported safety in the home and maintaining indepen-

dence as two key motivators for behaviour change in the context of

falls prevention.45

Interventions that support older adults to identify hazards (e.g.,

trip hazards) in the home and offer straightforward, practical

solutions to improve safety seem more acceptable. Having the

opportunity to practice positive behaviours enhanced competence

and confidence, but crucially control over their home environ-

ment.45,46 Older adults described scepticism and hesitation regarding

interventions delivered in the home, as these invited unwanted

judgements (from public services, neighbours), which threatened

their independence posing a barrier to engagement.52,73 To address

these concerns, service providers gave verbal reassurance to older

adults that interventions were designed to prolong, not threaten,

independence and personnel would be nonjudgemental—this

approach seemed to overcome initial hesitancy.45 Testimonials from

older adults that had previously engaged with the intervention helped

to support this stance.45 Intervention resources that promote

individual capacity and enablement may support motivation to

engage as they act to reinforce independence. However, this

approach was often lacking in the existing interventions. Interven-

tions that rely solely on distributing information may not be

sufficient, as this places the burden on individuals to be proactive

in seeking help.68

F IGURE 2 Visual representation of cluster search results. Nodes (circles) represent key informant papers, rectangles represent papers
identified through cluster searching used to inform synthesis. Colour of the rectangle and line linking papers denote key informant articles that
the paper was identified through, grey rectangle denotes multiple key sources.
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3.5 | Intervention flexibility

Delivery with fidelity is often a key concern when implementing any

novel intervention. In the context of nontraditional services, where

providers are establishing their confidence and may not possess the

awareness and/or knowledge of health and social care, delivering an

intervention‐as‐designed was often prioritized. A lack of flexibility in

training and intervention design may limit applicability and damage

confidence.

3.5.1 | Supporting individualization

One‐size‐fits‐all interventions were considered to be problematic as

they did not adequately account for individual experiences, existing

behaviours and social inequalities.67,71 Intervention providers

described contextual barriers and challenges when delivering

interventions as described. Practical problems were described when

conducting assessments in a person's home, such as mobility tests as

part of falls prevention interventions, due to lack of space.67

Providers did not seem to anticipate recipients would already be

engaged in positive behaviours; negative examples of ‘nit‐picking’

were described, which may undermine credibility and trust.45 Risk

assessments provided a useful means of identifying otherwise hidden

health and social needs and provided a prompt to discuss wider

issues and experiences.48,59,60 Interventions commonly lacked

opportunities to identify existing strengths of older adults, such as

behaviours, resources and networks to build these into action

planning. Opportunities for more than one point of contact with a

member of the public were highlighted as key for rapport and

behaviour change.63 Training delivered to providers often failed to

cover complex communication strategies (or skills) or build in

opportunities for reflective practice.44,63

3.5.2 | Building on support systems

Older adults are commonly described as relying upon existing support

networks, such as friends and family, rather than accessing support

services for health and wellbeing concerns.45,69 Police and Fire and

Rescue Services recognized interactions with older adults as

opportunities to sign‐post (i.e., provide direction) to partner

organizations to enhance individual support networks.60 However,

the acceptance and uptake of onward referrals to external services

varied between recipients and interventions. Older adults reported

declining suggested referrals as they felt they were already accessing

appropriate help and support; this may also link to concerns about

losing independence.67 Large drop‐offs between referral and accep-

tance into services were also reported, suggesting referrals that were

being made may have been inappropriate (i.e., did not meet specialist

service eligibility criteria).67 This is problematic for older adults, as

they were denied opportunities to expand their support network, and

intervention effectiveness, as many interventions used the number of

referrals as a short‐term indicator of success without assessing the

long‐term outcome of the referral.66,67

The opportunity for nontraditional providers to offer social and

emotional support to older adults should not be overlooked, as

routine social interactions may complement the existing coping

strategies of older adults.45,69 Social support was described as an

unintended consequence of three interventions45,46,67 and could

inform future outcome measures and/or mechanisms for change.

3.6 | Organizational integration

The successful implementation of interventions delivered by non-

traditional providers depended to a large extent upon appropriate

integration at a service level and health and social care system level.

Culture, capacity, context and collaboration were key underpinning

elements of successful interventions.

3.6.1 | Service culture, capacity and context

Delivery of training provided a useful opportunity to reinforce

credibility and cultural values in the context of nontraditional roles.

Group learning with others through face‐to‐face training, rather than

online learning, role playing and shadowing improved confidence and

preparedness.50,57,66,67 Group learning reinforced identities linked to

teamwork.72 Face‐to‐face training delivered by respected individuals

or groups was also more effective.57

A lack of sufficient time and staff support to conduct

nontraditional interventions were identified as a key barrier.46 Clarity

at the outset about the scale of the role, having dedicated staff to

deliver the intervention, and experience of delivering similar

interventions helped to prevent staff burnout and ensured the

quality of delivery.46,49,66

Implementation on a small scale, followed by incremental spread,

seemed to support success and avoid widespread disruption by

enabling contextualization, learning through trial and error and

facilitating dialogue between relevant stakeholders.44,66

3.6.2 | System‐wide collaboration

Collaborating partners described improved communication as a result

of intervention roll‐out and established grounds for future work;

however, engagement during planning stages was optimal but often

lacking.66 Preintervention Effective collaboration facilitated the

sharing of resources, including people, referral processes, local and

specialist knowledge, and shared intervention messages.47,49,61,65,66

Having established referral pathways with awareness about eligibility

criteria for service entry was critical.66,67 Selection of an appropriate

stakeholder to link nontraditional and traditional services was

advantageous; in some instances, secondment roles were utilized.48

The wider recognition of the Fire and Rescue Service as a health
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asset, through the publication of the consensus statement (NHS

England, Public Health England, the Chief Fire Officers' Association

and Age UK) provided context and impetus for collaboration.65,66

3.7 | Incorporating substantive theory into the
programme model

The use of theory to inform interventions included in this study was

rarely made explicit. Thus, through retroduction, relevant theories

were identified to enhance our understanding of the key mechanisms

and inform the development of the final programme theory

(Figure 3).

Professional status provides the opportunity for interaction

between public services and members of the public.41 Social Identity

Theory81 posits that individuals will self‐categorize themselves and

others as belonging to certain groups based on salient factors (e.g.,

similarities within a given context), which they continue to evaluate

through social comparison—this assessment informs an individual's

sense of their social identity and self‐esteem (e.g., level of positive

association with a particular group). Though not explicitly described

in the evidence, Social Identity Theory offers a lens through which to

understand the role of professional identities in the context of

nontraditional activities. Police and Fire and Rescue Service person-

nel have strongly held identities based on traditional roles, values and

activities that are perceived as congruent and inform social

expectations. New roles and activities may therefore appear

incongruent, which can lead to resistance by service providers and

receivers.74 Improving congruence between traditional and non-

traditional roles and identities, among service providers and

recipients, offers a key mechanism to support acceptance and

engagement. For example, for Fire and Rescue Service providers

improving awareness about the association between fire risk and

mental health may enhance correspondence between roles.

Perceptions of being at risk were identified as an important

mechanism to support engagement by older adults and conciliatory

actions among providers. Social Identity Theory helps us to

understand how, through social comparison, older adults may be

reluctant to associate themselves with identities that carry stigma

and negative connotations, such as frailty, vulnerability and mental ill‐

health. However, the Remembering When intervention demonstrated

how utilizing vicarious experience and empathy can promote within‐

group identities associated with being at risk of falls.45,46 The Health

Belief Model77 was also described in some evidence and is relevant

here.45,46 The model includes six key components: perceived

susceptibility, perceived severity, perceived benefits, perceived

barriers, cue for action and self‐efficacy. This model helped to

further delineate underpinning mechanisms and chains of causality.

Self‐efficacy was described or implied, in the absence of the Health

Belief Model, in relation to motivation for engagement and behaviour

change64,65 and learning.57 Self‐efficacy refers to judgments about

one's own capability to execute a course of action; elements of the

F IGURE 3 Final programme model incorporating substantive theory.
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theory include: mastery (through experience), vicarious experience,

social persuasion and physiological cues.82 This has relevance to

older adults as a determining factor in whether new behaviours,

introduced through nontraditional interventions, are enacted. Effi-

cacy can also be assessed at a group level, referred to as collective

efficacy; this has potential relevance at the organizational level when

implementing a new intervention and also acts as a key component of

Social Learning Theory.76 Interventions in the current study were

successful where older adults identified with being at risk, could

recognize relevant risk behaviours, and were empowered to take

control of their situation (e.g., mastery of their home environment)—

often through practical strategies (e.g., removing trip hazards in

relation to falls).

The implementation of nontraditional interventions and long‐

term outcomes are largely dependent upon the integration of the

provider within the existing, traditional, network of other health and

social care providers (e.g., NHS, social care, third sector). Contingency

theory helps us to understand this complex web of organizational

relationships, functions and hierarchies.80 According to contingency

theory, differentiation occurs within organizations at structural and

functional levels (i.e., different departments within an organization

assume different roles and orientations, e.g., fire fighter crews,

community outreach teams), and between organizations (police, fire

and rescue service, health and social care, third sector). Where

multiple organizations are operating in the same space (as they are in

the context of nontraditional providers here), integration is essential

to avoid fragmentation between the different departments and

services within and between organizations in terms of responsibili-

ties, service gaps, duplication and inconsistencies.75 Interventions

described in the current study were successful where integration was

based on collaboration and co‐ordination, accomplished through

voluntary agreements and mutual adjustments—evidenced by data

sharing agreements, referral pathways, consensus statements and

communication.

4 | DISCUSSION

4.1 | Summary of findings

The first objective of this realist review was to describe the evidence

reporting interventions that identify and manage depression deliv-

ered by nontraditional services in the public sector, to older people.

Our systematic search identified a distinct lack of evidence in the

specific area of mental health. The scope of the review was adapted

to include a broader range of health and wellbeing interventions; this

returned sufficient evidence to support meaningful comparison,

synthesis and transposition. The review retrieved intervention

evidence for falls prevention, alcohol consumption, smoking

cessation, social isolation (Fire and Rescue Services), dementia

(Fire and Rescue Service and Police Force) and mental health crisis

management (Police Force).

The second objective of this review was to develop an under-

standing of the mechanisms to explain how and why interventions

worked. A range of CMOCs have been presented along with a

programme theory model, which could be transposed and applied

within a mental health context. Key conceptual themes were

apparent: legitimizing expanded roles, focusing on risk, intervention

flexibility and organizational integration. These themes demonstrate

the complexity of the interventions and describe interactions at

various ecological levels—individual, service and system levels.

Through engagement with theoretical literature, which was either

stated explicitly in the original evidence or delineated retrospectively,

themes were further refined to construct a chain of causation and

influence (Figure 3). The chain incorporates key theory on social

identity (to consider the role, value and boundaries of trust and

respect for public service personnel), health beliefs (of the receiver

and whether specific conditions and/or topics are viewed as relevant

and therefore worth taking action against), social learning (between

receiver–provider, provider–provider, provider–service to rationalize

the nontraditional role) and organizational contingency and collabo-

ration (at a service‐service level and the process and relationships

that either underpin or undermine an intervention).

4.2 | Comparison with existing literature

This study adds to existing evidence for interventions designed to

extend the role of nonspecialists for depression. Comparisons can be

drawn against evidence related to barriers and facilitators to

extended roles of providers in other settings, such as community

pharmacies, lay health workers and social prescribers in primary care

—though evidence for identifying and managing depression among

older adults is limited. Having limited capacity due to existing roles,

low awareness among the public about extended roles, inter-

professional role boundaries, lack of an established referral system,

lack of adequate mental health training and concern among recipients

about confidentiality have been reported as barriers.21–27 The use of

appropriate resources (e.g., information leaflets), motivated providers,

providers perceived by recipients as local and trustworthy and

working in collaboration with healthcare professionals have been

described as important facilitators.25 The current review elaborates

on the underpinning causal mechanisms and intervention resources

that address these barriers and inform interventions for depression

among older adults led by specific nontraditional providers (Police,

Fire and Rescue Service).

The causal mechanisms underpinning extended home fire

prevention visits conducted by the Fire and Rescue Service have

been described elsewhere.67 The authors described a set of three

programme theory statements, these focused on how the impact of

awareness training on staff, public trust enabled open discussion

about health and wellbeing with members of the public, and home

visits as opportunities to connect members of the public with health

and wellbeing services. These statements were limited in number and
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scope; the current review extends our understanding of such

complex multilevel interventions.

As a relatively new phenomenon, social prescribing faces

challenges of legitimacy in a similar way to public services working

outside their traditional roles—as presented in the case of Fire and

Rescue Services and Police Forces. However, the lack of an

established reputation in health and social care can also be

advantageous. A realist review on how social prescribing schemes

link members of the public to local assets identified two overarching

concepts of: creating and sustaining ‘buy‐in’ and establishing and

maintaining connections.26 Tierney et al.26 described a perception of

neutrality held by patients about link workers; this enabled discussion

of potentially stigmatizing topics during interactions with the service,

as perceived risks to autonomy and of being prescribed unwanted

medications were reduced. Evidence in the current review reported

similar experiences for fire and rescue service and police staff;

however, limits of trust were described in relation to stigmatized

topics (e.g., alcohol consumption, frailty) and negative past experi-

ences of interactions with these services in their traditional roles.

Systematic review evidence for social prescribing identified

facilitators that support causal mechanisms described in the current

review: phased roll‐out of social prescribing interventions to enable

adaptation, flexibility at a service level—as opposed to intervention

level, as we describe—to support collaboration, mutual understanding

and trust between partners preferably formalized in a partnership

agreement, and a shared understanding about who to refer and

how.27 Pensheny et al.27 further highlight the need for publicity

campaigns to inform health and social care stakeholders and potential

recipients—which has clear implications for social identity and

reflects evidence in the review.61 Acceptance of social prescriptions

is considered more likely where such prescriptions are believed by

the service user to be of benefit, to match their needs and

expectations, and where opportunities to disclose and address

concerns were afforded to reduce stigma and enhance confi-

dence.26,27 These factors reflect the Health Belief Model, as utilized

in the current review, particularly perception of risk (or need) and

resulting cost–benefit assessment. The Health Belief Model77 has

been incorporated into the final programme theory, building on its

use in some of the review evidence. It should be noted that the

effectiveness of this model in supporting behaviour change has come

under scrutiny.83 Further evidence and testing are needed to support

our understanding in both the fields of mental health among older

adults and interventions delivered by nontraditional providers.

A realist review of pharmacist‐led smoking cessation support

described five mechanisms related to pharmacist identity, capability,

motivation, clinician confidence and public trust.84 Provider identity,

capability (linked to adequate training), motivation and public trust

resonate strongly with the current review and were typically

interrelated, for example, nontraditional staff were motivated to

participate where new areas of work were considered to reinforce

professional and organizational identities. A lack of evidence limited

our analysis of clinician views about nontraditional providers; no

evidence was available in relation to mental health roles and

interventions. Teamwork, integration and close working relationships

are reported to facilitate the expansion of community pharmacist

roles in general practice.85,86 Evidence is needed to understand

acceptability among clinicians about nonclinicians working with older

adults with mental health problems; concerns have been raised

previously in the context of third sector workers.87

4.3 | Strengths, limitations and future research
directions

This is the first realist review of the evidence for Fire and Rescue

Services and Police Forces (as nontraditional providers) about their

role in mental health problem identification and management for

older adults. The systematic search of the literature and subsequent

cluster searches revealed a distinct lack of high‐quality evidence and

methodological rigour. Thus, the original scope of the review was

changed following the initial systematic search of the literature to

support the transposition of findings from other health and

wellbeing‐focused interventions to mental health—the review shifted

from what does work to what could work in this context.

Interventions described in the evidence were found to be largely

under‐theorized—taking a retroductive approach was helpful in this

regard but limited the extent to which programme theories could be

tested fully. Intervention types and settings also varied in the

presented evidence; in some instances, this limited direct compari-

sons in the data but all evidence contributed to the programme

theory. Findings should therefore be considered preliminary—further

empirical evidence is needed.

5 | CONCLUSIONS

Findings highlight the challenges and opportunities for the Fire and

Rescue Service and Police Force, as nontraditional providers, to

deliver interventions to identify and manage depression among older

adults. The programme theory provides insight into what could work,

how, for whom and also by whom (i.e., which public service).

Evidence in the context of interventions targeting wider health and

wellbeing concerns, although lacking in methodological rigour,

demonstrated promising outcomes. The balance of evidence in this

research would seem to suggest that Fire and Rescue Services may

be better placed, due to existing community outreach activities and

growing reputation and impetus for public health initiatives, than

Police Forces to deliver low‐level interventions for depression.

Whether it is the Police or Fire and Rescue Service, close working

with partner agencies is crucial to promote the role of the

nontraditional provider, build trust and credibility across the

system and refine referral processes to ensure eligibility thresholds

do not become a barrier; this can lead to demotivation for members

of the public and nontraditional providers. Further empirical research

is recommended to adequately test such interventions and to

understand acceptability around such departures into mental health
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by the Police and Fire and Rescue Service as nontraditional providers

of mental health care.
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