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ABSTRACT

Introduction Mental health problems are the most
significant cause of disability and have high annual
economic costs; hence, they are a priority for the
government, service providers and policymakers.
Consisting of largely coastal and rural communities, the
populations of Norfolk and Suffolk, UK, have elevated
burdens of mental health problems, areas with high levels
of deprivation and an increasing migrant population.
However, these communities are underserved by research
and areas with the greatest mental health needs are not
represented or engaged in research. This National Institute
of Health and Care Research-funded project aims to bring
together key stakeholders to conduct extensive scoping
work to identify mental health needs and priorities as

a basis for conducting larger research to address the
identified priorities over the next 5 years.

Methods and analysis This 12-month mixed-methods
research-priority-setting project consists of five phases. It
is being conducted in Norfolk and Suffolk counties in the
East of England, UK. Underpinned by Delphi methodology,
it will adopt the James Lind Alliance approach to identify
priorities for mental health research for the populations of
Norfolk and Suffolk. The project will use multiple methods,
including mapping and identification of stakeholders,
online questionnaires, face-to-face focus groups and
interviews, and consensus meetings with experts and
mental health stakeholders. Key evidence-informed
priorities will be collaboratively ranked and documented,
and a final top 10 research priorities will be identified to
inform future research, policy and service provision.
Ethics and dissemination This study was approved

by the University of East Anglia’s Faculty of Medicine

and Health Research Ethics Committee (reference:
ETH2324-2542), Norwich, UK. Research findings will be
disseminated through workshops with stakeholders and
collaborators and via peer-reviewed scientific publications,
presentations at academic societies, blogs and social
media.
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study will bring together key stakeholders in-
cluding people with lived experience, mental health
service providers, local authorities, policymakers,
voluntary organisations, academics and members
of the public to identify mental health research pri-
orities specific to Norfolk and Suffolk populations.

= In-depth consultation and data collection with peo-
ple with lived experience of mental health difficulties
who are often under-represented in research, par-
ticularly in rural, coastal and migrant communities.

= The current study is limited to participants aged 16
and over. However, family carers or parents of chil-
dren with mental health difficulties will be included.
Nonetheless, future mental health research priority-
setting involving children is warranted.

BACKGROUND

Mental health problems are the most signif-
icant cause of disability,1 costing the NHS
over £118billion annuallyg; hence, they are a
priority for the government, service providers
and policymakers. The burden of mental
illnesses such as anxiety, depression, schizo-
phrenia, bipolar disorders, eating disorders,
addictions, autism spectrum and personality
disorders is considerable to individuals, fami-
lies, the economy and wider society.”* There
is good evidence that several environmental,
social and psychological risk factors are linked
to the onset, course and outcomes of these
conditions, including area-level deprivation,
fragmentation, migrant or ethnic minority
status, socioeconomic disadvantage and child-
hood adversity.B_8 However, the distribution
and effects of social risks vary significantly
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by geography, and regional disparities in access to care
and outcomes exist.” " Much of our understanding of
mental healthcare and outcomes has been gleaned from
studies involving urban and city populations. This means
we do not know enough about how rural or coastal living
impacts the mental health of around 10 million people in
rural areas (villages, hamlets, market towns) in the UR.M

Globally, mental health difficulties account for a high
burden of disease among young people, with an esti-
mated prevalence of 14%, although with substantial vari-
ation across countries and regions.'? In the UK, 17.4% of
people aged 6-19 years had a diagnosable mental health
disorder (eg, anxiety, depression) between 2020 and
2021," " increasing to 20.3% in 2023." These difficul-
ties account for three of the top six causes of disability-
adjusted life years lost among people aged 10-24years,'®
and suicide is the third leading cause of death in this
group.l7 It is also well-documented that around 75% of all
lifetime mental disorders occur before the age of 25.'7®
Therefore, considering the potential negative impact of
mental illness on adult outcomes, adolescence is a critical
period for early detection of mental health difficulties,
rapid access to support and treatment and mental health
promotion. This is especially important in rural areas with
an increased risk of social isolation, stigma, limited infra-
structure and poor access to care.'”! Further, coastal
communities face significant public health challenges,
including a high burden of mental health difficulties and
poor access to care, which are set to get worse without a
vigorous and systematic approach to addressing the chal-
lenges.” These challenges are driven largely by socioeco-
nomic stagnation and environmental factors, including
deprivation, physical isolation, deindustrialisation, tran-
sient populations and inward and outward migration
of older and young people, respectively.” ** The combi-
nation of these characteristics in coastal communities,
including in our case, Great Yarmouth (Norfolk) and
Lowestoft (Suffolk), increase the risk of mental health

problems.* Table 1 summarises the decline over time in
the UK coastal communities.

The Norfolk-Suffolk context

Consisting of coastal and rural areas, the populations
of Norfolk and Suffolk have an elevated prevalence of
mental health problems and areas of high levels of depri-
vation. Compared with England’s average of 22.6%, the
prevalence of anxiety and depression in Norfolk and
Suffolk is 25%. The rate of hospital admissions due to
self-harm among people aged 20-24 years in Norfolk and
Suffolk is 366.5/100 000 compared with 340.9,/100 000 in
England.25 Around 40% of people in some of our coastal
and rural communities live in the most deprived areas in
England, and the life expectancy gap between the most
and least deprived areas is 7.4 years for men and 4.4 years
for women.”

Between the 2011 and 2021 Censuses, the population
rose by 5.4% in Norfolk and Suffolk and is projected to
increase by approximately 6.7% through internal and
international immigration by 2029.%6 27 In Suffolk, the
proportion of people from black African/Caribbean
or mixed ethnic backgrounds increased by 48.4% from
n=6854 in 2011 to n=10168 in 2021.” The link between
migration and increased risk of mental health difficul-
ties (such as anxiety, depression and psychosis) has been
established.?®™° Therefore, the evidence base for the
impact of immigration and the effect of rural and coastal
living on mental health must be developed and would
potentially inform efforts to reduce health inequalities.

There is a well-established link between physical and
mental health,g1 %2 and there have been several calls for
greater integration between the two, for example, No
Health without Mental Health® and Supporting the phys-
ical health of people with severe mental illness.™ Despite this
recognition, progress is slow in narrowing the mortality
gap. Premature deaths from severe mental illnesses such
as schizophrenia have been linked to the coexistence of

Table 1 An overview of decline in UK coastal communities: a description of economic, social and health context

Period Economic, social and health context

19th Century
and the rise of the seaside holidays.>*

20th Century >

» Coastal areas thrive during the Victorian era, with the development of railways leading to increased tourism

Seaside towns maintained their popularity in the early 20th Century, with a transition from health to

entertainment, bringing new activities and people from different socioeconomic backgrounds to UK

coastal towns.?®

» In the late 20th Century, competition from commercial air travel reduced visitor numbers to coastal towns,

leading to economic downturns.>®
21st Century >

Regional disparities in digital connectivity, less reliable public transportation, deindustrialisation and

insufficient infrastructure development have led to some coastal communities being ‘left behind’.*’
» In Norfolk and Suffolk, economic decline resulted from the contraction of the shipbuilding, fishing and

tourism industries.?*

» Severe coastal erosion issues and extreme flooding risks posed by climate change exacerbate risks of

social, health and well-being issues.>

» England’s Chief Medical Officer calls for urgent actions to reduce health inequalities and improve health

outcomes in coastal areas.?
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other long-term health conditions (eg, cardiovascular
disease, diabetes, stroke), usually referred to as multi-
morbidity,g5 but how and why these occur in and affect
people living in rural/coastal areas is poorly understood.
In Norfolk, for example, healthy life expectancy for
women is lower, at 62.4 years, compared with 62.7 years
in England, and it has decreased over the last few years.
This means that the period females spend in ill health in
Norfolk is getting longer.*® %

Addressing disparities in mental health research is
a key government objective. However, for research to
have a real impact and make a difference in people’s
lives, it needs to be developed and prioritised with key
stakeholders and those whose lives will be most affected
by the research. Informed by a community-based partic-
ipatory research approach,” our partnership with those
directly affected by and knowledgeable of the local
issues that affect mental health means that our research
has real potential to influence the implementation of
evidence and evidence-based interventions into practice
and policy.® Furthermore, research needs to be inclu-
sive to ensure it serves those who need it the most.” Our
research acknowledges the intersectionality theory which
recognises everyone’s unique experience of discrimina-
tion and exclusion**™; therefore, we pay careful atten-
tion to the intersecting characteristics of participants,
such as age, sex, ethnicity and social circumstances. This
is the key premise underpinning this Norfolk—Suffolk
Mental Health Development Award (MHDA) project.

Aim and strategic goals
Our vision is to establish the National Institute of Health
and Care Research (NIHR) Mental Health Research
Group (MHRG) at the University of East Anglia (in collab-
oration with the Centre for Society and Mental Health
(CSMH), King’s College London), which aims to develop
an applied mental health programme of work that exam-
ines how mental health problems emerge across the
lifespan, how we can intervene quickly, prevent ill health,
promote positive mental health and well-being and reduce
the impact of deprivation on health in our communi-
ties. This is particularly important as most mental health
research to date has been conducted in urban areas in
the UK, neglecting rural and coastal communities like
ours. To achieve this vision, we need to build partner-
ships, achieve local buy-in and work with communities to
identify priorities through this initial project supported
by the NIHR MHDA. The current project centres on
understanding the unique needs of our communities and
mental health research priorities by engaging key stake-
holders, communities, local partners, and experts to gain
long-term investment in joint working. We will address
the following objectives:

1. Identify and bring together people with lived experi-
ence, mental health service providers, local author-
ities, policymakers, charities, schools/colleges and
researchers in Norfolk and Suffolk.

2. Assess the relevance of the available research priorities
using the James Lind Alliance ‘overarching priority
topics’ for the health and care research toolkit to iden-
tify areas of need.

3. Work with stakeholders to produce a list of up to 10
applied mental health research priorities in Norfolk
and Suffolk to inform the NIHR-MHRG research pro-
gramme.

4. Translate the top 10 identified priorities into answer-
able research questions to be addressed by a larger
MHRG programme.

5. Finalise and design MHRG research programmes to
address the identified research priorities.

A larger goal is to build strong research collaborations
with our local communities, Integrated Care Boards
(ICBs), mental health providers, voluntary and non-
academic organisations, as well as between the University
of East Anglia (UEA) and CSMH King’s College London,
by enabling cross-institution working, building research
capacity, and training programmes and laying the founda-
tion for long-term ground-breaking research to improve
lives and promote well-being and economic growth in our
local populations.

METHODS

Study design

This project is underpinned by the Delphi methodology.
A Delphi study technique provides a structured method
to facilitate effective communication with stakeholders,
leading to the development of consensus among panel
members on a complex problem.” It involves interactive
discussion and assumes collective judgments are more
valuable than individuals. A mixed methods design will
include an online survey, stakeholder focus group (FG)
discussions and prioritisation workshops.

Study status
This project will begin recruitment in June 2024 and is
expected to be completed by May 2025

Study settings, participants and eligibility

All stakeholders of applied mental health research in
Norfolk and Suffolk will be eligible to participate if they
are 16 years and above and fluent in English language.
This includes people with lived experience, mental health
service providers, other health and social care profes-
sionals, local authorities, policymakers, charities, youth
groups, educators, community groups and researchers. It
is anticipated that all participants will be sampled from the
communities and organisations in Norfolk and Suffolk.
Everyone who meets the above criteria will be considered
eligible to participate in the study, and no further exclu-
sion criteria will be applied.

Procedure
Several methods have been published describing
approaches for setting priorities for health research,

Oduola S, et al. BMJ Open 2025;15:€093980. doi:10.1136/bmjopen-2024-093980

3

1ybuAdoo
Aq pa193101d "ellbuy 1se3 Jo AlISIaAIUN Te GZOg ‘g Arenuer uo jwodfwg-uadolwg//:dny wol) papeojumoq ‘GZ0zZ Alenuer 1 Uo 086£60-720z-uadolwag/9eTT 0T Se paysiignd 1si1y :uado rINg


http://bmjopen.bmj.com/

but it has become apparent that there is no single best
practice.* * Defined as an interpersonal framework to
build consensus, the James Lind Alliance (JLA) frame-
work is arguably the most used approach in setting health
research priorities; it focuses specifically on the effects of
treatment interventions and aims to generate a top 10
research priority list.*® We will identify existing mental
health research priorities from the JLA ‘overarchin

priority topics’ for the health and care research toolkit*
to see whether they are relevant to populations in rural/
deprived areas of Norfolk and Suffolk and whether there
are unanswered questions/topics that, if examined by
research, could make a real difference to people’s lives.
Our priority-setting exercise will follow the JLA process
and guidance across five phases as follows:

. Identifying and mapping stakeholders

. Consultation

. Collation (data analysis)

. Prioritisation

. Research programme development

QU v 00 N =~

Phase 1: identifying stakeholders (study objective 1)

Awm: This initial phase aims to identify all key regional
stakeholders in mental health, including service users,
clinicians, third-sector organisations, commissioners,
policymakers, social care professionals, educators and
local government.

Procedure: We will identify participants through stake-
holder mapping to obtain a broad range of respondents
from different demographic and professional groups.
We will use various sources to map and identify the stake-
holders, including existing research databases, personal
contacts, online searches and partner organisations; this
will be an iterative process. We will identify the stake-
holders’ expertise by grouping them into expert pools:
Expert pool 1: people with lived experience of mental
health difficulties or family carers or members of the
public; Expert pool 2: mental health clinicians and other
health and social care professionals; Expert pool 3: third
sector organisations and community groups; Expert pool
4: researchers/academics; Expert pool 5: local authority/
schools, employers; Expert pool 6: policymakers, that
is, ICB. The mapping of stakeholders will give in-depth
insights into the structures and operation of mental
health, education, government systems, and community
groups across Norfolk and Suffolk.

Phase 2a: consultation—online survey (study objective 2)
Aim: The consultation phase aims to gather stakeholders’
perceptions on the available mental health research
priority topics and their ability to identify unmet mental
health needs and research priorities.

Participants and sampling

Participants will include the expert pools identified in
Phase 1. This will include people with lived experience
and members of the third-sector organisations involved
in mental and public health decision-making at macro,

meso or micro levels across the integrated care systems.
We are mindful of the difficulties in involving under-
represented groups in research, particularly where they
also have mental health difficulties. For this reason, we will
conduct in-person consultation and FG discussions (or
interviews if preferred) with under-represented groups at
accessible locations, as set out in Phase 2b. Collecting data
using different formats (ie, online and in-person discus-
sion) has been used in previous studies and is in keeping
with the JLA guidelines.*® All eligible participants will be
informed about the project via our partner organisations,
which will act as gatekeepers. We will also promote the
research via social media, our networks, partner organisa-
tion websites, newsletters and posters.

Data collection
In collaboration with our project Steering Group (SG)
and informed by the JLA ‘overarchin% priority’ topics for
the health and care research toolkit,"’ we will develop an
online questionnaire using Microsoft Forms to capture
participants’ views of areas of need for mental health
research in Norfolk and Suffolk. From the JLA ‘over-
arching priority topics’ toolkit, we will identify mental
health-related questions/topics and create a list of prior-
ities under the following domains: children and young
people’s mental health; the link between physical and
mental health; the impact of rural and coastal living on
mental health; access to mental healthcare; migration
and mental health; social and health inequalities; mental
health promotion and prevention. The survey question-
naire, including the project information sheet, will be
sent to all eligible participants via our partner organisa-
tions, asking them to be gatekeepers and share the survey
with their teams and service users. Participants will be
asked to rank their priorities from the list of research
statements provided on a 3-point Likert Scale (O=low
priority; 1=moderate priority; 2=high priority), as recom-
mended by JLA.*® To identify any unanswered research
priorities, all participants will be asked to list three mental
health research priorities that were not included in the
predefined priority list, and they will be asked to rank their
identified priorities on a 3-point Likert Scale as above. We
will adapt the questions by the expert pool. Participants
identifying as someone having lived experience of mental
health difficulties will be asked about their diagnosis,
duration of illness and whether they have had access to
care/treatment. They will be asked about the potential
influence of the social environment on their health. The
survey will be anonymous, and a consent statement will be
included in the questionnaire (see online supplemental
material 1). All participants will be asked for basic demo-
graphic details, for example, age, gender and ethnicity,
which will enable us to keep track of the diversity in the
sample. If recruitment is low from a particular group, we
will adapt our recruitment strategy to target such groups.
The survey data collection will be open for 3months to
allow participants sufficient time to decide whether they
want to participate. To increase the likelihood of reaching
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all potential participants, we will ask each participant to
nominate another individual or organisation involved in
mental health service use, provision and decision-making.
An optional prize draw of twenty £25 Amazon vouchers
will be offered. As the survey is anonymous, participants
will be asked to provide an email address if they wish to be
entered into the prize draw. We will also ask participants
to indicate their willingness to participate in the subse-
quent research prioritisation workshops.

Sample size

The JLA does not recommend a minimum or maximum
number of responses.49 However, we will aim for 165
responses, indicating an average response rate based
on previous JLA priority-setting exercises with rapid
approaches.*

Phase 2b: consultation—in-person survey completion and FG
discussions (study objective 2)

Aim: Phase 2b aims to purposively seek the views of people
with lived experience, including family carers and those
often underrepresented in research on unmet mental
health needs and identify research priorities using the
questionnaire from Phase 2a.

Participants and sampling

Participants will include marginalised groups (as
described above). Members of our SG and Lived Expe-
rience Advisory Group (LEAG) will facilitate the recruit-
ment of participants from their respective organisations
or community groups and will act as gatekeepers. Partici-
pants will not need to complete the survey (2a) to partic-
ipate in FG discussions/interviews (2b).

Data collection

Facilitated by a research associate and LEAG lead, we
will engage participants in FG discussions or 1:1 inter-
views, if preferred. The FG discussion will begin by asking
the participants broad questions about current gaps in
mental healthcare. Then, participants will be asked to
complete a consent form and the survey questionnaire
(if they wish, paper copies and/or an electronic device
will be provided); the researcher will support them if
required. Next, as recommended by the JLA,* we will
explore questions in the survey, as appropriate, to gain
a deeper understanding of any unanswered questions.
To ensure all potential participant groups get a chance
to contribute to the study, meetings and FG discussions
will be conducted at locations where the participants are
based, for example, community centres, libraries, schools,
village halls, food banks, religious groups and workplaces,
as advised by members of our LEAG. Participants’ travel
expenses to take part in the study will be reimbursed.
FGs will act as a social space where participants share,
acquire and contest knowledge to coproduce a situated
view on unmet mental health needs in the population.”
Using topic guides, we will explore whether the preiden-
tified priorities meet participants’ needs and identify
any remaining gaps, for example, the impact of rural/

coastal living or minoritised identities on mental health;
hence, developing our understanding of the mechanisms
through which our research programme strategy might
lead to different mental health outcomes for different
groups in our populations (see online supplemental
material 2). Participants will be asked to list three mental
health research priorities not included in the predefined
priority list to capture any unanswered research priori-
ties from their perspectives. They will be asked to rank
their three mental health research priorities on a 3-point
Likert Scale (0=low priority; I=moderate priority; 2=high
priority). Participants will also be asked to indicate their
willingness to participate in the research priority-setting
workshops. Discussions will be audio-recorded and tran-
scribed. Participants will be offered a £25 gift voucher
each to thank them for their time.

Sample size

Sample sizes are indicative and in keeping with previous
studies.* We will hold 10 FG discussions in total, that is,
two per participant group with lived experience consisting
of a minimum of four people per group, thatis, (1) adults
with lived experience, (2) family carers, (3) young people
(16-25 years), (4) older people and (5) marginalised
communities. An estimated sample of 40 participants will
be recruited.

Phase 3: collation—data analysis (study objective 3)

Aim: This phase aims to process the information from the
survey and FG discussions. A team approach will be taken
to analyse the data involving researchers, members of the
LEAG and SG members. Training, support and mentor-
ship in data analysis/interpretation will be provided to
people with lived experience.

Data analysis

We will use a triangulation approach to integrate the
data from the survey and FG discussion. First, we will
analyse data from each data source separately using
qualitative and quantitative methods as appropriate. As
such, descriptive statistics will be used for data from the
survey, and thematic analysis for data from FG discussions
to identify common themes of high priorities. Data anal-
ysis will be conducted independently by two researchers.
Second, a team of researchers, including our LEAG lead,
will make sense of, compare and group the topics and
questions from both data sources. Third, based on the
triangulated results, the team will produce a shortlist of
priorities/questions to be voted on and ranked during
the 2-day prioritisation exercise, which will include repre-
sentatives from our stakeholder and community groups.
Triangulation is a recognised approach to achieving and
maintaining consistency, validity and rigour in mixed
methods research.”

Phase 4: prioritisation (study objectives 3 and 4)

Aim: This phase aims to synthesise the information
collected in Phases 2 and 3 and bring stakeholders
together to agree on the top 10 research priorities for
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mental health to inform our MHRG research programme
strategies.

Participants and sampling

Participants who have registered an interest in Phases 2
and 3 will be invited to participate. The JLA recommends
the inclusion of 12-30 participants per research prioriti-
sation workshop.*® We anticipate around 15 stakeholders
per workshop will take part. Two participant groups will
be included: (1) the service users and public group and
(2) the professionals group. We will adapt our recruit-
ment strategy to purposively target groups often under-
represented in research.

Data collection

We are mindful that combining different groups with
potentially conflicting ideas in a single workshop may
undermine equal representation in the final consensus.”
To overcome this, we will run two in-person seminars over
2 days to rank and prioritise the research topics generated
in Phase 3. The ranking exercise on day 1 will involve
the service user and public group, and day 2 will involve
the professionals group. Prior to each workshop, partic-
ipants will be sent the shortlist of priorities identified in
the previous phases. At each seminar, group discussion
will focus on the relevance of the known mental health
research priorities to Norfolk and Suffolk and the newly
identified priorities. Two researchers will facilitate the
workshops for consistency, and we will use a Nominal
Group Technique, as per the JLA methodology,"
group the shortlist. Participants will first be split into
two groups of eight participants maximum to give their
views about which research priorities are most or least
important. They will be asked to rank or vote on their
preferences into high (two points), medium (one point)
or low (0 points) priority categories. The ranked total
from each group will be summed, and the priorities with
the highest score (ie, most favoured) total ranking will be
selected as the top priorities. Participants will be returned
to the large group to discuss the ranking and arrive at
the finalist list of up to 10 mental health research priori-
ties'” ** in Norfolk and Suffolk.

To ensure that lived experience and public view
remain central to the priority-setting exercise, the profes-
sional group will receive the ranking scores and feed-
back from the lived experience panel. This adaptation
has been used in previous studies, where evidence shows
that providing feedback on patient scores to healthcare
professionals results in an expanded set of consensus
items that better reflect the priorities of patients.”®*® To
minimise the possibility of members of the public work-
shop feeling pressured to tailor their answers/ranking,
the pubhc panel will not receive feedback on professional
scores.” Discussions will be audio-recorded and tran-
scribed. Participants will be offered a £25 gift voucher
each to thank them for their time. Travel expenses will
also be covered.

Phase 5: future research development and capacity building
(study objectives 4 and 5)

Aim: This final stage aims to develop our research
programme strategy, including capacity building and
formally bringing our team together by setting out the
structure of the Norfolk—Suffolk MHRG.

Procedure

The research priority-setting in this development work
will give us the knowledge required to develop a 5-year
research programme that addresses the trajectory of
mental health difficulties across the life course in Norfolk
and Suffolk. Based on JLA priorities, we anticipate that
the broad research themes emerging in Phases 1-4 that
need to be included in our NIHR MHRG programmes of
research could consist of the workstreams,/themes shown
in the road map in figure 1. The activities will be copro-
duced and codelivered with patient and public involve-
ment input throughout.

PATIENT AND PUBLIC INVOLVEMENT (PPI)

Our ultimate goal is to give people living with mental
health difficulties, their families, health and social care
professionals (including statutory and third sector
providers), researchers and policymakers a voice in
deciding the most important questions to be answered by
future research. We have worked with people with lived
experience, communities and partner organisations from
Norfolk and Suffolk to design this study. The chief inves-
tigator (SO) met people with lived experience and several
individuals from a range of local organisations (including
charities supporting young people, women and agricul-
tural communities) to gain their perspectives on the
project idea. The members of this PPI group supported
the importance and timeliness of the study. Those with
lived experience of mental health difficulties shared their
experiences of a lack of timely access to care, insufficient
duration of treatment and a lack of opportunities in
coastal areas. There was a consensus that separate prior-
itisation workshops be held with professional and user/
public stakeholders to reduce the risk of service users
feeling pressured to agree with the professionals. We
have incorporated all the stakeholders’ suggestions and
comments in the protocol.

‘We have convened an SG and a LEAG, with whom we will
conduct the project over 12 months. To date, members of
our LEAG have contributed to writing the plain English
summary and designing the survey questionnaires and
FG discussion/interview topic guide. The LEAG will be
supported and led by a co-investigator who also brings
a lived experience, and the group will be involved in all
study aspects, including recruitment, interpretation of
findings and dissemination. Crucially, the LEAG will be
involved in developing our large research programme
to ensure that the perspectives of experts by experience
are captured. We will also explore and develop structures
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Deliver the insights and solutions to enable
improvements in the trajectory of mental health
difficulties across the life course in diverse
populations.

Figure 1

Flowchart of themes to be developed for the NIHR Norfolk—-Suffolk MHRG. MHRG, Mental Health Research Group;

NIHR, National Institute of Health and Care Research; PPI, patient and public involvement.

for peer researcher development. LEAG members will be
reimbursed according to NIHR recommended rates.

ETHICAL CONSIDERATIONS AND DATA MANAGEMENT
Participation in the study is voluntary. All participants
will be given written and, where possible, verbal informa-
tion about the project to allow them to make informed
decisions about their participation. The online survey
will ask participants to confirm their participation via
an embedded consent statement. FGs and prioritisation
workshops will take place in person. Participants will be
asked to sign a consent form; researchers will remind
them that they can withdraw anytime. We will make
participants aware that once data are anonymised, with-
drawal/removal may not be possible. All efforts will be
made to ensure confidentiality. However, we will remind
participants not to share sensitive information because
confidentiality cannot be guaranteed, given the nature
of FG discussions and workshops. FG and prioritisation
workshop participants will be offered a £25 gift voucher
each as reimbursement for their time in taking part. We
will also cover the travel expenses made by participants
to take part in the study. Participants in the online survey
will have a chance to win one of twenty £25 gift vouchers
as reimbursement for their time for completing the
questionnaire.

The General Data Protection Regulation and the UEA
Research Data Management Policy (version 1.7) (UEA,
2019) will be fully adhered to. Data from the online
survey, FG discussions and workshops will be stored
on a password-protected UEA server. Following study

completion, the data will be held for 10 years at the UEA,
after which it will be destroyed.

Further, we have developed a safeguarding proce-
dure for participants who might be at risk. For example,
suppose a participant becomes distressed during the
group discussion or interview. In that case, the researcher
will stop the interview, and immediate support will be
provided along with signposting to sources of additional
support (eg, general practitioner, care coordinator and
appropriate voluntary organisation). Additionally, if any
information provided concerns the research team that a
participant is at risk or if they provide information that
others might be at risk. A decision on how to proceed
in such circumstances will be made in consultation with
the study chief investigator, who is an experienced mental
health nurse, and, if possible, agreement will be reached
with the participant on the steps to be taken.

This study was approved by the UEA’s Faculty of Medi-
cine and Health Research Ethics Committee (reference:
ETH2324-2542), Norwich, UK. The ethical conduct of
the study is monitored throughout by the UEA.

DISSEMINATION AND ANTICIPATED IMPACT

We will leverage our strong network of stakeholders
and partners involved in mental health services, such
as people with lived experience, academics, clinicians,
policymakers, the third sector and government and
non-government organisations. Knowledge mobili-
sation and dissemination strategies will be tailored
to specific stakeholders, working closely with our
LEAG and SG to produce newsletters, websites, short
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summaries, publications and conferences. The LEAG
members and SG contributions will be recognised in
all dissemination, including coauthorship of article
publications. The CSMH will support the develop-
ment of a collaborative research programme strategy
for the MHRG Award, providing mentorship, sharing
approaches to and experiences of building partner-
ships and supporting capacity-building activities. The
potential impact of this project and (if funded) the
subsequent larger programme of research will include
improving health and reducing mental health burdens
(eg, narrowing treatment gaps, reducing hospitalisa-
tion/emergency admissions, improving access to care,
increasing social connection) and economic impacts,
such as saving the NHS money.

In summary, this study will use a mixed-methods
approach to consult and collaborate with people
with lived experience with mental health difficulties,
mental health experts, policymakers and members
of the public to identify priorities and capacity gaps
for mental health research in Norfolk and Suffolk.
Its strengths are in the multidisciplinary and interdis-
ciplinary partnership between, and the involvement
from inception of, key local and regional stakeholders
and a strong collaboration with the CSMH King’s
College London. Our systematic and transparent
approach to the research priority setting aligns with
other evidence-based priority research activities and
a strong commitment to dissemination and future
research. The priorities identified from the work will
lay the foundations for larger programmes of research
intended to address unmet needs and improve mental
health outcomes.

Author affiliations

'School of Health Sciences, University of East Anglia, Norwich, UK

ZNorwich Epidemiology Centre, University of East Anglia, Norwich, UK

*Health Service and Population Research Department, Institute of Psychiatry
Psychology and Neuroscience, London, UK

“ESRC Centre for Society and Mental Health, King's College London, London, UK
SPsychological Medicine, King's College London Institute of Psychiatry Psychology
and Neuroscience, London, UK

SNorwich Medical School, University of East Anglia, Norwich, UK

"National Institute for Health and Care Research Applied Research Collaboration
East of England, University of East Anglia Faculty of Medicine and Health Sciences,
Norwich, UK

¥School of Psychology, University of East Anglia, Norwich, UK

MRC Cognition & Brain Sciences Unit, University of Cambridge, Cambridge, UK

X Jayati Das-Munshi @Jaydasmunshi and Caitlin Notley @AddictionUEA

Acknowledgements The authors thank all the members of our Steering Group
and Lived Experience Advisory Group for their contributions to the project.

Contributors SO is the chief investigator and conceived the original study

and study design. Funding acquisition: SO, CM, JD-M, JH, KS, ZK, CN, NB, AZ,
HP.Investigation: SO, CM, KS, JD-M, AZ, HP, ZK, CN, NB, SM and JH. Writing—
original draft: SO. Writing—reviewing and editing: SO, CM, JD-M, JH, KS, HP, ZK,
SM, AZ, NB and CN. All authors read and approved the final manuscript. Guarantor
is SO.

Funding This project is funded by the National Institute for Health and Care
Research (NIHR) (NIHR 207498). The views expressed are those of the author(s)
and not necessarily those of the NIHR or the Department of Health and Social Care.

KS is supported by the NIHR Applied Research Collaboration East of England (NIHR
ARC EoE) at Cambridgeshire and Peterborough NHS Foundation Trust. CM and JD-M
are supported by the ESRC Centre for Society and Mental Health at King’s College
London (ESRC Reference: ES/S012567/1). JD-M is in receipt of funding from UK
Research and Innovation funding for the Population Mental Health Consortium
(Grant no MR/Y030788/1) which is part of Population Health Improvement UK
(PHI-UK).

Competing interests On behalf of all authors, the corresponding author states that
there are no conflicts of interest.

Patient and public involvement Patients and/or the public were involved in the
design, or conduct, or reporting, or dissemination plans of this research. Refer to
the Methods section for further details.

Patient consent for publication Not applicable.
Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iDs

Sherifat Oduola http://orcid.org/0000-0002-7227-9536
Jayati Das-Munshi http://orcid.org/0000-0002-3913-6859
Niall Broomfield http://orcid.org/0000-0003-2599-3435
Kristy Sanderson http://orcid.org/0000-0002-3132-2745
Caitlin Notley http://orcid.org/0000-0003-0876-3304
Zarnie Khadjesari http://orcid.org/0000-0002-2958-9555

REFERENCES

1 WHO. Comprehensive mental health action plan 2013-2030. 2021.
Available: https://www.who.int/publications/i/item/9789240031029

2 Mental Health Foundation. Mental health problems cost UK economy
at least GBP 118 billion a year - new research. 2022. Available:
https://www.mentalhealth.org.uk/about-us/news/mental-health-
problems-cost-uk-economy-least-gbp-118-billion-year-new-research

3 Onwumere J, Zhou Z, Kuipers E. Informal Caregiving Relationships in
Psychosis: Reviewing the Impact of Patient Violence on Caregivers.
Front Psychol 2018;9:1530.

4 Morgan C, McKenzie K, Fearon P. Society and Psychosis, in Society
and Psychosis. New York, NY: Cambridge University Press; US,
2008.

5 Jongsma HE, Gayer-Anderson C, Lasalvia A, et al. Treated Incidence
of Psychotic Disorders in the Multinational EU-GEI Study. JAMA
Psychiatry 2018;75:36-46.

6 Oduola S, Das-Munshi J, Bourque F, et al. Change in incidence rates
for psychosis in different ethnic groups in south London: findings
from the Clinical Record Interactive Search-First Episode Psychosis
(CRIS-FEP) study. Psychol Med 2021;51:300-9.

7 Gayer-Anderson C. Childhood Adversity, Social Support and
Psychosis, in Institute of Psychiatry. London: Kings College London,
2013:405.

8 Dalsgaard S, McGrath J, Ostergaard SD, et al. Association of
Mental Disorder in Childhood and Adolescence With Subsequent
Educational Achievement. JAMA Psychiatry 2020;77:797.

9 Kirkbride JB, Hameed Y, Ankireddypalli G, et al. The Epidemiology of
First-Episode Psychosis in Early Intervention in Psychosis Services:
Findings From the Social Epidemiology of Psychoses in East Anglia
[SEPEA] Study. Am J Psychiatry 2017;174:143-53.

10 Kaminska K, Hodgekins J, Lewis JR, et al. Associations between
rural/urban status, duration of untreated psychosis and mode of
onset of psychosis: a mental health electronic clinical records

Oduola S, et al. BMJ Open 2025;15:6093980. doi:10.1136/bmjopen-2024-093980

1ybuAdoo
Aq pa193101d "ellbuy 1se3 Jo AlISIaAIUN Te GZOg ‘g Arenuer uo jwodfwg-uadolwg//:dny wol) papeojumoq ‘GZ0zZ Alenuer 1 Uo 086£60-720z-uadolwag/9eTT 0T Se paysiignd 1si1y :uado rINg


https://x.com/Jaydasmunshi
https://x.com/AddictionUEA
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-7227-9536
http://orcid.org/0000-0002-3913-6859
http://orcid.org/0000-0003-2599-3435
http://orcid.org/0000-0002-3132-2745
http://orcid.org/0000-0003-0876-3304
http://orcid.org/0000-0002-2958-9555
https://www.who.int/publications/i/item/9789240031029
https://www.mentalhealth.org.uk/about-us/news/mental-health-problems-cost-uk-economy-least-gbp-118-billion-year-new-research
https://www.mentalhealth.org.uk/about-us/news/mental-health-problems-cost-uk-economy-least-gbp-118-billion-year-new-research
http://dx.doi.org/10.3389/fpsyg.2018.01530
http://dx.doi.org/10.1001/jamapsychiatry.2017.3554
http://dx.doi.org/10.1001/jamapsychiatry.2017.3554
http://dx.doi.org/10.1017/S0033291719003234
http://dx.doi.org/10.1001/jamapsychiatry.2020.0217
http://dx.doi.org/10.1176/appi.ajp.2016.16010103
http://bmjopen.bmj.com/

11

12

13

14

15

16

17

20

21

22

23

24

25

26

27

28

29

30

31

32

33

analysis in the East of England, UK. Soc Psychiatry Psychiatr
Epidemiol 2024.

ONS. Coastal towns in England and Wales. 2020. Available: https://
www.ons.gov.uk/businessindustryandtrade/tourismindustry/articles/
coastaltownsinenglandandwales/2020-10-06

WHO. Mental health of adolescents. 2023. Available: https://www.
who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:
text=Key%20facts,illness%20and%20disability %20among%
20adolescents

NHS Digital. Mental health of children and young people in England
2021 - wave 2 follow up to the 2017 survey. 2021. Available: https://
digital.nhs.uk/data-and-information/publications/statistical/mental-
health-of-children-and-young-people-in-england/2021-follow-up-to-
the-2017-survey

Ford T, John A, Gunnell D. Mental health of children and young
people during pandemic. BMJ 2021;372:614.

Gilburt, H.a.M., S. Mental Health 360: Prevalence. The King’s Fund,
2024.

Vos T, Lim SS, Abbafati C, et al. Global burden of 369 diseases and
injuries in 204 countries and territories, 1990-2019: a systematic
analysis for the Global Burden of Disease Study 2019. The Lancet
2020;396:1204-22.

Obasi A, Seekles M, Boshe J, et al. Adolescent mental health
research in Tanzania: a study protocol for a priority setting exercise
and the development of an interinstitutional capacity strengthening
programme. BMJ Open 2022;12:e054163.

Kessler RC, Amminger GP, Aguilar-Gaxiola S, et al. Age of onset of
mental disorders: a review of recent literature. Curr Opin Psychiatry
2007;20:359-64.

Allwood L. The Space between Us: Children’s Mental Health and
Wellbeing in Isolated Areas. Centre for Mental Health, 2021.

Costas and Smith. Unseen and Unheard:Tackling Inequality in Rural
Mental Health. Centre for Mental Health, 2020.

Oduola S, Coombes E, Hodgekins J, et al. Perspectives of young
people, family carers and voluntary sector staff on help-seeking for
mental health difficulties in a rural region of the united kingdom - a
qualitative study. Psychiatry and Clinical Psychology [Preprint] 2024.
Whitty C. Chief medical officer’s annual report 2021- health in coastal
communities in the UK — summary and recommendations. 2021.
Barton C, Cromarty H, Garratt K, et al. The Future of Coastal
Communities, House of Common. Commons Library Debate Pack,
2022.

Fiorentino S, Sielker F, Tomaney J. Coastal towns as ‘left-behind
places’: economy, environment and planning. Cambridge J Reg Econ
Soc 2024;17:103-16.

Suffolk observatory. Health report for suffolk. 2023. Available: https://
www.suffolkobservatory.info/health-and-social-care/#/view-report/
1835e7ef70a748c79aa478f386581700/___iaFirstFeature/G3

Norfolk County Council. Norfolk and waveney population overview.
2021. Available: https://www.norfolkinsight.org.uk/wp-content/
uploads/2022/09/Norfolk_and_Waveney_Population_Overview_
December_2021_accessible.pdf

Breilmann M, Day K. Demographic, social and economic
characteristics of suffolk’s population. 2023. Available: https://www.
suffolkobservatory.info/wp-content/uploads/2023/03/Demographic-
socialeconomic_characteristics_Suffolk_population.pdf

Bhugra D. Migration and mental health. Acta Psychiatr Scand
2004;109:243-58.

Bourque F, van der Ven E, Malla A. A meta-analysis of the risk for
psychotic disorders among first- and second-generation immigrants.
Psychol Med 2011;41:897-910.

Hogerzeil SJ, van Hemert AM, Veling W, et al. Incidence of
schizophrenia among migrants in the Netherlands: a direct
comparison of first contact and longitudinal register approaches. Soc
Psychiatry Psychiatr Epidemiol 2017;52:147-54.

Das-Munshi J, Ashworth M, Gaughran F, et al. Ethnicity and
cardiovascular health inequalities in people with severe mental
ilinesses: protocol for the E-CHASM study. Soc Psychiatry Psychiatr
Epidemiol 2016;51:627-38.

Taylor J, Shiers D. Don’t Just Screen-Intervene: Protecting the
cardiometabolic health of people with severe mental iliness. J
Diabetes Nurs 2016;297-302.

Department of health. No health without mental health: a cross-
government mental health outcomes strategy for people of all ages.
2011.

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

51

52

53

54

55

56

57

NIHR Evidence. Supporting the physical health of people with severe
mental iliness. 2023.

Langan J, Mercer SW, Smith DJ. Multimorbidity and mental

health: can psychiatry rise to the challenge? Br J Psychiatry
2013;202:391-3.

ONS. Health state life expectancies in England, Northern Ireland
and Wales. 2024 Available: https://www.ons.gov.uk/peoplepopula
tionandcommunity/healthandsocialcare/healthandlifeexpectancies/
bulletins/healthstatelifeexpectanciesuk/between2011t02013and2020
to2022#:~:text=Healthy %20life % 20expectancy % 20(HLE)%20at, %
2C%2060.3%20years %20for%20females)

Corrigan PW, Oppenheim M. The power of community-based
participatory research (CBPR). Psychiatr Rehabil J 2024;47:2-8.
Walker SC, Baquero B, Bekemeier B, et al. Strategies for enacting
health policy codesign: a scoping review and direction for research.
Implement Sci 2023;18:44.

Bower P, Grigoroglou C, Anselmi L, et al. Is health research
undertaken where the burden of disease is greatest? Observational
study of geographical inequalities in recruitment to research in
England 2013-2018. BMC Med 2020;18:133.

Crenshaw K. Mapping the Margins: Intersectionality, Identity
Politics, and Violence against Women of Color. Stanford Law Rev
1991;43:1241.

Gopalkrishnan N. Cultural Diversity and Mental Health:
Considerations for Policy and Practice. Front Public Health
2018;6:179.

Bowleg L. The problem with the phrase women and minorities:
intersectionality-an important theoretical framework for public health.
Am J Public Health 2012;102:1267-73.

Nasa P, Jain R, Juneja D. Delphi methodology in healthcare
research: How to decide its appropriateness. World J Methodol
2021;11:116-29.

Deering K, Brimblecombe N, Matonhodze JC, et al. Methodological
procedures for priority setting mental health research: a systematic
review summarising the methods, designs and frameworks involved
with priority setting. Health Res Policy Syst 2023;21:64.

Weobong B, Ae-Ngibise K, Mwangi G, et al. Mental health and
disability research priorities and capacity needs in Ghana: findings
from a rapid review and research priority ranking survey. Glob Health
Action 2022;15:2112404.

Alliance JL. The James Lind Alliance Guidebook, Version 10.
Southampton. United Kingdom, 2021.

Crocker J., e.a. P. Priority topics for health and care research:
findings from an analysis of research priorities agreed by uk
service users, carers and professionals. 2022 Available: https://
www.phc.ox.ac.uk/research/resources/priorities-for-health-and-
care-research

Alliance JL. Reflections on rapid priority setting and the james lind
alliance method. 2023. Available: https://www.jla.nihr.ac.uk/news/
reflections-on-rapid-priority-setting-and-the-james-lind-alliance-
method/33585

Alliance JL. How many responses is enough. 2022. Available: https://
www.jla.nihr.ac.uk/jla-guidebook/chapter-5/how-many-responses-is-
enough.htm

Lehoux P, Poland B, Daudelin G. Focus group research and “the
patient’s view”. Soc Sci Med 2006;63:2091-104.

Farmer T, Robinson K, Elliott SJ, et al. Developing and implementing
a triangulation protocol for qualitative health research. Qual Health
Res 2006;16:377-94.

Howarth E, Vainre M, Humphrey A, et al. Delphi study to identify key
features of community-based child and adolescent mental health
services in the East of England. BMJ Open 2019;9:e022936.
Macefield R, Blencowe N, Brookes S, et al. Core outcome set
development: the effect of Delphi panel composition and feedback
on prioritisation of outcomes. Trials 2013;14:1.

Hassan J. The Seaside, Health and the Environment in England and
Wales since 1800. 1st edn. 2016: Routledge,

Andrews GJ, Kearns RA. Everyday health histories and the making
of place: the case of an English coastal town. Soc Sci Med
2005;60:2697-713.

Beatty C, Fothergill S. The seaside economy: the final report of the
seaside towns research project. Centre for Regional Economic and
Social Research, Sheffield Hallam University; 2003.

Ward KJ. Geographies of exclusion: Seaside towns and Houses in
Multiple Occupancy. J Rural Stud 2015;37:96-107.

Oduola S, et al. BMJ Open 2025;15:€093980. doi:10.1136/bmjopen-2024-093980

1ybuAdoo
Aq pa193101d "ellbuy 1se3 Jo AlISIaAIUN Te GZOg ‘g Arenuer uo jwodfwg-uadolwg//:dny wol) papeojumoq ‘GZ0zZ Alenuer 1 Uo 086£60-720z-uadolwag/9eTT 0T Se paysiignd 1si1y :uado rINg


http://dx.doi.org/10.1007/s00127-024-02758-3
http://dx.doi.org/10.1007/s00127-024-02758-3
https://www.ons.gov.uk/businessindustryandtrade/tourismindustry/articles/coastaltownsinenglandandwales/2020-10-06
https://www.ons.gov.uk/businessindustryandtrade/tourismindustry/articles/coastaltownsinenglandandwales/2020-10-06
https://www.ons.gov.uk/businessindustryandtrade/tourismindustry/articles/coastaltownsinenglandandwales/2020-10-06
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Key%20facts,illness%20and%20disability%20among%20adolescents
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Key%20facts,illness%20and%20disability%20among%20adolescents
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Key%20facts,illness%20and%20disability%20among%20adolescents
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Key%20facts,illness%20and%20disability%20among%20adolescents
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2021-follow-up-to-the-2017-survey
http://dx.doi.org/10.1136/bmj.n614
http://dx.doi.org/10.1016/S0140-6736(20)30925-9
http://dx.doi.org/10.1136/bmjopen-2021-054163
http://dx.doi.org/10.1097/YCO.0b013e32816ebc8c
http://dx.doi.org/10.1093/cjres/rsad045
http://dx.doi.org/10.1093/cjres/rsad045
https://www.suffolkobservatory.info/health-and-social-care/#/view-report/1835e7ef70a748c79aa478f386581700/___iaFirstFeature/G3
https://www.suffolkobservatory.info/health-and-social-care/#/view-report/1835e7ef70a748c79aa478f386581700/___iaFirstFeature/G3
https://www.suffolkobservatory.info/health-and-social-care/#/view-report/1835e7ef70a748c79aa478f386581700/___iaFirstFeature/G3
https://www.norfolkinsight.org.uk/wp-content/uploads/2022/09/Norfolk_and_Waveney_Population_Overview_December_2021_accessible.pdf
https://www.norfolkinsight.org.uk/wp-content/uploads/2022/09/Norfolk_and_Waveney_Population_Overview_December_2021_accessible.pdf
https://www.norfolkinsight.org.uk/wp-content/uploads/2022/09/Norfolk_and_Waveney_Population_Overview_December_2021_accessible.pdf
https://www.suffolkobservatory.info/wp-content/uploads/2023/03/Demographic-socialeconomic_characteristics_Suffolk_population.pdf
https://www.suffolkobservatory.info/wp-content/uploads/2023/03/Demographic-socialeconomic_characteristics_Suffolk_population.pdf
https://www.suffolkobservatory.info/wp-content/uploads/2023/03/Demographic-socialeconomic_characteristics_Suffolk_population.pdf
http://dx.doi.org/10.1046/j.0001-690x.2003.00246.x
http://dx.doi.org/10.1017/S0033291710001406
http://dx.doi.org/10.1007/s00127-016-1310-8
http://dx.doi.org/10.1007/s00127-016-1310-8
http://dx.doi.org/10.1007/s00127-016-1185-8
http://dx.doi.org/10.1007/s00127-016-1185-8
http://dx.doi.org/10.1192/bjp.bp.112.123943
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2020to2022#:~:text=Healthy%20life%20expectancy%20(HLE)%20at,%2C%2060.3%20years%20for%20females)
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2020to2022#:~:text=Healthy%20life%20expectancy%20(HLE)%20at,%2C%2060.3%20years%20for%20females)
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2020to2022#:~:text=Healthy%20life%20expectancy%20(HLE)%20at,%2C%2060.3%20years%20for%20females)
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2020to2022#:~:text=Healthy%20life%20expectancy%20(HLE)%20at,%2C%2060.3%20years%20for%20females)
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2020to2022#:~:text=Healthy%20life%20expectancy%20(HLE)%20at,%2C%2060.3%20years%20for%20females)
http://dx.doi.org/10.1037/prj0000568
http://dx.doi.org/10.1186/s13012-023-01295-y
http://dx.doi.org/10.1186/s12916-020-01555-4
http://dx.doi.org/10.2307/1229039
http://dx.doi.org/10.3389/fpubh.2018.00179
http://dx.doi.org/10.2105/AJPH.2012.300750
http://dx.doi.org/10.5662/wjm.v11.i4.116
http://dx.doi.org/10.1186/s12961-023-01003-8
http://dx.doi.org/10.1080/16549716.2022.2112404
http://dx.doi.org/10.1080/16549716.2022.2112404
https://www.phc.ox.ac.uk/research/resources/priorities-for-health-and-care-research
https://www.phc.ox.ac.uk/research/resources/priorities-for-health-and-care-research
https://www.phc.ox.ac.uk/research/resources/priorities-for-health-and-care-research
https://www.jla.nihr.ac.uk/news/reflections-on-rapid-priority-setting-and-the-james-lind-alliance-method/33585
https://www.jla.nihr.ac.uk/news/reflections-on-rapid-priority-setting-and-the-james-lind-alliance-method/33585
https://www.jla.nihr.ac.uk/news/reflections-on-rapid-priority-setting-and-the-james-lind-alliance-method/33585
https://www.jla.nihr.ac.uk/jla-guidebook/chapter-5/how-many-responses-is-enough.htm
https://www.jla.nihr.ac.uk/jla-guidebook/chapter-5/how-many-responses-is-enough.htm
https://www.jla.nihr.ac.uk/jla-guidebook/chapter-5/how-many-responses-is-enough.htm
http://dx.doi.org/10.1016/j.socscimed.2006.05.016
http://dx.doi.org/10.1177/1049732305285708
http://dx.doi.org/10.1177/1049732305285708
http://dx.doi.org/10.1136/bmjopen-2018-022936
http://dx.doi.org/10.1186/1745-6215-14-S1-P77
http://dx.doi.org/10.1016/j.socscimed.2004.11.004
http://dx.doi.org/10.1016/j.jrurstud.2014.10.001
http://bmjopen.bmj.com/

	Changing the trajectories of mental health difficulties in Norfolk and Suffolk: a research-­priority-­setting project with patients, the public, clinicians, policymakers and other stakeholders—study protocol
	Abstract
	Background﻿﻿
	The Norfolk–Suffolk context
	Aim and strategic goals

	Methods
	Study design
	Study status
	Study settings, participants and eligibility
	Procedure

	Phase 1: identifying stakeholders (study objective 1)
	Phase 2a: consultation—online survey (study objective 2)
	Participants and sampling
	Data collection
	Sample size

	Phase 2b: consultation—in-person survey completion and FG discussions (study objective 2)
	Participants and sampling
	Data collection
	Sample size

	Phase 3: collation—data analysis (study objective 3)
	Data analysis

	Phase 4: prioritisation (study objectives 3 and 4)
	Participants and sampling
	Data collection

	Phase 5: future research development and capacity building (study objectives 4 and 5)
	Procedure


	Patient and public involvement (PPI)
	Ethical considerations and data management
	Dissemination and anticipated impact
	References


